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Abstract
Background: Asylum evaluations are highly specialized medico-legal encounters to collect physical or mental
health evidence for use in immigration proceedings. Although the field of asylum medicine is growing, access to
these evaluations is still inadequate, particularly for those in United States immigration detention or other forms of
custody, such as under the U.S. Migrant Protection Protocols or “Remain in Mexico” policy. Given advances in
telehealth in recent years and growing evidence of similar outcomes with in-person management, it seems
prudent to examine whether remote modalities may also be effective for conducting mental health asylum
evaluations in hard-to-reach populations.
Methods: We analyzed the responses of 12 U.S. clinicians who conducted 25 cross-border remote mental health
evaluations with clients in Mexico prior to the COVID-19 pandemic, and completed a post-evaluation survey
regarding their impressions and experiences of the remote encounter. Data were coded through a process of
thematic analysis.
Results: The average evaluation time was 2.3 h, slightly shorter than might be expected from an in-person
encounter. Five themes emerged from the coding process: rapport building, achieving overall goal, comparison of
in-person vs. remote, technical issues, and coordination. Clinicians encountered a number of challenges including
technical difficulties and a decreased ability to establish rapport. Nearly uniformly, however, clinicians noted that
despite difficulties, they were able achieve the goals of the evaluation, including rapport building and diagnosis.
Conclusion: Remote evaluations appear to achieve their intended goal and may be useful in expanding legal
options for hard-to-reach asylum seekers.
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Introduction
Even before the COVID-19 pandemic, telepsychiatry and
remote telehealth services have been an expanding field
of practice in response to inadequate access and insufficient mental health workforce in rural areas of the
United States. There is considerable evidence showing
similar outcomes (diagnostic accuracy, care quality, efficacy, patient satisfaction) between in-person and telemental health services in the general population [1]. A
systematic review of 452 published research articles on
telepsychiatry found that treatment outcomes were similar to in-person sessions and that both patients and providers felt satisfied with services [2].
Recently, researchers have begun looking at the use of
telepsychiatry for the purpose of conducting asylum
evaluations in settings where in-person encounters are
unavailable. Asylum evaluations are highly specialized
medico-legal encounters whose purpose is to assess asylum seekers’ claims of persecution, torture or illtreatment as part of a process to change their legal status for residence in a host country. Asylum evaluations
can focus on physical evidence collection or on mental
health evidence collection (in the form of psychiatric
signs, symptoms or diagnoses related to the alleged
trauma), or both. There are limited data from over 2 decades ago (when asylum grant rates were more favorable
in general) showing that nearly 89% of those who had
representation and received a medical evaluation gained
asylum compared to the national average of 37.5% [3].
In Fiscal Year 2018, the most recent year for which we
have complete data, 38,687 individuals were granted asylum
in the United States [4] with 325,514 cases pending by
December [5]. In 2019, just 31% of asylum seekers were
granted asylum; grant rates vary greatly depending on the
jurisdiction, individual judge, country of origin and whether
or not the asylum seeker has legal representation [6].
Most asylum evaluations take place in the communities
where asylum seekers reside while awaiting their immigration proceedings. However, some have to be conducted in
detention facilities, which are often located in remote locations. Clinicians must travel several hours to perform
exams, and the exams themselves can last several hours
each, making the process of conducting asylum evaluations unfeasible for busy healthcare providers.
Since the implementation of the Migrant Protection
Protocols (MPP, also referred to as “Remain in Mexico”),
which has required asylum seekers to wait in Mexico
during the duration of their immigration proceedings
and to attend their hearings in courts along the southern
US border, assessments have been complicated by the
need to cross an international border to reach the clients
and by physically insecure conditions in the open air encampments and informal shelters in Mexico where the
asylum seekers are living [7].

Page 2 of 8

The option to conduct an evaluation remotely enables
clinicians and legal representatives to provide such services to clients who otherwise would not have access to
an expert evaluation. Telephonic mental health evaluations, in particular, offer convenience, safety, and low
cost for clinicians in comparison with paying and taking
the time off for travel to those locations.
A recent comparison of 10 telephonic mental health
asylum evaluations with 20 randomly selected in-person
asylum evaluations found that telephonic and in-person
evaluations were equally efficacious in over 26 clinically
relevant areas, including obtaining a history of torture,
psychiatric history, and reaching diagnoses [8]. Clinicians performing telephonic mental health evaluations
stated that they did not find a difference in their ability
to accurately diagnose in comparison with in-person
evaluations, which required the same clinical standards
and skills.
At the same time, the clinicians reported some challenges building rapport with the client without access to
nonverbal information conveyed through body language
and facial expressions. They found that checklists and
cognitive tests were logistically more challenging to conduct over the phone; they also found that the mental status exam was less comprehensive, since they could not
observe the clients’ motor activity, appearance, and facial
expressions [8]. Another, albeit preliminary, study [9],
reviewing 15 telephonic evaluations, reported that clinicians expressed increased comfort with telephonic evaluations following specific training.
In December 2019, Physicians for Human Rights
launched a collaborative pilot project offering remote
mental health tele-evaluations -- with video-conferencing
options -- to asylum seekers residing in an open-air encampment across the US-Mexico border, and set out to assess participating clinicians’ perceptions of the experience.
Project description

Physicians for Human Rights (PHR) -- a global nongovernmental organization and a leader in capacity
building for asylum evaluation programming and service
provision -- launched the pilot program at the migrant
encampment in Matamoros, across the US-Mexico
border from Brownsville, Texas. As many as 3000 asylum seekers have lived in the encampment at one time
since July 2019, when the US government began implementing the Migrant Protection Protocol (MPP) policy
in that sector of the border [10].
More than 62,000 asylum seekers have been returned
to Mexico under the Migrant Protection Protocols or
Remain in Mexico policy, requiring them to wait for
months for intermittent U.S. immigration court dates.
Less than 1% of asylum seekers are granted the chance
to exit the program and less than 5% have legal counsel
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[11]. Many of the clients in Matamoros do not have access to medico-legal asylum evaluations or related declarations, which could bolster their cases. The pilot was a
partnership of several non-profit civil-society organizations. PHR recruited experienced asylum evaluators,
Lawyers for Good Government1 (Proyecto Corazón), Pro
Bono Asylum Representation Project (ProBAR),2 Justice
For Our Neighbors,3 and local immigration attorneys facilitated the client referrals, and Project Lifeline4 assisted
with client intake, coordinated scheduling, interpretation, and delivery of evaluations to legal organizations
or specific attorneys for reconciliation of medical and
legal documents.

Methodology
Protocol and setup

The pilot project provided both in-person and remote
forensic and psychological evaluations and interpretation. A Project Lifeline intern coordinated all parties remotely and was physically present on site at the
Resource Center Matamoros (RCM), where they could
ensure connectivity between clinician, interpreter, and
asylum-seeker, and that the privacy and confidentiality
of the virtual encounters were established and maintained. The RCM provided private rooms and wireless
internet access to support video tele-conferencing between the clinician, interpreter, and asylum-seeker via
Skype or Whatsapp. At times, remote interpreters connected with the clinician and asylum-seeker, who were
at the RCM for an in-person evaluation. Each encounter
lasted between 2 and 4 h.
Clinician preparation

PHR recruited experienced PHR-trained asylum evaluators via email request. Each evaluator was given a tip
sheet with guidance on best practices for remote evaluations, a summary of the unique legal frameworks and an
information sheet describing the local set-up. Project
Lifeline coordinated with local attorneys and their clients, scheduled the evaluations, answered clinician questions before and after the interview, and connected
clinicians to attorneys to deliver final reports to be reconciled with the asylum application.
A post-evaluation survey, developed by the project
team, was emailed to the participating clinicians who
conducted evaluations between December 14, 2019 to
March 30, 2020, after their first remote evaluation to assess their overall experience during the pilot. The
1

https://www.lawyersforgoodgovernment.org/
https://www.americanbar.org/groups/public_interest/immigration/
projects_initiatives/south_texas_pro_bono_asylum_representation_
project_probar/
3
https://njfon.org/
4
https://projectlifeline.us/
2
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researchers’ detailed knowledge and experience with
conducting asylum evaluations informed the set of
questions.
The post-evaluation form included five open ended
questions: 1. What is your overall impression of how the
encounter went? 2. What were some challenges? 3. What
went well? 4. How would you compare this encounter to
an in-person evaluation? (For example, comment on your
ability to collect the needed information, building rapport
with the client, being able to assess their behavior, being
able to assess for a psychiatric diagnosis, being able to assess credibility and malingering, etc.) 5. In your opinion, is
this an acceptable way of conducting asylum evaluations
for hard-to-reach populations?
We used a content analysis methodology to assess the
responses [12]. Data were coded through a process of
thematic analysis, starting with familiarization, then
moving to coding, and then generating, reviewing and
naming themes [13].
We coded content from the responses, as written by
the clinicians performing the evaluations through open
coding (creating tentative labels) and selective coding
(comparing all the codes to the core question).
Two team members reviewed the answers and extracted themes and sentiments from the written text.
Four team members reviewed the data and participated
in an informal intercoder agreement process, where
coders independently evaluate the data to check whether
they will reach the same conclusions, to ensure best
practices for data analysis, and to check the consistency
of coding.
The project was deemed exempt by the Georgetown
University School of Medicine (IRB # STUDY00001833)
and was approved by the Physicians for Human Rights
internal ERB.

Results
We received feedback from 12 clinicians who conducted
25 remote evaluations from 14 December 2019 to March
30, 2020. The total number of clinicians who completed
remote cross-border evaluations for PHR in that timeframe was 13; one clinician who had completed one
evaluation did not return the feedback form. All were
psychological evaluations, except for one evaluation
which was combined physical and psychological. All clinicians were experienced in conducting in person asylum evaluations; three had also completed evaluations in
Matamoros in person. Clinicians included psychiatrists
(5; 2 of which were child psychiatrists), internal medicine & pediatrics (1), pediatrician (1), psychologists (3)
and clinical psychologists/ neuropsychologists (2). During the majority of evaluations, the clients were in the
Resource Center Matamoros, though a few were in their
hotel rooms or apartments where they lived. Evaluation
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time ranged from 70 min to almost 4 h, with the average
evaluation time being 2.3 h. All but one of the evaluations required an interpreter.
We identified five domains within the feedback provided by the clinicians: rapport building, achieving overall goal, comparison of in-person vs. remote, technical
issues, coordination.
Overall, the clinicians encountered a number of challenges with remote evaluations in this context, but as
one evaluator stated, it is “.... certainly better than having
no evaluation done”. Similar comments included: “Even
though it isn’t ideal, I think it’s an acceptable way for
asylum seekers to get the help they need”, “It allows us
to reach many more folks”, “I would still do it again, because I think the exam is more important to have than
no exam at all.... But in person is much better.”
Clinicians observed a decreased ability to establish rapport with the clients, technical difficulties that affected
the encounter, and diagnostic challenges being unable to
visually assess reactions. They also stated the importance
of coordination and interpretation. Nearly uniformly,
this select group of clinicians noted that despite difficulties, they were able achieve the goals of the evaluation.
Table 1 summarizes the various aspects of the evaluation and provides illustrative quotes from clinicians
about their experiences.

Discussion
Despite multiple challenges, and while perceived as less
ideal than in-person evaluations, clinicians felt that remote
evaluations -- even across international borders and in an
unstable setting -- achieved their intended goals and were
“better than having no evaluation done” at all. This is the
first published article, to our knowledge, to involve or report on audio and video-conferencing remote asylum
evaluations, and to involve clients outside of the US,
across international borders and residing in unstable
housing in a migrant encampment.
Overall, the 12 clinicians conducting 25 evaluations
did not feel that the challenges inherent in the remote
aspect of the encounter or the video-conferencing technology prevented them from achieving their intended
goals of providing this critical medico-legal service to
asylum seekers. In post-evaluation feedback they reported that rapport building and diagnostic accuracy did
not suffer significantly, in a way that would prevent
them from fulfilling the evaluation’s objectives.
Beyond the clinicians’ perspectives, program staff encountered several challenges related to coordination
among stakeholders. The unstable conditions in this
transient setting and the ever-changing legal and physical environment have proven to be major challenges to
various aspects of the project. However, given the low
rates of medico-legal support provided to this
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population, even doing a few evaluations could potentially affect the lives of individuals and families otherwise
not afforded this opportunity.
Our pilot study and conclusions are limited by a variety of factors. First, this pilot was conducted at a single
remote location, which may differ in significant ways
from other settings with different resources, partners, or
technical infrastructure, so we cannot generalize. Second, the clinicians were a pre-selected group of highly
experienced individuals whose expertise with this population may have been enough to overcome challenges
rendered by the remote nature of the encounter. It is
unclear whether less experienced clinicians would feel
that they could achieve the encounter’s goals given the
circumstances. Third, methodologically, the feedback
format involved open-text written answers, which may
not capture the full scope of the clinicians’ experience
(for example, as might happen during an in-depth interview), and, fourth, some quotes were taken from clinicians who conducted multiple remote evaluations, so
their comments may be over-represented in our analysis.
Additionally, this pilot focused on remote mental health
evaluations. Physical evaluations might present additional challenges due to the need to assess physical
signs (such as scars), which may be more difficult to
evaluate via remote technology, or in public spaces. Importantly, we did not seek feedback on the process from
asylum seekers themselves, so we do not know the extent to which this format was acceptable to them.
This pilot was conducted prior to the COVID-19 pandemic, which forced when many health professionals to
pivot to remote patient encounters as part of the daily
work. It is likely that at the time of this pilot, clinicians
were not as familiar with conducting remote encounters
and assessments. Were this project conducted later, clinicians would have possibly felt more at ease with the technology and and other challenges of remote assessments.
Critically, it is unclear how the affidavits produced as
part of the remote medico-legal evaluations were perceived by U.S asylum adjudicators or immigration
courts. Did they view the assessment of the clients’ credibility differently? Are there regulatory barriers to conducting an assessment with a client who is not only in a
different state, but in a different country? To date, we
have received no indication that they were not admitted
as parts of the case materials. We also do not know
whether and how the resulting affidavits and declarations have been used in the legal proceedings of the clients, or what the case outcomes are.
The acceptance of remote evaluations – especially
those conducted in other countries -- in immigration
courts as equal or nearly-equal means of clinician assessment may potentially have domestic and global ramifications. Asylum evaluations are highly relevant for asylum
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Table 1 Clinicians’ Experiences Conducting Remote Asylum Evaluations. (In parentheses are the specialty of the evaluator and the
number of remote evaluations conducted as part of this pilot project)
Domain

Positive or Neutral Sentiment

Negative Sentiment

Connecting with the client
and building rapport

Rapport was easy to establish I thought, I think we
connected. (psychologist, 1 evaluation)

My efforts to make the connection were exhausting,
and I was left feeling generally tired and less than
satisfied after 3–4 h of hard work.
Building rapport is certainly more challenging
especially since your trying to collect information
that is very sensitive and painful (neuropsychologist,
12 evaluations)
[In the in-person evaluation it] is much easier to establish rapport, easier for me to allow time for the
client to reflect, take a step back emotionally as
needed (med-peds, 2 evaluations)
I was not able to comfort him well without being
there in person… It felt very awkward over the
computer and I was not able to establish the kind of
connection that I am able to create when I do these
exams in person. (pediatrician, 1 evaluation)

Achieving the goals and
objectives of the
encounter

I was able to gather sufficient information from the
clients about their pre-immigration histories, experiences of migration, current symptoms and circumstances (psychologist, 1 evaluation)
The encounter overall was successful, and the client
was granted asylum (med-peds, 2 evaluations)
Overall, considering the circumstances, one is able
to get the work completed. (psychiatrist, 1
evaluation)
I was glad that I was able to perform a full physical
exam and psych eval without needing to travel to
Matamoros. That made it very convenient and I was
gratified to be able to do this. (pediatrician, 1
evaluation)
It is ideal when an evaluation is conducted inperson. However, considering that that is not always
feasible, this is a good alternative. (psychiatrist, 2
evaluations)

While I was able to technically complete the exam,
it was not the same kind of evaluation as my usual
ones. I got them done despite the conditions.
(neuropsychologist, 12 evaluations)

Comparing Remote vs.
in-person evaluations

It felt very similar to in person assessments I have
done. (child psychiatrist, 1 evaluation)
Very comparable—it really was not very different
from meeting in person, to my mind. (psychiatrist, 1
evaluation)
[No challenges] because of remote nature of the
interview— but many of the usual challenges of
assisting client to focus his/her story (psychiatrist, 1
evaluation)
I worked extremely hard to try to put more
expression than usual into my voice, and to
compensate for the loss of verbal and physical
connection. (neuropsychologist, 12 evaluations)
I was comfortable with the remote format and felt
well-equipped to establish rapport with the clients
and gather necessary clinical information (psychiatrist, 2 evaluations)
I think I was able to assess for the psych diagnosis
and assess for credibility, etc. fine. (pediatrician, 1
evaluation)
I did not feel this significantly altered my ability to
make a diagnosis, however, nor to comment on the
client’s credibility (med-peds, 2 evaluations)

With clients who are more reserved, this mode of
conducting an evaluation would be more
problematic. (psychiatrist, 1 evaluation)
When I do interviews in person, I can make a full
assessment and diagnosis in a conversational
manner. In contrast, too often with the remote
interviews, I had to go through a checklist of
symptoms with the person. Furthermore, I could not
make visual observations—of dress, grooming,
general physical appearance, bodily movements. I
could not observe hyperactivity, tics, or abnormal
movements. I could not see the condition of their
skin, nails or hair. I could not see body type or
weight. (neuropsychologist, 12 evaluations)
I definitely prefer in-person interviews if possible.
(med-peds, 2 evaluations)
I was not able to observe the client’s gait. Due to
being on-screen sometimes full facial expressions
were not fully visible which was challenging in
doing a mental health evaluation.(forensic psychiatrist, 1 evaluation)
The distance reinforced the avoidance aspects of
her defenses as it was far more difficult for her to
bear the pain of describing some of her experience
(child psychiatrist, 2 evaluations)
It was also much harder to make a psychiatric
diagnosis (neuropsychologist, 12 evaluations)

Set up, technical Issues
and their impact on the
evaluation

There were several moments in which the
interpreter lost her connection to the online
videoconferencing site we were using (Skype).
However, this technical glitch created only short (2–

Given the couple of connectivity issues, it was
difficult to return immediately to the same thread
we were on before. I did not feel this significantly
altered my ability to make a diagnosis, however, nor
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Table 1 Clinicians’ Experiences Conducting Remote Asylum Evaluations. (In parentheses are the specialty of the evaluator and the
number of remote evaluations conducted as part of this pilot project) (Continued)
Domain

Coordination

Positive or Neutral Sentiment

Negative Sentiment

3 min) delays with minimal discernible impact on
the flow of the assessment. (psychiatrist, 2
evaluations)

to comment on the client’s credibility. (med-peds, 2
evaluations)
It is also harder to assess things such as affect of the
individual due to poor connection (psychiatrist, 1
evaluation)
We worked around [the audio] issues by repeating
things that were sometimes lost (forensic
psychiatrist, 1 evaluation)
Lower video quality made it more difficult to pick
up on non-verbal cues. For example, it took longer
than usual for me to realize the client’s father was
becoming emotional. (child psychiatrist, 1
evaluation)
In one instance, the phone connection was so poor,
and the client was so frustrated, that she was
becoming upset and I chose to stop.
(neuropsychologist, 12 evaluations)
Several times the communication either got stalled
or completely disconnected. Had to call back and
forth 2 times. (psychiatrist, 1 evaluation)
Having 3 people in 3 different locations on this
particular platform was not ideal, especially when
dealing with highly sensitive and emotion-laden information. (child psychiatrist, 1 evaluation)
Difficulty making the initial connection; losing the
connection repeatedly and calling back; poor signal,
difficulty hearing the client. I was glad that I had a
video connection for at least a few minutes,
because I could see where they were: on the street,
or in the doorway of a store. Neither of them had
told me that they were outside. (neuropsychologist,
12 evaluations)
The legal representative did not set up the interview
or do introductions, so it was an awkward start. [He
stayed] in the room, which made the client even
more reticent (psychologist, 2 evaluations)

The scheduler was there on time and stayed to
ensure that things were properly connected. (child
psychiatrist, 2 evaluations)
It was well organized and timely; I was able to
contact the liaison and the attorney to get
additional information that was required
(Psychiatrist, 1 evaluation)
When I was not able to see the scars well,
[coordinator] sent me close up photos on WhatsApp
so that I could see better. (pediatrician, 1 evaluation)
If neither interviewer nor interpreter could be in the
same room with her, it might have been useful for
her to have another support person present. (child
psychiatrist, 2 evaluations)

The client actually started crying, and then I asked
[coordinator] to please get him a tissue. If I were
there, I would have put my arm around the guy.
(pediatrician, 1 evaluation)

and immigration proceedings in all refugee-receiving
countries and in fact such evaluations are being conducted, and their impact and effectiveness studied, in
multiple countries, including the UK [14], Italy [15], and
the Netherlands [16]. The international standard used as
a reference for asylum evaluations around the world is
the UN Manual on the Effective Investigation and Documentation of Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment, also known as the
“Istanbul Protocol” (IP) [17]. The IP -- which is the PHR
standard for the evaluations -- outlines objective criteria

for evaluation, write-up and assessment of torture documentation and state obligations to promote access to objective medical evidence of torture. The UK Supreme
Court has affirmed the probative value of evidence collected according to Istanbul Protocol standards in asylum cases [18]. Evidence used from a study such as ours
may enable clinicians in other parts of the world to advocate for the use of remote evaluations to assess hardto-reach torture survivors and asylum seekers, across
borders, in remote areas, or in detention. Evidence of
the utility of such encounters may support experienced
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evaluators in conducting remote assessments in countries and settings where medico-legal experts are hard to
find, as part of international justice and accountability
mechanisms.
Beyond their role in legal proceedings, remote assessments have also been used for advocacy purposes, for
example, to force governments to transfer asylum
seekers in Australia [19], and in PHR’s own advocacy activities, such as in a 2021 project titled “Forced into
Danger” where we conducted an analysis of 95 medicolegal affidavits, most of which were obtained remotely,
to document human rights violations of migrants in
Mexico, resulting from the US Migrant Protection Protocols [20].

Conclusion
Asylum evaluations conducted remotely, even across
international borders, are acceptable to the clinicians conducting them for the purpose of assessing forced migrants’
psychological status as part of their legal proceedings. Remote evaluations may be useful in expanding legal options
for hard-to-reach asylum seekers.
As the world adjusts to incorporating remote activities
in multiple domains of life (including health, education
and legal services) as a result of the COVID-19 pandemic, we remain hopeful that remote evaluations will
be accepted as a routine form of medico-legal service to
the benefit of isolated or hard-to-reach communities. As
one of the clinicians noted: “I believe we should consider
videoconferencing-based evaluations as likely an increasingly valuable and even indispensable tool in the evaluation of asylum seekers and other global mental health
endeavors”.
Acknowledgements
The authors wish to thank the expert evaluators who have provided these
evaluations to asylum seekers free of charge, to Humza Jilani who
coordinated the evaluations scheduling, to the Resource Center Matamoros
which provided space for the project, and for the attorneys from Lawyers
from Good Government, ProBar and pro bono attorney Jodi Goodwin.
Authors’ contributions
Research idea (RM, KH, AN, DM), Protocol, survey and data extraction plan
(RM, KH); Data extraction and content analysis (KH, HH, ER, RM], writing,
review, editing, approval of final version [all authors].
Funding
We report no funding sources for this project.
Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
The project was deemed exempt by the Georgetown University School of
Medicine (IRB # STUDY00001833) and was approved by the Physicians for
Human Rights internal ERB.
Informed consent: all participants provided written consent.

Page 7 of 8

Consent for publication
N/A
Competing interests
The authors report no conflicts of interest.
Author details
Global Health Initiatives, Department of Family Medicine, Georgetown
University School of Medicine, Washington, DC 20007, USA. 2Physicians for
Human Rights, New York, NY, USA. 3John W. Deming Department of
Medicine, Tulane University School of Medicine, New Orleans, LA, USA.
4
Department of Pediatrics, Tulane University School of Medicine, New
Orleans, LA, USA. 5Medical Initiatives, Project Lifeline, Houston, TX, USA.
1

Received: 18 February 2021 Accepted: 17 May 2021

References
1. Aziz MA, Kenford S. Comparability of telephone and face-to-face interviews
in assessing patients with posttraumatic stress disorder. J Psychiatr Pract.
2004;10(5):307–13. https://doi.org/10.1097/00131746-200409000-00004.
2. Hubley S, Lynch SB, Schneck C, Thomas M, Shore J. Review of key
telepsychiatry outcomes. World J Psychiatry. 2016;6(2):269–82. https://doi.
org/10.5498/wjp.v6.i2.269.
3. Lustig SL, Kureshi S, Delucchi KL, Iacopino V, Morse SC. Asylum grant rates
following medical evaluations of maltreatment among political asylum
applicants in the United States. J Immigr Minor Health. 2008;10(1):7–15.
https://doi.org/10.1007/s10903-007-9056-8.
4. American Immigration Council. Asylum in the United States. https://www.a
mericanimmigrationcouncil.org/research/asylum-united-states. Accessed 18
June 2020.
5. United States Citizenship and Immigration Services. Asylum Office Workload
September 2019. https://www.uscis.gov/sites/default/files/USCIS/Outreach/
Notes%20from%20Previous%20Engagements/PEDAffirmativeAsylumSta
tisticsFY2019.pdf. Accessed 18 June 2020.
6. Syracuse University. Transactional records access clearinghouse (TRAC).
Record Number of Asylum Cases in FY 2019. https://trac.syr.edu/immigra
tion/reports/588/. Accessed 18 June 2020.
7. Human Rights First. Marking One Year of the Horrific “Remain in Mexico”
Policy – Over 800 Violent Attacks on Asylum-Seekers. https://www.huma
nrightsfirst.org/press-release/marking-one-year-horrific-remain-mexicopolicy-over-800-violent-attacks-asylum-seekers. Accessed 18 June 2020.
8. Bayne M, Sokoloff L, Rinehart R, Epie A, Hirt L, Katz C. Assessing the Efficacy
and Experience of In-Person versus Telephonic Psychiatric Evaluations for
Asylum Seekers in the U.S. Psychiatr Res. 2019;282:112612. https://doi.org/1
0.1016/j.psychres.2019.112612.
9. Green AS, Ruchman SG, Katz CL, Singer EK. Piloting Forensic Tele-Mental
Health Evaluations of Asylum Seekers. medRxiv. Published online April 18,
2020:2020.04.15.20063677.
10. Global Response Management. Medical Summary for Refugee Camp:
Matamoros. https://www.humanrightsfirst.org/sites/default/files/GRM%2
0Report%20on%20Conditions%20in%20Matamoros.pdf. Accessed 18 June
2020.
11. Syracuse University. Transactional Records Access Clearinghouse (TRAC).
Details on MPP (Remain in Mexico) Deportation Proceedings. https://trac.syr.
edu/phptools/immigration/mpp/. Accessed 25 May 2020.
12. Content Analysis, Population health methods, Columbia Mailman School of
Public Health. https://www.publichealth.columbia.edu/research/populationhealth-methods/content-analysis.
13. Braun V, Clarke V. Using thematic analysis in psychology. Qual ResPsychol.
2006;2:77–101.
14. Freedom from Torture. Proving Torture Demanding the impossible Home
Office mistreatment of expert medical evidence. November 2016. London,
UK. https://www.freedomfromtorture.org/sites/default/files/2019-04/
proving_torture_a4_final.pdf. Accessed 25 June 2020.
15. Franceschetti L, Magli F, Merelli VG, Muccino EA, Gentilomo A, Agazzi F,
et al. The effect of the medico-legal evaluation on asylum seekers in the
Metropolitan City of Milan, Italy: a pilot study. Int J Legal Med. 2019;133(2):
669–75. https://doi.org/10.1007/s00414-018-1867-8.
16. Aarts R, van Wanrooij L, Bloemen E, Smith G. Expert medico-legal reports:
the relationship between levels of consistency and judicial outcomes in

Mishori et al. BMC Health Services Research

17.

18.

19.
20.

(2021) 21:508

asylum seekers in the Netherlands. Torture. 2019;29(1):36–46. https://doi.
org/10.7146/torture.v29i1.111205.
United Nations, ed. Istanbul Protocol: Manual on the Effective Investigation
and Documentation of Torture and Other Cruel, Inhuman, or Degrading
Treatment or Punishment. Rev. 1. United Nations; 2004. https://www.ohchr.
org/documents/publications/training8rev1en.pdf. Accessed 25 June 2020.
Hale, Lady, Wilson, Lord, Briggs, Lord, Kitchin, Lord. KV (Sri Lanka) (Appellant)
v Secretary of State for the Home Department (Respondent). :17. KV (Sri
Lanka) v SSHD, [2019] UKSC 10. https://wwwsupremecourtuk/cases/docs/
uksc-2017-0124-judgmentpdf. Accessed 25 June 2020.
Talbot A, Newhouse G. Strategic litigation, offshore detention and the
medevac bill. Court of Conscience Issue. 2019;13:85.
Hampton K, Heisler M, Mishori, R., Naples-Mitchel J, Raker E, Long R,
Silversetin M, Ross M, Cheffers M, Schneberk T. Forced into danger: human
rights violations resulting from the US migrants protection protocols. 2021.
https://phr.org/our-work/resources/forced-into-danger/. Accessed 5 May
2021.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Page 8 of 8

