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ABSTRACT
INTRODUCTION Asylum seekers face a wide array of challenges, 
including the need for a fair and just adjudication process. In the state 
of Georgia, the Atlanta Asylum Network addresses the needs of such 
individuals by providing them physical, psychological and gynecologi-
cal assessments, the results of which are presented to the courts in 
the asylum appeal process. 

OBJECTIVE As a component of the Network’s program evaluation, 
assess outcomes among asylum seekers using its services, as well 
as relation of outcomes to type of service provided, the individual’s 
geographic origin and English language proficiency.

METHODS A retrospective examination was conducted of program 
data gathered by the Network between 2003 and 2012. Subjects 
included asylum seekers who received assessments by the Network 
during this period. The primary variable of interest was the final case 
outcome, defined as determination of asylum status: granted, with-
holding of removal, administrative closure and prosecutorial discre-
tion, denied or voluntary departure. Outcomes were subsequently 
collapsed into a single positive or negative outcome variable. Positive 
outcomes included asylum granted, removal withheld, administrative 
closure and prosecutorial discretion. Negative outcomes included 
asylum denied and voluntary departure. We conducted bivariate and 
multivariate analyses, relating final case outcomes to Network ser-

vices, geographic origin and English language proficiency, among the 
key variables. 

RESULTS A total of 69 of 120 asylum seekers in the study had a 
known final case outcome, and of those, 63.8% (44) had a positive 
outcome; or 37% of the total number of asylum seekers (n = 120). 
Among the 20 who received 2 of the 3 types of assessment (physi-
cal, psychological, gynecological), 16 (80%) received a positive case 
outcome. Most persons with a known final outcome came from Africa 
(41), where 78% (32) of cases resulted positive. Asylum seekers not 
proficient in English were 2.4 times more likely to have a negative 
case outcome. 

CONCLUSION Network assessment appears to result in higher rates 
of positive case outcomes compared to the average for asylum seekers 
seen in the Atlanta circuit court. Areas for programmatic improvement 
include systematic followup and increased community awareness of 
Network services, since the Network may directly impact future case 
outcomes by offering assessment to more asylum seekers. Access 
to English language instruction and legal representation for asylum 
claimants may also contribute to more cases with positive outcomes. 
 
KEYWORDS Refugees, United Nations High Commissioner for Refu-
gees (UNHCR), vulnerable populations, transients and migrants, 
human rights, human rights abuses, torture, PTSD, USA

   INTRODUCTION
In 2013, factors such as forcible displacement, generalized vio-
lence and human rights violations resulted in the movement of 
51.2 million people within or outside of their home countries: 
some 16.7 million were refugees.[1] Refugees are individuals who 
reside outside the country of their nationality and are unwilling or 
unable to return to their home country based on a well-founded 
fear of persecution on the basis of race, religion, political opinion 
or membership in a particular social group.[2] Article 1 of the UN 
1951 Convention Relating to the Status of Refugees (hereinafter 
referred to as the Refugee Convention) and its subsequent proto-
col are the foundations upon which refugee status determination 
is based. Asylum seekers, by contrast, are individuals who claim 
to be refugees, but whose claims have not yet been definitively 
determined.[1] In 2013, 1.1 million individuals worldwide identi-
fied as asylum seekers.[1] 

In reviewing asylum claims to determine refugee status, states can 
adopt the definition of a refugee per the Refugee Convention or 
revise their functional definition under their own legal framework. 
Some countries, such as the USA, allow for protection of persons 
not meeting all Refugee Convention criteria but still deemed to 
need international protection.[3] Refugee status grants individuals 
certain rights, such as non-refoulement—protection against return 
to a country where they face risk of persecution. Certain rights 
such as non-refoulement are conferred pending determination of 
refugee status. Non-refoulement is further protected by article 3 of 
the UN Convention against Torture, and other Cruel, Inhuman and 
Degrading Treatment or Punishment, to which the USA is a party.

[4] As a result, asylum seekers cannot be returned to their country 
of origin prior to a review of their claim. 

Under US law, asylum seekers who are victims of physical, psy-
chological and/or sexual torture, as well as other forms of mal-
treatment are entitled to make their asylum claim on the basis of 
their fear of persecution.[5] If found credible, such claims must be 
supported by the granting of positive case outcomes. 

Nonetheless, asylum seekers face a wide array of challenges 
before, during and after a decision on their refugee claim has been 
reached. Many asylum seekers come from challenging and dis-
tressing circumstances in their country of origin, having witnessed 
or directly experienced various forms of violence, including torture 
and gender-based, physical and/or sexual violence.[6–8] The pro-
cess of departing their home country may induce additional stress-
ors and risks including poor nutrition, illness, violence and capture 
(or fear thereof).[9,10] The cumulative effects of these stressors 
can result in psychological and physical (including at times gyneco-
logical) sequelae. Refugees and asylum seekers are at increased 
risk for mental illness including PTSD, depression, anxiety, suicide 
and, more generally, self harm.[11–15] 

Factors in the host country may exacerbate these effects due 
to prolonged detention in holding centers while asylum status is 
determined,[16–18] the process of acculturation,[19] and stress 
from failed asylum applications. Other challenges include access-
ing health care, education, legal and employment services, as 
well as navigating language and cultural barriers.[20,21] These 
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factors may not only make life difficult for asylum seekers, but 
may also negatively impact the outcome of asylum applications. 
For example, asylum seekers with PTSD are less likely to be able 
to recollect key life events and thus, could be deemed unfit within 
the stated definition of refugees.[22] 

Appropriate assessment of asylum seekers taking into account 
such factors is important to inform the adjudication process and 
ensure the right to non-refoulement. To address this need, the 
Atlanta Asylum Network (AAN) was established in 2000 as part 
of the Emory University Institute of Human Rights. The work of 
AAN supports an informed adjudication process by providing 
clinical (physical and psychological) assessments to asylum 
seekers: its goal is a fair process, not necessarily a particular 
outcome. 

AAN was initially designed as a southeastern satellite for the 
long-standing nationwide asylum program offered by Physicians 
for Human Rights (PHR). Consisting of volunteer case managers 
and health professionals, AAN provides physical, psychological 
and gynecological assessments of asylum seekers, primarily in 
the state of Georgia, pro bono or at a reduced rate. Each asylum 
seeker is assigned a volunteer case manager who serves as his/
her point person until the asylum seeker receives the immigra-
tion court’s decision. The volunteer case manager conducts an 
intake interview and provides a summary report to the clinician 
conducting the clinical assessment. Following physical and/or 
psychological assessment, the clinician writes a legal affidavit. 
These affidavits are used as clinical evidence in the asylum seek-
er’s court proceedings. National data from PHR show that 89% of 
asylum seekers who provided these documents with their asylum 
application were approved, versus only 37.5% of those without 
such documentation.[23] 

As a component of AAN’s program evaluation, the objective of 
this research was to assess outcomes among asylum seekers 
using its services, as well as relation of outcomes to type of ser-
vice provided, the individual’s geographic origin and English lan-
guage proficiency. 
 

METHODS 
The study was a retrospective examination of program data 
gathered by AAN between 2003 and 2012. The study population 
included asylum seekers who received clinical (physical or psy-
chological) assessment during that period, and for whom affida-
vits were rendered. These affidavits document clinical evidence 
in support of the asylum seeker’s claim but do not make recom-
mendations as to whether asylum should be granted. Records 
of those who contacted AAN but never received services were 
excluded; the study pool was further limited by the fact that AAN 
only serves clients who have legal representation. 

The study protocol was reviewed by the Emory University Insti-
tutional Review Board and exempted from full review due to its 
nature as a program evaluation based solely on administrative 
records. 

The primary variable of interest was the final case outcome, 
defined as determination of asylum status. Initial data exami-
nation revealed that many case outcomes were missing. 
Therefore, a protocol was developed to gather missing case 

outcomes. Over a three-week period, study staff contacted the 
attorney for each missing case outcome by email, telephone, 
or both at least three times. If missing data were not gathered 
after at least three attempts, the outcome was listed as lost to 
followup.

Case outcomes were categorized as follows: granted, denied, 
withholding of removal, administrative closure, prosecutorial dis-
cretion, voluntary departure, pending or lost to followup. These 
were subsequently collapsed into a single positive or negative 
outcome variable. Outcomes considered positive were: granted, 
withholding of removal, administrative closure and prosecutorial 
discretion. Negatives outcomes included: denied and voluntary 
departure, the latter per PHR classification.[24] These categories 
are consistent with those commonly used in work on this topic.
[23,24] 

Other variables included in the initial analysis were: age, sex, 
country and region of origin, date of intake, and English proficien-
cy (self-reported). The age variable was based on age at the time 
of intake into the AAN program, and not at case outcome. The 
country of origin variable was used to create an original variable, 
geographic region of origin. Regions were assigned based on the 
UNHCR categorization of countries into regions. The five regions 
were: Asia and the Pacific, Africa, Europe, Middle East and North 
Africa, and the Americas.[25]

Additional analyses were conducted of the data subset for which 
final case outcomes were available (excluding those lost to fol-
lowup and whose claims were pending). Geographic case distri-
bution based on region and temporal trends was examined. Other 
variables included were number and type of clinical assessment 
performed (physical, psychological and/or gynecological) and 
self-reported English language proficiency. 

Data were extracted from AAN program intake forms, were kept 
confidential, and did not include an in-depth chart review. We 
used Epi Info 7 and SAS 9.4 to conduct bivariate and multivari-
ate analyses, including a chi-square test for independence, with 
significance threshold set at 0.05. 

RESULTS
Of the 120 cases for which AAN provided services between 2003 
and 2012, 44 (36.7%) were lost to followup and 7 (6%) still had 
decisions pending. Final outcome data were available for 69 cases 
(57.5%). Of the total number of asylum seekers, 44 (36.7%) had 
positive case outcomes, with 40 (33.3%) granted asylum. Other 
positive outcomes included 2 with administrative closure (1.7%), 
1 with prosecutorial discretion (0.8%), and 1 whose removal was 
withheld (0.8%). The majority of asylum seekers lived in Geor-
gia and went through immigration court in Georgia. Two asylum 
seekers resided in North Carolina and had their cases heard in 
North Carolina immigration courts; both received positive case 
outcomes. 

Because of the large number of asylum seekers lost to followup, 
we compared demographic characteristics of the overall sample 
to those with known final case outcomes. The two groups were 
similar for the demographic characteristics examined. Approxi-
mately half the clients were female: 51.7% of all asylum seek-
ers and 49.3% of those with known final case outcomes. In both 
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groups, the majority came from Africa: 61.7% of all asylum seek-
ers and 59.4% of those with known final case outcomes. The age 
range for all asylum seekers was 15–61 years, mean 34. The age 
range for those with known final case outcomes was 17–56 years, 
mean age 33. There were no significant differences in terms of 
sex, region of origin, age, or English proficiency when comparing 
the overall sample versus those for whom a final case outcome 
was known (Table 1).

During the ten years of the study, the overall number of asylum 
seekers assessed by AAN gradually declined, from 17 cases in 
2003 to 7 cases in 2012, an average of 11 per year. Similarly, 
the numbers with known final case outcomes also declined 
(Figure 1). 

We examined in further detail the subset of asylum seekers with 
known final case outcomes (n = 69). Most received one type of 
assessment (48,69.6%) and only one received all three types of 
assessment. This pattern was maintained even when the data 
were disaggregated by sex, with 73.5% of men and 64.4% of 

women undergoing only one type of assessment. Two thirds of 
asylum seekers with known final case outcome received psycho-
logical assessment (65%) and half received physical assessments 
(52%). One third (32.3%) of women with final case outcomes had 
gynecological assessments. 

Of those with known final case outcomes, 63.8% (44/69) 
received a positive outcome after receiving an AAN assessment. 
Over half (56.3%) of those who received one type of assessment 
(physical, psychological or gynecological) obtained a positive 
outcome. Among those who received two of the three types of 
assessment, 80% received positive case outcomes. 

Only one client received all three types of assessment and her 
final case outcome was also positive (Table 2). Asylum seek-
ers who received both psychological and physical assessments 
were more likely to receive positive case outcomes (p = 0.07) 
than any other type of assessment combination. 

The percentage of positive case outcomes varied across geo-
graphic regions. Most cases with known final outcomes came 
from Africa (41/69); 78% from this region resulted in positive 
outcomes (32/41). Of asylum seekers from other regions, posi-
tive outcomes resulted for 66.7% (2/3) from the Middle East 
and North Africa; 60% (3/5) from Asia and the Pacific; and 40% 
(6/15) from the Americas. Asylum seekers from Europe were 
least likely to receive a positive outcome (20%, 1/5). Figure 2 
indicates the region of origin for cases with positive results as 
well as a dot density visualization of the percentage of cases 
that received positive case outcomes. 

English language proficiency was also an important factor in the 
final case outcome. Asylum seekers who were not proficient in 
English were 2.4 times more likely to have negative case out-
comes than those who were proficient (p < 0.01).
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Table 1: Comparison of asylum seekers with known final outcomea 

and overall sample 

Variable
All asylum seekers

n (%)

Asylum seekers 
with known final 
case outcomes

n (%)

Sex

Male 52 (43.3) 31 (44.9)

Female 62 (51.7) 34 (49.3)

Missing data 6 (5.0)  4 (5.8)

Region of origin

Africa 74 (61.7) 41 (59.4)

Americas 30 (25.0) 15 (21.7)

Asia & the Pacific 8 (6.7) 5 (7.2)

Europe 5 (4.2) 5 (7.2)

Middle East & 
North Africa

3 (2.5) 3 (4.3)

Age group (years)

<20 9 (7.5) 6 (8.7)

20–29 31 (25.8) 18 (26.1)

30–39 30 (25.0) 18 (26.1)

40–49 23 (19.2) 13 (18.8)

50–59 8 (6.7) 4 (5.8)

>59 2 (1.7) 0 (0.0)

Missing data 17 (14.2) 10 (14.5)

English proficiency

Yes 63 (52.5) 36 (52.2)

No 42 (35.0) 24 (34.8)

Missing data 15 (12.5) 9 (13.0)

Outcome

Granted 40 (33.3) 40 (58.0)

Denied 24 (20.0) 24 (34.8)

Lost to followup 44 (36.7) NA 

Pending 7 (5.8)  NA

Other 5 (4.2) 5 (7.2)

Total 120 69
aDetermination of asylum status (positive or negative); cases pending and lost to 
followup excluded
NA: not applicable

Figure 1: Total asylum-seeker cases and known final outcomes 
by year
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Table 2: Positive and negative case outcomes by number of 
assessments (n = 69)

 Number of assessments (any type)* 

Case 
outcome

One 
assessment

n (%)

Two 
assessments

n (%)

Three 
assessments

n (%)

Total
n = 69

Positive 27 (56.3) 16 (80.0) 1 (100.0) 44 

Negative 21 (43.8) 4 (20.0) 0 (0.0) 25

*Physical, psychological, gynecological
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DISCUSSION
The USA is the second largest single recipient of new asylum 
claims globally. Between 2003 and 2014, asylum claims ranged 
from 47,900 in 2009 to 121,200 in 2014.[27,28] The claims in 
2014 represented a 36% increase from the previous year.[27] By 
virtue of several international treaties to which it is a signatory, the 
US government is obligated to review asylum claims and respect 
the principle of non-refoulement.

The Atlanta circuit court has the lowest rates for positive case out-
comes in the USA, granting only 4.6% of asylum claims from 1994 
through 2007, compared to 16.4% in Houston and 40.6% in New 
York during the same period, and 34.7% nationally from 1996 to 
2007.[29–33] Three of the five Atlanta circuit judges were appointed 
by President George W. Bush (This period overlapped with that of 
our study for only four years, but we did not have access to data on 
circuit court composition for the entire study period).[34–36] 

There is evidence suggesting that the political nature of federal 
judicial nominees influences the outcome of asylum claims and, 
ultimately, the lives of asylum seekers. Specifically, research has 
shown that political appointees of the second Bush administration 
are more likely to deny asylum claims.[34] One of these judges, 
William Cassidy, not only heard the largest number of asylum 
claims in the USA, he also granted the fewest positive case out-
comes (granting asylum to just 71 of 3917 cases, or 1.8%).[37] 

Furthermore, female judges are more likely to grant asylum than 
their male counterparts, with a 44% higher positive case outcome 
rate.[30] In Atlanta, only one of the five judges is female; she was 

appointed by President Obama.[35] However, sex of federal judg-
es may not be as strong an indicator of trends in decisions as past 
professional experience: of male judges, over half (56%)  had 
previously worked for the Immigration and Naturalization Service 
(INS) or Department of Homeland Security (DHS) and 83% had 
worked for other government agencies.[30] Three of the five judg-
es in the Atlanta circuit previously held positions in the INS, DHS 
and Office of Immigrant Litigation within the US Justice Depart-
ment.[34,37–39]

The positive outcomes of asylum claimants in our study contrast 
sharply with the overall record of the courts in Atlanta, since over 
one third of all claimants receiving AAN services, and 64% of those 
with known final outcomes received positive court decisions on 
their claims. This result suggests that affidavits attesting to clini-
cal evidence provide insight into the human experience of asylum 
seekers pertinent to their court proceedings.

Our data also reveal the importance of psychological, not only 
physical, assessments; those who received both types of assess-
ment were more likely to receive positive outcomes in court. 
Psychological assessments document mental health impacts 
of asylum seekers’ experiences,[23] which may linger and even 
increase long term, unlike physical evidence that is more sub-
ject to degradation over time. In any case, the importance of both 
types of assessment is underscored by this study.[23]

Our research showed regional disparities among known final case 
outcomes, consistent with other studies on the impact of region 
of origin on asylum outcome.[40] Other investigators have identi-

Figure 2: Number of cases per region and percent positive outcomes

Adapted from UNHCR World Map 2008[26]
Dot diameters proportional to % positive case outcomes among all asylum seekers in region
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fied outcome disparities based on country or region of origin as 
well as location of asylum claim.[23,29] For example, an asylum 
seeker from China has a 76% chance of being granted asylum in 
Orlando, Florida, but only a 7% chance in Atlanta, Georgia, com-
pared to a 47% chance nationally.[33]

While global asylum applications decreased between 2001 and 
2010, the USA saw an increase in applications of 13%–17% over 
the same period.[41] In contrast, the number of asylum seekers 
assessed each year by AAN has declined over the past decade, 
while the proportion of cases with positive outcomes has remained 
constant relative to the overall number of cases assessed. There 
are several reasons why temporal trends in cases seen over time 
by AAN may not reflect the same influx of asylum seekers as those 
seen nationally. AAN is a small program dependent on the sup-
port of its volunteer case managers and clinicians; as such, we 
have been reticent to advertise our services broadly for fear of 
overwhelming our small support cadre. Most clients are referred 
to AAN by a small group of lawyers who have previously utilized 
our services.

Finally, self-reported English language proficiency appears to 
strongly influence final case outcome. To our knowledge, we are 
the first to document a relationship between asylum outcome and 
host-country language proficiency. Further research is needed into 
the impact of such proficiency on outcomes of asylum seekers. 

We have identified three limitations to our study. First, legal repre-
sentation is an important factor influencing the outcome of asylum 
cases. Asylum seekers with legal representation receive a posi-
tive case outcome three times as often as asylum seekers with-
out representation.[29,30] On occasion, asylum seekers without 
legal representation were referred by AAN to the Georgia Asy-
lum and Immigration Network for legal support, after which they 
may have returned to AAN for assessment services. However, 
the data included in this analysis were limited to asylum seekers 
who already had legal representation and therefore results may 
be limited by selection bias.

Second, a large proportion of the sample was lost to followup 
(and hence, final case outcomes remained unknown). Howev-
er, as we have shown, there were no significant differences in 
variables examined between the two groups: those with known 
and those with unknown final outcomes—in particular, sex, age, 

region of origin or English language proficiency. Based on these 
similarities and assuming that the final case outcomes of those 
lost to followup did not differ from the sample, their rate of posi-
tive outcomes would also have been markedly higher than the 
average in Georgia. It is however possible that cases lost to 
followup may have differed in some important way that was not 
examined in this analysis. The delay between intake and case 
outcome can extend over a period of years, making followup dif-
ficult, but clearly an area for program improvement. A systematic 
plan for routine periodic followup on case status following AAN 
assessment is critical to a more complete understanding of the 
value of our services. 

Third, with the exception of English language proficiency, the 
small size of the sample limited the ability to identify other key 
predictors of case outcome. 

CONCLUSIONS
Based on the data, having a clinical assessment and affidavit in 
support of one’s asylum claim provides the opportunity for a better 
informed adjudication process, including respect for the principle 
of non-refoulement. Other factors that may influence case out-
comes include: region of origin, English language proficiency, and 
number and type of clinical assessments received. This is true, in 
addition to the varying trends in asylum claim decisions by differ-
ent courts, a critical factor.

The data presented here provide some guideposts for future 
work. Areas for programmatic improvement include development 
of systematic followup and increased community awareness of 
our services. Even with extremely limited resources, AAN can 
and should improve ways that we reach asylum seekers and 
to offer assessments to a larger number. Other organizations 
serving asylum seekers should be encouraged to see that their 
clients have ready access to English language instruction and 
legal representation for their asylum claims. 

ACKNOWLEDGMENTS
The authors are grateful to the many clinicians and student vol-
unteers who have dedicated their time and efforts to the Atlanta 
Asylum Network over the past 15 years. We are also grateful to 
Braxton Mitchell, Samantha Luffy, Paul Courtwright, Angela Por-
carelli, Katherine Ostrom and Vincent Iacopino for their review of 
the manuscript in advance of submission. 

REFERENCES  
1. UNHCR. War’s Human Cost. UNHCR Global 

Trends 2013 [Internet]. Geneva: UNHCR; 2014 
Jun 20 [cited 2015 Feb 26]. 52 p. Available from: 
http://www.unhcr.org/5399a14f9.html 

2. United Nations Human Rights [Internet]. Gene-
va: Office of the High Commissioner for Human 
Rights; c1996–2015. Convention relating to the 
status of refugees, Res. No. 429 of 14 Decem-
ber 1950; [cited 2015 Feb 26]; [about 3 screens]. 
Available from: www.ohchr.org/EN/Professional
Interest/Pages/Status/OfRefugees.aspx 

3. Congress of the United States of America. Ref-
ugee Act of 1980, Pub. L. No. 96–212, 201(b), 
94 Stat. 109 (Mar. 17, 1980). Washington, D.C.: 
Congress of the United States of America; 1980 
Mar 17.

4. United Nations Human Rights [Internet]. Geneva: 
Office of the High Commissioner for Human Rights; 

c1996–2015. Convention against torture and oth-
er cruel, inhuman or degrading treatment or pun-
ishment Res. No. 39/46 of 10 December 1984); 
[cited 2015 Feb 26]; [about 5 screens]. Avail-
able from: http://www.ohchr.org/EN/Professional
Interest/Pages/CAT.aspx 

5. USCIS [Internet]. Asylum Eligibility Part II: Well-
Founded Fear; [updated 2012 Aug 23; cited 2015 
Sep 21]. Available from: http://www.uscis.gov/
sites/default/files/USCIS/Humanitarian/Refugees
%20%26%20Asylum/Asylum/AOBTC%20Le
sson%20Plans/Well-Founded-Fear-31aug10.pdf

6. Morof DF, Sami S, Mangeni M, Blanton C, Car-
dozo BL, Tomczyk B. A cross-sectional survey on 
gender-based violence and mental health among 
female urban refugees and asylum seekers in 
Kampala, Uganda. Int J Gynaecol Obstet. 2014 
Nov;127(2):138–43.

7. Kalt A, Hossain M, Kiss L, Zimmerman C. Asy-
lum seekers, violence and health: a systematic 
review of research in high-income host countries. 
Am J Public Health. 2013;103(3):e30–42. 

8. De Jesus-Rentas G, Boehnlein J, Sparr L. Cen-
tral American victims of gang violence as asylum 
seekers: the role of the forensic expert. J Am 
Acad Psychiatry Law. 2010;38(4):490–8. 

9. Eggemoen AR, Knutsen KV, Dalen I, Jenum AK. 
Vitamin D status in recently arrived immigrants 
from Africa and Asia: a cross-sectional study from 
Norway of children, adolescents and adults. BMJ 
Open. 2013 Oct 23;3(10):e003293. 

10. Nakash O, Langer B, Nagar M, Shoham S, Lurie 
I, Davidovitch N. Exposure to Traumatic Experi-
ences among asylum seekers from Eritrea and 
Sudan during migration to Israel. J Immigrant 
Minority Health. 2015 Aug;17(4):1280–6.



17MEDICC Review, October 2015, Vol 17, No 4 Peer Reviewed

11. Hocking DC, Kennedy GA, Sundram S. Mental 
disorders in asylum seekers: the role of the refu-
gee determination process and employment. J 
Nerv Ment Dis. 2015 Jan;203(1):28–32. 

12. Jensen TK, Fjermestad KW, Granly L, Wilhelm-
sen NH. Stressful life experiences and mental 
health problems among unaccompanied asylum-
seeking children. Clin Child Psychol Psychiatry. 
2015 Jan;20(1):106–16. 

13. Assiri AM. Asylum seekers and mental illness in 
Australia: a nursing response. Australian Nurs 
Midwifery J. 2014 Apr;21(9):32–5. 

14. Goosen S, Kunst AE, Stronks K, van Oostrum 
IE, Uitenbroek DG, Kerkhof AJ. Suicide death 
and hospital-treated suicidal behaviour in asylum 
seekers in the Netherlands: a national registry-
based study. BMC Public Health. 2011;11:484. 

15. Evans D, Buxton DC, Borisov A, Manatunga AK, 
Ngodup D, Raison CL. Shattered Shangri-la: dif-
ferences in depressive and anxiety symptoms 
in students born in Tibet compared to Tibetan 
students born in exile. Soc Psychiatry Psychiatr 
Epidemiol. 2008 Jun;43(6):429–36.

16. Storm T, Engberg M. The impact of immigration 
detention on the mental health of torture survi-
vors is poorly documented—a systematic review. 
Dan Med J. 2013 Nov;60(11):A4728. 

17. Newman L, Proctor N, Dudley M. Seeking asy-
lum in Australia: immigration detention, human 
rights and mental health care. Australas Psychia-
try. 2013 Aug;21(4):315–20. 

18. Cleveland J, Rousseau C. Psychiatric symptoms 
associated with brief detention of adult asylum 
seekers in Canada. Can J Psychiatry. 2013 
Jul;58(7):409–16. 

19. Nakash O, Nagar M, Shoshani A, Lurie I. The 
association between acculturation patterns and 
mental health symptoms among Eritrean and 
Sudanese asylum seekers in Israel. Cultur Divers 
Ethnic Minor Psychol. 2015 Jul;21(3):468–76.

20. Majumder P, O’Reilly M, Karim K, Vostanis P. 
‘This doctor, I not trust him, I’m not safe’: the 
perceptions of mental health and services by 
unaccompanied refugee adolescents. Int J Soc 
Psychiatry. 2015 Mar;61(2):129–36.

21. Norredam M. Migrants’ access to healthcare. 
Dan Med Bull. 2011 Oct;58(10):B4339. 

22. Graham B, Herlihy J, Brewin CR. Overgeneral 
memory in asylum seekers and refugees. J Behav 
Ther Exp Psychiatry. 2014 Sep;45(3):375–80. 

23. Lustig S, Kureshi S, Delucchi K, Iacopino V, 
Morse S. Asylum grant rates following medi-
cal evaluations of maltreatment among political 
asylum applicants in the United States. J Immigr 
Minor Health. 2008 Feb;10(1):7–15. 

24. Physicians for Human Rights [Internet]. New York: 
Physicians for Human Rights; c2011. Reports. 
Examining asylum seekers: A clinician’s guide to 
physical and psychological evaluations of torture 
and ill treatment; 2012 Dec [cited 2015 Sept 1]. 191 
p. Available from: http://physiciansforhumanrights
.org/library/reports/examining-asylum-seekers
-manual-2012.html 

25. UNHCR [Internet]. Geneva: UNHCR; c2001–
2015. Where we work. Around the world in 
many ways; [cited 2015 Feb 26]; [about 1 
screen]. Available from: http://www.unhcr.org/
pages/49c3646c206.html

26. UNHCR [Internet]. Geneva: Europa Technologies 
Ltd; c1998. World Map; [updated 2008 Apr 24; 
cited 2015 Mar 30]; [about 1 screen]. Available 
from: http://www.unhcr.org/487f12cb4.html

27. UNHCR. [Internet]. Geneva: UNHCR; c2001–
2005. Asylum trends 2014: Levels and trends in 
industrialized countries; 2015 Mar 26 [cited 2015 
Mar 26]. 28 p. Available from: http://www.unhcr
.org/551128679.html 

28. UNHCR [Internet]. Geneva: UNHCR; c2001 
–2015. Statistical Yearbook 2013. 13th edition; 
2015 Feb 2 [cited 2015 Feb 26]. 202 p. Available 
from: http://www.unhcr.org/54cf9bd69.html 

29. Government Accountability Office. U.S. asylum 
system: significant variation existed in asylum 
outcomes across immigration courts and judges. 
Washington, D.C.: US Government Accountability 
Office; 2008 Sep. 130 p. Report No.: GAO-08-940.

30. Ramji-Nogales J, Schoenholtz A, Schrag PG. 
Refugee roulette: disparities in asylum adjudica-
tion. Stanford Law Review. 2007;60(2):295–412.

31. United States Department of Justice [Internet]. 
Virginia: US Department of Justice; c2004. FY 
2003 Statistical yearbook; 2015 Sep 22 [cit-
ed 2015 Sep 22]. 92 p. Available from: http://
www.justice.gov/sites/default/files/eoir/lega
cy/2008/04/18/fy03syb.pdf

32. United States Department of Justice [Internet]. 
Virginia: US Department of Justice; c2001. Sta-
tistical yearbook 2000; 2015 Sep 22 [cited 2015 
Sep 22]. 47 p. Available from: http://www.justice
.gov/sites/default/files/eoir/legacy/2001/05/09/
SYB2000Final.pdf

33. United States Department of Justice [Internet]. 
Virginia: US Department of Justice; c2008. FY 
2007 Statistical yearbook; 2015 Sep 22 [cited 
2015 Sep 22]. 129 p. Available from: http://
www.justice.gov/sites/default/files/eoir/lega
cy/2008/04/21/fy07syb.pdf

34. Savage C. Vetted judges more likely to reject asy-
lum bids. The New York Times [Internet]. 2008 
Aug 23 [cited 2015 Feb 15]; [about 4 p.]. Avail-
able from: http://www.nytimes.com/2008/08/24/
washington/24judges.html 

35. United States Department of Justice [Internet]. 
Washington, D.C.: US Department of Justice; 
c2014. Atlanta immigration judge participates in 
naturalization ceremony; 2006 Aug 6 [cited 2015 
Feb 25]. 2 p. Available from: http://www.justice
.gov/eoir/press/06/NatzCeremonyAug72006.pdf 

36. United States Department of Justice [Internet]. 
Washington, D.C.: US Department of Justice; 
c2014. Atlanta immigration judges take oath of 
office in Miami; 2006 Jun 5 [cited 2015 Feb 27]. 
2 p. Available from: http://www.justice.gov/eoir/
press/06/MetcalfWilson.pdf 

37. Fennessy S. Insane Asylum. Creative Loafing 
Atlanta [Internet]. 2004 Feb 26 [cited 2015 Feb 

26]; [about 10 screens.]. Available from: http://
clatl.com/atlanta/insane-asylum/Content?oid=12
46436&showFullText=true 

38. United States Department of Justice [Internet]. 
Washington, D.C.: US Department of Justice; 
c2014. The executive office for immigration 
review swears in new immigration judge; 2011 
Jun 13 [cited 2015 Feb 27]. 1 p. Available from: 
http://www.justice.gov/eoir/press/2011/IJInvest
iture06132011.pdf 

39. United States Department of Justice [Internet]. 
Washington, D.C.: US Department of Justice; 
c2014. Immigration judge takes oath of office 
in Atlanta; 2007 Feb 23 [cited 2015 Feb 27]. 1 
p. Available from: www.justice.gov/sites/default/
files/eoir/legacy/2008/05/09/PelletierFeb23.pdf 

40. Evans D, Kohrt B. No refuge for persecuted 
neighbors: human rights and asylum in the 
Americas. AmeriQuests [Internet]. 2004 Nov 8 
[cited 2015 Feb 26];1(1). Available from: http://
ejournals.library.vanderbilt.edu/index.php/ameri
quests/article/view/6 

41. UNHCR [Internet]. Geneva: UNHCR; c2001–
2015. Asylum trends 2012: levels and trends in 
industrialized countries; 2013 Mar 21 [cited 2015 
Feb 26]. 48 p. Available from: http://www.unhcr
.org/5149b81e9.html

THE AUTHORS
Dabney P. Evans (Corresponding author: 
dabney.evans@emory.edu), mixed-methods 
researcher with master’s degree in public health 
and doctorate in law. Assistant professor and 
executive director, Institute of Human Rights, 
Hubert Department of Global Health (HDGH), 
Rollins School of Public Health (RSPH), Emory 
University (EU), Atlanta, USA. 

Caitlin E. Donato, master of public health can-
didate, HDGH, RSPH, EU, Atlanta,  USA.

Bridget A. Malewezi, master of public health 
candidate, HDGH, RSPH, EU, Atlanta, USA. 

Anyie J. Li, master of public health candidate, 
HDGH, RSPH, EU, Atlanta, USA. 
 
Mario J. Corea, master of development practice 
candidate, EU, Atlanta, USA.
 
Andrew B. Mitchell, bachelor of science candi-
date, EU, Atlanta, USA.

Submitted: February 27, 2015
Approved for publication: September 12, 2015
Disclosures: None

Original Research


