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Abstract
Current policies and ongoing border crossings have increased the number
of unaccompanied minors and the length of time they spend in detention.
The US Department of Health and Human Services Office of Refugee
Resettlement and its detention facilities currently determine what
constitutes appropriate medical care for unaccompanied minors in
immigration detention. This care might not be in a child’s best interest. In
contrast, juvenile detention and human subject research regulations rely
on child advocates and court orders to protect children from coercion and
safeguard a child’s best interest. It is urgent that the medical community
advocate for these same safeguards to be put in place for the
unaccompanied minors in immigration detention.
Immigrant Detention
From October 2017 through September 2018, more than 50 000 unaccompanied minors
were detained while attempting to enter the United States at the border with Mexico,1
and more are arriving every day. Most are fleeing violence in their home countries of
Honduras, El Salvador, and Guatemala in the hopes of reuniting with family members
and applying for asylum in the United States. Once in detention, these children are held
for an average of 61 days before being released to local sponsors as they wait for their
chance to claim legal status in immigration court.2-5 With ongoing border crossings,
stringent policies (recently eased) for the vetting of potential child sponsors, as well as
the growing backlog in the immigration court system, the number of children and length
of time they are held in detention is only likely to increase over the coming months and
years. If the Flores Settlement Agreement6—the result of a class action lawsuit that
outlined standards for the detention and release of unaccompanied minors in US
custody—is replaced with new regulations proposed by the current administration,7 it
would, as Matlow and Reicherter note, “permit the detention of noncitizen children and
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their families for indefinite periods in facilities without appropriate and independent
monitoring,”8 thus exacerbating the problem.

Health Care for Detained Children
In addition to having the medical needs normal to children, unaccompanied minors in
immigration detention often have immediate medical needs related to malnutrition and
vaccinations.9 High rates of exposure to violence and trauma, as well as continued and
prolonged detention, have also led to an increased need for medical and mental health
care for anxiety, depression, and posttraumatic stress disorder.10,11
It appears there is no set process for ensuring that minors in immigration detention—
who are noncitizens held in mostly private institutions—receive care that is in their best
interest. And though the United States is the only country in the world that has not yet
ratified the Convention on the Rights of the Child,12-14 care of these minors should still be
held to the best interest standard guaranteed by multiple state laws and upheld by
courts across the country as well as the medical community at large.15,16 Parents
typically provide consent for medical treatment and serve as their child’s advocate, and
children who are wards of the state have court-appointed guardians. However,
immigrant children lack these protections; there are multiple reports of shelters
pressuring detained minors into consenting to medical treatments and medicating as
many as 70% of their charges using psychotropic medication17—sometimes via forced
injections—as a means of behavioral control.17-19 Lack of appropriate informed consent
in a shelter in Texas was so egregious that a federal judge ordered the government to
obtain written informed consent by a surrogate authorized by court order before
administering psychotropic medications, unless it was an emergency as defined by state
law.18 With no clear mechanism for unaccompanied minors to receive appropriate health
care with the safeguard of informed consent, we must ask: What should informed
consent look like for detained children, and which processes should be put in place to
ensure that decisions are made in the best interests of each child?
Medical Decision Making
Private immigration detention centers have various contracts and regulations; there is
apparently no standard policy for determining who is responsible for making medical
decisions on behalf of detained children. The US Department of Health and Human
Services Office of Refugee Resettlement (ORR) policy states that ORR-funded facilities
housing children are responsible for initiating and implementing health care services, but
there is no mention of who provides consent for children.20-23 Few states have set more
stringent standards for health care delivered in immigration detention facilities than the
ORR. Thus, it is left to individual centers to decide what constitutes consent for those in
their care, and it is unclear whether, or to what extent, children have any say in who
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might make decisions for them or what happens when children disagree with those
decisions.20-22 But the interests of the ORR and detention facilities are not always aligned
with the best interest of the child, as the reports of overmedication with psychotropic
medications clearly demonstrate.
One model for obtaining informed consent for treating detainees is that used in juvenile
penitentiaries. Traditionally, most states require parental consent for nonemergent
procedures or treatment of minors in juvenile detention or court orders when those are
not available.24,25 Many unaccompanied minors currently in immigration detention are
waiting to be released to local sponsors who must first be vetted and approved by the
government.26 These sponsors are often parents or close family members and thus the
first persons from whom detention facilities should seek informed consent. However,
sponsors might themselves be undocumented, and government policies that took effect
in May 2018 required fingerprinting of a sponsor’s entire household and allowed for
information sharing with the US Department of Homeland Security Immigration and
Customs Enforcement (ICE).27,28 Subsequently, reports of detention of 170 would-be
sponsors by ICE29 led to a steep drop in sponsorship claims and an increase in the
number of unaccompanied children with no clear point of contact for consent.5,29,30
Although the policy has been scaled back, it still allows for ORR information collection
and sharing with ICE.28,31 As a result, the time a child spends in detention has lengthened
considerably, with government data showing that the average time spent in detention
has been as high as 89 days in the first 4 months of fiscal year 2019.32
When parents are not available to make decisions, and when the court system is bloated
with long wait times that may significantly delay critical medical and mental health
care,33,34 how should consent be obtained? In most jurisdictions, teenagers are allowed
by law to provide consent for some health procedures. Specifically, “Adolescents can
consent to receive treatment for sexually-transmitted diseases, substance abuse,
mental health disorders, or to obtain contraceptives or pregnancy tests.”35 At least 33
states and the District of Colombia have statutes allowing minors to consent for some
outpatient mental health services, and in many of those jurisdictions, such as Virginia,
this right has been interpreted to include consent for psychotropic medications.17,24,36
However, circumstances faced by unaccompanied minors make consent—and their
rights to be free from undue influence—difficult to ensure. Facilities use a variety of
pressures to get minors to “consent,” such as in some facilities in which, as reported by
ProPublica, the “Department of Homeland Security instructed staff to file a ‘significant
incident report’ every time a teen refused to take medication.… That report could then be
used to justify delaying reunification with family.”17 Pressures such as these can prompt
teenagers to assent to medications and procedures to which they might not otherwise
agree, and can be coercive enough to undermine typical standards of consent.37
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The ideal of consent free from coercion has been a focus of many rules guiding human
subject research among vulnerable populations, including incarcerated subjects. In
scientific research involving minors in detention, it has become common practice to use
child advocates to ensure proper consent is obtained.38 Child advocates are defined as
persons who act in a child’s best interests, confirm the child’s comprehension of
implications of participating, and ensure that a child provides consent voluntarily, free
from coercion.38 Establishing a third party independent of the ORR and facilities detaining
the children, whose sole responsibility is child welfare, seems a reasonable course of
action. In fact, this is already being done. The Child Advocate Program was created under
the Trafficking Victims Protection Reauthorization Act of 2008, which authorized the
Department of Health and Human Services to “appoint independent child advocates for
child trafficking victims and other vulnerable unaccompanied alien children.”39,40
However, this program was only able to serve 321 children in 2015.40 In addition, the
program advocates for children’s “family reunification, release from detention, legal
representation and the ultimate question as to whether the child will remain in the US or
return to [his or her] home country.”41 In order to serve children’s best interest as
patients, the government and the medical community should advocate for expansion of
this program—or other programs like it—to cover all children in immigration detention
and to train advocates to defend children’s best interests.
Advocacy
Medical community members should advocate for the application of juvenile detention
and human subject research ethical standards to child detainees, especially when the
number of unaccompanied minors and the amount of time they spend in immigration
detention continues to increase. It is important that medical professionals voice support
for child advocacy programs and decision-making processes free from coercion and
undue influence. It’s also worthwhile to remember that health care professionals
treating unaccompanied minors in immigration detention centers are doing important
work and that overhauling policies and adding needed resources could take years. In the
meantime, the American Medical Association, other health professional societies, and
the medical community at large must (1) urge policy changes that allow clinicians to
refuse to provide nonemergent care to detained minors unless they can obtain consent
free from coercion, (2) push for independent health professionals to be given access to
audit care currently given in ORR facilities, and (3) ensure that health care of minors in
detention receives the attention it deserves in the media and in current legal and policy
discussions. Finally, it is important to remember that even though detained children are
not US citizens, they are entitled to dignity, health, and decisions made in their best
interest rather than that of the governmental agency detaining them.
References
1. US Customs and Border Protection. US Border Patrol Southwest border
apprehensions by sector FY2018. Department of Homeland Security.

606

www.amajournalofethics.org

https://www.cbp.gov/newsroom/stats/usbp-sw-border-apprehensions. Published
October 2018. Accessed March 16, 2019.
2. Office of Refugee Resettlement, US Department of Health and Human Services.
About unaccompanied children’s services.
https://www.acf.hhs.gov/orr/programs/ucs/about. Published June 2018. Accessed
October 25, 2018.
3. Byrne O, Miller E. The flow of unaccompanied children through the immigration
system: a resource for practitioners, policy makers, and researchers. Vera Center on
Immigration and Justice. https://storage.googleapis.com/vera-webassets/downloads/Publications/the-flow-of-unaccompanied-children-through-theimmigration-system-a-resource-for-practitioners-policy-makers-andresearchers/legacy_downloads/the-flow-of-unaccompanied-children-through-theimmigration-system.pdf. Published March 2012. Accessed December 12, 2018.
4. Kandel W, Seghetti L. Unaccompanied alien children: an overview. Washington, DC:
Congressional Research Service; 2015.
https://fas.org/sgp/crs/homesec/R43599.pdf. Accessed December 12, 2018.
5. Office of Refugee Resettlement, US Department of Health and Human Services. Facts
and data. https://www.acf.hhs.gov/orr/about/ucs/facts-and-data. Published
December 2018. Accessed March 16, 2019.
6. Stipulated Settlement Agreement, Flores v Reno, No. CV 85-4544- RJK(Px) (CD Cal
1997).
7. Apprehension, processing, care, and custody of alien minors and unaccompanied alien
children. Fed Regist. 2018;83(174):45486-45534.
8. Matlow R, Reicherter D. Reducing protections for noncitizen children—exacerbating
harm and trauma. N Engl J Med. 2019;380(1):5-7.
9. Centers for Disease Control and Prevention. Guidelines for the evaluation of the
nutritional status and growth in refugee children during the domestic medical
screening examination. https://www.cdc.gov/immigrantrefugeehealth/pdf/Nutritionand-Growth-Guidelines.pdf. Published November 4, 2013. Accessed May 10, 2019.
10. Linton JM, Griffin M, Shapiro AJ; Council on Community Pediatrics. Detention of
immigrant children. Pediatrics. 2017;139(5):e20170483.
11. Alvarez K, Alegría M. Understanding and addressing the needs of unaccompanied
immigrant minors. American Psychological Association.
https://www.apa.org/pi/families/resources/newsletter/2016/06/immigrantminors.aspx. Published June 2016. Accessed October 25, 2018.
12. Mehta S. There’s only one country that hasn’t ratified the Convention on Children’s
Rights: US. ACLU Speak Freely Blog. November 20, 2015.
https://www.aclu.org/blog/human-rights/treaty-ratification/theres-only-onecountry-hasnt-ratified-convention-childrens. Accessed April 8, 2019.
13. United Nations Treaty Collection. Convention on the Rights of the Child.
https://treaties.un.org/pages/ViewDetails.aspx?src=IND&mtdsg_no=IV11&chapter=4&lang=en. Accessed April 8, 2019.

AMA Journal of Ethics, July 2019

607

14. United Nations General Assembly. Convention on the Rights of the Child.
www.ohchr.org/Documents/ProfessionalInterest/crc.pdf. Accessed October 25,
2018.
15. Children’s Bureau. Determining the best interest of the child.
https://www.childwelfare.gov/pubPDFs/best_interest.pdf#page=2&view=Best%20in
terests%20factors. Published March 2016. Accessed March 16, 2019.
16. American Medical Association. Opinion 2.2.1 Pediatric decision making. Code of
Medical Ethics. https://www.ama-assn.org/delivering-care/ethics/pediatric-decisionmaking. Accessed March 16, 2019.
17. Chen C, Ramirez J. Immigrant shelters drug traumatized teenagers without consent.
ProPublica. July 20, 2018. https://www.propublica.org/article/immigrant-sheltersdrug-traumatized-teenagers-without-consent. Accessed October 25, 2018.
18. Civil minutes—general, Flores v Sessions, No. CV 85-4544-DMG (AGRx) (CD Cal 2018).
19. Hay A, Tait P. US centers force migrant children to take drugs: lawsuit. Reuters. June
20, 2018. https://www.reuters.com/article/us-usa-immigration-medication/u-scenters-force-migrant-children-to-take-drugs-lawsuit-idUSKBN1JH076. Accessed
October 25, 2018.
20. Office of Refugee Resettlement, US Department of Health and Human Services.
Children entering the United States unaccompanied: guide to terms.
https://www.acf.hhs.gov/orr/resource/children-entering-the-united-statesunaccompanied-guide-to-terms#Care%20Provider. Published March 21, 2016.
Accessed March 16, 2019.
21. Office of Refugee Resettlement, US Department of Health and Human Services.
Children entering the United States unaccompanied: section 3.
https://www.acf.hhs.gov/orr/resource/children-entering-the-united-statesunaccompanied-section-3. Published April 2015. Accessed March 26, 2019.
22. Office of Refugee Resettlement, US Department of Health and Human Services.
Children entering the United States unaccompanied: section 1: placement in ORR care
provider facilities. https://www.acf.hhs.gov/orr/resource/children-entering-theunited-states-unaccompanied-section-1#1.7.5. Published January 30, 2015.
Accessed October 25, 2018.
23. Bishop DS, Ramirez R. Caring for unaccompanied minors from Central America. Am
Fam Physician. 2014;90(9):656-659.
24. English A, Bass L, Boyle AD, Eshragh F. State Minor Consent Laws: A Summary. 3rd ed.
Center for Adolescent Health & the Law.
https://www.freelists.org/archives/hilac/02-2014/pdftRo8tw89mb.pdf. Published
January 2010. Accessed May 10, 2019.
25. Gudeman R. Consent to medical treatment for foster children: California law. A guide
for healthcare providers. National Center for Youth Law. https://youthlaw.org/wpcontent/uploads/2015/11/Consent-to-Medical-Care-Foster-Care-2-5-14.pdf.
Published February 2014. Accessed December 12, 2018.

608

www.amajournalofethics.org

26. Office of Refugee Resettlement, US Department of Health and Human Services.
Unaccompanied alien children released to sponsors by state.
https://www.acf.hhs.gov/orr/resource/unaccompanied-alien-children-released-tosponsors-by-state. Published February 28, 2019. Accessed March 16, 2019.
27. Memorandum of agreement among the Office of Refugee Resettlement of the US
Department of Health and Human Services and US Immigration and Customs
Enforcement and US Customs and Border Protections of the US Department of
Homeland Security regarding consultation and information sharing in unaccompanied
alien children matters. https://www.texasmonthly.com/wpcontent/uploads/2018/06/Read-the-Memo-of-Agreement.pdf. Published April 1,
2018. Accessed March 16, 2019.
28. Justice for Immigrants. The ORR and DHS information-sharing agreement and its
consequences. https://justiceforimmigrants.org/what-we-are-workingon/unaccompanied-children/orr-and-dhs-information-sharing-agreement-itsconsequences/. Accessed March 3, 2019.
29. Sands G. ICE arrested 170 potential sponsors of unaccompanied migrant children.
CNN. December 10, 2018. https://www.cnn.com/2018/12/10/politics/ice-potentialsponsors-arrests/index.html. Accessed March 16, 2019.
30. Koplan T. ICE arrested undocumented immigrants who came forward to take in
undocumented children. CNN. September 20, 2018.
https://www.cnn.com/2018/09/20/politics/ice-arrested-immigrants-sponsorchildren/index.html. Accessed October 25, 2018.
31. Office of Refugee Resettlement, US Department of Health and Human Services.
Sponsors and placement. https://www.acf.hhs.gov/orr/about/ucs/sponsors.
Published February 13, 2019. Accessed March 16, 2019.
32. Torbati Y, Cooke K. First stop for migrant kids: for-profit detention center. Reuters.
February 14, 2019. https://www.reuters.com/article/us-usa-immigrationchildren/first-stop-for-migrant-kids-for-profit-detention-center-idUSKCN1Q3261.
Accessed March 16, 2019.
33. TRAC Immigration. Average time pending cases have been waiting in immigration
courts as of January 2019.
http://trac.syr.edu/phptools/immigration/court_backlog/apprep_backlog_avgdays.p
hp. Accessed March 16, 2019.
34. Meckler L, Caldwell AA. The glitch in Trump’s immigration campaign: overloaded
courts. Wall Street Journal. May 23, 2018. https://www.wsj.com/articles/u-simmigration-courts-long-crowded-are-now-overwhelmed-1527089932. Accessed
October 25, 2018.
35. Somers MA. Children in immigration proceedings: concepts of capacity and mental
competency. Vera Institute of Justice Unaccompanied Children Program.
https://www.americanbar.org/content/dam/aba/administrative/probono_public_ser
vice/ls_pb_uac_docs_vera_institute_somers_concepts_of_capacity_competency_

AMA Journal of Ethics, July 2019

609

11_2014.authcheckdam.pdf. Published November 2014. Accessed December 12,
2018.
36. VA Code Ann §54.1-2969 (2002).
37. Rettig PJ. Can a minor refuse assent for emergency care? Virtual Mentor.
2012;14(10):763-766.
38. Wolbransky M, Goldstein N, Giallella C, Heilbrun K. Collecting informed consent with
juvenile justice populations: issues and implications for research. Behav Sci Law.
2013;31(4):457-476.
39. William Wilberforce Trafficking Victims Protection Reauthorization Act of 2008, HR
7311, 110th Congress, 2nd Sess (2008).
40. United States Government Accountability Office. Unaccompanied children: HHS can
take further actions to monitor their care.
https://www.gao.gov/assets/680/675001.pdf. Published February 2016. Accessed
October 25, 2018.
41. Young Center for Immigrant Children’s Rights. Frequently asked questions.
https://www.theyoungcenter.org/faq. Accessed October 25, 2018.
Giselle Malina is a fourth-year medical student at Loyola University Chicago Stritch
School of Medicine in Maywood, Illinois, where she is pursuing departmental honors
through the Bioethics and Professionalism Honors Program. Her research focuses on the
global refugee crisis and the intersections between the medical community and asylumseeking populations.
Citation
AMA J Ethics. 2019;21(7):E603-610.
DOI
10.1001/amajethics.2019.603.
Acknowledgements
The author wishes to thank Emily Anderson, PhD for her help and suggestions
with the drafts of this manuscript.
Conflict of Interest Disclosure
The author(s) had no conflicts of interest to disclose.
The viewpoints expressed in this article are those of the author(s) and do not
necessarily reflect the views and policies of the AMA.

Copyright 2019 American Medical Association. All rights reserved.
ISSN 2376-6980

610

www.amajournalofethics.org

