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Plenary Sessions 
 
Wednesday, June 1 
 
Plenary: Health Disparities over Life Course 
Speaker: Elizabeth Barnett, MD  
“Health disparities are differences in the incidence, prevalence, mortality and burden of diseases and other 
adverse health conditions that exist among specific groups.” 
Foreign-born age and sex distribution are considerably different than the native born population. For 
example, there are more foreign-born males and females of childbearing years. There are also country-
specific profiles – North Africa, large number of men; South-east Asia, large number or young children. 
This can be useful for planning purposes for schools, employment, where looking at global (all 
immigrants) picture may not be as useful.   
Health care costs of immigrants is a myth in the US: Insured immigrants and uninsured immigrants per-
person expenditures are less than native born Americans.  
Language and Literacy: in Canada, the proportion of non-official language speaking immigrants has 
increased, and can lead to significant challenges in communication with patients having broader 
implications beyond health.  
Healthy Immigrant Phenomenon: Migrant health advantage diminishes over time with chronic disease.  
Diseases of Long Latency: Number of TB cases in the foreign born population has increased over the 
years and resistant cases of TB occur more often in the foreign born population; around 50% of refugees 
present with positive TB skin test.  
Cancer: burden is increasing in developing countries, e.g. Hepatitis B, Cervical cancer (HPV) and 
stomach cancer (H pylori) all have higher rates in immigrants from developing countries.  
Vaccine preventable diseases: rubella seronegative rates are much higher in foreign-born populations 
 
Important Points: 

• Country of birth matters beyond race-ethnicity  
• Must be able to collect this information to enhance data collection 
• Find ways to tailor patient care to account for country of birth 
• Personalise patient messages – most effective if the patient feels ‘they are meant for me’  
• How do we maintain the healthy migrant advantage? 

o Dispel myths about health of the foreign-born 
o Pay attention to the ways in which poverty reduces health and life chances – also effect of 

racism on health (day to day stressful existence) 
o Recognize and affirm the strengths and resilience of immigrant communities – key to 

figuring out healthy migrant effect 
o Work to develop sound and cost-effective polices and measure outcomes. 

• Risk of diseases of long latency is different in the foreign born population compared to native 
born 

• Provide equal access to care in language or preference 
• Diversify the healthcare workforce 
• Develop best practices appropriate to mix or race/ethnicity and country of origin 
• Train healthcare providers and educate migrant patients  
 

Plenary: Refugee Children and Youth  
Speaker: Cecile Rousseau, MD 
Children and youth are considered a high-risk group to develop post-traumatic stress disorder following 
traumatic events; however there is concern over focusing on the trauma. The social determinants of health 
should be the focus of one’s risk of resilience against post-traumatic symptoms. Often, symptoms do not 
reach the level of clinical significance. We must work to better understand the relationship between risk 
and resilience, to identify groups that may be at greater risk for developing post-traumatic symptoms. 
Khmer project found that Khmer refugee children were much less likely to partake in risk behavior, 
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which was thought to be due to overcompensation because children were encouraged to succeed for those 
who died. Mayan project found that the discourse of Mayan children returned to Guatemala changed from  
 
focus on trauma to one focused on a relationship with the land, once they were out of the trauma context. 
That is, away from the officials who re-located them, who tended to focus on the children’s trauma. The 
hypothesis was that community offers resilience against trauma.  
Interpreters: In order to establish comfortable dialogue with most refugees, interpreters must be more 
than just linguistically similar to refugees and should be the same gender, same clan, if possible.  
Trauma: often externalizes as extreme behavior. There’s often a trauma story that must be elucidated and 
proper supports put in place to help child deal with trauma. Even the refugee experience of parents can 
manifest through children.  
Accessing Rights: the refugee process is stressful to children. In Canada children are still kept in adult 
asylum facilities. This has been banned in Europe. A survey of professionals’ perceptions toward 
entitlement to care for children found that clinicians are more likely to encourage full access than 
administrators and that primary care centers are more likely to support full access than hospitals. Results 
shed light on institutional silence. Ethical treatment of asylum seekers should be taught to health care 
providers.  
 
Plenary: Refugee Experiences 
Speakers: Natasha Fatah (Host of Promised Land and CBC.ca Columnist)  
Daniel Biru, Aaron Berhane, and Nora Melara-Lopez. 
Natasha Fatah, host of a 10 part documentary series called Promised Land, was born in Pakistan during a 
military dictatorship. Her father was a journalist persecuted and forced to flee to Canada. The show 
stemmed from a desire to produce a show that discussed Canadian identity that focused on what 
motivated refugees to leave home, and how they got here.  
 
Aaron Berhane, an Eritrean journalist, discussed his migration that started in 2001 when independent 
newspapers were shut down in Eritrea. He had cofounded the first independent newspaper in Eritrea and 
was editor-in-chief. In 2001 all his colleagues were arrested, half of whom died in prison. He remained in 
hiding for 103 days; changed his appearance and forged his ID, and crossed the border into Kenya. He 
was granted political asylum in Canada and brought to Regina. Eight months later he moved to Toronto. 
His wife and 3 children were granted entry visas by Canada but the Eritrean government would not grant 
them exit visas as Aaron was blacklisted; thus they also had to employ “illegal” means to cross the 
border. This process and delay lasted eight years until finally his family was able to enter Khartoum and 
they were able to come to Canada in 2010. Now, ten years later, they were reunited in Toronto. 
 
Nora Lopez: In the late 1970s, her husband Jose Eduardo Lopez was a human rights activist & freelance 
journalist in Honduras. He wrote on the limited access of the populace to healthcare and basic services, 
contrasted with the wealth that was in a few hands and spent on infrastructure to support the US role in 
Honduras. He was threatened, detained, and tortured. He applied to Canada for refugee status and was 
denied. Eleven months later he was abducted and never seen again. Nora applied for refugee status and 
came to Canada. On arriving, Nora grieved the loss of her husband, home, jobs, education, language, 
financial identity, warm weather, and self-identity. She felt that having status was a key factor in her 
peace when she arrived. In 1987, she was hired by an Ecumenical refugee services organization, and then 
by the North Hamilton Community Health Centre. She finds healing through yoga, meditation, gardening, 
walking, and was grateful that a clinician who validated that she was grieving and that this would take 
time supported her. She highlights the incredible strength of refugees 
 
Daniel Biru: In 1997 he was a 19-year old student activist protesting the Ethiopian government’s use of 
ethnic politics to divide the population. He participated in the organization of demonstrations where he 
and many student leaders were arrested, imprisoned, and tortured. Over the next ten years he migrated 
again and again from Kenya, to Tanzania, to Mozambique, to South Africa, then Madagascar, and then 
finally applied as a refugee to Canada with his wife, who he had met on his journey. He highlights that 
there needs to be a focus on mental health and creation of a space for refugees to process their 
experiences. He emphasizes the need for education of health care professionals, educators, and support 
workers. He now works as a settlement officer and broadcaster in Windsor. 
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Thursday, June 2 
 
Plenary: Health care needs of people affected by conflict 
Speaker: Dr. Paul Spiegel  
Dr. Spiegel spoke to us through Skype from Cote D’Ivoire, where he is currently placed to help manage a 
population of internally displaced peoples (IDP) in Cote D’Ivoire, as well as Ivoirian refugees in 
neighboring countries. While both populations present challenges, internally displaced persons are 
particularly challenging because, while there is a UN mandate with refugees through the UNHCR, there is 
no similar, mandate to deal with IDPs.  UNHCR, the World Health Organization and UNICEF each play 
different roles in helping internally displaced communities. Further, there are international agreements to 
deal with refugees, but not IDPs. Finally, countries’ governments often prefer not to accept interventions 
for their IDPs, as it is seen as an intrusion of their autonomy.  
Refugees have traditionally been thought to predominantly reside in, and have been taken care of, in 
camps; however, Dr. Spiegel found that there are more refugees living in rural dispersed areas than in 
camps. He provided this table to differentiate between refugee populations: 
 
 Low Income and Life Expectancy Medium/High Income and 

Life Expectancy 
Camp like Setting -common 

-communicable disease common 
-must create systems to deal with 
refugees 

-rare 

Urban Setting  -common 
-primary care manageable 
-lots of chronic disease which 
is very difficult to manage 
-must integrate refugees into 
existing systems 

Rural Dispersed Setting -*Very difficult to obtain any 
epidemiological data 

 

 
The current conflict has had massive effects over the past few months. There are over 200,000 Ivoirian 
refugees in Liberia and even more in other neighboring countries. There are roughly 300,000 IDPs in 
Cote D’Ivoire. They face challenges such as over-crowding and intimidation by local militias.  
 
Plenary: Malaria in refugees and migrants 
Speaker: Dr. Anne McCarthy  
There is a geographic risk of travelers’ and migrants' malaria, with greatest burden of disease in sub-
Saharan Africa. Despite global push to control malaria, there is a resurgence of malaria in part due to 
breakdown of public health infrastructure, conflict, disasters, global warming, and migration. Chloroquine 
resistance is common, but also increasing mefloquine resistance. Malaria is the number one life 
threatening infection in travelers and children are particularly vulnerable. 
It is more commonly seen in migrants and those visiting friends and relatives (VFR) are at high risk, often 
self-perceived at low risk and do not use prophylaxis. There is an increased risk in immunocompromised 
travelers.  
Recommendations for Malaria from Canadian Collaboration for Immigrant and Refugee Health: Do not 
routinely screen all migrants, but be alert for symptoms in a migrant’s first 3 months of arrival. 
Malaria lifecycle and transmission: There are five species of malaria with falciparum the most 
concerning. Most falciparum presents in the first month of arrival. Methods of prevention include 
chemoprophylaxis, environmental (bed nets, avoiding bites). Disease presentations are varied: fever, flu-
like illness (most common), diarrhea, pulmonary symptoms, hypoglycemia. Severe malaria can include 
respiratory and renal failure and cerebral malaria. 
In Practice: Get a travel history! You need to get a thick and thin smear microscopy that identifies the 
species and percent parasitemia. Rapid diagnostic tests are available; PCR exists but is often unavailable. 
Regional providers need to be cognizant that the average lab does not see much malaria and may not 
maintain proficiency. 
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For Management: Avoid delays in diagnosis! Refer to Canadian Malaria Prevention and Treatment 
Guidelines at www.travelhealth.gc.ca (look for CATMAT), Malaria Branch CDC (www.cdc.gov) or 
Malaria Hotline 770-488-7100.  The WHO also has Malaria Treatment Guidelines. 
 
  
Plenary: Epidemiology of Imported Infections in Immigrants and Refugees  
Dr. Jay Keystone  
Immigration has changed dramatically: European immigration has decreased as Asian immigration 
increasing.  
 
CMAJ (2010) addressed question of what are the most important medical problems in refugees in newly 
arrived immigrants. Infectious diseases continue to be important, but mental health and chronic diseases 
have emerged as important, as well. Infectious diseases addressed in the CMAJ series: Cancer of the 
cervix, dental carries, HIV, hepatitis B, malaria, MMR, syphilis, tuberculosis (TB). Common infectious 
diseases of concern in this group include TB, schistosomiasis, helminthiasis, chronic hepatitis, leprosy, 
malaria, and HIV.   
 
Helminths: Parasite burden determines tissue pathology, which in turn determines morbidity. Natural 
history of untreated infection is that it generally resolves spontaneously. Helminths usually do not 
multiply in the body and have a specific lifespan and death due to treatment may lead to inflammation, or 
the worms may try to migrate to other parts of the body or out of the body completely. Light infections 
are often asymptomatic, unless in the brain or eye, and often do not require treatment, resolving on their 
own. Light helminth infection may require treatment, if symptomatic. Caution with strongyloides as 
immunocompromised hosts will have problems (up to 50% mortality) with disseminated infection, 
especially with HTLV-1 co-infection. 
 
Skin diseases: Leprosy can take five years to diagnose, and most do not have a family history. Highest 
rates of leprosy in Canada are from India, Vietnam, and Philippines. Leprosy is a spectrum and the type 
of leprosy affects which treatments are administered. People with leprosy have immune reactions that 
cause nerve damage, neuropathic pain, and progressive neurological deficits are a medical emergency 
within 72 hours. Clinical symptoms: Anesthetic patch, nerve thickening. Leishmaniasis has almost 
exactly the same immunological spectrum of disease as leprosy. If you see a chronic plaque, think of 
three things: mycobacterial, fungal and leishmaniasis 

 
Plenary: PTSD and refugee trauma  
Speaker: Dr. Claire Pain 
Since World War II, wars have changed to “low intensity” wars that focus on psychological warfare of 
the population. Fewer people are killed than past wars but torture, rape and killing of local leaders have 
become the norm. Civilians are the primary target, which leads to large numbers looking for safety. Post-
traumatic stress disorder often follows such situations. PTSD was the first disorder to have fear as the 
primary cause. The etiology to diagnose PTSD requires a life threatening event to the person or a loved 
one, and ensuing emotional events including re-experiencing, avoidance, hyper-arousal. Upon moving to 
Canada, these people experience more than fear, dealing with frustration, anger and humiliation; however, 
most refugees are extremely resilient so they may not admit to feeling such emotions. Risk factors for 
post-traumatic stress disorder are: Pre-trauma (history of psychological disorder in person or family 
member), trauma, and post-trauma lack of social support.  
 
The Canadian Center for Victims of Torture (CCVT) highlights social support as the primary intervention 
to PTSD. PTSD cannot be usefully reduced to a psychiatric condition, as there are important political, 
social and institutional influences in a person’s ability to cope with trauma and poverty also plays a huge 
role. If we describe suffering as PTSD, we medicalize it and assume there is a treatment. Medicalization 
may encourage the refugee to seek help, but it does not encompass the refugee experience, and ultimately, 
it obscures the political and social causes to their suffering.   
 
Culture plays a large role in the manifestation of psychological distress. We have difficulty understanding 
the weight of certain behaviours displayed by people from other cultures. On this note, it is also very 
difficult for some refugees to understand our behaviours, making it difficult for them to integrate into our 
society. Cultural empathy and competence is very important. Explanation of illness cause and experience 
vary greatly across cultures. It is important to get the person’s explanation as this can give you 
meaningful insight into the person’s culture.  
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It is often thought that exposure therapy is the best method to treat a person with PTSD; however, it has 
been found that refugees that do best in Canada are those who focus most on the future, not the past.  
 
Thus, focusing on the traumatic experience is thought to be a bad idea. Dr. Pain says her greatest 
influence is to help the refugee find resources to learn English, as this is very important to their 
integration into Canadian society 
  
Friday, June 3 
Plenary: Nutrition issues in refugees – Updates on Malnutrition and Vitamin D 
Speaker: Dr. Daniel Roth  
Nutrition underlies most problems outlined in new primary care guidelines for refugees. Nutrition status 
composed of food, supplements, other environmental factors, genetics, neurodevelopmental, growth, 
disease risks, and maintenance of healthy weight. Dietary intake assessment includes informal histories, 
food record, and diaries. Micronutrient status assessment requires specific clinical features, and serum 
biomarkers. Growth monitoring reflects summative effect of all nutrient inputs and modifying factors. In 
refugee populations, nutritional assessment and monitoring of individual gains in weight, being aware that 
the child who is stunted on arrival can become obese in a short period of time. WHO growth charts for 
Canada should replace the CDC growth charts because they are particularly relevant for refugees and 
immigrants, and found essentially all children have the same growth potential with very few exceptions. 
These charts are true and rigorous for children under 5, and ideal for longitudinal monitoring or for cross 
sectional assessment for screening. Determine normal growth after assessment for other conditions. 
Nutritional status on arrival varies by country of origin; children from war-torn areas in Europe arrive 
over-nourished, whereas children from Africa more likely to arrive under-nourished. Stunting (inadequate 
linear growth for age and sex) from chronic under-nutrition often associated with micronutrient 
deficiencies or non-dietary causes (recurrent infections, chronic inflammation, prenatal influences). Early 
childhood stunting has important consequences for short and long-term health and well-being. Post-
resettlement challenges: Research in catch-up growth reflects possibility of critical window of 
opportunity. Promoting catch-up growth in the first 1000 days of life could be beneficial, but beyond age 
2 years, catch-up growth may not be universally beneficial and may increase the risk of cardio-metabolic 
complications later in life.  Severe malnutrition should always be treated. 
 
Vitamin D: Risk factors for low vitamin D include dark skin pigmentation, long period of ‘hiding’, scant 
dietary sources of vitamin D, conservative/traditional clothing, cultural prohibitions against sun exposure 
and time since arrival (longer duration at northern latitude increases the risk of deficiency).Vitamin D 
deficiency is common among refugees in western countries. New interest in Vitamin D because may be 
linked to various diseases on almost every organ system.  Rickets, osteomalacia occur at 20-30 nmol/L, 
but even levels above that could possibly be disease prone, but evidence not definitive, so no evidence in 
favour of routine screening. In 2010 the IOM has revised recommendations for vitamin D intake for all 
age groups, but there is controversy on how much vitamin D is needed for everyone. 
Conclusions 

• Nutritional assessment and management is fundamental, because it underlies many important 
conditions; 

• Use WHO guidelines for Canada; 
• Monitor children, adolescents and adults closely for excessive fat gains post-settlement; 
• Longitudinal follow-up is important; 

Vitamin D risk factor assessment should be a part of the history/physical exam but screening is 
not necessary 
 
Plenary: Challenges of HIV for refugees in Canada 
Speaker: Dr. Atreyi Mukherji  
The percentage of HIV positive immigrants to Canada is increasing; however, refugees over-represent 
HIV positive immigrants. While immigrants may be denied entry if they are considered a burden to the 
healthcare system or a danger to public health, refugees are exempt from these rules by law.  

 
Biological Factors: The majority of HIV positive native Canadians have subtype B; however, most 
refugees do not have subtype B. This can present treatment challenges.  Further, many refugees present 
late, often when their HIV has already progressed to AIDS. This may be due to lack of knowledge, stigma 
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and secrecy. This is mitigated by refugee screening clinics, who may detect HIV early and prompt early 
treatment. Refugees have higher rates of tuberculosis and HIV can activate latent TB. It is important to 
screen and treat TB, as well as other disease such as hepatitis.  

 
Cultural Issues: Most HIV positive refugees from sub-Saharan Africa are young women. They may 
hesitate to see physicians, because of fear that their family might found out. There is much stigma about 
HIV in Africans. They are less likely to tell their community so they may not have necessary supports. It 
is crucial to be careful with inquiries so as to demonstrate cultural empathy. One problem experienced by 
physicians is bringing up cultural taboos, such as questions of men who have sex with men, which cause 
the patient to shut down and refuse to discuss their disease.  

 
Social/Political: The Interim Federal Health Plan that covers new refugees is portable and covers many 
health care needs. It could improve in ease of accessibility. For example, in cities that are not typical port 
of entry cities, such as Hamilton, there are not resources to comprehensively support refugees. There is a 
lot of confusion about how to get housing, a lawyer etc. It is very stressful to go 3 months without health 
coverage for one and their family.  
 
Plenary: Susceptibility to childhood vaccine preventable diseases 
Speaker: Dr. Chris Greenaway  
Changing pattern of migration: Immigrants concentrate in urban areas but are increasingly dispersed. 
Since 1970, one half of migrants come from areas where vaccine programs differ from Canada. 
 
Review epidemiology of vaccine preventable diseases in migrant populations: 
Varicella: Canada recommends routine vaccination, which is not done globally. Immigrants from tropical 
countries up to 35yo have increased susceptibility compared to the Canadian-born.  Climate is an 
important factor. The risk of developing varicella is highest in the first 2-3 years after arrival. 
Measles, mumps, rubella (MMR): Global coverage rates vary from 50-95% and many programs started in 
the 1970s, indicating that immigrant and refugee children are more likely to be vaccinated than adults. 
Furthermore, rubella and mumps vaccines are not routinely included in national schedules. Written 
documentation of vaccination often overestimates the prevalence of protective immunity. Adult foreign-
born populations have been more susceptible to rubella outbreaks and more likely to have children born 
with congenital rubella.  There is little data for mumps and most outbreaks have been in the general 
population, not just in migrants. The situation with measles is complex as any adult immigrants have only 
had 1 dose of vaccine but may have more natural immunity. Most cases of measles are imported but not 
necessarily associated with migrants per se. Tetanus & Diphtheria: Immunity to these varies significantly 
by country of origin and demonstrates waning immunity over time.  
 
Suggested guidelines for care 
Varicella: vaccinate all those <13yo and screen all those aged >13 from tropical countries for serum 
varicella antibodies (IgG) and vaccinate those who are susceptible. 
MMR: For children, there are 3 options (accept records, serotest & vaccinate if susceptible, or re-
immunize). Some data suggests that a 2-dose re-vaccination series without prior serotesting may actually 
be cost-saving. SO: revaccinate all children with absent or uncertain vaccination records with age-
appropriate schedules of MMR. Vaccinate all adult immigrants with a 2-dose series if they are susceptible 
to any 1 of the 3 diseases; but serotesting prior to testing may be more costly. 
Tetanus & Diphtheria: One dose DPT/Polio should be given for both children and adults as soon as 
possible after arrival, if no documentation of adequate vaccination is available. 
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Concurrent Sessions 

 
Concurrent 1  

 
a) Session: Comprehensive approach to successful refugee health program 
Speaker: Blain Mamo, MPH, Refugee Health Program, Minnesota Dept of Health  
Background: Humble beginnings as a joint TB/refugee health program with 3 employees and limited 
abilities for surveillance and analysis. From 1995-present: defined mission and goal, established a 
standardized screening protocol, implemented a robust surveillance system in 2004 (eSHARE), increased 
outreach and partnerships, and housed in the state health department 
4 basics for a successful program: A mission (promote and enhance health and wellbeing of refugees), 
sufficient funding, partners (federal, State, community), and a system (standardized protocol for 
screening, screening clinic logistics, electronic database, support/education). Barriers: Locating and 
scheduling refugees, exam takes time, interpretation & costs, lack of transportation, delayed activation of 
medical insurance, and provider resistance to accepting Medicaid or Flat Fee, money loss. 
www.health/state/mn/us/refugee 
www.cdc.gov/imigrantrefugeehealht/guidelines/refugee-guidelines.html 
 
b) Session: Obstetrical Issues in Canada and Abroad 
Speakers: Drs. Rajiv Shah and Lanice Jones  
Of all refugees to Canada, around half are women and 40% in reproductive age (25-44). Obstetrical issues 
include: language, late to care, social isolation, cultural barriers, history of abuse or assault, financial 
barriers, higher gravidity, complex medical/psychiatric history, ideas about western medicine, mistrust of 
health service providers, higher rates of obstetrical and neonatal complications. Through discussion, other 
issues identified include: how to discuss genetic testing, termination, male providers/provider groups, 
education around the health system. Through discussion of a case about a 40 year old G5P3 French-
speaking HIV+ refugee impregnated by assault, and who was late to care, the group highlighted many 
areas for intervention:  
Social: (isolated, language, financial and housing insecurity, attitudes towards baby, decreased autonomy, 
ability to attend care, other child at home, status in Canada),  
Medical: (precclampsia, cholestasis, untreated HIV, anemia and sickle cell disease, nutrition, late 
maternal age, previous child with congenital anomaly),  
Psychiatric: (bonding with baby, post partum depression or PTSD, fears for future, meaning of C-
Section, attitudes towards HIV status).  
To optimize her treatment: Antenatal (start with her desires and expectations, IFH/compassionate 
programs and medications, counseling, settlement/housing, doula, frequent visits, food, and 
religious/community support),  
Intrapartum:  (HIV + mode of delivery, interpretation),  
Postpartum: (breastfeeding, HIV + mental health support, baby HIV meds). 
Globally, themes in maternal health worldwide: poverty, education, post partum hemorrhage, sepsis, 
unsafe abortion, hypertensive disorders of pregnancy.  The group discussed cases from Dr. Jones’ 
experience in Africa, and concluded that our patients come from these cultures, important to be aware of 
home conditions and expectations of medical care. 
 
c) Changing mental health contexts of trauma 
Speakers: Drs. Wendell Block, Theresa Dremetsikas and Donald Payne from CCVT  
It is important to screen refugees to ensure that their injuries and signs of past injuries, are consistent with 
the history they present; however, it is difficult to get people to disclose their history of trauma. It requires 
empathy, as it can be a very stressful experience. It is important to remember that trauma is not merely a 
psychological problem; it also presents many social and political hurdles. We must see these patients as 
people that deal with many problems beyond simply past trauma. Diagnosing them with post-traumatic 
stress disorder (PTSD) is therefore too limited as it ignores pertinent issues, such as the strength of the 
refugee’s community, their ability to find a job, or their comprehension of the host country’s language.  It 
is important to advocate for refugees, to help provide as smooth a transition as possible into a new 
culture.  According to Dr. Payne, many of these patients are irritable and may have attention deficits that 
limit learning. They are often hyper-sensitive to noise so it is important to advocate for quiet, calm 
housing. Two critical needs for the refugee are sleep, which help the person recuperate, and working, 
which builds self-esteem, meanwhile providing spending money. They concluded that one must be aware  
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of the psychosocial determinants of health, as dealing with these is most important for the successful 
integration of the refugee into the host society.  In answer to a question about focusing on trauma, they 
explained that if you only ask about symptoms of trauma, the person will focus on it. Ask about other 
interests as well and how they’re coping in their new home. Be aware that the refugee process focuses 
heavily on the person’s trauma, so it is difficult for people to put it behind them. Resilience often depends 
on the strength of the community, and the amount/duration of traumatic experiences. The sense of 
community may be weakened if they have suffered years of traumatic experiences. There is also a 
difference between types of refugees. Political prisoners chose to stand up to their oppressors so are often 
more resilient than those who are passive and caught in a war-zone.  
 
d) The refugee process  
Speakers: Dr Michael Stephenson, Rana Khan, Yasmin Dossal  
Dr. Michael Stephenson – Access Alliance: Discussed definitions of types of refugees, conditions for 
claim, and description of claimant process. On arrival must declare refugee status to the Canadian Border 
Services Agency (CBSA), who determines if eligible, then a Personal Information Form completed. If 
claimants not accepted can be detained, and a special process needed for release. IRB Hearing: Fast track 
expedited process for simple cases, but can do full determination if fail. Most cases go through full IRB 
determination hearing with a judge and burden of proof is on the claimant. Appeal Process: only method 
is federal court review based on pre-removal risk assessment or humanitarian and compassionate review. 
Removal Process: Variable, but departure orders in 30 days, exclusion orders cannot return for one year, 
deportation orders can never return. Interventions are possible and cannot be deported to certain countries. 
Vulnerable persons allowed certain accommodations (videoconference, designated representative, certain 
gender for judge/interpreter). Designated representative (friend, family member, health care provider, 
settlement worker) determined by judge. Special Issues: acuity of trauma (no networks, supports, tenuous 
status) and little preparation for move, few social networks, tenuous status, little organizational support, 
language, lack of medical screening compared to government assisted refugees, vulnerable to 
exploitation. 
Rana Khan – UNHCR Mandate and the Asylum Process in Canada: UNHCR 1951 Convention 
based on human rights with 147 signatories. Protection Functions: monitoring implementation of the 1951 
convention, promoting international refugee law, documentation and research. Core Principles: admission 
to safety in a country of asylum (allow access and ability to disclose) and protection from forcible return 
(non-refoulement if accepted need of protection). Durable solutions to refugee problems: Voluntary 
repatriation, local integration, and resettlement (less than 1% of the world’s refugees are resettled and 5.5 
million are in a protracted refugee situation). UNHCR in Canada: monitor the 1951 convention, give 
input into policy development, and in some cases intervene with individual cases. Mental health: mental 
health issues affect the refugee process and protection determination, although mental health issues not 
always identified and mentally ill often detained in jails. Best practices and gaps: Inconsistent or late 
identification of vulnerable persons, absence of appropriate tools for support of mentally ill persons, and 
absence of specific training on the issue for front-line workers. 
Yasmin Dossal – COSTI Immigrant Services: Canada has two resettlement programs: Resettlement 
assessment program (government assisted refugees assessed overseas in need of protection and 
resettlement) and private sponsorship by Sponsorship Agreement Holders (SAHs) or community. 
Definition of GAR (selected at site through UNHCR) and demographics of refugees in Canada (20,000-
22,000 refugees split GARs/landed/private/dependents, with 2,300 GARs resettled in Ontario). 
Characteristics of GARs in Ontario: exposed to war/torture/violence, joining family, years in refugee 
camps, little or no financial resources, varying work/education, large families/complex family structure, 
and many with high medical and mental health needs. GARs provided income, reception services and life 
skills programs provided in their own language. Needs and Gaps: physical health, systemic inadequacies, 
emotional/psychological needs, interpretation services, and limited access to housing/study. 
 
Concurrent 2 
 
a) Session: Work up of eosinophilia 
Speaker: Dr. Anne McCarthy 
To begin the presentation, the audience named various parasitic infections that children are at risk for. 
Answers included: leptosporosis, chagas, leishmaniasis, strongyloides and hookworm. Eosinophilia is 
defined as 450 eosinophils/microlitre of blood. There is a common misconception that the diagnosis is 
based on a percentage; rather it is based on a concentration. Seybelt et al (2006) found the prevalence of 
eosinophilia in various populations in North America. Etiologies of eosinophilia include worms, which  



CRHC	
  2011	
  
Session	
  Notes	
  

 
promote eosinophil proliferation as they travel through the body towards the gut; wheezes, such as asthma 
and allergies; and “weird” diseases, such as Churg-Strauss and leukemia.  Knowledge of parasites and 
how to treat them is important because, although parasites often burn themselves out, some can elicit 
significant morbidity and mortality. Sometimes the condition can become worse when trying to treat it, as 
in the case of steroids in Strongyloides infection. On history, important clues to look for include where 
the person is from, where they have travelled, and what they have done. Signs and symptoms include a 
visible worm, gastrointestinal complaints, respiratory complaints, and rashes (especially one that has 
moved throughout the day, a sign of larvae currens). On physical exam, one must assess for hepato-
splenomegaly. On diagnostic workup, it is important to order tests for hematuria and urine ova, stool ova 
and parasite, and serology for parasites such as schistosomiasis and strongyloides. Sometimes refugees 
return home, and this can present problems. They often assume that they are immune to pathogens 
common to their original country, but in fact, they may have lost immunity or new pathogens may be 
present. It is important to inform them that they are at risk, and offer them adequate prophylaxis  
 
b) Mental Health of Refugees: Clinical Issues “How to adapt a psychological assessment to include 
cultural formulation”  
Speakers: Drs Cécile Rousseau and Claire Pain.  
Dr. Pain began with a case of a 60-year-old Sudanese woman considered “psychotic.” Using the cultural 
formulation to consider – her cultural identity (ethnicity, language, involvement with culture of origin and 
host culture, a cultural explanation of the illness, other cultural factors, and the overall cultural 
assessment) – the diagnosis changed. She lived with her children and was worried she had to return to 
Sudan when they married. Her recovery improved when she understood she did not have to follow those 
cultural norms. 
Dr. Cécile Rousseau discussed “Survival as subversion.” Approaching a case with a different gaze, de-
centered from the clinical model, changes the patient story and teaches us. By creating a patient’s 
environment that is not intrusive, we give the patient the opportunity to fit in both worlds, the host and 
origin countries. We can use culture as a tool to understand our patients and as an instrument to change 
our treatment. Meet 15 year-old Agrippine from Congo, who fled at age 12 when her father was 
assassinated. Separated from her family, she escaped to Angola and at 15, came alone to Canada. Her 
school developed a concern around delinquency and prostitution. Agrippine felt that sadness was a part of 
life; she had bloody dreams with dark men and suicidal thoughts around placement in another home. 
During appointments with the team, including an African therapist, multiple transgressions arose: her 
family losing political status, ritual sexual abuse by her uncle, witchcraft, and turning to prostitution to 
feed herself and her brother, and dysfunctional relationship with her stepmother. Different steps were 
taken as treatment: first, reestablishing Agrippine and her stepmother’s relationship by convening a 
family council where Agrippine developed respect for her step mom and also her stepmother was told that 
she could not place Agrippine in a foster home (delivered via a proverb). The family council also 
established that since the family was the source of trauma, only the family could repair it. They 
condemned the abuse and this restored and restructured the family ties that had been broken by the incest. 
Agrippine felt a gift from the family and this was a turning point. Prostitution and delinquency were 
survival strategies that will disappear with time. The team learned from the fear of being too white, since 
it represented a protection against witchcraft, they also learnt that disclosure is a timely process. Culture 
provided us a tool to work with the family council, with the family themselves and it was very important 
to understand and to heal. 
 
c) Struggles and accomplishments of refugee health clinics 
Speakers: DrsLavanyaNarasiah, Dr. Lanice Jones   
Case 1: Calgary Refugee Health Program: Health and Wellness 
The Calgary Refugee Health Program is housed in the basement of the Margaret Chisholm Resettlement 
Centre, where refugees live for 19 days after arrival. It is the largest immigrant serving agency in Calgary, 
where many agencies are fighting for funding. Their target population is refugees, sponsored immigrants 
from refugee-like situations (church groups, family sponsored), and refugee claimants. Interim Federal 
Health covers them medically. There is no 3-month wait period in Alberta although IFH does have 2-3 
week delays. They discussed their innovative funding models (Physician Alternate Relationship Plan 
directly with Ministry of Health, Alberta Health & Wellness operational expenses, and a small amount of 
funding from Citizenship & Immigration Canada funds). They outlined their successes in providing 
primary care, systematic screening, and specialist consultation on site. Programs include: clinic visits, 
pediatric care, chronic diseases management (including chronic disease nurse, co-funded), mental health 
and wellbeing, partnered services (oral health, vision, audiology), outreach, screening (intake, TB, and  
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outreach pap smear clinics for difficult-to-reach populations), immunization program, Nutrition program 
(3 dietitians who visit on site once a month for full day), natal care program, and group health orientation. 
 
Case Study 2: PRAIDA, Montreal (Dr. Lavanya Narasiah) 
Programme regional d’acceuil et d’integration des demandeurs d’asile 
This clinic serves primarily asylum seekers. Bill C-11 has sped along this process, often to the detriment 
of asylum seekers. There is clear variation in the acceptance of claims (ie 11% in Mexico, higher in Haiti 
and Columbia). Dr. Narasiah highlights the systemic barriers to asylum seekers accessing health care (no 
knowledge of IFH program, laborious administrative tasks, communication issues) as well as barriers to 
patients (little knowledge of their own rights to services, fear of repercussions on refugee claim, and 
differing priorities (legal, housing)).  PRAIDA’s model of care is that of a multidisciplinary team but they 
have been beset with administrative challenges, difficulty recruiting and retaining physicians, and unclear 
non-transparent funding. They are thus no longer doing systematic intake health workups. They do 
provide walk-in clinic services and are now looking at providing educational workshops for health care 
providers across Quebec. 
 
d) Infectious Diseases: Hepatitis B and HIV 
Speakers: Peter Cronkright (Hepatitis B) and Maureen Owino, Josephine Wong (HIV)  
 
Primary care management of positive HBsAg Screen: The person with Hepatitis B (HB) usually does 
not feel sick and are tested when healthy! Disease phases correlate with increasing fibrosis: Immune 
tolerant, immune active, inactive. Cornerstone of HB is the ALT:  if persistently abnormal, refer to GI; if 
normal, PCP manages (70% of patients). Next: HB viral titres, E antigen (reflects infectivity), liver panel, 
e antibody. Managing phases: Immune tolerant (can be a months to decades. Not good outcomes with 
treatment at this phase) and Immune active phase (ALT becomes abnormal, refer to specialist as better 
outcomes with treatment).  Inactive patients are followed indefinitely every 6 months. 
Do not miss: hepatocellular cancer (U/S q6months for males >40, females > 50, or African and > 20); 
polyarteritis nodosum; Toxic mediations (in LTBI give INH, in chronic HB give rifampin). Beware HB 
Flares when immunosuppressed (cancer chemotherapy, HIV infection, immunosuppressive therapy, 
glucocorticoid withdrawal). 
 
Community Mobilization and Capacity Building Strategies to Address Mental Health Service 
Needs for Newcomers with HIV/AIDS:  Knowledge to Action initiative focusing on using equitable 
partnerships and social justice to improve mental health services for those living with HIV/AIDS. Key 
issues identified: Concept of mental health for refugees/immigrants, Complex Needs, Stigma, Lack of 
Appropriate Training, Lack of Coordination, and Lack of Resources. Challenges: social determinants of 
health, migration trauma, negative experience with governments, anxiety about diagnosis/disclosure, 
immigration policies, sectors in silos, insurance coverage, lack of local resources. Recommendations: 
recognize informal supports, integrate mental health, increase service literacy, holistic approach, training 
on impact of migration, streamline intake to avoid reliving traumatic experiences, partner with expert 
organizations, engage PHA & families as leaders, anti-discrimination policy and accountability 
mechanism, wellness promotion and recovery rather than treatment, inter-sectoral network, case 
management approach, integrated case model, client centered service coordination support, client 
handbooks, protected billing time for non-insured clients, multiple points of entry to program services.  
 
Concurrent 3 – Oral Presentations  
 
Concurrent 4  
 
a) Evidence based refugee health #1 – chronic care 
Speakers: Drs. Kevin Pottie, Doug Gruner, Meb Rashid, Lavanya Narasiah  
The rationale was to create migrant-specific, evidence-based guidelines using a Delphi-consensus model 
with primary care providers covering infectious diseases, mental health and chronic diseases. Discussion 
of these issues through a case of a family newly arrived from the Democratic Republic of Congo. Mental 
Health: New arrivals have lowest anxiety and alcohol dependence, but those exposed to violence have 
higher rates of PTSD, and an increased risk of schizophrenia in migrants from developing countries.  
Assess risk of mental health issues both pre/post-migration and settlement stressors. Recommendations: 
Screen for Depression only if linked to integrated treatment.  Do not routinely screen for PTSD, but be 
alert.  No routine screen for Intimate Partner Violence, but be alert and refer for support if spend one  
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night in a shelter. No routine screen for Child Abuse, but offer high-risk mothers a nurse visitation 
program for prevention. Non-communicable Diseases Recommendations: Screen for Diabetes if >35 or 
high risk, Iron deficiency anemia with a Hemoglobin in children ages 1-4 and women 15-50, kids and 
adults for visual impairment, or dental pathology (treat dental pain with NSAIDS then refer to dental 
specialist). Women’s Health Recommendations: Screen for unmet contraceptive need, iron deficiency 
anemia if childbearing age, cervical cancer and offer HPV vaccination, and be alert for IPV.  More 
research is needed for interventions for social isolation in pregnancy.  
 
b)Session: Pediatric health issues 
Speakers: Drs. Elizabeth Barnett, Andrea Hunter 
 
Health issues specific to refugee children were outlined in a case-based format with an overview of 
infectious and non-infectious health issues common in refugee children.   Infectious issues included: viral 
URTIs, UTIs, skin infections, as well as the more ‘tropical’ infections of HIV, malaria, TB, Hepatitis B 
and the need for catch-up immunizations.  The important and common non-infectious issues in refugee 
children include: Iron deficiency anaemia, hemoglobinopathies/G6PD deficiency, malnutrition, rheumatic 
heart disease, developmental delays, dental caries and a host of mental health concerns (PTSD, 
adjustment, anxiety, school adjustment issues).  
 
Cases highlighted the need to recognize malaria as a common cause of fever (and anemia) in a refugee 
child, urinary schistosomiasis as a common cause of hematuria in young children, neurocysticercosis as a 
common cause of seizures in children worldwide, and the intricacies of treatment for filariasis in children 
& youth.  An approach to developmental delay in a refugee child was outlined, highlighting the need to 
consider the ‘typical’ causes of chromosomal, CNS dysgenesis/injury as well as the possible early 
infectious etiologies (ToRCH, bacterial meningitis, cerebral malaria) and non-infectious causes (trauma, 
HIE, uncorrected hydrocephalus, and consanguinity) more specific to refugee children.  An approach to 
‘catch-up’ immunization was also discussed, highlighting the differences between WHO EPI programme 
and NACI guidelines.  
 
 
c) Principles and power of advocacy for refugee health 
Speaker: Dr. Jane Philpott  
Advocacy: “Influencing those who have power on behalf of those who do not.” (Teasdale 1998).  
NB: Social media is a great tool for advovacy and this workshop was tweeted live! #CRH conf  
#advocacy  #refugeehealth  @janephilpott 
 
The workshop focused on 12 principles of advocacy: 
Define your role as an advocate: (Who are you advocating for? Individuals, communities, and/or 
populations?). Build your empathy: We must understand different perspectives and how our privilege 
affects us and allows us to influence power. We must act in solidarity, but how to do this was debated. It 
also calls to questions issues of representation. We discussed the ultimate goal being not to “speak for” 
certain groups, but rather to open channels between those groups and power. Identify your scope: At 
what level can you advocate most effectively? 
Knowledge: Recognize power imbalance, and use power “on behalf of.”Skills: listening, speaking, being 
concise, navigating the system, accuracy in data, utilizing social media, experience, policy development, 
partnerships and networking, evaluation, conflict management, creativity, persistence, critical thinking. 
Attitude: Think of a person who is a model of advocacy for refugee health. Consider 3 attitudes that 
person demonstrates in their work (flexible, collaborative, sincere, brave, persistent, unwavering, 
thoughtful, cultural humility). Study the humanities: history, philosophy, literature, and art. Study 
models of advocacy: fictional, real, local, international. (Recommended books: A Long Walk to 
Freedom, Mandela; Cry, the beloved country, Alan Paton). Study with others: the role of play (Martha C 
Nussbaum 2010), role-play, empathy exercises (DasGupta 2006), debates, writing. Be reflexive: Promote 
reflection & critical thinking (of self and institutions). Be flexible. Be outcome oriented: maintain 
optimism, and have a dream/ambitious goal.  
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d) Communication barriers and challenges of health literacy Communication Barriers 
Speaker Vera Kevic  
 
A distinction was made between professional interpreters and interpreters of convenience (friends, family, 
or colleagues), identifying that professional interpreters have been assessed for language proficiency, 
must follow a code of ethics, and are trained to have certain core competencies. Real case examples were 
used to illustrate the significant risks of not using professional interpretation services, including one 
where a patient with a head injury delayed her own surgery to translate for her parents, who were also 
injured. Due to her delay, patient died from a brain abscess. Another case told the story of a health care 
worker who believed they had enough Spanish to interpret. Unfortunately, they misinterpreted the word 
“intoxicado”, which refers to being nauseous rather than intoxicated. In assuming that the patient had 
consumed too much alcohol, the care provider missed the more accurate diagnosis of brain clots, and the 
patient received a 71 million dollar settlement.  
  
Participants also discussed the use of professional interpretation services in their workplaces, describing 
the pressure they felt to “make do” without. One participant said “we were given the code for Language 
Line but we were told not to use it unwisely... so everyone’s worried about using it too much and getting 
into trouble”.  
Operating under a charity model or accessing donated medical supplies can also let decision makers "off 
the hook" for providing much needed sustainable funding.  
 
Concurrent 5 
 
5a) Session:Advocacy for the Uninsured 
Speaker: Dr. Paul Caulford 
Dr Caulford spoke from his own history and experiences, describing the challenges that he faced when 
trying to create a primary health care structure for refugees who were uninsured. He recalled a hospital 
executive who referred to uninsured patients as a “revenue stream” and reminded participants that these 
types of opinions do exist. Dr. Caulford also described the interest that other health care providers 
(dentists, nurse practitioners, midwives, nutritionists etc) have taken in his work at the Scarborough 
Volunteer Health Clinic. He explained that the medical community needs a process for hearing about the 
challenges in securing care for newcomers, given that doctors do not always realize the service gaps that 
exist. For example, he described a family doctor who was recently shocked to hear that there are many 
refugees are living among us without insurance. He also invited a colleague in dental health to speak. This 
colleague agreed that most dentists and doctors are not necessarily aware of the volume of uninsured 
patients who are on the waiting list (5 months) for access to dental care.  
  
Dr. Caulford reviewed phrases that could be used to improve advocacy efforts (for example, the phrase 
“make aware”), and invited participants to share strategies on media advocacy, fundraising, and securing 
medical supplies. Participants discussed previous success in asking medical supply stores for donations, 
and asking medical students to collect medical supplies in support of an initiative. Participants also 
discussed accessing wound care supplies that are about to be discarded (for example, from the salvation 
army) because they are approaching their expiry date. Participants debated the merits of such initiatives.  
 
b) Epidemiology, challenges of diagnosis and treatment of TB 
Speakers: Drs. Kamran Khan, Ian Kitai. Overall approach to TB in adults: Always assess for active 
TB, particularly respiratory disease and if active TB ruled out, test for latent TB infection (LTBI).If LTBI 
present, offer treatment. Approach to TB in refugees: Consider risks of exposure (endemnicity of 
country of origin, HIV risk, homelessness) and risk of reactivation (HIV, transplant, chronic kidney 
disease on dialysis). Half of lifetime risk of reactivation to active TB is in first 5 years of arrival. 
Diagnosis and management of active TB: History and physical examination, respiratory and lymph 
node exam; further exam by symptoms. CXR in all, further imaging as needed. If abnormal CXR or 
symptoms do sputum and if pulmonary smear positive, do AMTD. If extrapulmonary, biopsy for culture  
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and sensitivities and pathology. If fixed in formalin, can do PCR (helpful if positive). NO ROLE for TB 
skin test (TST) in active TB (anergy). Baseline CBC, liver function tests, Creatinine, HIV test, Hep B, 
assess linguistic capabilities. Treatment: Isoniazid (hepatotoxicity), rifampin (drug interactions), 
Pyrazinamide (hepatotoxicity, rash), ethambutol (optic neuritis): if no resistance, stop ethambutol, keep 
pyrazinamide x 2 mos, INH/RIF x 6mos. Modifiable determinants of outcome: DOT, MD and centre 
experienced in TB, language concordance. Involve public health! 
 
Diagnosis and management of latent TB: If no active TB, then initiate workup for LTBI with TST. 
If one or multiple BCG vaccinations at >5yo, then consider potential false positive. New IGRA: less 
sensitive and more specific in immunocompetent, more sensitive in immunocompromised. 
Treat: INH 300mg + B6 25mg OD x 9mos or Rif 600mg OD x 4 months: prioritize 
immunocompromised, recent exposure and recent arrivals. 
 
Tuberculosis in Childhood & Adolescence. General Principles: system matters (public health, team 
(interpreters, nursing, radiology) and infrastructure); patients must understand and be partners in therapy; 
must consider risks and benefits of LTBI. Key Pediatric TB pearls: Often underestimated! Children 
acquire from adolescents and adults so worry about accompanying adults. Risks and presentation 
changes with age: very young (miliary, pulmonary, extra-pulmonary, CNS - insidious, BAD 
consequences); young child (primary complex & complications); older child/adolescent (pulmonary& 
extra-pulmonary). Pediatric risk factor for TB: age <4 are at high risk of progression to severe disease. 
Children may present with wheeze from airway compression from large nodes or with disseminated or 
extra-pulmonary TB that is often misdiagnosed as other illnesses. In treatment of active TB, beware 
immune reconstitution and worsening of symptoms; it can be occur months into therapy. For LTBI: Xray 
+ TST all young contacts; preventive Rx for all <6 once active TB ruled out with INH (10mg/kg/day) and 
B6 (1-2mg/kg/day); do not wait for conversion of TST. There is little data in IGRA in childhood (esp. 
<5yo) and no longitudinal data; however, less influenced by BCG and specific so it may help patient 
acceptance of therapy and clinician resolve to treat. 
 
c) Preparing for and working in refugee camps 
Speakers: Drs. Mark Wise, John Pringle, and Nancy Graham  
It is very important to look after yourself in preparation for, and while working in, overseas refugee 
communities. A good point to remember is that you are not meant to live like a refugee, but a Canadian 
working with refugees. Allow yourself your creature comforts. Some key things to remember are to learn 
about medical issues you might encounter, find out where you will get medical attention, and be proactive 
about your health. Know the treatments to expected problems before you get them, such as diarrhea, 
which one should expect to get when working in refugee communities. Since diarrhea is so common in 
travelers, it is important to differentiate between bacterial and parasitic, and to know treatments. Bacterial 
induced diarrhea presents with lots of bowel movements. Parasitic involves feeling bloated and being 
very flatulent. It can be treated with oral rehydration tablets, Imodium or Pepto-Bismol, antibiotics such 
as Cipro and Zithromax, and antiparasitics. Due to diarrhea and over-exhaustion, it is extremely important 
to be wary of dehydration. Drink clean water constantly! However, this is not even the greatest risk to 
your life. That is motor vehicle accidents. Avoid travelling on roads at night and buckle up.  
Mental health issues are common in humanitarian aid workers. One must truly be prepared to work with 
refugees. There are three categories of non-protective stress that require different treatment strategies: 
Basic (one or two stressful events have occurred and you should share frustration and change your 
situation), Cumulative (stress to the point of the feeling of hopelessness and irritability, which you can 
treat with rest and relief), and traumatic (a bad experience leading to anxiety that requires help). 
Public health is essential when working in refugee communities, for example, providing bed nets, 
promoting women’s health, implementing nutrition interventions, and disposing of wastes properly. Deal 
with problems like water contamination before they happen. Public health interventions save far more 
lives than medical treatment.  

 
d) HIV and care provision with new Canadians & Medical Management of Pregnancy in HIV 
infected Refugees 
Speakers: Dr. Atreyi Mukherji and Jay McGillvray  
 
Jay McGillivray: Discussing “Women’s Commission for Refugee Women and Children” presented at 
the World Bank on International Women’s Day. We learned about shunning, abandonment, affect of 
migration, fear of discovery, assumed names of safety, decline follow-up for self.  Women want  
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confidentiality and need protection; their names on immigration may differ from birth name, with 
implications for the legal process in Canada. Background and geopolitical reality is just as important as 
their clinical indicators. Prenatal adjustments: charts identified with a gold star and never emailed or 
faxed. Clinic not named an HIV clinic and staff very aware of needs for confidentiality. Social 
determinants addressed through travel allowance, TTC tickets, Tim Horton cards. Prenatal care: make 
sure women understand what testing will be done, more ultrasounds for placental consideration (try to 
avoid transvaginal), more pap tests than negative women. Birth considerations: follow rape protocols for 
labor and birth, and reflect on woman’s history, avoid masks, assume that any labour supports are 
unaware of status, cover AZT label, never discuss case in hall, and speak with every single care provider 
before entering room. Birth: as much touch as possible, independent of viral load.  Women may not 
complain about pain, so use different ways to assess. Avoid pre-operative surgical identification routines 
with family/friends present in C-sections. Pospartum:  last minute draping and cleaning, slow wound 
healing, complex repairs because of previous trauma, and do minute newborn exam with parent on bed. 
Give plain language sheet and teaching on how to give baby medication. Give education and 
encouragement to report symptoms of infection. Need support around breastfeeding, due to enormous 
cultural pressure and a measure of possible status. Frequently lost to care except through Hospital for Sick 
Children ID clinic for follow-up. 
 
Medical Management of Pregnancy in HIV infected Refugees 
Monitor CD4 and virus levels at initial visit and start ARV regimen with monthly blood work. ARV 
associated complications include increased risk of preterm labour, altered ARV absorption, distribution 
and metabolism, and monitoring for general complications of ARV treatment. The system can be 
fragmented and challenging. Refugees and asylum seekers are often at a higher risk of poorer outcomes, 
such as violence, female genital cutting, PTSD, language barriers, and other diseases. Most issues 
identified are manifestations of stigma, gender, religion or faith, with crosscutting themes of knowledge 
and fear. Fatalistic view of HIV, fear of deportation, lack of knowledge of health care system and HIV 
related services, employment issues (poverty). Must be aware of cultural appropriateness of social worker 
and beware invasive questions. RIPPLES migrant study found a progressively lower risk of maternal-fetal 
syndromes associated with recentcy of migration to Ontario and diminishes with duration of residence. 
Pregnancy Outcomes: principal pregnancy complications are anemia and high parity, rather than exotic 
disease, may be higher rates of infant morbidity and mortality; however, this risk is reduced in countries 
with strong integration policies.  More support from the community optimizes pregnancy outcomes, and 
there are communication challenges in terms of adequate preconception counseling. 
 
e) Women’s Health Issues 
Speakers: Drs Robin Mason, Gillian Einstein, Sheila Dunn, Mei-ling Wiedmeyer  
Dr. Robin Mason: Intimate partner violence (IPV) and newcomer women 
IPV include acts of physical aggression, psychological abuse, forced intercourse and other forms of 
sexual coercion and various controlling behaviours. There are different theoretical models of IPV: 
feminist theory, status consistency, and ecological model. About 7% of Canadian women are reported to 
experience IPV with rates slightly lower in immigrant women. It has been observed that the rates increase 
with stay in Canada. Police reporting of IPV is significantly higher among recent compared to non-recent 
immigrant women, but those here longer are more likely to disclose to family. Why do they disclose more 
with time? Do women gain an understanding of what is acceptable and unacceptable behaviour? Dr. 
Mason presented interesting findings from qualitative studies of Tamil and Ethiopian women in Toronto 
who had experienced IPV. In summary, many migrant women are experiencing violence and abuse in 
context of isolation, lack of economic support, language issues, fear of state intervention, fear of 
discriminatory treatment (racism), loss of social support, cut off from cultural community. 
Dr. Sheila Dunn: Family planning for refugee women 
The highest fertility rates among refugee women are within the first 3 months after resettlement. It is 
unclear whether these are intended or unintended – anecdotally, Dr. Dunn sees many women seeking 
abortions within this timeframe. With this in mind, her research team conducted the Contraception 
Project. The goal was to decrease pregnancy rates and increase satisfaction with using contraceptive 
chosen by providing culturally sensitive contraceptive counseling to those with unmet needs detected 
using a screening tool. Dr. Dunn advocated for family planning during health encounters as a priority. 
Dr. Gillian Einstein: Pain in Somali-Canadian women 
Pain has many meanings and Dr. Einstein’s research team investigated the question: Do Somali women 
have chronic pain from female genital circumcision (FGC)? They conducted a mixed methods study 
(qualitative, quantitative and physiological) including interviews, questionnaires, and quantitative sensory 
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testing of the vulvar region. Conclusion: Somali women with FGC do not talk about their pain; it is 
normal them. They have diffuse pain (neuropathic) but also areas of pleasure. Cultural practices make 
bodies of difference not bodies of absence; the world is experienced in a different way; what does this 
mean for healthcare? 
Dr. Mei-Ling Wiedmeyer: Cervical Cancer Screening 
Cervical cancer mortality varies worldwide with highest burden in poor countries. Most refugees come 
from countries with low cervical cancer screening. In recent urban (Toronto) immigrants, pap screening 
55% and factors associated with lower screening included recent immigration, being visible minority, 
speaking foreign language, having low income, and low education. Dr. Wiedmeyer presented their 
retrospective chart review conducted at Access Alliance looking at demographics of screening among 
women seen there (primarily government assisted refugees). Of the 357 eligible subjects, 79% had pap; 
8% approached, no pap; 13% no pap, no documented reason. Speaking English predicted earlier pap test 
(only by a bit). Screening rates at Access Alliance superior to local population: could be related to the 
strength of model of care; onsite-site access to crucial support services, settlement workers and trained 
medical translators, culturally sensitive staff, although there could also be a provider bias (due to 
thorough/attentive nurse practitioners). 
 
Concurrent 6 

 
a) Dental Issues in Refugee Populations and IFH 
Speakers: Dr. Michele Wong and Allison Little-Fortin   
Dental Health: Dental health affects all health, growth, and development. Some dental conditions can be 
life-threatening (such as abscesses). Access to care is challenging. Refugees are at risk of poor dental 
health for various reasons (closure of dental services during war; lack of access to services in camps; poor 
diet/nutrition, lack of water fluoridation, torture-related injuries, impact of anxiety and other mental health 
issues (dry mouth, acid reflux, grinding, reduced motivation for self-care). These risks lead to gum 
disease and cavities, which are infectious, progressive, transmissible and preventable. Gum diseases 
include gingivitis, periodontitis, gingival hyperplasia. Untreated cavities may produce abscesses. Dental 
disease is preventable by brushing, diet, regular check-ups. Dr. Wong advocated that everyone can teach 
this to their refugee clients – using simple messages (need to brush every day, everyone needs their own 
toothbrush); once brushing is introduced, eventually introduce flossing. Oral pathology may also occur 
and include trauma, fungal infections, stomatitis, angular cheilitis, ulcers, hyperkeratosis, and 
malignancies. Dr. Wong directed the audience to the Sick Kids website that describes what to do in case 
of a dental injury where the tooth is knocked out. She also provided some tips on where to refer patients 
for dental care (eg. hospital dental services may be covered by medical plans, depending on the hospital; 
remember cultural considerations to make referrals successful). The interim federal health for dental 
health is limited; the website for federal, provincial, and territorial dental working group is 
www.fptdwg.ca. 
 
IFH: Ms. Little-Fortin provided information about the recent changes to IFH and their new service 
provider (Medavie Blue Cross). She provided a lot of useful information, which is available on her 
powerpoint slides (available to conference participants). She reviewed the IFHP objectives, which are to 
reduce risks to public health, ensure care for these populations and, assist with their successful integration 
into Canadian society. It provides basic care (similar to provincial/territorial plan with some exceptions – 
cosmetic, elective procedures excluded, supplemental care – pharmaceutical, vision, dental, rehab, etc., 
immigration medical examination). The transition to Medavie Blue Cross since January 17, 2011 brought 
improvements and changes, including easy web access and improved availability of information, real-
time adjudication of claims, and other features. Ms. Little-Fortin recognized the initial problems with this 
change (including slow answering calls, which has since resolved, and the dental grid which is yet to be 
published). More information is available through the IFH website: www.ifhp-pfsi.ca/.  Questions can be 
emailed to: ifh-pfsi@cic.gc.ca (note: it is not IFHP for the email address). 
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b) Obstetrical issues in Canada and abroad (repeat, see section 1b) 
 
c) Evidence Based Refugee Health #2: Infectious disease. The Last Mile: Developing Clinical 
Guidelines and Strategies to Improve the Delivery of Primary Health Care for Refugees. 
Speakers: Drs. Meb Rashid, Kevin Pottie, Doug Gruner, Christina Greenaway  
Canadian Collaboration for Immigrant and Refugee Health (CCIRH): Delphi participants selected topics, 
interdisciplinary review teams, guided by steering committee. Infectious topics included are: Hepatitis 
B&C, HIV, GI parasites, malaria, MMR, DPTP-HIB, TB, varicella.  
Hepatitis B & C, TB. Tuberculosis Recommendations: In those from area of high endemnicity 
(≥15/100,000 smear + cases), screen as soon as possible after arrival, along with all kids <20, all refugees 
20-50yo, and all others with co-morbidities that increase risk of TB reactivation. A decision to screen is a 
decision to offer treatment and to ensure treatment adherence.  
IGRA vs TST: In Canada, the main use of IGRA would be in those with BCG who have a positive TST; 
do not use IGRA to rule out LTBI in patients at high risk of reactivation.  
Hepatitis B Recommendations: screen adults and children from countries where chronic Hepatitis B is 
≥2%. If +, refer for possible treatment and HCC screening.  
Hepatitis C (HCV): Global risk factors: unsafe health care, injections, or medical procedures. 
Recommendations: screen for hepatitis C antibodies in all immigrants and refugees originating from 
countries with seroprevalence ≥3%. Refer if positive for consideration of treatment and for HCC 
screening.  
 
d) Pediatric refugee health issues (repeat, see 4b) 
 
e) Forensic Pathologist’s approach to classification wounds in refugees 
Speaker: Dr. Charis Kepron  
A pathologist’s examination focuses on the assessment and characterization of injuries both acutely and 
as they heal. You must distinguish between the cause (initiating event) versus the mechanism  
(physiological sequelae to cause) of death. There are five types of injuries: blunt, sharp, firearm, asphyxia, 
and environmental. The first four require application of force. Blunt injuries are further subcategorized 
into contusions (bruises), abrasions (scrapes), lacerations (tearing of flesh), and fractures. Falls and 
assaults often result in blunt injuries; however, falls cause trauma to bony prominences, whereas assault 
causes widespread trauma. Sharp injuries are subcategorized into Stab (deeper than it is long, often with 
clean edges), Incised (a slashing or cutting motion that results in a wound that is longer than it is deep,), 
Chop (a hacking motion) and Defensive (sharp force usually found in hands/forearms because of active 
defense). In firearm injuries, the wound pattern depends on the type of weapon and ammunition used. 
Look for both the entrance and exit wound and the presence of materials that may have been between the 
bullet and victim.  
 
Mechanical asphyxia is rapid anoxia due to physical pressure to neck or occlusion of airways, identified 
by petechial hemorrhages or face and conjunctivae. There are four subcategories of mechanical 
asphyxiation: Hanging (no petechiae), Strangulation, Oral/nasal occlusion (smothering/suffocation), 
Restraint Asphyxia (chest is crushed). Environmental causes of death include hypothermia and burns. 
Photographing injuries is important.  
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“Safe and Sound?”: A Documentary Film on Refugee 
Health and Access to Primary Care in Metro Vancouver 

Co-Authors/Presenters*:
Jill Cunes, MDCM, CCFP and Susan Nouch, MD, CCFP
University of British Columbia

Additional Contributors:
Hans Christian Berger, Mag.Phil: film director/editor, no affiliation
Dr. Maureen Mayhew, MD, MPH, CCFP: research supervisor, affiliated
with UBC
Dr. Colleen Kirkham, MD, CCFP: research supervisor, affiliated with UBC

*This film was made in association with the University of British
Columbia, but neither author presently has any academic or
research affiliation. 

Rationale/Background: In 2008, more than twenty-thousand refu-
gees came to Canada. Approximately 7500 of this group were gov-
ernment assisted refugees (GARs). Eleven percent of all GARs settle 
in British Columbia each year, primarily in the Greater Vancouver 
Area (GVA). Poverty, low education levels, lack of fluency in Eng-
lish or French, as well as previously unrecognized or under treated 
chronic conditions are hypothesized to contribute to GARs’ difficulties 
accessing timely and appropriate medical care in GVA.  Addition-
ally, systemic barriers such as the fee for service model and deficient 
community resources may discourage primary care physicians from 
accepting refugees into their practices. 

The objective of this project was to explore primary care experiences 
of refugees in GVA from patient and provider perspectives and to 
present their experiences in a documentary film as a means of pro-
viding greater social context for this unique group of patients.

Content: Semi‐structured individual interviews with refugees and 
healthcare providers were used to produce a documentary film fea-
turing stories of GARs in Vancouver at various stages of their transi-
tion to life in Canada. Themes identified from the interview footage 
were edited and compiled into a 35 minute film featuring scenes and 
stories from the lives of refugees. 

Specific themes prioritized for exploration were: adaptation to 
Canadian society, navigating the Canadian healthcare system, find-
ing a family doctor, language facility, mental health, and sources 
of resiliency. This project is unique in its use of film as a medium to 
convey system strengths and shortcomings for this marginalized 
group of Canadians. The film “Safe and Sound?” targets an audience 
of medical trainees and healthcare providers, with the aim of raising 
the profile of this unique patient population and recruiting health 
care providers into their service. Primary care stands at the interface 
between individuals, their communities and the healthcare system; 
“Safe and Sound?” capitalizes on this unique perspective in an area 
where no documentary has previously been made.

The film project was the 2010 recipient of the UBC CFPC Family Medi-
cine Resident Award for Scholarship and the UBC Lloyd Jones Collins 
Research Award for an “Outstanding Resident Research Project”. 

Instructional Methods: 

We will present the film and have a brief question and answer period
following the film. 

The film could also potentially be used as a stand-alone plenary 
session, if desired. As it highlights some common issues surround-
ing refugee care in the primary care setting, it could be shown 
without any “workshop” component. The duration of the film 
alone is just under 35 minutes.

Key Words: primary care, access, film

The film was supported by a grant from AstraZeneca and Vancouver
Foundation. 

The entire film can be viewed at the password protected site, not 
intended for distribution: http://vimeo.com/19155654

The password is: safeandsoundfilm

There is a trailer on the site as well, which is for public viewing. 

CRHC 2011	 ACCEPTED FILM ABSTRACT
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O01

Waiting for Care: A Case Series of New Immigrants Affected 
by the OHIP 3-month Waiting Period Policy 
Ritika Goel (Family Physician), Organizer for Health for All, an organization 
that advocates for access to health for the uninsured in Canada. 

Background: Canada accepts approximately 250,000 permanent  
residents a year. Upon arrival in Ontario, Quebec and British Columbia, 
landed immigrants undergo a 3-month waiting period for health 
insurance. There is research to suggest that those who are uninsured 
have poorer health outcomes. 

Objectives: To determine whether there are accounts of significant 
physical, emotional and financial hardship caused by this 3-month 
waiting period for new immigrants to Ontario; to highlight those 
accounts; and to analyze common themes among the case studies.

Methodology: Research candidates were recruited through the  
Scarborough Urban Health Outreach Centre. In this case series, seven 
subjects were interviewed in a semi-structured manner with several 
open-ended and some closed-ended questions.  The interviews lasted 
between 20 and 30 minutes each and asked questions pertaining to 
experiences during the waiting period. 

Results: Common themes identified in the interviews included: lack 
of advance knowledge of the 3-month waiting period; emotional 
hardship; financial burden; delay in seeking initial care; delay to 
definitive care until end of waiting period; a poorer opinion of Canada; 
and general challenges of immigration.

Conclusions and Discussion: There is clear evidence suggesting 
hardships experienced as a result of the 3-month waiting period 
although this research does not examine the extent. Various solu-
tions could be proposed including an increase in funding to com-
munity health centres, better communication pre-arrival, putting 
exemptions in place or an elimination of the waiting period. 

O02

The Disabled Refugees of Complex Humanitarian 
Emergencies: A Systematic Review 
Scottie Bussell (Ben-Gurion University) 

Background: When considering the needs of persons affected by 
complex humanitarian emergencies (CHEs) aid workers, medical per-
sonal, and epidemiologists often consider factors affecting mortality 
of the incumbent refugee population. Current frameworks empha-
size surveillance models for infectious diseases of fleeing popula-
tions arriving at refugee camps. However, substantial morbidity is 
incurred as war related disabling injuries, resulting in economic loss 
and increased suffering. One goal of refugee care should be to repa-
triate disabled persons to a safe environment where they can live as 
independently and productively as possible. Key question regarding 
the epidemiology of disabled refugees should be answered to better 
achieve this goal.

Methods: A systematic literature search of EMBASE, NMBE PubMed,  
leading journals concerning refugee issues, and Google scholar was 
conducted from 1990 through 2010. Web pages of major agencies 

focused on refugees as well as disabled persons living in develop-
ing countries were searched. These agencies were also contacted by 
email and fax to obtain any reports on disabled refugees.

Results: Few studies have focused on this population. Until 2010,   
data in UNHRC posts was not sent to a centralized system. Other 
times, a lack of disability awareness meant that statistics on refugees 
were not included into NGO and UNHRC censuses.  

Conclusions: The epidemiology of disabled refugees of CHEs is not   
well characterized. A new centralized UNHRC database will allow bet-
ter description of this population. Sound epidemiological approaches 
might allow prevention/mitigation of disability for CHEs refugees. A 
better epidemiological description might facilitate preparation dur-
ing all phases of CHEs.

O03

How to Write an Effective Letter of Support 
Michael C. Stephenson, MD, CCFP,
Access Alliance Multicultural Health and Community Services

Rationale: It can seem like requests for letters of support are a near- 
daily occurrence for the refugee health provider. But how do we write 
these letters? What information should be included? This workshop 
will explore, through specific cases, common requests for letters of 
support, including letters for Refugee Claim tribunals, Humanitarian 
and Compassionate Reviews, disability support appeals, urgent IFH 
renewals and Citizenship test exemptions. A general format for con-
tent of other letters of support will also be presented.

Content: By the end of this workshop, the participants should be 
able to:

1. 	Design a useful template to use for writing letters of support.
2. 	Create tailored letters for different processes that the refugee may face
3. Understand the role of specific language in enhancing the letter
4. 	Effectively convey different aspects of the patient’s history and 
	 practitioner observations/diagnoses
5.	Be comfortable with common struggles such as deciding how
	 much information to include in the letter, when and how to make 
	 specific recommendations within a letter, and dealing with vague
	 and unclear requests

2 – 3 Key Points:
•	Writing letters of support does not need to be a frustrating 
	 experience for the health practitioner.
•	Understanding the basics of the intended process and how to 
	 communicate the different aspects of the letter more effectively 
	 can help reduce provider stress.
•	Using a general approach, with language tailored to the given 
	 process, can be an efficient and powerful way to advocate for 
	 refugee patients. 

Instructional Methods: This workshop will begin with the presen-
tation of a template for letters of support, and then move into a 
case-based approach to illustrate the practical application of this 
template. It will be didactic and powerpoint-based, with ample time 
for group questions and discussion.

Key Terms: advocacy, letter-writing
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O04

Health for All: Advocating for Health Care for the Uninsured 
Ritika Goel (Family Physician), Michaela Beder (Resident, Psychiatry,
University of Toronto), Members of Health for All - Advocacy Organization 

Rationale: In the past few years, Canadian immigration policies have 
become increasingly restrictive. Lack of immigration status is a social de-
terminant of health that affects not only peoples’ ability to access health 
care due to fear of detention and deportation, cost and debt, and denial 
of services; it also limits entry to other spaces that are vital for ensuring 
health, such as schools, shelters, social housing, and food banks. Sanc-
tuary city is about creating safe and accessible community spaces and 
ensuring that essential services remain free from immigration enforce-
ment and financial barriers. We can all help make sanctuary city a reality, 
especially as health care providers. 

Content: This workshop will discuss the causes of migration, the cat- 
egories of immigration status in Canada (eg. refugees, immigrants, 
non-status), and the various ways in which people are able (or unable) 
to access health care. We will discuss examples in the media, and build 
towards access to health care and health with dignity with this popula-
tion from the ground up. Within the health sector, the idea of Sanctuary 
City poses unique challenges: What are the best tools for creating safe 
spaces? How can the health sector engage with communities to ensure 
access without fear? How can research and advocacy be used effectively 
in the assessment, design and implementation of services?

Instructional Methods: This will be a facilitated discussion with a  few 
powerpoint slides as well as breakout groups to delve deeper into issues 
and strategies. Conference attendees will have a wide variety of expe-
rience with this population and personal challenges. We wish to share 
thoughts, ideas, advocacy tools and collaborate to build a movement to 
bring health for all. 

Key Words: migrants, uninsured, advocacy

O05 

Community Mobilization and Capacity Building Strategies
to Address Mental Health Service Needs for Newcomers 
with HIV/AIDS 
Alan Li (Committee for Accessible AIDS Treatment, Regent Park Community 
Health Centre), Maureen Owino (Committee for Accessible AIDS Treatment), 
Josephine Wong (Ryerson University, Committee for Accessible AIDS Treat-
ment), Derek Yee (Committee for Accessible AIDS Treatment), Luis Berumen 
(Committee for Accessible AIDS Treatment) 

Background: Refugee, immigrant and non-status people living with HIV/
AIDS (PHAs) face complex challenges related to HIV stigma, discrimina-
tion and social exclusion which has profound negative impact on their 
mental health. The Committee for Accessible AIDS Treatment (CAAT), a 
coalition of over 30 health, legal, settlement and HIV service organiza-
tions in the Greater Toronto Area, was formed to mobilize communities 
to develop strategies to address these barriers. Working with community 
empowerment principles, CAAT developed multi-pronged community 
action research and capacity building initiatives.

Method: CAAT developed a multi-stakeholder community-campus 
research study that involved over 80 newcomer PHAs, 100 service 

providers through focus groups, individual interviews and group based 
data analysis and knowledge transfer sessions to explore the mental 
health needs and strategies related to improving mental health services 
for newcomer PHAs in 5 racialized communities in the Greater Toronto 
Area. (Caribbean, African, East Asian, South Asian and Spanish Speaking)

Outcome/Impact: As a result of the study, CAAT has been able to engage 
diverse partners to launch 3 strategic initiatives to improve community 
capacity and mobilization in order to improve the mental health of new-
comer PHAs. These include a community mentroship program, an action 
research study to explore strategies to mobilize ethno-racial faith based, 
social justice and media leaders in anti-HIV stigma interventions, and a 
sexual health education project for newcomer PHAs. 

Discussion/Next Steps: The research study and its multiple knowl edge 
transfer strategies have led to increase social participation and civic en-
gagement of many newcomer PHAsand related service stakeholders, re-
sulting improved service access and mental health outcomes of PHAs. 
Lessons learnt from the innovative research and program models are rep-
licable to other marginalized and racialized communities facing complex 
systemic barriers.

O06

A Culturally Appropriate Education Model to Improve the
Sexual and Reproductive Health of Refugee Women. 
Jan Williams (Migrant Health Service Adelaide Australia. ) 

Background: Recently arrived refugee women have limited understand-
ing of sexual and reproductive health issues and the importance of pre-
ventive health programs. Engaging women in formal health education 
is challenging because women often derive from collectivist societies 
where information is shared through informal networks and social gath-
erings. Peer Education is a community education model ideal for ‘hard to 
reach’ client groups like refugees. It works on the premise that new infor-
mation is best received if presented in a culturally appropriate manner by 
individuals who are insiders within the group. 

Methodology: A peer education program was developed in South Aus-
tralia to improve the health knowledge of refugee women, and their par-
ticipation in women’s health and screening programs. 12 women from 
Africa, the Middle East and Asia were recruited to become peer educa-
tors. Support over the two year program included a two week training 
program, development of resources and funding for community educa-
tion sessions. 

Results: An evaluation showed that the program reached margin alised 
refugee women disadvantaged by language and cultural barriers. 53 
peer education sessions were conducted for over 600 refugee women. 
Increased attendance at targeted sexual and reproductive health ser-
vices was demonstrated. 

Conclusion: Improving the reproductive health of new arrival refugee 
women involves improving their understanding of health issues and in-
creasing their ability to access appropriate services. Innovative models, 
such as peer education, which utilise accepted forms of information shar-
ing, are successful because they are culturally accepted and build capacity 
within new arrival communities. 

Key Words: peer education
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Women’s Health Group Visits 
Martina Scholtens (Bridge Clinic (Vancouver)

Purpose: At Bridge Clinic, we noted that the Karen (Myanmar) refu-
gees had a high rate of unplanned pregnancies, and none had ever 
had a pap test or mammogram. Repeating the same educational 
spiel at each patient visit was tedious and inefficient. We decided to 
implement women’s health group visits.

Methodology: A phone invitation was edited to ensure cultural sen-
sitivity and delivered by an interpreter. 12 Karen women were invited 
to the first visit; 11 attended.

The 3 hour group visit included: confidentiality agreement; presenta-
tions on contraception, pap tests and mammography by the nurse 
and physician with discussion throughout; 5 minute one-on-one vis-
its with each woman; pap tests and contraception dispensing; trans-
lated brochures handed out; and a simple evaluation.

We have since held a second group visit with revisions based on the 
first one. 

Results: In a group setting, the usually quiet Karen women were 
animated and engaged, asking questions, sharing information and 
providing anecdotes from life in the camp. All patients gave the visit 
a perfect evaluation.

All women due for a pap had the test that morning or were rebooked. 
Two women started contraception and one was found to be preg-
nant. All eligible women were instructed on how to access mammog-
raphy.

Discussion: The group visits have provided an efficient, culturally-
sensitive, supportive environment to engage with the Karens on 
women’s health issues. Other observed/anticipated benefits include: 
increased future screening, dissemination of knowledge to the com-
munity, and increased patient confidence in discussing women’s 
health issues with their physician. 

Key Words: group visits, women’s health, health literacy

O08

Utilization of Maternal and Child Health Services in a 
Community with a Large Urban Refugee Population in 
Nairobi, Kenya 
Abdinoor Mohamed (Kenya Medical Research Institute, Nairobi, Kenya), 
Warren Dalal (US Centers for Disease Control and Prevention, Atlanta, 
GA), Heather Burke (US Centers for Disease Control and Prevention, 
Atlanta, GA), Raymond Nyoka (US Centers for Disease Control and Pre-
vention, Nairobi, Kenya), Wilbert Shihaji (International Organization 
for Migration, Nairobi, Kenya), Jamal Ahmed (US Centers for Disease 
Control and Prevention, Nairobi, Kenya), Erick Auko (Kenya Medical Re-
search Institute, Nairobi, Kenya), Irene Ndege (Kenya Medical Research 
Institute, Nairobi, Kenya), Robert Breiman (US Centers for Disease Con-
trol and Prevention, Nairobi, Kenya), Rachel Eidex (US Centers for Dis-
ease Control and Prevention, Nairobi, Kenya) 

Background: The population of urban refugees in the Eastleigh area 
of Nairobi, Kenya, is estimated at 30,000 to 100,000. Limited infor-
mation on access to health care is available for this population. We 
assessed the utilization of maternal and child health (MCH) services 
in this community.

Methodology: During July-August 2010, we conducted a household 
survey in Eastleigh. Households were chosen using a multistage clus-
ter sampling design. A standard questionnaire was administered to 
the household caretakers on demographics of households; if there 
was a woman who delivered a baby or had a pregnancy that lasted 
at least 7 months within the past year, that woman responded to the 
MCH questionnaire separately.

Results: Data were gathered from 673 households with 3005 house-
hold members. There were 981 (32.6%) women of reproductive age 
(15-49 years) of whom 112 (11.4%) reported having a pregnancy or 
delivering in the past year. Of these 112 mothers, 100(94.3%) made 
at least one antenatal care (ANC) visit and 85 (70.8%) made at least 
4 visits. While 74 (75.9%) mothers attended private health care facili-
ties, 26 (24.1%) received ANC at government facilities. Median start 
month for ANC was 5 months (Range 1-8 months). Seventy-six (79.4%) 
mothers delivered at a private facility, 22 (18.9%) at a public facility, 
and 2 (1.7%) at home. One mother returned to a refugee camp for de-
livery. Twenty-one (17.9%) babies were delivered through caesarean 
section. Postnatal care was provided to 73 (80.1%) mothers within 48 
hours. Participating mothers visited > 30 facilities for MCH services.

Conclusion: Utilization of MCH services was high among Eastleigh 
residents. Women actively sought care at numerous facilities, pre-
dominately in the private sector.

Key Words: maternal health, urban refugees, Kenya
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She Comes with all the Children... Sharing Promising 
Practices for Family-Centred Refugee Services from an 
Early Years Perspecitive 
Judy Cantwell de Macz, MSW (Access Alliance MHCS) 

Theme: Maternal and Child Health -  Refugee Health Perspectives 

Rationale/Background: Given the prevalence of many risk factors 
for poor health outcomes, refugee women and their very young 
refugee children face many added challenges in gaining health care 
and in participating in the health promotion opportunities. Women 
come to services as a family, their children “in tow”. Often the com-
plexity of getting to services and being attentive to the health ser-
vice providers, all the while caring for the demands of their young 
children, is overwhelming. Using child care services, leaving children 
with non-family members, or sharing child care duties with partners 
in the home often are not seen as alternatives. Along with their own 
health issues, the needs of refugee children for emotional safety ex-
acerbate these challenges and barriers to receiving care for all family 
members. In this workshop participants will have the opportunity to 
reflect on these challenges and to share program approaches, bor-
rowing from the family support movement, which foster improved 
access for families with young children to services they need. 

Content: This presentation will:

•	 Review concepts from Early Years literature regarding recent 
	 research on brain development, the importance of positive 
	 experiences in the early years for healthy child development, 
	 the ecological approach to service development, help seeking
	 behaviours, gender roles and settlement issues, and interdisci
	 plinary practice in family centred work including the profession
	 alization of early childhood education as a specialized discipline 

•	 Discuss barriers to access and use of services among young
	 parents, especially women, highlighting language, child care 
	 needs and family or partner support in parenting.

•	 Offer examples of promising practices at Access Alliance:
	 (Programs such as Healthy Child Screening Project, Prenatal 
	 English Language Groups, Peer Outreach Support and the move 
	 to concurrent children’s programming beyond child minding) 

•	 Invite participants to share challenges and promising approaches                     

Instructional Methods:
Case Scenarios, Interactive Presentation, Small Group Discussion 

Key Words: outreach, isolation, children

O10

Developing Population Interventions for Migrant 
Perinatal Health Equity 
Anita Gagnon (McGill University), Praem Mehta (McGill University), 
Franco Carnevale (McGill University), Donna Stewart (University Health 
Network), Helene Rousseau (CLSC Cote-des-Neiges), Olive Wahoush 
(McMaster University), Cindy-Lee Dennis (University of Toronto) 

Background and Objectives: The Chief Public Health Officer’s Report 
of the State of Public Health in Canada 2008 highlighted several in-
equalities faced by immigrants, such as access to resources needed 
to stay healthy and language difficulties. We recently completed 
a study in which (n = 1539) eligible women giving birth in one of 
twelve hospitals in Toronto, Montreal, and Vancouver were followed 
to four months. We found that refugees and asylum-seekers were at 
greater risk of not having their problems addressed by the health 
care system than non-refugee immigrant and Canadian-born wom-
en. The current study is a follow-up to gather qualitative data from 
migrant women (n=16), their communities, and key stakeholders in 
the early years after birth to explore care processes through which 
effective migrant perinatal health interventions could be developed.
 
Methodology: Focused ethnography was employed in Montreal or 
Toronto with migrants classified as ‘vulnerable’ or ‘resilient’. Interview 
transcripts and participant-observation field notes were analysed im-
mediately following data collection. Data analysis consisted of line-
by-line thematic analysis, where identified themes were arranged 
into meaningful categories. 

Results/Outcomes: Of particular concern were the length of wait 
times, especially at hospital emergency rooms, language difficulties, 
and lack of knowledge about services and rights of migrants. 

Conclusions and Discussion: More information sources on health 
care services and migrant rights available in several languages may 
help newly arrived migrants orient themselves better. Access to gov-
ernment-sponsored benefits as well as social housing and language 
training may also address underlying social determinants affecting 
claimant women’s health and access to services.

Key Words: population interventions, maternal-child health, ethno-
graphic study
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A Collaborative Model of Maternal-Newborn Care for 
Immigrant and Refugee Women 
Roseanne Hickey (East Mississauga CHC), VIvien Fellegi (East Mississauga 
CHC), Barb Heathcote (The Midwives Clinic), Tory Tudor (The Midwives Clinic), 
Zarlashta Feroz (client) 

Background and Purpose: This presentation will describe the develop 
ment of an innovative pilot program within a Community Health Centre 
(CHC) where midwives and primary care providers partner to serve preg-
nant refugees and other vulnerable women in East Mississauga. Approxi-
mately 51% of Mississauga residents are immigrants. The area served is 
high density, low income with high proportion of newcomers and low 
birth weight babies (2008). Almost all pregnant women served at the 
CHC are new immigrants or refugees. Often refugee women arrive in Mis-
sissauga, late in pregnancy, and face difficulties finding care providers.

Methodology: Under this program, a team of midwives commits to fill 
ing caseload with vulnerable populations, including refugees.  Midwives 
have the unique ability to provide informed choice, choice of birth place 
and continuity of care to enhance the services offered through the CHC. 
Providers utilize evidenced based guidelines which include early screen-
ing for communicable diseases, anemia, and post-traumatic stress. Client 
care is shared with CHC staff to enhance continuity past the postpartum 
period. There is an ongoing emphasis on improving the social determi-
nants of health by facilitating access to community services.

Results/Impact/Outcomes: Evaluation of the program will include birth  
outcomes, breastfeeding duration, birth satisfaction and family satisfac-
tion scores.  To describe the full impact of this program, a participant Af-
ghani woman will share a poignant personal narrative of the care she 
experienced within this model. 

Conclusions: When serving refugee women and families, care providers 
should explore collaborative practice models which focus on improving 
continuity and access to pregnancy care. 

Key Words: midwifery, pregnancy, collaboration

O12

The Prevalence of Vitamin B12 Deficiency in Newly
Arrived Refugees in Australia 
Jill Benson (Migrant Health Service and University of Adelaide, Adelaide, 
Australia), Margaret Kay (The University of Queensland, Australia), Christine 
Phillips (Australian National University, Australia) 

Background: Over 13,000 refugees arrive in Australia yearly from extreme 
poverty and limited access to health care. Some cases have severe Vitamin 
B12 deficiency. The risk of Vitamin B12 deficiency is high because of lim-
ited access to animal source foods. Vitamin B12 deficiency is easily over-
looked in screening, yet the sequelae are potentially serious. This project 
engaged with the Refugee Health Network of Australia to gather national 
data.

Methodology: Sites in five states of Australia were enlisted. This col 
laboration and the process of gaining ethics approval will also be dis-
cussed. Data were collected and de-identified at each site and collated at 
a single site for analysis. This included demographics, Vitamin B12/folate 
and haemoglobin. 

Results: Data from over 700 refugees were collected. Preliminary results 
show some refugee communities are at higher risk of very low Vitamin 
B12 levels. Those with Vitamin B12 deficiency did not have haematologi-
cal changes and would have been missed without screening. Although 
there was no formal record of neurological/psychiatric symptoms, many 
patients described improvement in their symptoms after treatment. 

Conclusion: This project describes the Vitamin B12 levels in newly ar 
rived refugees over 6 months in 2010. The challenge of ethical collection 
of data from multiple sites will lay a foundation for future refugee health 
research in Australia. Vitamin B12 deficiency can also cause psychiatric 
symptoms, common in refugees. It may be that we are missing a simple 
remedy to some of their disability. We will make recommendations about 
the initial screening of refugees and will identify areas urgently needing 
further research. 

Key words: vitamin B12, refugee, screening

O13

Vitamin B12 Deficiency in Bhutanese Refugees Resettling 
into the United States 
Stacie Dunkle (US Centers for Disease Control and Prevention (CDC)), Deborah 
Lee (US Centers for Disease Control and Prevention (CDC)), John Painter (US 
Centers for Disease Control and Prevention (CDC)), Yecai Lee (US Centers for 
Disease Control and Prevention (CDC)), Heather Burke (US Centers for Disease 
Control and Prevention (CDC)), Weigong Zhou (US Centers for Disease Control 
and Prevention (CDC)) 

Background and Purpose: More than 108,000 Bhutanese refugees have 
been residing in Nepal since the early 1990s; more than 30,000 resettled 
into the United States (US) during 2007-2010. Refugee populations such 
as the Bhutanese are at risk for micronutrient deficiences, including vita-
min B12, because of their dependence on food aid, vegan preferences, 
and/or minimal access to food products of animal origin. The clinical 
manifestations of vitamin B12 deficiency include peripheral neuropathy 
and megaloblastic anemia. The prevalence of vitamin B12 deficiency is 
<2-3% in US adults and elderly. We evaluated the prevalence of vitamin 
B12 deficiency in Bhutanese refugees resettling to the US.

Methodology: We tested vitamin B12 concentrations in 99 randomly 
selected, anonymous serum specimens from Bhutanese refugees col-
lected during December 2007-November 2008. The sera were collected 
for mandatory medical screening exams prior to resettlement, and the 
excess was stored in CDC’s Migrant Serum Bank. We defined vitamin B12 
deficiency as a concentration of <200 pg/mL. 

Results: The median value for vitamin B12 concentration was 180 pg/ 
mL (range 60-723). Vitamin B12 deficiency was detected in 61 refugees 
(62%), including 27 (57%) of 47 females and 34 (65%) of 52 males. By age 
group, 26 (57%) of 46 refugees aged 15-30 years, 9 (29%) of 23 aged 31-
45 years, 17 (94%) of 18 aged 46-65 years, and 9 (75%) of 12 aged >65 
years were deficient.

Conclusions and Discussion: Vitamin B12 deficiency is a health con 
cern for adult and elderly Bhutanese refugees. We recommend screen-
ing all resettling Bhutanese refugees for deficiencies in vitamin B12 and 
other micronutrients. Nutrition surveillance and micronutrient supple-
mentation should be considered for refugees in camps in Nepal. 
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An Innovative eHealth Tool for Refugee Care 
Farah Ahmad (University of Toronto), Yogendra Shakya (Access Alliance), 
Jasmine Li (Access Alliance), Khaled Karyan (University of Toronto), Cameron 
Norman (University of Toronto), Wendy Lou (University of Toronto), Izzeldin 
Abuelaish (University of Toronto), Hayat Ahmadzi (Afghan Association of 
Ontario) 

Background: The recent waves of refugees to Canada belong to regions 
of prolonged conflict and, thus arrive in compromised state of mental, 
physical, and social health. This complexity asks for provision of inte-
grated medical and social care to newly arrived refugees. With this aim, a 
university-community initiative developed a Computer-assisted Psycho-
social Risk Assessment tool (CaPRA) for Afghan refugees. This innovative 
eHealth approach is first of its kind for Canadian refugees. Intervention: 
In this model of care, patients complete an interactive multi-risk iPad 
computer survey in their own language before seeing the provider. The 
computer then generates individualized Recommendation Sheet for pa-
tients and Summary for providers at the point-of-care.

Methodology: It was hypothesized that patients in CaPRA group would 
report higher desire to see a psychosocial counselor in future (yes/no) 
compared to patients in the usual care. A pilot randomized trial was 
conducted with adult Afghan refugees visiting one of the participating 
medical practitioners. All patients completed an exit survey. Logistic re-
gression analysis was executed.

Results: Out of 200 approached patients, 64 were eligible and 50 agreed 
to participate. On average, participants were 37 years of age and had 
lived 3 years in Canada. We found support for our hypothesis and the 
intervention had a significant impact (Odd Ratio 4.2, p < .05) on the de-
sire to see a counselor in future while controlling for potential covariates 
(age, gender, years lived in Canada). 

Conclusion: The studied ehealth tool offers a model of integrated care 
to address health and settlement needs of refugees in a holistic man-
ner. The study should be replicated with a larger sample to enhance 
generalizibility. 

O15

Newcomers Cooking Together - Men’s Edition: Building 
Toward Evidence-Based Practice in Community Kitchens 
Jennifer Atkins (Access Alliance Multicultural Health and Community Services), 
Yousra Dabbouk (Access Alliance Multicultural Health and Community Ser-
vices) 

Background & Objectives: In recognition of the need to improve nu-
trition and food skills of refugee men, Access Alliance began a pilot proj-
ect, NCT – Men’s Edition. Program goals include increased: self-efficacy 
in making nutritional choices; skills in leadership and facilitation; socio-
educational opportunities. Methodology: Building upon a pre-existing 
program exclusively offered to women, NCT – Men’s Edition included: 
Development) Environmental scan of community kitchens, participant 
input, training of Peer Leaders & student volunteers; Implementation) 
Ten-week, peer-led cooking program; Evaluation) Evaluations of past/
current program implementation (surveys/focus groups). 

Outcomes: Every participant (N=10) indicated that they learned how to 
prepare/cook new foods. Participants were “very” likely (60%) or “likely” 
(40%) to change what they cooked at home as a result of the program. 
Participants learned “a lot” (89%) about or “some” about healthy eating on 
a low income. Participants were “very likely” (60%) or likely” (20%) to stay 
in touch with new friends from the program. The program consistently 
had a full attendance, waiting list and participants wishing to return for a 
second time. Two cookbooks and an 11-minute short film were also pro-
duced.

Conclusions & Discussion: In its inaugural year, this pilot project has 
achieved success. Evidence suggests that the goals of the program meet 
a significant health care need for male refugees. Moving forward the pro-
gram will build toward evidence-based practice in community kitchens, 
establish best-practice guidelines and advocate for kitchens as a critical 
site for non-traditional nutrition education and an interdisciplinary ap-
proach to achieve dietary behaviour modification. 

Key Words: nutrition, education, cooking

O16

Age Determination in Refugee Children 
Jill Benson (Migrant Health Service and University of Adelaide, Adelaide,
Australia), Jan Williams (Migrant Health Service, Adelaide, Australia) 

Background: For many refugees, an accurate age is not known. This has 
many implications for their medical care as well as for schooling, and so-
cial and legal reasons. Assessment of age is very difficult as most of the 
physical and developmental parameters used for medical and legal pur-
poses have been developed from research in particular ethnicities and 
climates with good health and nutrition. There is no evidence that X-rays 
or dental examination will accurately determine the age of a child from 
refugee background.  

Methodology: An Age Assessment Tool was developed using basic de-
mographics and a narrative account from the patient and their family. 
This was based on that used by the Royal College of Paediatrics and Child 
Health in London combined with the expertise of the nurses and doctors 
at the Migrant Health Service. An audit of Migrant Health Service’s use of 
this Tool was done for the last 2 years.

Results: The majority of the children were of upper school age. Visa ages 
were up to 5 years different to the final assessed age. 38 of the 39 final 
ages were the same as the age as assessed using the Tool, only one was 
changed after the Xray results were received. 17 of the Xray ages and 10 
of the visa ages were the same as the final age. Otherwise the relation-
ship of the final and Xray ages were evenly distributed above and below 
the visa age.

Conclusion: Assessing the age of children so that they are able to be in 
the appropriate class at school is particularly important. Using an Age As-
sessment Tool is likely to be at least as accurate as the use of Xrays. Urgent 
research is needed to develop an evidence-based Age Assessment Tool 
and so that refugee children are not exposed to unnecessary radiation.  

Key Words: age, refugee, children
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New Canadian Clinic: An Attempt to Offer Comprehensive 
Care to New Canadians and Maintaining Sanity in a Primary 
Care Setting
Carol Geller & Alison Eyre

Conference Theme: Refugee Screening

Rationale: “How can I handle a family of five, recently arrived from 
Burundi, booked into a 20 minute slot! And the Mom looks suspi-
ciously pregnant……”  This scenario was happening too often in our 
office and we did not have a way to respond

Content and Instructional Method: Through an interactive 90 min-
ute workshop we will introduce you to how our Community Health 
Centre in inner city Ottawa attempted to solve the problem above 
through a multidisciplinary New Canadian Clinic run twice a month.   
As a result, we were able to provide a better service and save the san-
ity of our team.
 
Our objectives for this workshop are:

1) 	to briefly describe the structure of our clinic and the rationale
	 behind the design. 

2) 	Identify the unique ways we have responded to the health care 
	 needs and challenges of this population as a multidisciplinary 
	 team including screening, immunisations and ongoing care 

3)	 To discuss how we have used partnerships within the community
	 to enhance the services we offer.
 
Key Words: immigrant/refugee, access, multidisciplinary
 

O18

Developing a Team Model Approach in Working with 
Refugees in a Community Health Setting 
Dubus Nicole (Wheelock College, Boston, MA) 

Background and Purpose: This is a development of a team model 
that uses an English speaking licensed clinician with a bilingual para-
professional who is a member of the refugee community being treat-
ed. This model holds great promise however it is not well-developed 
or consistent.  Other studies have described using bilingual parapro-
fessionals to work with clients for whom English is not a first language 
(e.g., Musser-Granski & Carrillo, 1997; Nicholson & Kay, 1999; Owen 
& English, 2005). These do not identify the model as a therapy team 
approach. A therapy team approach implies that both the licensed 
clinician and the paraprofessional provide treatment interventions. 
This model also implies that each is an expert: one in clinical assess-
ments and interventions, and the other in the language, culture, and 
shared experiences of the clients. Rather than relying on the bilingual 
paraprofessional solely as an interpreter, this model creates a very 
different dynamic and approach. This model can be most helpful in 
translating Western concepts and treatments into culturally relevant 
interventions. This approach can also provide the Caucasian mental 
health provider with a culture mentor, providing insight about his/
her clients. This strengthens the clinician’s ability to develop appropri-
ate interventions. A strength of this approach is broadening access to 
needed services by enabling professionally trained English-only clini-
cians to work with non-English speaking clients from various cultures. 

The use of paraprofessionals as members of a clinical team neces-
sitates the development of well-developed, consistent, culturally 
appropriate, and effective treatment models to better meet the 
mental health needs of immigrants and refugees. Agencies need to 
have models which can use the expertise of clinically trained pro-
fessionals and the expertise of cultural interpreters. Currently there 
are no evidence-based models. 

Methodology: This is a mixed qualitative/quantitative study that 
examines various community health centers that serve refugee pop-
ulations and use bi-lingual interpreters. Administrators, providers, and 
recipients of services are interviewed. Results from mental health 
instruments are reviewed to assess effectiveness of each program in 
addressing the mental health needs of refugees in a culturally sensi-
tive/effective manner. 

Results/Impact/Outcomes: Results from this study will aid in the 
development of a manual to guide community health centers to create 
and impliment a team model approach in working with refugees 
that uses a trained mental health clinician and a member of the 
refugee community. 
 
Key Words: refugees, community health, mental health
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Providing Multicultural Mental Health Care in a Primary 
Care Setting 
Aidan Jeffery (McGill University -Transcultural Psychiatry), Dr. Laurence 
Kirmayer (McGill University -Transcultural Psychiatry), Dr. Eugene Raikhel 
(McGill University -Transcultural Psychiatry) 

The project receives support from the Mental Health Commission of 
Canada. It does not receive financial support from any other organi-
zations or companies.

Rationale: This interactive workshop will present the Multicultural 
Mental Health Resource Centre (MMHRC), a Mental Health Commis-
sion of Canada project, which addresses the challenges of respond-
ing to cultural diversity in mental health care in a primary care set-
ting. Newcomers (including immigrants and refugees) and members 
of some established ethnocultural groups tend to under-utilize men-
tal health services and may receive inappropriate or ineffective care. 
Culturally based ways of understanding and dealing with mental 
health problems play a central role in determining the use of mental 
health resources as well as clinicians’ ability to provide effective treat-
ment.

This project is developing and evaluating a set of internet-based 
tools and networking strategies to facilitate multicultural mental 
health services. The objective is to make sound and relevant cultural 
information readily available to family physicians. The objective of 
the interactive workshop is to discuss with participants their needs in 
relation to providing multicultural mental health care, identify gaps 
in the system and brainstorm about the best ways to fill these gaps 
with various resources and/or services. Our team includes decision-
makers representing the College of Family Physicians of Canada. 

Key Points:

1)	 Address the challenge of providing effective mental health
	 services to Canada’s increasingly diverse population in a primary 
	 care setting

2)	 Describe innovative resources and services that facilitate the
	 patient-physician relationship in various cultural contexts

Learning objectives: 

1)	 To familiarize participants with the particular mental health
	 issues facing immigrants, refugees, and members of established 
	 ethnocultural communities, and with the challenges faced by
	 primary care providers in providing mental health care to these 
	 populations;

2)	 To invite participants to discuss challenges and successes they 
	 have had with providing culturally competent mental health 
	 care, and to discuss unmet needs for resources and services in 
	 this domain;

3)	 To introduce participants to the MMHRC as well as a number of 
	 specific online resources and services related to cultural and 
	 mental health. 

Instructional Methods:

1)	 Lecture-based presentation with Powerpoint slides on issues of
	 cultural diversity and mental health in Canada. 

2)	 Facilitated discussion on barriers to care and suggestions for the
	 development of future resources. 

3)	 Demonstration of resources on MMHRC site 

Key Words: mental health, cultural diversity, primary care

O20

Working in Interdisciplinarity for Refugees Evaluation: 
About a Model in Quebec City 
Suzanne Gagnon (CSSS de la Vieille-Capitale and Direction of Public 
Health) 

Objectives: To develop a model of working in interdisciplinarity for 
the refugees health evaluation in Quebec city

Method: In a context of rarity of human resources in Medicine and 
Nursing in the province of Quebec we have been obliged to find a 
way to respond to the needs of the patients in developing the Refu-
gees health clinic in Quebec city. This clinic is a public service and is 
based in a local community center (CLSC) downtown Quebec City. 
 
Results: This model is constantly evolving. It was developed to maxi-
mise the efficiency of the service and it is very well accepted at differ-
ent levels including the regional administration, the refugees them-
selves and the health professionals of the service. In this model the 
nurse has a wider role. The model has been used  by other regions in 
the province of Quebec to develop other clinics.

Conclusion: It is possible to redefine the role and tasks of health 
professionals in different domains in a purpose of increasing the ef-
ficiency of services. To do this is asking open-minded professionals, 
adjustments and evaluation of practice and of quality of care.
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THE Opening Doors PROJECT: 
Mental Health Equity Diversity 
The Opening Doors Project Team (Canadian Mental Health Association) 

The individual submitting this abstract is a former colleague of the  
organizer of the conference. 

The Opening Doors Project is about creating safer spaces and 
neighbourhoods for newcomers experiencing mental health chal-
lenges. The Project offers a series of six peer-facilitated workshops 
that attempt to reduce negative attitudes toward newcomers and 
their experiences with mental health by addressing the social de-
terminants of mental health for newcomers, for example, isolation, 
social exclusion due to racism and xenophobia, immigration status 
and settlement stress. These are examples of factors that prevent 
newcomers from accessing the proper treatment for mental health 
issues. Evidence demonstrates that the longer a person delays 
treatment, the more likely the symptoms will worsen and that prop-
er supports and treatment would result in better health outcomes.  
While, creating safer spaces for newcomers is key, efficacious strate-
gies for how it should be done still need more research.

This presentation will examine the efficacy of peer-led workshops 
used to challenge social isolation, social exclusion and stigma expe-
rienced by newcomers with mental health issues thereby creating 
environments that will encourage people who are new to Canada to 
seek support and treatment.
 
Methods: The Opening Doors Project workshops are facilitated by 
ten Peer Trainers who have lived experience with mental illness and 
lived experiences with immigrating to Canada. Between April 2010 
and October 2010 The Opening Doors Project Peer Trainers facilitated 
151 workshops in 12 Ontario cities and 61 organizations for 2014 
participants. At one week and two months after the workshops were 
delivered, feedback surveys were administered to the host organiza-
tions. These surveys measured attitudinal changes amongst the par-
ticipants that would imply changes in stigma. 

Results: Results from the 61 organizations hosting The Opening 
Doors Workshops indicated knowledge transfer in 3 areas and that 
this transfer was sustained for up to 2 months after workshop deliv-
ery. This includes: 1) an increased understanding of discrimination 
and anti-discrimination in the organization; 2) an increased under-
standing of mental health issues within the organization; 3) an in-
creased understanding of newcomer issues within the organization.

Conclusion: Our findings support the emerging role of peer educa-
tion strategies in improving attitudes toward and reducing stigma 
against mental health and newcomers in Ontario communities.  

O22

Healing from Trauma:
A Specialized Group for Latina Refugees 
Vivian Del Valle (COSTI Immigrant Services), Norma Hannant (COSTI
Immigrant Services) 

Background /Objectives of Program Innovation:
The Globe and Mail --- reported that since 2001, when Canada broad-
ened its definition of refugees to include “persons in need of protec-
tion” from death or cruel punishment, who is not protected by his/
her own country, Mexican women have attempted to find refuge 
in Canada to flee from domestic abuse, sexual assaults and threat-
ened death. Many of the Mexican women came to COSTI’s door to 
find refuge from the trauma they experienced in their home country. 
The woman under the threat of deportation, suffering psychological 
pain, came in desperation to try and find healing. COSTI was offering 
a number of trauma programs for women and children; based on the 
Trauma Focused –Cognitive Behavioural (TF-CBT) model. The current 
model was modified to consider the cultural context and immigra-
tion status of the women. 

Objective of the Presentation: The objective of the oral presenta-
tion will be to present a unique curriculum that incorporates mind-
fulness, cultural, and artistic healing methods with the evidence 
based TF-CBT model. 

Program Innovation/ Results/Impact/Outcomes:
The presentation will communicate how staff at COSTI was able to 
construct an innovative program to meet the emerging and pressing 
need of refugee women who have experienced trauma.“Worry dolls”, 
“farfalas” and “scarves” were interwoven into the 12 sessions of TF- 
CBT curriculum to create safety and facilitate healing for the Latina 
women. A discussion and the group evaluation results will follow the 
presentation.
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A Comprehensive Approach to a Successful Refugee 
Health Program, Minnesota Department Of Health
Blain Mamo (Minnesota Department of Health) 

Rationale/Background: Minnesota started resettling refugees 
in 1979. To date, over 93,300 refugees have made Minnesota their 
home, averaging 3,010 primary refugees yearly. The Refugee Act 
of 1980 recommends that states resettling refugees offer medical 
screenings to new arrivals. Refugee screening programs vary by state 
as each can design a “refugee screening program” based on available 
resources, capacity, and insurance coverage. The Minnesota Depart-
ment of Health Refugee Health Program (RHP)’s goal is to coordinate 
quality health screening for all new refugees while controlling com-
municable disease among, and resulting from, the arrival of new refu-
gees through a comprehensive health assessment, treatment for any 
conditions identified and referrals for follow up care within 90 days 
of their arrival. The screening recommendations are based on evalua-
tions of guidelines developed by the Centers for Disease Control and 
Prevention, the Office of Refugee Resettlement, as well as the exper-
tise of infectious disease clinicians in Minnesota.  Funded by state 
and federal sources, the program is highly successful because of its 
maturity, its partnerships with state colleagues, health care profes-
sionals, and resettlement agencies. The RHP’s comprehensive screen-
ing, resources and nationally recognized web-based data collection 
system reflect a program of best practices in refuge health.  The RHP 
prides itself on its efforts to educate providers about refugees and 
refugees about the western health care system. Our website receives 
over three thousand hits per month. The purpose of the workshop is 
to highlight the current refugee health screening “best practices” and 
disease surveillance system in Minnesota.

Content and Objectives of the Workshop:

A.	 Describe Minnesota’s Refugee Health Program, mission and
	 functions

B.	 Describe the implementation of screening guidelines and 
	 disease surveillance

C.	 Describe the Minnesota Refugee Health Program’s strengths,
	 challenges and lessons learned

Instructional Methods: 

•	 PowerPoint presentation

•	 Questions and Answers

Key Words: Minnesota, screening, surveillance

W02

Hope after Horror: 
CCVT and Changing Mental Health Contexts of Trauma 
Wendell Block (Family Physician), Teresa Dremetsikas (CCVT Program 
Manager), Rosemary Meier (Hospital Psychiatrist), Donald Payne
(Community Psychiatrist), TBA (Refugee Lawyer) 

Not only are the contexts continuing to change  in which Refugees 
experience trauma, but also the conceptualisation of assessment and 
treatment of PTSD and other associated conditions.

From the contexts of encounters in Primary Care,with empathic as-
sessment and examination, through CCVT referral for support and 
responses to identified needs,including navigation of the refugee 
process, with legal representation and medical and psychiatric doc-
umentation , and on to treatment of trauma and lomgitudinal en-
hancement of resilience, and functioning, members of the Health 
and Legal Networks present approaches to comprehensive mental 
health care for  Refugee Claimantsand Refugees. 

A life course perspective is offered together with tools for assessment, 
advice on requirements for legal reports and recommendations for  
modalities of treatment,pharmacological and psychotherapeutic, in 
context of adaptation and recovery. 

Objectives:

1.	 To increase understanding of the contexts of trauma:
	 aetiology and Refugee experience

2.	 To provide approaches to assessment and management of 
	 trauma through the stages of the Refugee process

Key Words: complex PTSD, resilience, lifestage
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Understanding the Refugee Claim Process in Canada 
Michael C. Stephenson, MD, CCFP
Access Alliance Multicultural Health and Community Services

Rationale: Many refugee providers see patients who have filed a 
refugee claim within Canada, yet how many of us truly understand 
the legal process that they go through? Knowledge of that system 
can provide opportunities for timely and effective advocacy, in or-
der to assist Refugee Claimants (Asylum Seekers) to achieve the best 
chance to tell their stories. This workshop will explore the judicial sys-
tem for Refugee Claimants, focusing on areas where Health Providers 
can intervene.

Content: By the end of this workshop, the attendees should be able to:

1.	 List the criteria that the Government of Canada uses to define a 
	 refugee

2.	 Be familiar with the roles of the different bodies involved with 
	 the refugee claim, including the CBSA, the IRB, the CIC and the 
	 Federal Court of Canada.

3.	 Understand the options available to the Refugee Claimant for 
	 expedited hearings, accommodation within the determination
	 hearing and appeal routes for the decision.

4. 	Be comfortable with the ways that the health care practitioner 
	 can assist and advocate for the Refugee Claimant

Key Points:

•	 While the judicial process may seem complicated, there are
	 several ways that the health care practitioner can effectively
	 assist the Refugee Claimant

•	 Provider knowledge of the system can help dispel myths, reduce
	 patient anxiety and ensure proper legal representation of Refugee
	 Claimants

•	 Knowing when and how to advocate for the Refugee Claimant 
	 will help optimize their ability to make an accurate claim

Instructional Methods:

Case-based didactic, power-point based workshop with ample time 
for group questions and discussion.

Key Terms: advocacy, judicial process, refugee claimant

W04

The Primary Care Management of a Positive HBsAg Screen
Peter Cronkright (SUNY-Upstate Medical University)
Savio John (SUNY-Upstate Medical University) 

Rationale/Background: Hepatitis B is a common disease glob-
ally and screening is recommended for refugees emigrating from 
most regions of the world; however, the management of refugees 
with hepatitis B has been a challenge for the Upstate primary care 
teams and resulted in a process-improvement project. The authors 
engaged medicine residents in the simplification of the AASLD Hepa-
titis B Guidelines, automation of subsequent lab testing for a positive 
HBsAg screen, and education of the primary care team and patients 
regarding the management of chronic hepatitis B. The workshop 
draws from the authors’ experience to provide a stimulating, practi-
cal session for primary care providers faced with a positive hepatitis 
B screen.

Content: The objectives of the presentation is to meet the needs of 
the primary care provider faced with a positive HBsAg + result.

1.	 Participants will acquire the knowledge necessary to:

	 a.	 place patients in their disease phase.

	 b.	 manage or refer patients appropriately
	 c.	 address special concerns, such as Latent TB Infection or 
		  pregnancy in a hepatitis B patient 

	 d.	 monitor for Hepaticellular Cancer

2. 	The presentation will encourage discussion about best practice
	 options for educating and monitoring patients with chronic 
	 hepatitis B.

3.	 Instructional Methods:  The instructor will actively engage 
	 learners using cases that are common to providers caring for 
	 immigrant patients. If available, participants will use a clicker 
	 format. 

Key Words: Hepatitis B, primary care provider, disease phase
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Community Mobilization and Capacity Building Strategies
to Address Mental Health Service Needs for Newcomers 
with HIV/AIDS 
Alan Li (Committee for Accessible AIDS Treatment, Regent Park Com-
munity Health Centre), Maureen Owino (Committee for Accessible 
AIDS Treatment), Josephine Wong (Ryerson University, Committee for 
Accessible AIDS Treatment), Derek Yee (Committee for Accessible AIDS 
Treatment), Luis Berumen (Committee for Accessible AIDS Treatment) 

Background: Refugee, immigrant and non-status people living with 
HIV/AIDS (PHAs) face complex challenges related to HIV stigma, 
discrimination and social exclusion which has profound negative 
impact on their mental health. The Committee for Accessible AIDS 
Treatment (CAAT) , a coalition of over 30 health, legal, settlement and 
HIV service organizations in the Greater Toronto Area, was formed to 
mobilize communities to develop strategies to address these barri-
ers. Working with community empowerment principles, CAAT devel-
oped multi-pronged community action research and capacity build-
ing initiatives.

Method: CAAT developed a multi-stakeholder community-campus 
research study that involved over 80 newcomer PHAs, 100 service 
providers through focus groups, individual interviews and group 
based data analysis and knowledge transfer sessions to explore the 
mental health needs and strategies related to improving mental 
health services for newcomer PHAs in 5 racialized communities in 
the Greater Toronto Area. (Caribbean, African, East Asian, South Asian 
and Spanish Speaking)

Outcome/Impact: As a result of the study, CAAT has been able to 
engage diverse partners to launch 3 strategic initiatives to improve 
community capacity and mobilization in order to improve the mental 
health of newcomer PHAs. These include a community mentroship 
program, an action research study to explore strategies to mobilize 
ethno-racial faith based, social justice and media leaders in anti-HIV 
stigma interventions, and a sexual health education project for new-
comer PHAs. 

Discussion/Next Steps: The research study and its multiple knowl-
edge transfer strategies have led to increase social participation 
and civic engagement of many newcomer PHAsand related service 
stakeholders, resulting improved service access and mental health 
outcomes of PHAs. Lessons learnt from the innovative research and 
program models are replicable to other marginalized and racialized 
communities facing complex systemic barriers.

W06 

The Last Mile: Developing Clinical Guidelines and Strategies
to Improve the Delivery of Primary Health Care for Refugees
1Dr. Kevin Pottie, Associate Professor, Departments of Family Medicine 
and Epidemiology and Community Medicine, University of Ottawa, 
2Dr. Kevin Pottie, University of Ottawa, 3Dr Meb Rashid, University of 
Toronto, Dr. Doug Gruner, University of Ottawa, 4Research and Educa-
tion; Evidence Based Guidelines

Rationale: Health inequities continue to affect many vulnerable popula-
tions, including subgroups of immigrants and refugees. Migrant-specific 
evidence-based guidelines for clinical prevention are important to sup-
port informed decision making and innovative strategies are needed to 
support the delivery of care for this population. 

Background: Sixteen immigrant health promoters asked for heath rec-
ommendations for their marginalized communities. 40 primary care 
practitioners from across Canada selected conditions where evidence is 
needed to improve care for immigrants and refugees. 22 experts in im-
migrant and refugee health: clinicians, public health experts, community 
representatives developed a systematic process for evidence-based re-
views. Interdisciplinary teams from across Canada applied this 14 step 
method and made recommendations using the internationally recog-
nized GRADE approach based on the trade off between benefits versus 
harms, quality of evidence and values.

Key Points:

•	 Forced migration, low income, and limited English/French 
	 language proficiency increase the risk for decline in health and 
	 should be considered in the assessment and delivery of 
	 preventive care. 

•	 Vaccination (MMR, TDPP, Varicella, and Human PapillomaVirus) 
	 and screening for Tuberculosis, HIV, hepatitis B/C, intestinal 
	 parasites, cervical cancer, iron deficiency, dental pain and vision 
	 loss should be routinely provided to at-risk immigrants.

•	 Detecting and addressing depression, Post Traumatic Stress 
	 Disorder, malaria, diabetes, maltreatment, and unmet contraceptive
	 needs should be individualized to improve detection, adherence
	 and treatment outcomes.

This workshop will provide a synthesis of the facilitators and barriers to 
care, discuss the issue of language and cultural barriers to services and 
emerging strategies to overcome these barriers ; and use a series of small 
group case discussions to review and discuss our series of CCIRH* recom-
mendations: malaria, intestinal parasites, intimate partner violence, child 
maltreatment, post-traumatic stress disorder, cervical cancer, depression, 
contraception, hepatitis B & C, varicella, MMR/TDP, HIV, anaemia, oral 
health, pregnancy, tuberculosis, vision health.

* CCIRH: Canadian Collaboration for Immigrant and Refugee Health

Instructional Methods: case studies, small group discussion, grouped 
CCIRH recommendations based on four categories, infectious disease, 
mental health and maltreatment, noncommunicable chronic diseases, 
and women’s health. 

Key Words: evidence based guidelines, barriers and facilitators to delivery 
of care, strategies to overcome barriers
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Challenges of Health Literacy: A Practical Clinical Approach 
Lynn Farrales (New Canadian Clinic, Burnaby), Ranjit Lehal (New  
Canadian Clinic, Surrey), Cindy Arbeau (New Canadian Clinic, Burnaby/
Surrey), Marylou Jennings (New Canadian Clinic, Surrey), Jennifer Buck 
(New Canadian Clinic, Burnaby) 

Rationale/Background: Health literacy can be defined as: the de-
gree to which people are able to access, understand, appraise, and 
communicate information to engage with the demands of different 
health contexts in order to promote and maintain good health across 
the life course (Kwan, Frankish, & Rootman, 2006). Sixty-percent of 
Canadians lack the health literacy skills to manage their health (Ca-
nadian Council of Learning, 2007), with newcomers to Canada pos-
sessing lower levels of literacy (CPHA, 2008). Lower levels of literacy 
have been associated with poorer health outcomes (CPHA, 2008). 
Refugees experience complex medical and mental health condi-
tions that necessitate access to health care early in the settlement 
process. Therefore, primary care clinicians play a major role in pro-
moting health literacy.  To date, attention to health literacy in clinical 
practice is lacking in the Canadian medical community (Rootman, 
2006).  Clinicians, who are faced with the challenge of providing care 
within this context, are left with few tools. Therefore, this workshop 
will provide clinicians with a background to health literacy, offer an 
example of how the traditional clinical encounter can be retooled, 
and provide participants with an opportunity to discuss health lit-
eracy strategies within their own practice.

Content:

a.	 Health Literacy and Settlement: The Intersection

b.	 New Canadian Clinic Health Literacy Pilot Project 
	 •	 Introduction to the New Canadian Clinics
	 •	 SOAP-S Approach
	 •	 Settlement Tracker

c.	 Small group interactive practice and discussion. 
 
Instructional Methods:

a.	 Multimedia Panel Presentations (30 minutes)

b.	 Interactive small group discussion and exercise (60 minutes)

Key Words: health literacy, settlement, refugee health

W08

The Last Mile: Developing Clinical Guidelines and Strategies
to Improve the Delivery of Primary Health Care for Refugees
1Dr. Kevin Pottie, Associate Professor, Departments of Family Medicine 
and Epidemiology and Community Medicine, University of Ottawa, 
2Dr. Kevin Pottie, University of Ottawa, 3Dr Meb Rashid, University of 
Toronto, Dr. Doug Gruner, University of Ottawa, 4Research and Educa-
tion; Evidence Based Guidelines

Rationale: Health inequities continue to affect many vulnerable popula-
tions, including subgroups of immigrants and refugees. Migrant-specific 
evidence-based guidelines for clinical prevention are important to sup-
port informed decision making and innovative strategies are needed to 
support the delivery of care for this population. 

Background: Sixteen immigrant health promoters asked for heath rec-
ommendations for their marginalized communities. 40 primary care 
practitioners from across Canada selected conditions where evidence is 
needed to improve care for immigrants and refugees. 22 experts in im-
migrant and refugee health: clinicians, public health experts, community 
representatives developed a systematic process for evidence-based re-
views. Interdisciplinary teams from across Canada applied this 14 step 
method and made recommendations using the internationally recog-
nized GRADE approach based on the trade off between benefits versus 
harms, quality of evidence and values.

Key Points:

•	 Forced migration, low income, and limited English/French 
	 language proficiency increase the risk for decline in health and 
	 should be considered in the assessment and delivery of 
	 preventive care. 

•	 Vaccination (MMR, TDPP, Varicella, and Human PapillomaVirus) 
	 and screening for Tuberculosis, HIV, hepatitis B/C, intestinal 
	 parasites, cervical cancer, iron deficiency, dental pain and vision 
	 loss should be routinely provided to at-risk immigrants.

•	 Detecting and addressing depression, Post Traumatic Stress 
	 Disorder, malaria, diabetes, maltreatment, and unmet contraceptive
	 needs should be individualized to improve detection, adherence
	 and treatment outcomes.

This workshop will provide a synthesis of the facilitators and barriers to 
care, discuss the issue of language and cultural barriers to services and 
emerging strategies to overcome these barriers ; and use a series of small 
group case discussions to review and discuss our series of CCIRH* recom-
mendations: malaria, intestinal parasites, intimate partner violence, child 
maltreatment, post-traumatic stress disorder, cervical cancer, depression, 
contraception, hepatitis B & C, varicella, MMR/TDP, HIV, anaemia, oral 
health, pregnancy, tuberculosis, vision health.

* CCIRH: Canadian Collaboration for Immigrant and Refugee Health

Instructional Methods: case studies, small group discussion, grouped 
CCIRH recommendations based on four categories, infectious disease, 
mental health and maltreatment, noncommunicable chronic diseases, 
and women’s health. 

Key Words: evidence based guidelines, barriers and facilitators to delivery 
of care, strategies to overcome barriers
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Assessing the Health and Development of Immigrant and
Refugee Children in Toronto, Ontario 
Susan Hoffmann (East End Community Health Centre), Aisha Lofters  
(St. Michael’s Hospital), Katherine Rouleau (St. Michael’s Hospital), Leila 
Salehi (University of Toronto) 

Objective: Newly-arrived immigrants and refugees face a wide range 
of financial, language and cultural barriers, and have a distinct disease 
profile and health issues. There are currently very few Canadian studies 
looking at the health of the pediatric immigrant and refugee population.  
The goal of this study is to contribute to the literature on this particularly 
high-risk population in order to aid in the development of more targeted 
screening programs.

Methods: A retrospective chart review was conducted at Access Alli-
ance Community Health Centre, which serves a primarily immigrant and 
refugee population. Primary outcomes included 1) height and 2) weight 
measurements less than 3rd percentile. Secondary outcomes included 
prevalence of anemia, iron deficiency, enteric parasites, elevated lead 
levels, HIV, syphilis, hepatitis B and neighbourhood income quintiles. 

Results: Two hundred and ten charts were eventually manually re-
viewed. The rates of height and weight under third percentile were 7.2% 
and 11.6% respectively.  Prevalence rates were also calculated for anemia 
(22.8%), iron deficiency (53.3%), Hepatitis B (2.5%), parasitic infections 
(33.6%), elevated blood lead levels (4.9%), HIV (0%), and syphilis (0%). The 
neighbourhood income quintile distribution revealed that 46.7% of the 
study population lived in the lowest income quintile.  

Conclusions: These findings show a higher burden of illness within the 
pediatric immigrant and refugee population, and illustrate the need for 
further research in this area, as well as increased efforts to provide appro-
priate screening and health care to foreign-born children. 

P02

Prevalence of Vitamin D Deficiency in Minnesotan
Immigrants/Refugees 
Ann Campagna (University of Minnesota), Ann Settgast (Health Partners
Center for International Health), Patricia Walker (Health Partners Center 
for International Health) 

Background: The study aim is to determine the prevalence of vitamin 
D deficiency (VDD) in the Minnesota immigrant and refugee popu-
lation (IRP). We hypothesize that prevalence of VDD (serum 25-hy-
droxyvitamin D<20 ng/ml) in this population is>36%, as reported in 
the National Health and Nutrition Examination Survey (2001-2004). 

Methodology: This retrospective study reviewed the IRP at the Center 
for International Health (CIH) in St. Paul, Minnesota, USA.  Inclusion cri-
teria were all patients seen at CIH over a 12 month period with a first 
vitamin D screen, n=1378.  Exclusion criteria included persons with a pre-
vious vitamin D level in their record.  Prevalence of VDD was tested with 
the binomial test.  Secondary outcomes including: gender, age, country 
of origin, and BMI were measured against vitamin D levels using Pear-
son’s chi-square test.

Results: Overall prevalence of VDD was 60% (p<0.001). VDD was 70% 
among 16-29 year olds vs 42% in 66+ year olds (p<0.001), 62% in those 
with BMI≥25 compared with 56% when BMI<25 (p=0.022), and ranged 
from 33% (Russia) to 81% (Ethiopia) by country of origin (p<0.001). 

Conclusions and Discussion: The IRP in Minnesota has a higher than 
expected rate of VDD when compared with previous population based 
data.  There are specific individual demographics that are at higher risk 
for VDD.  This information should be considered with best practice guide-
lines and general screening that serve these at-risk populations.

Key Words: Vitamin D, refugee, immigrant

P03

Utilizing an Electronic Discussion Group for Case-based 
Learning: A Poster About a Posting 
Tulsi Sharma (Upstate Medical University), Peter Cronkright (Upstate 
Medical University) 

Clinicians involved in the care of New Americans are at times faced 
with clinical questions that are not answered by the local special-
ist, our traditional means of consultation. Specialist may not be well 
versed in the expanded differential diagnosis of immigrant patients, 
and the internist is often confronted with adult patients who lack a 
childhood diagnostic workup for a presumed congenital condition. 

This poster presents x-ray pictures that are worth one word - “wow” 
- from clinicians involved in the case. The patient is a 26 year old 
male refugee from the Democratic  Republic of Congo and has been 
wheelchair dependent since age two due to a bone deformity. His 
long bones are markedly shortened and tortuous in a W-type shape 
and have severe bowing. He also has had several bone fractures (one 
every year) including his arms and legs all his life. The differential di-
agnosis put forth thus far has been Rickets or Osteogenesis Imper-
fecti, yet neither fit classically. 

Besides offering an interesting clinical case, the purpose of the poster 
is to describe the authors’ participation in an electronic discussion 
group. The resource is currently not utilized by Upstate faculty and 
residents that provide ambulatory care to refugees. The authors have 
posted the case on the Canadian Refugee Network website and will 
participate in the discussion. The poster will summarize the lessons 
learned from their participation. The Canadian refugee website is ex-
tremely user friendly and it was very easy to present an electronic 
poster including attachments of labs and X-rays.

The goal of this project is to pilot the introduction of this resource to 
Upstate residents and faculty while learning from the experience and 
knowledge of fellow clinicians globally.
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Managing Hepatitis B: 
A Process-Improvement in Primary Care 
Pallawi Torka, MBBS (SUNY-Upstate Medical University), Peter Cronkright, 
MD (SUNY-Upstate Medical University), M. Osman Arif, MBBS (SUNY-Up-
state Medical University), Akshiv Melhotra, MBBS (SUNY-Upstate Medical 
University) 

Background: Screening for Hepatitis B is recommended for refu-
gees. Upstate primary care providers (PCP) found the management 
of hepatitis B confusing, triggering a process-improvement project.

Objectives:

1.	 Identify hepatitis B patients and apply AASLD Guidelines to
	 determine disease phase 

2.	 Determine which patients that could potentially be managed by 
	 the PCP vs. referral to Gastroenterology (GI)

3.	 Review the adequacy of hepatocellular cancer (HCC) screening

Methodology: Three Internal Medicine residents independently 
reviewed 16 cases of refugees with HBsAg+, attempting to place 
each case in a disease phase.  A decision point of “PCP manages vs. 
GI referral” for inactive phase was added to the AASLD Guidelines. 
 
Results:

1.	 The independent classification by 3 residents into disease phase 
	 noted complete agreement on identification of inactive carriers.    

2.	 Our PCPs originally referred 13 cases to GI.  Applying “PCP manages 
	 vs. GI referral” decision points to the Guideline, 11 of 16 (69%) 
	 could have been monitored by their PCP and 5 required a GI 
	 referral. 

3.	 11 patients met criteria for HCC monitoring, but only 2 received 
	 an Ultrasound or alpha-FP.  

Conclusions: The project suggest that with clarification of the AASLD 
Hepatitis B Guidelines to indicate PCP management or GI referral, the 
PCP could manage two thirds of the refugees with chronic hepatitis B.  
Whether followed by GI or the PCP, HCC surveillance was not satisfac-
tory.    

P05

An Evaluation of Poliovirus Immunity in Newly Arrived 
Adult Refugees 
Ryan Gilles (Family Medicine Residency of Idaho), J. Clay Roscoe (Family 
Medicine Residency of Idaho), Rebecca Kinney (Family Medicine Residency 
of Idaho), Alex Reed (Family Medicine Residency of Idaho), Dana Hamilton 
(Family Medicine Residency of Idaho) 

Background: For nearly a decade most of the world has been free 
of polio due to aggressive global vaccination campaigns, though 
infection is still endemic in several regions. Due to global patterns 
of refugee migration, non-immune individuals are increasingly en-

tering populations with high herd immunity, carrying with them the 
potential risk of reintroducing polio to unvaccinated individuals in 
these populations. A serological survey of immune status to poliovi-
rus in adult refugees resettling in Boise, Idaho, U.S.A. was performed 
to determine the level of immunity in this diverse refugee population 
and to determine the cost-effectiveness of checking titers versus uni-
versal immunization. 
 
Methods: A retrospective review of polio titers in newly arrived adult 
refugees collected between August 2010 and January 2011 was per-
formed (N=160) and further categorized by poliovirus subtype and 
region of origin.
 
Results: Immunity (titer ≥1:10) to polioviruses 1, 2, and 3 was present 
in 79.4%, 88.1%, and 69.4% of subjects, respectively, but immunity to 
all three subtypes was present in only 50.0% of individual subjects. 
Immunity by region of origin was: 55.3% for Sub-Saharan Africa, 
41.7% for the Middle East, 61.5% for Southeast Asia, 45.5% for South-
ern Asia, and 50% for Eastern Europe.
 
Conclusion: A relative dearth of published data exists regarding po-
lio immunity among refugee populations.  Existing studies document 
>95% immunity among immigrants in Southern Italy. Our findings 
inform a strategy of routinely immunizing new refugees rather than 
checking titers and immunizing those found to lack immunity. We 
will continue to collect data and perform cost-effectiveness analysis.

P06

Global Citizenship 
Steven Jacobs, Chair Nursing, Centennial College 
Erin Hahn, Co-Founder-POR AMOR, Pediatric nurse, Nursing Instructor 

Conference Theme: Research & Education

In an effort to continue with Centennial Colleges’ commitment to  
creating global citizens, preparing people for the new world that 
awaits, and helps students grow into leaders, the International Of-
fice of Centennial College sponsored eight students to participate in 
a Health Care in the Dominican Republic Project, March, 2011. Suc-
cessful candidates were required to demonstrate social responsibility 
within their community, and possess exceptional academic require-
ments to be considered for this expedition. Students will be work-
ing with Haitian immigrants in the Dominican Republic (DR) for two 
weeks providing them with better access to basic health care, work-
ing alongside not-for-profit organizations, such as Island Impact, 
POR AMOR and Tres Mariposas Montessori Centre. Prior to the trip, 
students created interactive educational material which will be left 
with these organizations for future use. During the trip, students will 
provide post-op care, patient assessments, patient and family health 
teaching, and visit rural communities via a mobile clinic. Students will 
visit public and private hospitals to see the differences within these 
institutions, and are enrolled in Spanish lessons prior and during 
their trip. Lastly students will participate in local construction assis-
tance projects for DR citizens. The eight students chosen were from 
Practical Nursing, Bridging, Paramedic, and Occupational Therapist/
Physiotherapist Assistant programs.
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Urban Refugee’s Access to Health Care: 
A Case Study from Nairobi 
Sideeka Narayan (University of Toronto, Lawrence Bloomberg Faculty of
Nursing) 

Background: Globally the number of refugees residing in urban areas 
is on the rise. UNHCR estimates that 50% of the world’s refugees are 
living in urban areas. Urban refugees face a myriad of protection and 
livelihood issues unique to towns and cities. Of particular concern, 
poor access to health care is a major challenge. Despite increasing 
awareness of the plight of urban refugees, there is a lack of informa-
tion and literature on urban refugee health and programs to address 
the health needs of this vulnerable population.

Objectives:

1.	 To identify health problems faced by refugees in Nairobi;

2.	 To identify health care resources/services available to refugees; 

3.	 To identify challenges and facilitators to accessing health services;

4.	 To provide recommendations to improve refugee’s access to 
	 health.

Methods: This study was exploratory in design. Qualitative data col-
lection methods included: focus groups with refugees, interviews 
with key informants providing health services to urban refugees. 
Focus group and interviews were audiotaped, transcribed and ana-
lyzed using a content analysis to identify distinct patterns.

Results: Common health problems include respiratory illnesses and 
poor mental health due to stress and experiences of trauma. Limited 
health care assistance is available to urban refugees. Overcrowding 
and lack of access to water and sanitation are characteristic urban 
refugee communities and serve to exacerbate poor health. Major 
access barriers include cost and language.
 
Conclusions: Increased attention and resources must be shifted to 
urban health programming. Interventions to help improve refugee’s 
access to health care should be guided by a Primary Health Care 
approach. Recommendations are provided to UNHCR and partners.

P08

Refugees and Healthcare - The Need for Data:
Understanding the Health of Government Assisted Refugees 
in Canada through a Prospective Longitudinal Cohort
Patricia Gabriel (University of British Columbia), Cecily Morgan-Jonker  
(University of British Columbia), Charlene Phung (Centre for Excellence 
in HIV/AIDs), Rolando Barrios (Centre for Excellence in HIV/AIDS), Robert 
Hogg (Simon Fraser University), Janusz Kaczorowski (University of British 
Columbia) 

This reasearch has been funded by a grant from CIHR. 

Objective: Canada resettles approximately 3,000 government 
assisted refugees (GARs) annually. Amendments to the Canadian 
Immigration and Refugee Protection Act resulted in an increase in 
GARs with complex medical needs. Data is lacking on health profiles 
and health service utilization by GARs. This study aims to describe 
GAR demographics and health status on arrival, changes in health 
status over time, and utilization of health services. Secondarily, it will 
identify GAR characteristics associated with health outcomes. 

Design: A prospective longitudinal cohort study of GARs in British 
Columbia. A culturally appropriate information session for all GARs 
on arrival at Immigrant Services Society. Recruitment, consent and 
acquisition of baseline data (demographics, socioeconomic vari-
ables, health literacy, health status) at Bridge Community Health 
Clinic. Longitudinal follow up electronically through linking to pro-
vincial databases (Population Data BC).  Main outcome measures in-
clude use of health care (preventative, primary, hospital, emergency, 
mental health, specialist), prevalence and incidence of diseases, clini-
cal events and mortality. 

Expected Results: Early results will include descriptive statistics of 
GARs on arrival. Longitudinal results will include changes in health 
status over time and utilization of health care services. Multivariate 
analysis will be used to examine GAR characteristics associated with 
outcomes. 

Conclusion: Results will provide data to health service providers 
and policy makers to aid in providing optimal services to GARs. Over 
time, additional databases will be linked to examine settlement issues 
such as employment, income, education, and language acquisition. A 
sample will be contacted to validate administrative data and provide 
qualitative outcome measures. 
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The Mun Med Gateway Project: Medical Student Education,
A Bridge To Healthcare For New Canadians 
Pauline Duke (MUN), Shree Mulay (MUN), Gerard Farrell (MUN), Fern  Brunger 
(MUN), Victor Maddalena (MUN), Adriana Castano-Kutty (MUN)

Background: Access to a continuum of care from a family physician is  
an essential component of health and wellbeing. Accessing medical care 
is especially challenging for refugees. Barriers include language barriers, 
translation requirements, complex histories and unfamiliarity with the 
Canadian healthcare system. The MUN MED Gateway Project is a medical 
student initiative in partnership with the local settlement agency, which 
helps refugees overcome barriers and access medical care. With the help 
of translators, medical students conduct interviews with refugees and 
patients are matched with family physicians.

Methodology: Evaluation of the Project was undertaken to determine 
successes and challenges in service provision, student education, and 
management. Interviews and surveys were conducted with stakeholders 
and statistical analysis was done.

Outcomes: Successes with patient and student participation, student  
learning and family physician satisfaction with the Project indicated need 
for expansion to accommodate increasing interest. Strategies to devel-
op and enhance the initiative were identified. Enhancements included 
further development of a database, physical exam screening, referral to 
other health practitioners, and identification of other health needs such 
as Vitamin D supplementation.

Conclusion: The overwhelming success of the Project makes it a model  
for use as community action as an educational strategy. The benefits are 
not only in enabling newcomers to access family physician care, but also 
in exposing medical students to cross-cultural medicine early in their ca-
reers encouraging their active provision of health services for refugees in 
their future practice.

P10

Evaluation of a Refugee/Immigrant Health Teaching 
Module within Global Child Health Curriculum for
Canadian Pediatric Trainees 
Andrea Hunter (Pediatrics, McMaster University), Anne McCarthy (Medicine, 
University of Ottawa), Tobey Audcent (Pediatrics, University of Ottawa), 
Heather MacDonnell (Pediatrics, University of Ottawa), Katherine Moreau 
(CHEO Research Institute, University of Ottawa), Jeffrey Pernica (Pediatrics, 
McMaster University), Michael Hawkes (Pediatrics, University of Toronto), 
Laura Sauve (Pediatrics, University of British Columbia), Amonpreet Sandhu 
(Pediatrics, University of Calgary), Julie Fisher (Pediatrics, University of Cal-
gary), Maryanne Crockett (Pediatrics, University of Manitoba), David Gold-
farb (Pediatrics, McMaster University), Joanne Liu (Pediatrics, Universite 
de Montreal), Tinh-Nhan Luong (Pediatrics, Universite de Montreal), Selim 
Rashed (Pediatrics, Universite de Montreal), Arielle Levy(Pediatrics, Univer-
site de Montreal), Jennifer Brenner (Pediatrics, University of Calgary) 

Background: Canada’s increasing refugees/immigrants include many  
children and youth. Medical training needs to reflect changing demo-
graphics. A needs assessment of paediatric residency programs identi-
fied training deficiencies in global child health topics, including refugee/
immigrant health (RIH). 

Purpose: To determine if a standardized paediatric RIH curriculum leads
to knowledge gains, behaviour changes, and high satisfaction rates 
among paediatric residents and program directors (PDs).

Methods: An expert team developed four one-hour global child health  
modules, including one on refugee/immigrant health, delivered by fa-
cilitators to paediatric residents at 4 sites. Evaluation included pre-post, 
mixed-methods design. Multiple choice knowledge tests, satisfaction 
surveys and focus groups were used for participants, facilitators and PDs.

Results: Ninety-one residents participated. Nearly 60% had no prior  
global child health experience. A prior survey of Canadian paediatric resi-
dency programs reported that only 42% included RIH as part of formal 
academic curriculum. Satisfaction levels were high; 94% cited improved 
management skills within RIH. Multiple-choice mean scores increased 
post intervention (P<0.001), greatest in knowledge of entrance screen-
ing policies and intestinal parasites. Trainees reflected in focus groups 
on the benefits of the interactive approach, and reported increases in 
practical knowledge, particularly around refugee arrival in Canada and 
greater awareness of relevant clinical health issues. Site facilitators/PDs 
unanimously agreed modules were relevant, interesting, and helpful to 
residents. Facilitators reported high confidence in presentation delivery 
and program sustainability.

Conclusions: A standardized curriculum on paediatric RIH was valued 
by paediatric residency programs, leading to knowledge and awareness 
of challenges faced by this population. Scale up could address the edu-
cational needs of all health professionals caring for refugee populations.

P11

Rotations in Refugees Health Care for Undergraduate  
Students in Medicine at Laval University in Collaboration 
with a Community Organism: To Innovate to Increase the 
Awareness of the Future Physicians about the Reality of 
Refugees in the First Months After their Arrival 
Suzanne Gagnon (CSSS de la Vieille-Capitale et Public Health Direction) 

Objectives: To recognize the cultural diversity in our society and the 
influence of social and cultural factors on the health and to develop at-
titudes, knowledge and abilities to work with this population for future 
physicians.

Participants: Undergraduate students in Medicine at Laval University as 
an optional rotation

Method: The rotation is done at the Refugees health clinic with a physi-
cian in collaboration with the nurse working at the clinic and the com-
munity organism in charge of the refugees at their arrival in Quebec City. 
The student follow 2 families in all the steps they have to go through: tri-
age, health evaluation, installation, consultations, ...always working with 
the interpreters. A portfolio, a reflexive report on his rotation and an oral 
presentation are asked to the student.

Conclusion: The students who participated have mentioned a high level 
of satisfaction. The interdisciplinary collaboration has made possible the 
exposition of the students to all the steps lived by the refugees at their 
arrival.
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