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What is MonWHO? 

Healthcare is not limited to the interactions between patients and doctors within the walls 

of a hospital. Healthcare, especially in the context of global health, is a multifaceted, multi-

dimensional discipline that incorporates both the intellect of science and the dynamics of the 

social community. The Montreal World Health Organization Simulation (MonWHO) is a 

conference that aims to promote a macroscopic perspective of global health, and to draw 

attention towards the social, cultural, ethnic, economic, and political factors of international 

relations that affect the global health care system. In 2007, MonWHO executives hoped to create 

a conference where students from any field of study could collaborate to broaden their 

perspectives of international health. MonWHO has grown substantially since its inaugural 

conference and is now supported by the McGill International Health Initiative (MIHI). In 2009 

and 2010, MonWHO hosted the Global Health Advocates of the Canadian Federation of Medical 

Students (CFMS). In 2010, MonWHO was established alongside the European World Health 

Organisation Simulation (EuWHO) as part of a transnational project of the International 

Federation of Medical Studentsô Association (IFMSA).  

 

Why Focus on Refugee Health? 

The goals of MonWHO are emulated in this yearsô theme: refugee health. Refugee health 

affects institutions, states, and individuals across the world, regardless of socio-economic status 

or the political governance type. Related issues tread on the boundaries between international 

and domestic governance, complicating questions of economic responsibilities, the legal status of 

refugees, or social, cultural, and ethnic factors that pose barriers to domestic governance. The 

logistics of funding, coordinating, and implementing policies and plans during times of crisis 

affects both countries receiving and donating aid, thus impacting the global economy as a whole 

and shaking the stability of international cooperation. For example, in 2009 the Canadian 

Council for Refugees urged the Canadian government to resettle Palestinian refugees who had 

been forced out of Iraq and were currently stranded in refugee camps between the Syria-Iraq 

border.(2) Participation by a third party member such as Canada would help to eliminate bias 

over resettlement issues between Syria and Iraq, but the level of Canadaôs involvement is 

balanced by the delicate topic of national sovereignty, namely, the right of the Syrian and Iraqi 

governments to non-intervention. As members of the global community, both states and 

individuals have a responsibility to protect and preserve international peace and cooperation, 

requiring global activism on refugee health. Furthermore, discrepancies between short term and 

long term issues must also be considered in order to tackle crisis in the present, and to promote 

development of a sustainable global health care systems for the future 

 

 

1 Introduction  
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What is Refugee Health? 

 

Definition of Refugees 

In order to effectively analyze issues concerning refugee health, it is imperative to 

distinguish between the various classifications of refugees. A significant reason for the 

difficulties faced in international coordination over refugee aid comes from the lack of consensus 

on the definition of refugee status.  According to Article 1 of the 1951 Convention, as later 

amended in the 1967 Protocol, a refugee is defined by as a person who (3-5): 

 

" owing to a well-founded fear of being persecuted for reasons of race, religion, 

nationality, membership of a particular social group or political opinion, is outside the 

country of his nationality and is unable or, owing to such fear, is unwilling to avail himself 

of the protection of that country; or who, not having a nationality and being outside the 

country of his former habitual residence as a result of such events, is unable or, owing to 

such fear, is unwilling to return to it."(4) 

 

This definition is recognized by the United Nations High Commissioner for Refugees (UNHCR), 

the United Nations agency designated to protect the rights of refugees globally.   

 

Asylum Seekers 

A person who satisfies the conditions stated above is not considered a refugee until their 

need for protection has been recognized by a legal institution. Without legal documentation that 

recognizes that individualôs status as a refugee, they are refused the rights and obligations of 

refugee status and are referred to as an asylum seeker instead.(6) Problems arise when trying to 

identify refugees from asylum seekers because the responsibility of identification is often laid 

upon the receiving nation; such nations are often propelled by incentives to deny both legal 

refugee or asylum status for many reasons, leading these individuals to be labelled as illegal 

aliens.  

 

Internally Displaced Persons 

The main difference between internally displaced persons and refugees is that internally 

displaced person remain within the borders of their home country(7) Reasons for persecution 

listed in the amended 1967 Protocol of the legal definition and status of a refugee also applies for 

internally displaced persons. Similarly, internally displaced persons suffer similar conditions as 

refugees, often being forced to abandon their homes, their livelihood, and their worldly 

possessions, and are sheltered within refugee camps for an indefinite period of time due to the 

fear of persecution. Once they have fled the borders of their mother country, internally displaced 

people are eligible for refugee status and are legally granted the rights entitled under Article 1 of 

the 1951 Convention after they have been recognized by an international institution.   
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Environmental Refugees 

Arguments have emerged to grant refugee status to individuals displaced due to climate 

crises.(8, 9) The term ñenvironmental refugeesò have been used to describe those forced to flee 

their country of origin due to the effects of severe climate change, such as a natural disaster or 

prolonged famine or drought. Such individuals may face similar issues as refugees displaced due 

to conflict and political persecution. However, controversy remains over refugee status should be 

conferred upon peoples displaced due to climate change (9), and they are not currently 

recognized as refugees by the UNHCR.  

 

Economic Migrants vs. Humanitarian Refugees 

It is also important to draw the distinction between humanitarian refugees and economic 

migrants. Humanitarian refugees are considered individuals involuntarily displaced due to 

reasons pertaining to ethnicity, religion, race, policy, regime type, interests, nationality, or 

environmental causes. Economic migrants are individuals who have been displaced from their 

mother country due to a collapse of their domestic economy that has caused them to be unable to 

support themselves financially. Although many economic migrants are forced to leave their 

mother country due to the impossibility of further sustainability, others also choose to flee pre-

emptively on a voluntary basis so as to avoid a foreseeable economic devastation. Similarly, 

economic migrants do not necessarily face the same physical threats to their personal safety as 

humanitarian refugees; they may simply be evacuating a region to attain new financial 

opportunities. Furthermore, the option for voluntary exit implies that economic migrants 

maintain a possibility for survival if they were to return to their mother country whereas 

humanitarian refugees often face the certainty of death upon their return.  

 

**Important Note of Consideration 

For consistency, the MonWHO conference will define a refugee as described in the 1951 

Convention amended by the 1967 Protocol. Thus, delegates should target their discussion on 

issues that relate to political refugees as opposed to economic migrants. Delegates may also 

wish to consider the difficulties that asylum seekers and internally displaced persons when 

appropriate; however delegates should remember that the primary focus of the conference will 

be on refugees. 

 

The Specific Health Needs of Refugees 

The number of displaced persons in need of assistance and protection has increased from 

30 million in 1990 to 43 million today. This epidemic of mass migration affecting almost every 

region of the world is largely due to war and civil conflict. Refugees are a particularly vulnerable 

population at risk for health problems, such as infectious disease, sexually transmitted diseases, 

malnutrition, and psychiatric disorders. Resettled refugees can have complex needs, including 

those arising from trauma or deprivation in their country of origin or during migration.(10) Many 

are likely to have witnessed or experienced human rights abuses. They may have been forced to 
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live in refugee camps for months or even years, where they have lacked sufficient medical care, 

food, sanitation, clean drinking water, the chance at an education and freedom from violence. 

(11) After resettlement, they may experience the shock of a new culture, problems with 

adjustment in the new country, and multiple losses, including family, friends, country, and way 

of life.  

 

Refugee Health Issues Addressed in this Guide 

 Refugee health is multidimensional, branching beyond a strict medical perspective to 

include the social, ethical, legal, political, and cultural issues that affect decision making 

processes. As such, the conference has chosen to address this macroscopic topic based on short 

and long term issues, in both refugee camp and resettlement settings Short term health issues in 

refugee camps surround the emergency phase of a humanitarian response and involve the 

logistics of properly setting up a camp and the impacts on health, as well as the major acute 

health problems newly arriving refugees face. Long term health issues in refugee camps focus on 

the logistical and financial concerns that face maintaining a camp for years to decades and the 

impact that external and internal camp factors have on refugee health. Resettlement refers to 

permanent migration of refugees to a new country to settle their; it is usually an alternative to 

repatriation to their home country. Health issues during resettlement include adapting to a new 

culture due to language and cultural barriers and the impact on healthcare access, as well as the 

manifestation of mental health disorders that arise from the cumulative trauma of pre-migration, 

migration, and post-migration.  

 

 Understanding refugee health requires a comprehensive perspective involving the 

political, economic, social, cultural, ethnic, and religious factors. Although this background 

guide will provide important facts and figures that form a structural framework on the issue of 

refugee health, remember that this guide is simply a launch-pad meant to steer and motivate the 

research process. Use the resources provided in this background to help motivate your journey 

into refugee health. 

 

 

 

 

 

 

 

 

Regards 

The MonWHO Theme Team 

2012 
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Part I: 
 

Refugee Health in Refugee Camps 

 

 

 

 
Above: Somalian refugees under the care of Médecins Sans Frontieres                   © Raphaël Sourt/MSF 

 

 

 

 

 

 

 

http://www.doctorswithoutborders.org/events/refugeecamp/press/canada.cfm
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The United Nations High Commissioner for Refugees (UNHCR) estimates that there 

were 10.55 million refugees at the end of 2010, with approximately 80 percent residing in 

developing countries.  Three-quarters of these refugees were residing in a country neighboring 

their country of origin and an estimated 30 percent of refugees resided in camps. (12) Many of 

the host countries have limited resources and capacity to meet the needs of refugees, and thus 

require the assistance of the international community. A rapid and massive influx of refugees is a 

humanitarian emergency, requiring an immediate humanitarian response to address urgent needs, 

which include but are not limited to:  water availability,  sanitation, food security, health care for 

acute disease states, and shelter (13-15).  

 

The WHO (16, 17) and Médecins Sans Frontières (MSF) (13, 14) emphasize the 

importance of a rapid, initial assessment at the start of a refugee emergency. Assessment refers to 

the collecting of subjective and objective information in order to identify level of damage and 

target responses to immediate population needs. The purpose of the assessment is to confirm the 

emergency, describe the type, impact and possible evolution of the emergency, assess the 

adequacy of local existing response capacity, identify needs, and recommend priority action for 

immediate response (16, 17). Guidelines have been developed by UNHCR, the WHO, and by a 

coalition of NGOs (the SPHERE guidelines) to create minimum standards for humanitarian 

responses so that a uniform baseline of quality of life can be maintained; however, these 

standards are not always adhered to (13-17). This section will focus on the health issues that 

arise in acute setting of a humanitarian emergency with an influx of refugees into a host country. 

Mental and reproductive health will be addressed in the section on protracted refugee situation. 

Issues in refugee camps will be specifically addressed as the needs of internally displaced 

persons and refugees that live within urban centers are much more varied and the responses of 

relief agencies in these situations are highly complex and often times, specific.  

 

Camp Design and Shelter 

The initial design of a refugee camp is vital for building the foundations of a viable  and 

sustainable camp. Overcrowding, poor sanitation, and poor site selection can result in increased 

transmission of diseases with epidemic potential (i.e. measles, meningitis). Adequately setup 

buildings  preserve human dignity by allowing privacy and offer increased security. In an 

emergency response, site planning and organization needs to take place rapidly;  provisions and 

infrastructure for health and nutrition facilities, water supply, and latrines need to be 

implemented within the first week, with a long term plan in mind that allow for transition to 

more permanent construction.  

Site selection: In most situations, refugees have already settled spontaneously on a site 

prior to the arrival of relief agencies, and relief agencies are then tasked with improving and 

2 Refugee Health in the Emergency 

Phase of a Humanitarian Response  
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reorganizing the existing sites. However, in rare instances, agencies are able to layout a camp 

before refugee arrival, or may even need to move an existing settled site if the conditions are 

averse to optimizing health. Though no site will meet all ideal requirements, minimum standards 

should be considering in the selection of the site. Surface water drainage and the risk of flooding 

should be assessed and mitigated (i.e. building drainage channels) to minimize the possibility of 

stagnant water and flooding of toilet pits, which both pose high risks for transmission of 

infectious diseases. 

¶ Vector control: Areas of potential breeding sites (stagnant water, low-lying areas, vacant 

buildings, etc) should be avoided or mitigated to reduce the impact of vector-borne diseases. 

¶ Space: The site must be large enough to provide a minimum of 45m
2
 usable space per 

person, with enough space between dwellings, space for health, nutrition and education 

centers, community spaces, water and toilet points and burial grounds. Enough space must 

also exist for future expansion in the event of a population influx. 

¶ Safety: The settlement itself should ideally be in a safe area at a reasonable distance from the 

border from which the refugees fled, as they are typically closer to war zones. Studies have 

found higher rates of mental health disorders, gender based violence, and lower general 

health in camps located in more dangerous areas.  

¶ Access:  To ensure reliable supply of relief assistance local road infrastructure and proximity 

to transport hubs need to be considered. Seasonal constraints, hazards, and security risks need 

to be assessed. 

¶ Local population: Identifying ownership of relevant land, including any buildings, and any 

customary/formal use rights is important in establishing diplomatic relationships with local 

people. Avoiding local tensions helps prevent restrictive refugee policies in the host area and 

allows for utilization of local resources and increased refugee self-reliance in a protracted 

refugee situation. 

Site planning:  While site planning does have minimum quantified standards (see Table 1) to 

maximize safety and health standards, an important qualitative consideration is participatory 

design, which considers cultural habits and social organization of the refugee population.  

Studies show that camps planned with the input of refugees, especially with input of vulnerable 

subgroups, allow the camps to be designed in keeping with existing cultural practices and to 

maintain traditional social networks. Refugees living in such camps have better mental health 

responses because they can maintain community ties.  

 

Table 1 ï Minimum standards for site planning  

Standard Min value Rationale 

Usable space/person 45m
2
  Minimize overcrowding for disease prevention, 

preserve human dignity Shelter space/person 3.5m
2
 

Distance between 

shelters 

2m 

Firebreaks 35m every 

300m 

Prevent rapid spread of fire  
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Another important design element is ensuring safe accessibility within the camp, 

including maintaining roads and pathways with lighting for improved security. Accessibility to 

health facilities is important to maintain universal availability.  Health facilities should include 

nutritional facilities for therapeutic and supplementary feeding centers, a general health center, 

multiple health posts distributed throughout the camp, a cholera a camp pharmacies, and if 

needed, a hospital,  . The cholera camp must be placed far enough away from other facilities and 

maintain its own water and sanitation facilities to prevent epidemic spread.  

 

Water, Sanitation, and Hygiene 

 Cholera is an example of a diarrheal diseases that can ravage refugees in the initial phase 

of a refugee crisis. One of the most sobering examples occurred during the Rwandan genocide: 

ñIn a matter of days in the summer of 1994, more than one million Rwandans trying to escape 

the ongoing genocide in their country tumbled into neighboring Zaire (today the Democratic 

Republic of the Congo). In the following weeks, despite a multi-billion dollar international aid 

effort, as many as 60,000 died from a vicious cycle of water shortages, disease, and, inevitably, 

cholera (18).ò The initial average crude mortality rate was 20 to 35 deaths  per 10,000 per day 

and was associated with an epidemic of Shigella dysenteriae (dysentery) and Vibrio cholerae 

(cholera) (19). Immediate response with bucket chlorination at untreated water sources, 

designated defecation areas, active case-ýnding through community outreach and oral 

rehydration. These measures were associated with a steep decline in death rates (a decrease of 5 

to 8 deaths per 10,000 per day) by the second month of the crisis (19).  

 

Evaluations of a 2005 cholera outbreak in Kakuma refugee camp in Kenya found that 

major contributing factors to increased mortality include  unequal water distribution and water 

usage from unprotected sources (20). Higher attack rates were associated with average water 

consumption of <11L/person/day (the camp average was 16L/person/day). Other risk factors 

included >20 people sharing a latrine, and less water collection and use on average (less water 

use = less water for hygiene) (21). Due to these types of outbreaks, the consensus across relief 

agencies was that the prevention of high mortality due to diarrheal disease epidemics relies 

primarily on the prompt provision of adequate quantities of disinfected water, basic sanitation, 

community outreach, and effective case management of ill patients (15, 20, 22-24). Furthermore, 

strong hygiene promotion maximizes and sustains water and sanitation interventions (23).   The 

main minimum standards for water and sanitation are highlighted in Table 2. 

  

Despite the importance of water and sanitation, the surveillance of whether those 

standards are being met has only begun within the last few years.  The results demonstrate that 

water supply, sanitation, and hygiene programs are the aspects of refugee responses with the 

largest gap in implementation (25). A study of UNHCRôs indicators from 2003 -2005 found that 

in refugee camps worldwide with available data, only 54-59% of the camps met the 20L/day 

UNHCR standard  (68-82% if using the 15L/day standard based on SPHERE guidelines), and 
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over a quarter of the camps had >20 people per latrine (20). A study of camps in six different 

African and Asian countries from 2004-2007 found wide variance, with ~100% of camps in 

Bangladesh and Thailand meeting UNHCR standards for >20L of water and 200 m distance to 

water access, and Uganda having <14L average water availability with 11% of camps meeting 

UNHCR standards for 20L of water/person/day, and only 2% of camps meeting the standard of 

population 200m distance to water access (24). A study of 90 UNHCR camps across 16 countries 

from 2006-2010, found that diarrheal disease is the 3
rd

 most common cause of mortality in 

children under 5 in UNHCR camps worldwide (15%), after malaria and pneumonia (26). 

 

 
Palestinian children from Baghdad living between the Iraqi and Syrian border at Al Tanf Refugee Camp.    

© UNHCR / J. Wreford / January 2007 

 

Poor water and sanitation has repercussions beyond the risk of diarrheal disease.  A 

survey in 2004 suggested that 42% of school-age children in Kyangwali camp, Uganda, were 

regularly diverted from school to help their mothers collect water (27). A 2004 nutritional survey 

report conducted in Sudanese refugee camps in Northeastern Chad noted that the mean reported 

time required for water collection was almost 6 hours, that most households used unsafe water 

sources, and that there was a high prevalence of malnourished children with  reported diarrheal 

diseases (28). An MSF report from northern Uganda similarly found that people had to queue for 

three hours a day for water with an average availability of < 3 liters per person per day.  Those 

searching for water outside the camps risked being attacked by Lordôs Resistance Army fighters 

and were therefore compelled to gather contaminated water from unhygienic sources. Thus, 

water and sanitation infrastructure also highlights the importance of meeting standards for 

http://www.fluidr.com/photos/unhcr/sets/72157610171331488
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ensuring safety of women and children (men very rarely are found responsible for water 

gathering in camps (23)) and for promoting education.  

 

Table 2 ï Minimum standards for water and sanitation (23) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Nutrition and Food Security 

In a humanitarian emergency where a refugee population has been displaced, there is a 

high risk of acute malnutrition
1
 due to 1) the sudden, massive decrease in food availability/ 

accessibility (i.e., lack of food while fleeing, disaster/war leading to decreased food supply, 

inability to purchase food), and 2) the impaired health environment (increased exposure to 

disease, decreased water supply, etc) (14, 29).  Acute malnutrition in an emergency setting most 

often leads to increased levels of direct morbidity and mortality but also compromises immunity, 

causing greater susceptibility to prevalent communicable diseases, resulting in increased 

frequency, duration, and severity of cases (30, 31). In the emergency phase of a refugee situation, 

the priority is to ensure distribution of adequate food rations to the whole population, and in 

addition implement targeted supplementary feeding for those at higher risk, particularly 

malnourished children, pregnant and breastfeeding women, the elderly, and people with health 

disabilities (i.e., people with HIV, tuberculosis, or physical disabilities) (14, 15, 29). The 

minimum requirements for general rations as outlined by SPHERE, UNHCR, and MSF 

guidelines include at least 2100kcals per person per day (14, 15, 24), with SPHERE further 

                                                      
1
 Acute malnutrition in the emergency phase refers to protein-energy malnutrition, which is a lack of sufficient 

caloric and protein intake. While micronutrient deficiencies are also an important issue, they are responsible for 
long-term disability and are not usually responsible for death due to malnutrition in the emergency phase. 
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requiring at least 10% total energy be provided from protein, 17% total energy provided by fat, 

and adequate micronutrient intake (15). As part of the initial needs assessment and continued 

surveillance, it is important to assess the nutritional needs, monitor the adequacy of nutritional 

intake, and whether distribution is reaching the entire population. (15, 32, 33).  

 

 Children with malnutrition are at 5 to 20 times increased risk of mortality than well-

nourished children(34). Thus, it is vital to identify children under 5 with moderate malnutrition 

(weight/height index between 2 and 3 standard deviations (SD) below normal mean for age) and 

severe malnutrition (weight/height index below -3 SD and/or edema) (32, 33); if needed, 

measurement of mid-upper arm circumference can be used (in children  under5, a MUAC less 

than110mm indicates severe acute malnutrition, which requires urgent treatment) (32, 33).  

Malnourished children once identified should be screened by a health care professional and 

enrolled in one of the following programs 

¶ Supplementary Feeding: Moderately malnourished children or pregnant/lactating women 

should receive a take home ration consisting of a fortified blend, fortified oil, and where 

possible sugar.  The ration should be designed to deliver between 1000 and 1200 Kcal, and 

approximately 40 grams of protein per day. Dry rations can be replaced with ready to use 

foods in some circumstances. High energy biscuits such as BP-5 should be used only until 

other resources become available, often in the first days of response. (32, 33) 

¶ Outpatient Therapeutic Care: Severely malnourished children with appetite and no 

complications should be enrolled in an outpatient therapeutic care program (OTP). Typically 

located in a front line health facility, children enrolled in the OTP should receive a simple 

medical evaluation, presumptive treatment for diarrhea, pneumonia, and malaria (where 

relevant), and Ready to Use Therapeutic Food (RUTF). After initial enrollment, children 

should return once each week for follow up and a new supply of RUTF. (32, 33) 

¶ Inpatient Therapeutic Care: Moderately to severely malnourished children with 

complications  should be admitted to an inpatient facility for close monitoring until 

stabilized. Inpatient care should follow standard WHO protocols for the treatment of  

malnutrition. Typical length of stay is approximately seven days. Once stabilized, the patient 

should be transferred into an OTP program within reasonable distance of their homestead 

(32, 33) 

The effectiveness of food aid programs is addressed in the protracted refugee situation section 

 

Communicable Diseases and Healthcare Services 

In the acute phase of a refugee emergency, between 60-90% of deaths in both adults and 

children under 5 have been attributed to four major infectious causes: acute respiratory 

infections, diarrheal disease, measles, and malaria where endemic (26, 30, 31, 35).  Acute 

malnutrition will exacerbate the morbidity and mortality of these diseases. Meningitis, other 

vaccine preventable diseases, HIV/AIDS, tuberculosis (HIV and tuberculosis will be addressed 

in the protracted refugee section as they require more long-term response strategies)(15), 
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parasitic and febrile diseases, infection of wound sites all impact refugees (30, 31). The three key 

aspects of communicable disease response are prevention and control of disease, case 

management of those infected, and surveillance. Prevention and control include appropriate site 

and shelter planning, water and sanitation, and immunization and vector control (30, 31):  

 

Diarrheal Diseases have accounted for more than 40% of these deaths in the acute phase 

of an emergency, with over 80% of these deaths occurring in children less than 2 years old (31). 

Outbreak investigations have shown that common sources of infections include fecal 

contamination leading to polluted water sources, contamination of water during transport and 

storage, the contamination of shared water containers and cooking pots, and contaminated food 

(30, 31). Prevention includes disinfecting water supply, ensuring sufficient soap and water for 

hygiene, and a rigorous hygiene promotion program to impress the importance of disease 

prevention. The appropriate storage and preparation of food is also important to prevent 

microorganism spread through food (30, 31). With diarrheal disease, it is important to 

differentiate the cause of disease as this affects management; for instance, short course antibiotic 

treatment is ideal for dysentery whereas cholera is best managed with oral rehydration therapy.  

Inappropriate management can lead to very high case fatality rates, as was seen in Zimbabwe in 

2008 (36).  

 

Acute Respiratory Infections, particularly pneumonia, are the main cause of morbidity 

and mortality along with malaria in refugee children under 5 years old (26). The frequency of 

these diseases is increased with conditions that favor respiratory droplet transmission, including 

overcrowding, indoor ýres, and inadequate shelter and blankets, especially in cold climates (15, 

30, 31). Acute respiratory infections also amplify the transmission risk for meningococcal 

disease through aerosol transmission of respiratory secretions during coughing and sneezing. 

Appropriate site planning to prevent overcrowding, shelter design, and non-food item provision 

(blankets, clothing) are important aspects of prevention (15, 30, 31). Vaccinations for measles, 

diphtheria, and pertussis also reduce the risk of acute respiratory infections: these vaccine-

preventable diseases not only cause acute respiratory complications but also diminish host 

immunity and increase vulnerability to secondary bacterial infections (31). Vitamin A 

supplementation during measles vaccination campaigns also acts as a protective factor for acute 

respiratory infection (37, 38); however, the most important case management for acute 

respiratory infections is short-term antibiotic treatment and good compliance. (30, 37).  

 

Vaccine preventable diseases in refugee emergencies include measles, meningococcal 

meningitis, poliomyelitis, and yellow fever. Measles immunization, especially in children, 

should be implemented immediately in all complex emergency situations. Measles vaccination 

campaigns are one of the most cost-effective interventions in public health, and previous measles 

outbreaks in refugee camps during the 1980s and 1990s in refugee camps lead to a concerted 

global effort to increase measles vaccination coverage. A UNHCR study in 2006 demonstrated  
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greater that90% measles vaccine coverage in refugee camps in Africa and Asia (24). Meningitis 

vaccinations are recommended for high risk populations, such as those in endemic areas or 

school age children (30). 

 

 

 

 

 IRC community 

health program 

officer in Dadaab 

vaccinating a young 

refugee against 

measles.  

 

Photo: PeterBiro/IRC 

 

 

 

 

 

 

 

 

Vector borne diseases include malaria, dengue, Japanese encephalitis, yellow fever, 

typhus, and trypanosomiasis. Vector control methods can be helpful in preventing disease, with 

interventions such as indoor residual spraying for malaria, insecticide-treated nets, and traps for 

tsetse flies (they are the vectors of trypanosomiasis (30, 31). However, vector control measures 

such as nets and spraying are only effective when the population is educated on proper utilization 

and preventative measures (30, 31). In malaria management, the ýrst priority is the 

prevention of mortality through early diagnosis and effective treatment of cases. However, 

increased resistance of P. falciparum (a mosquito species that carries and spreads  the parasite 

responsible for malaria in humans) to older antimalarials has lead to a change in protocol to 

artemesinin-based combination treatments in countries where resistance  have reached 15%. (30, 

31) These treatments are recommended by WHO for  refugees because they are highly 

efýcacious, safe, and offer good patient compliance. However, these drugs are also more 

expensive and thus without adequate funding, agencies are often unable to provide artemesisnin 

drugs to a large population (30, 31). 

 

 The response to these and other communicable diseases is highly dependent on functional 

healthcare services in the acute setting. These services have to have the capacity to cope with 

potential epidemics, provide curative treatment for the most common communicable diseases, 

and provide easy access to different levels of care for all members of the refugee population (14, 

15). Healthcare workers need to be trained to assess the most common types of diseases in the 

http://womensrefugeecommission.org/blog/1187-vaccination-campaign-reaches-vulnerable-refugee-children-in-kenya
http://womensrefugeecommission.org/blog/1187-vaccination-campaign-reaches-vulnerable-refugee-children-in-kenya
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region and if financially feasible, basic laboratory services should be set up to provide diagnostic 

feedback for diseases that need specific differentiation, such as strains of malaria(14, 15). 

Participatory assessment of healthcare provision by refugees in camps demonstrated that 

increased healthcare seeking behavior was associated with the education about the provision of 

services (39).Furthermore, ongoing health education by community health intervention teams 

about common illness recognition, significantly improve health-seeking behaviors and create a 

shift from traditional healer use to the use of camp healthcare facilities. Such participatory 

assessments are also important for pointing out refugee-perceived flaws in the healthcare system, 

such as long waits for certain health services, including lack of information on drug use, drug 

leakage to the market areas and patients not receiving all of the drugs prescribed (39). 

 

Conclusions:  Ideal standards versus realities on the ground 

 Though there have been vast improvements in emergency refugee response from the 

1980s and 1990s until present day, there are still a number of concerns that need to be addressed. 

One glaring problem is the lack of coordination and information sharing between the agencies 

that are involved in humanitarian response (40). Though there are two inter agency working 

groups ï  the United Nations Geographic Information Working Group and the IASC Task Force 

on Information Management ï  that have been established, neither have yet developed the 

informational standards required to effectively coordinate emergency responses (40). Another 

problem is the implementation of SPHERE/WHO/UNHCR standards of emergency response. 

These standards are not mandatory, and often times not feasible for smaller relief agencies. In a 

retrospective assessment of how well agencies met SPHERE guideline nutrition standards in a 

relief response to a Bangladesh flood disaster, it was found that agencies met between 8-83% of 

the specific SPHERE indicators, with variance attributable to varied resources available to the 

agencies, including differences in technical capabilities and trained healthcare workers (41). 

With such variability in the functional capacities of relief agencies as well as a lack of 

coordinated information sharing between agencies, it is difficult to effectively utilize data 

collected in camps and analyze strengths and weaknesses of humanitarian response at a broader 

scale. Yet concerted efforts to improve these very aspects in the emergency phase of a 

humanitarian crisis are crucial to ensure the wellbeing of a vulnerable refugee population.  

 

Questions to Consider: 

1. How could refugee camps be more secure? 

2. How long should refugee camps last? 

3. What and how should we supply the camps in order not to harm the local economy? 

4. Should mandatory vaccination be part of the initial assessment? 

5. Should some diseases prevent people from accessing the camp? 

6. With a limited budget, what should be funding priorities in refugee camps? 

7. Should camps have a capacity limit? What happens after capacity is reached? 
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Socio-Political Background 

 Somalia has been without an effective governing body since the 1991 military coup dôtat 

of the central govenrment. In 2006, the Islamist group Al Shabab gained control of much of 

Southern Somalia. The African Union Peacekeeping Mission sent 10,000 soldiers in Somalia to 

fight Al Shabab and protect the weak but internationally recognized transitional government. The 

Kenyan and Ethiopian governments also sent hundreds of troops to fight Al Shabab in 2011. In 

the summer of 2011, a combination of droughts, wars, and restrictions on humanitarian aid from 

Al Shabab put more than half of the countryôs 8 million inhabitants in a state of crisis. Hundreds 

of thousands fled to neighbouring countries, including Ethiopia.(42) 

 
A Somali refugeesô camp in Eastern Ethiopia                                             ©BBC 

 

Logistics and financial issues in the Somali refugee camps 

In January 2011, there were 91,100 Somalian refugees in Ethiopia living in four camps. 

The UN Refugee Agency (UNHCR) estimated that the number of refugees would rise to 126,300 

by December 2011. However, in the camps of the Dolo Ado area alone, the number of refugees 

increased from 50,000 in February 2011 to around 100,000 in July 2011,with an average of 

2,000 more refugees arriving daily. By November 2011, this number was reduced to 300, due to 

the rain and limitations on refugee movement imposed by Al-Shabab.  Due to increasingly 

violent clashes between the African Union and Al-Shabab, the number of Somali refugees 

reaching the Ethiopian camps is expected to rise and, by November 2011, the long-awaited fifth 

refugee camp was not ready. (43, 44) More than 80% of refugees living in the camps of Dolo 

Ado are below 18 years of age.(45) According to the UK Department for International 

Development (DFID) the journey of Somali refugees seeking to escape Al-Shabab and the 

famines does not end once they have crossed the Ethiopian border. They have to register with 

Refugee Health in the Emergency Phase of 

Humanitarian Response: Case Study 

Somali Refugees in Ethiopia 
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http://www.bbc.co.uk/worldservice/specials/1613_refugees_somali/
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UNHCR before they can have access to the camps, a process which can take up to three days, 

waiting in the open and surviving on one meal per day.(46) Upon arrival in Ethiopia, refugees 

have to pass through the Dolo Ado reception center, then the Transit Center before being settled 

in the Kobe camps.(47)  

 

In face of a growing number of Somali refugees, UNHCRôs budget has increased steadily 

over the past five years, growing to 120M for the year 2011, of which 69M are allocated to 

ñbasic needs and essential servicesò.(48)UNHCR works with local government agencies and 

with NGOs as implementing partners. For 2011, UNHCRôs objectives were to protect the 

vulnerable population, construct or improve water systems to increase water supplies to 20L per 

person per day, provide shelters in camps, provide primary health care, supply and manage 

essential drugs, establish laboratory services to prevent the spread of infectious diseases, and 

keep infant mortality and global malnutrition to a minimum.(48) Despite these lofty ambitions, 

the DFID described camp  conditions as ñ[é] appalling, with people surviving with little water, 

no shelter and in clouds of dust.ò(46) Overcrowding is especially concerning in transit camps, 

where more than 30 individuals often have to share one shelter. There are also issues of security 

due to lack of lighting in the camps.(47)  

 

Robert Fox, executive director of Oxfam Canada, explains that to address the issue of 

sanitation, water committees have been established with representatives from the refugees. These 

committees help build and maintain the latrines. This matter will not however be resolved unless 

cultural differences are addressed. Many of the refugees were indeed used to a semi-nomadic life 

before they landed in these overcrowded refugee camps. This means, for instance, that they have 

to be taught to relieve themselves in the appropriate sanitation facilities, and not simply out in 

the open. Refugees have furthermore been provided with food that is unfamiliar to them, thus 

requiring to teach them how to cook it properly.(45) There are no gender-separated bathing and 

sanitation facilities and water shortages often lead to conflict among refugees.(47) Doctors 

Without Borders (MSF) provides free health care in transitional refugee camps (e.g. offering 

measles vaccination for all children under 15). It also provides general and maternal health care, 

treats malnutrition and tuberculosis (TB) in its two centers, supports local hospitals and runs 

mobile clinics.(49)  

 

Major health issues in the Somali refugee camps 

 Most of the refugees that manage to get to the camps have been through traumatic 

experiences, are severely malnourished, unvaccinated due to years of instability, and harboring 

one or more infectious diseases.  For the summer of 2011, WHO reported high levels of global 

acute malnutrition (e.g. 47% in the camp of Dolo Ado) and several measles outbreaks. The latter 

is what most considers the greatest immediate threat to refugeesô health due to the high number 

of undernourished children and the quasi absence of vaccination. For the Kobe camp only, the 

average crude mortality was of 4.5/10,000/per day, and the average under-five mortality was 

15.4/10,000/per day. WHO concentrated its effort on relieving malnutrition and preventing the 
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spread of communicable diseases. It provided financial and technical support to train 33 health 

workers to deal with severe acute malnutrition and deployed staff into various camps to collect 

data for early signs of polio. It also delivered four watery diarrhea kits to the Dolo Ado camps (1 

kit = 100 severe cases or 400 intermediate cases of watery diarrhea). WHO also worked with the 

Ethiopian Ministry of Health to prevent the spread of malaria, but the country still remains short 

of the 2.7M long lasting insecticide treated nets needed to achieve universal coverage (50).   

                                              
ñSomali refugee Mohamed Ibrahim (right) 

prepares to bury his one-year-old son, who 

died of malnutrition in Ethiopia's Kobe 

refugee camp(51) .ò  

Photograph: Jenny Vaughan/AFP/Getty 
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Despite efforts from international as well as local agencies, the health situation of Somali 

refugees in Ethiopia remains critical. Although in the long term it might help with droughts and 

famines, the rain that poured in the fall 2011 now raises fears that cholera will spread within the 

camps. Furthermore, there have been reports claiming that, even though camps are well stocked 

with PlumpyôNut (a food given to severely malnourished under-five children) children are still 

dying of malnutrition. One explanation is that they might be selling it at local markets in 

exchange for other goods such as sugar. There is also an alarmingly high rate of gender-based 

violence within the camps. Many women were raped by Al-Shabab militants prior to their 

arrivals at the Ethiopian border, and once in the camps overcrowding increases the risks of such 

an occurrence repeating itself.  

 

There are no supplies of post-exposure prophylaxis (PEP) for HIV within the camps. 

However, centers equipped with emergency contraception and antibiotics to prevent and treat 

other STIs. Nevertheless, interviews with refugees have indicated that most of them would be 

extremely reluctant to reach for such services, fearing to bring shame to their families. Even if 

they were to request help following a sexual assault, it is uncertain whether they would receive 

the appropriate medical assistance. The majority of UNHCR staff has not been trained to address 

such issues and, as of July 2011, there was only one (male) health officer having received 

training for clinical care of sexual assault survivors. As the International Medical Corps reported: 

ñCurrently, no case management or psychosocial support services are available for [sexual 

assault] survivors at Kobe camp or the Reception and Transit Centers. Therefore, no referrals are 

yet available for a survivor who would report to health facilities or to UNHCR.ò(47) 

 

http://www.guardian.co.uk/world/2011/aug/16/somali-children-kobe-refugee-ethiopia
http://www.guardian.co.uk/world/2011/aug/16/somali-children-kobe-refugee-ethiopia
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Refugee camps are initially created as a temporary settlement for displaced refugees, with 

the intention of repatriation once the environment in the home country is deemed acceptable. 

However, in reality, refugee camps can exist for years, with the average age of camps is almost 

nine years; protracted refugee situations in the Middle East and Africa have existed for decades, 

with their average age reaching 20 years (24, 52). Children can be born and grow up within a 

refugee camp (52). Thus, the long term issues for refugee health in camps become less about 

immediate outbreaks and severe acute health problems, but rather about maintaining the health of 

a population over time. Important aspects of long-term refugee health include surveillance 

methods and response measures, training and maintaining sufficient personnel, providing 

sufficient food and non-food supplies, creating health programs such as family planning, prenatal 

care, immunization, dental care and mental health care (24, 53-57). Environmental and 

sociopolitical factors that affect healthcare must also be considered, such as funding, security 

especially in the context of conflict, and political relationships with the host country (58-60). 

 

The Political and Financial Strains of Protracted Refugee Situations 

The international health response to refugee emergencies is directing care and 

maintenance programs directed specifically at refugees in camps. Limited resources may go to 

host communities, but donors usually channel most of their funding through UNHCR and its 

implementing partner NGOs (61, 62). The NGOs and UNHCR then build health delivery 

structures that operate independently of the local ministry of health. Over a long period of time, 

the quality of services rendered becomes highly dependent on the ability of UNHCR and the 

NGOs to obtain funding (61, 62).  At the same time, the number of refugees may increase with 

protracted refugee situations, such that the funding for UNHCR is unable to keep up with rising 

costs. In December 2011, UNCHRôs projected budget requirements for 2012 were USD $3.59 

billion; thus far, they have been pledged USD $482 million total (63). Funding for specific 

refugee situations drastically differs depending on donor focus. For instance, during 2010, 

UNHCR was able to obtain less than 3% of the funds needed to provide basic relief items to 

Yemeni refugees and internally displaced persons (64). The large gaps in funding are translated 

into less provision of services, including provision of sufficient food, water, expansion of camps 

to prevent overcrowding, and employment of adequate healthcare personnel. 

 

Though an independent health services system may work in the short-term emergency 

phase, particularly if the host country systems are very weak, it can also engender an inequitable 

and inefficient use of scarce resources that depletes local resources and causes political tension 

between refugees, host communities, and supporting NGOs. (65-67). Tensions with local 

communities may arise; they may perceive refugees as receiving preferential treatment, 

especially if access to local social services such as health and education becomes increasingly 

4 Refugee Health in         

Protracted Refugee Situations 
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difficult for local rural populations while such services are mostly available in the refugee camps 

(65-67). Competition between refugees and the host population becomes worse as large refugee 

camps consume local resources at an unsustainable rate, often causing water scarcity, depleting 

forest reserves and agricultural deficits in host communities (68, 69). As a result, host countries 

place restrictions on refugee movement, confine them to camps that are often overcrowded, limit 

local employability, local education opportunities, and in cases such as Tanzaniaôs refugee acts 

enacted in the 1990s, even make marriage between locals and refugees illegal and prevent further 

refugee migration (66, 68, 70). The result is political and financial instability that leaves the 

health and welfare of involved refugees unstable as well, especially vulnerable populations like 

women and children (65, 66). 

 

 The actual feasibility of health services provision depends on how amenable the political 

environment is and how much funding the NGO servicing a refugee population is able to 

procure. Though the following do not always exist, there are important programs that should be 

put in place to target the evolving health needs of a long-term refugee population.  

 

Surveillance of Disease and Morbidity/Mortality 

As discussed earlier, refugee populations in an emergency settings are highly vulnerable 

to infectious diseases like tuberculosis, hepatitis, meningitis, malaria, cholera outbreaks, and 

HIV. Many of these infectious diseases remain prominent causes of death in the post-emergency 

phase; indeed the burden of disease in the post-emergency phase still includes malaria, 

pneumonia, diarrheal disease as three of the top causes of child morbidity and mortality (26).  

The implementation of disease surveillance programs helps track disease incidence and 

prevalence so that appropriate health responses can be mounted to prevent excess morbidity and 

mortality (56, 71). The rapid identification of outbreaks is essential in an overcrowded refugee 

camp setting, and the awareness of epidemiologic patterns of disease allow clinicians to better 

diagnose and treat their patients in the absence of laboratory facilities (56). The Directly 

Observed Treatment Short course (DOTS) tuberculosis screening program implemented in 

Bhutanese refugee camps in Nepal beginning in 1999 is a promising example of successful 

disease surveillance and the impact on health indicators.(72) One of the unique features of the 

DOTS program is the open collaboration and communication between the NGO groups servicing 

the camps and the Nepalese ministry of healthôs tuberculosis programs. The groups worked 

together to manage surveillance, funding, supplies and healthcare worker provision for the 

refugees and the host communities. The result was a high patient registration, a high mean 

annual follow up rate, and an associated high proportion of TB identification and cure (72). 

 

Monitoring of hospital discharge data, mortality and morbidity rates not only helps 

monitor disease trends, but can also pick up other important health impacts. For instance, in 

Cambodian refugee camps, a rising level of trauma in hospital discharge data lead to 

investigation of suicide attempts due to poor mental health and gender-based violence (56).  A 
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comparison of 52 different post-emergency refugee camps in seven countries found that 

statistically significant lower rates of child and under-5 mortality rates occurred in camps that 

had 1) more local health care workers per person, 2) camps further from borders or conflict 

areas, 3) camps closer to referral hospitals, 4) water supply >20L/person, and 5) camps with 

lower rates of diarrheal disease (73). In the same camps, data was collected on reproductive 

health indicators to compare reproductive health outcomes between camps and determine what 

services may have caused differences in neonatal mortality, low birth weight, and maternal birth 

mortality (74). Thus, surveillance of different health indicators becomes a key for developing 

health programs that are targeted towards vulnerable populations and specific health concerns 

that become illuminated with surveillance data.  

 

Nutrition Maintenance  

 The provision of sufficient food resources that both meet caloric and nutritional needs is 

vital in ensuring the continued health of a long-term refugee population.  In refugee camp 

situations, people are often dependent on humanitarian assistance and food aid, especially when 

hosting governments restrict refugeesô movement and employability. In these cases, it is of 

critical importance that food supply is regular, ensured and well-balanced (54, 57, 75).  The 

provision of sufficient calories allows for normal child growth, prevents wasting at all ages, and 

is especially essential to maintain health for people with TB and HIV(57). The inclusion of an 

adequate level of micro-nutrients is essential to prevent serious health consequences. Anemia 

due to iron deficiency is a huge public health issue has multiple health repercussions: it impairs 

cognitive development and immune function and causes growth stunting in children; during 

pregnancy it increases the risk of hemorrhage, sepsis, maternal mortality, peri-natal mortality and 

low birth weight; and in all ages, it causes increased susceptibility to diseases, especially to 

malaria (44, 57, 75, 76). Severe Vitamin A deficiency leads to decreased vision, blindness and a 

compromised immune system (54, 57, 75, 76).  Iodine deficiency is also of public health concern 

in most developing countries and pregnant women and young children are most vulnerable. 

Iodine deficiency/surplus is associated with stillbirths and miscarriages in pregnancy and with 

preventable brain damage in young children (44, 57, 75) 

 

Despite the health costs of nutritional deficiencies, higher than acceptable rates of 

malnutrition are present in many protracted refugee camps around the world (25, 44, 54, 57, 75-

79).  In 2006, the highest rates of malnutrition in UNHCR/WFP supported protracted-refugee 

situations were in Chad (18%), Eritrea (18.9%), Ethiopia (up to 19.6%), Kenya (up to 20.6%), 

Sierra Leone (16.0%) and Sudan (16.0%). Of the protracted refugee situations worldwide, only 

the camps in Africa have malnutrition rates consistently above 15%, while the Asia camps 

usually level out below 12% (57, 75). In Bhutanese refugee camps, high levels of acute 

stomatitis in children were found in correlation to riboflavin (vitamin B2) deficiency (79). In a 

case study of Burmese refugees in Thailand, the intake of vitamins A, B1, B2 and C and of 

calcium ranged from 24.2% to 53.1% of Recommended Dietary Allowances (RDAs), and over a 



   

23 
 

third of children under 5 were underweight and another third were stunted; older children and 

adults also had elevated rates of low body mass index (BMI) and stunting(54). Refugee camps all 

over Africa have demonstrated higher rates of iron-deficiency anemia, hypothyroidism due to 

iodine deficiency, and other micronutrient deficiencies as well as stunting and wasting (44, 57, 

75-77). 

 

A doctor examines a 

child suffering from 

malnutrition at the Ifo 
hospital in the Dadaab 

refugee camp, Kenya.  

 

Photo: Pei Guangjiang 

 

 

 

 

 

 

 

 

There are many complex, interwoven factors that lead to the persistence of malnutrition 

in protracted refugee situations. An underlying issue that must always be considered is funding. 

Donors to UNHCR and WFP are less likely to continue providing funding in a protracted refugee 

situation, especially if they do not see improvement in indicators with the money already 

provided. New strategies need to be developed to improve donor support and implement 

important nutritional programs(57). In the camps themselves, one major issue is the use of 

inappropriate food rations in the supply of protracted refugee camps. Many camps still depend 

on emergency-phase food rations, which are formatted to have high energy content but are not 

fortified with micronutrients; camps with these rations have higher levels of micronutrient 

deficiencies (57, 77). In contrast, routine inclusion of fortified blended foods (FBF) with 

appropriate nutrient supplementation in food aid is associated with lower levels of stunting 

among populations receiving that food aid (57, 77, 78).  Not only should food rations be fortified 

with important micronutrients, they should be culturally appropriate so that refugees will actually 

use them. Cereals and beans will be traded out to local communities for more culturally 

acceptable items if the refugees do not like them, which can pose a challenge if the goods traded 

for are not nutritionally adequate (57, 75). It is vital when trying to correct malnutrition to 

identify the specific factors causing the malnutrition.  

 

 Another major issue is the lack of technical capacity and nutrition surveillance by 

UNHCR, the World Food Programme (WFP) and contracted NGOs. There is an overwhelming 

lack of nutritionists on staff at camps, or even regional country posts, to oversee nutrition 

http://english.peopledaily.com.cn/90777/90855/7586689.html
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programs and analyze proposed changes in rations. Unlike the surveillance programs for 

infectious diseases, there is a lack of regular and consistent nutrition surveillance and 

monitoring. Malnutrition may thus only be picked up if a refugee presents to a health centre with 

a disease that has been exacerbated with the presence of malnutrition. Furthermore, there is a 

lack of emphasis placed on health priorities that are interwoven with appropriate food rations. 

The maintenance of SPHERE indicators for water quantity and quality are important to provide 

sufficient clean water for consumption and for cleaning and cooking food. Many protracted 

refugee situations in Africa do not meet the SPHERE minimum guidelines of 20L of water per 

person (24, 57). There is also a lack of adequate nutritional intervention programs in some camps 

for children with moderate to severe malnutrition, with camps in Kenya and Ethiopia in 2006 

seeing only 20-30% of malnourished children being treated at feeding centers. (57) 

 

 

Another issue to be considered is the ability of refugees in protracted situations to pursue 

their own livelihoods and cultivate their own agriculture. In host countries that support or 

encourage refugee productivity, such as Zambia, Nepal and to some extent Bangladesh, refugees 

are far more self-reliant, independent, and by extension, healthy (57). Currently, very little 

programming dollars are targeted towards aiding refugees achieve self-sufficiency; furthermore, 

UNHCR and WFP need to work with host governments that are reluctant to allow for refugee 

agricultural initiatives in order to encourage these programs (25, 57). Host governments would 

need to relax strict encampment policies, allow for agricultural production (such as the 4 km 

planting belt established in Tanzania) and authorize income generating activities in-camp or 

formal sector employment outside of camp (24, 25, 75). Multi -story gardening and other micro-

gardening initiatives offer opportunities for refugees to produce for their own needs, diversify 

their diet, and add much needed micronutrients to the donated food. They also allow for the 

integration of nutritional education, income generation, and community health promotion (24, 

57). 

 

Reproductive Health Services 

 Reproductive health services in protracted refugee situations include ensuring safe 

pregnancies and deliveries, meeting family planning needs, preventing and treating sexually 

transmitted infections (STIs) and HIV/AIDS, and preventing and responding to gender-based 

violence (GBV). In many protracted refugee situations, prenatal and postnatal health [as 

measured by crude birth rates, low birth weight, neonatal mortality, and maternal mortality] is 

considerably lower than host countries, countries of origin, and the refugee camps data during 

emergency phase. (80, 81) Situations with worse indicators of prenatal and postnatal health often 

have higher rates of maternal malnutrition, higher levels of conflict, and less funding for 

reproductive health programs. Thus, it is important to ensure the continued quality of maternal 

health programs, including the training of reproductive health workers, the provision of maternal 

education, and the encouragement of prenatal health visits (80, 81).  
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Gender-based violence: GBV is a recognized weapon of war that is used as a method of 

subjugation via humiliation (82). It is also not uncommon for armed men to perpetrate GBV 

within the camps or harm relief workers (82, 83). Women and children are targeted both within 

camps or when they venture outside the camps to gather supplies such as firewood or water (82).  

Gender-based violence also is also perpetuated by intimate partners within the domestic setting, 

however, and is largely due to a combination of cultural factors and psychological stressors 

including PTSD, depression, and helplessness. (83-85) 

 

GBV has both physical and mental health repercussions, and the health consequences of 

GBV are compounded when rape survivors, especially young unmarried girls, do not seek 

medical attention because of shame, or avoid medical assistance for births and infants that result 

from rape (86). After conflict-related GBV, women and girls are left with extreme pain and deep 

internal tears. Without medical or surgical intervention they may suffer traumatic fistulae (87) (a 

traumatic fistula is an abnormal opening between the reproductive  tract of a woman or girl and 

one or more body cavities or surfaces) and permanent damage to the uterus and vagina; they may 

also contract HIV or other sexually-transmitted infections, or have an unintended pregnancy that 

may end in an unsafe abortion (82, 84, 87). Long term medical repercussions of GBV include 

uterine prolapse, infertility and miscarriages (84, 87). The mental scars of GBV are also severe 

and include increased levels of anxiety disorders, shame, post-traumatic stress, depression, loss 

of sexual pleasure, fear of sex, suicidal ideation, and suicide (84, 87). Loss of function in society 

is also observed, due to the psychological and social consequences. Negative social outcomes for 

survivors can include social stigmatization: victim blaming, rejection by husband, family, or 

community, and isolation. Entire families may suffer social ostracism due to humiliation from a 

womanôs rape. GBV also has implications for healthy child development, as it can affect 

women's productivity and their ability to care for their children and themselves (82, 84, 87).  

 

Though the Minimal Initial Service Package outlined by the Inter Agency Working 

Group Field Manual on Reproductive Health in Refugee Situations (88) provides a framework 

for response in acute emergency settings, it is crucial that programs be continued throughout the 

life of a refugee camp (83, 84).  Trained female community outreach workers, the availability of 

confidential healthcare access, psychosocial support for victims of violence, and culturally-

sensitive rehabilitation programs for women and their families have been shown to improve 

levels of morbidity (82, 84, 85). Surveillance and monitoring programs should be developed to 

keep track of incidents, and camp security should be maintained, including lighting of food and 

water access points and paths as well as security personnel (35, 36). Codes of conduct should be 

enforced in the refugee camps for refugees and personnel (35, 36). 

 

HIV/AIDS and other STIs: HIV/AIDS is another major issue within refugee camps and 

IDPs. Because of rampant gender-based violence in times of emergency and conflict, there is an 
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increased risk of transmission of STIs. Moreover, the social stigma attached with HIV/AIDS 

often prevents people from getting tested and receiving treatment. Providing anti-retroviral 

therapy (ART) to those who are HIV positive early in the course of disease improves survival 

and reduces illness, particularly tuberculosis, which is the leading cause of death of people living 

with HIV/AIDS (89). Expanding access to earlier treatment also reduces transmission from 

mother to child (89). Furthermore, the ability of aid agencies to buy HIV drugs at low cost has 

been hampered by a reduced donor commitment (89). After the implementation of emergency 

HIV prevention programs, studies have found that education programs are important sources of 

HIV and STI control. Peer education formed a great deal of behavioral impetus for HIV-

prevention measures; young men and women who heard about the importance of condom use 

and partner monogamy from peers were more likely to pursue such behaviors (89-92). However, 

peer education when mixed with cultural misconceptions also had the potential to lead to 

unhealthy sexual behaviors (89-92). Thus, the pursuit of peer education mixed with culturally 

sensitive formal education is important in providing correct, accessible information. Education is 

especially important for young males, who when interviewed often demonstrated lower 

perceptions of HIV risk than did women of the same age cohort (90, 92). For STI prevention as 

well as family planning, condom availability should be ensured and readily accessible (with 

confidential access available), and cultural conceptions about condom use need to be addressed 

to encourage condom use (89-92).  

 

Family Planning: Family planning becomes important in protracted refugee settings due 

to limited camp spaces and to ensure the health of mothers and infants partum and postpartum. 

However, there are cultural barriers that often arise in the breaching of family planning with 

different groups. In the instance of Palestinian refugees, the concept of family planning has been 

tied to the political situation. Before the second Intifada and the more recent skirmishes and Gaza 

restrictions, family planning and other reproductive health services were more widely available 

(93). However, with the increasing regional conflict, donors withdrew funding for reproductive 

health services so only basic maternal health services were covered; as well, the conservative 

shift of the culture to favor large families in support of the intifada has led family planning 

measures to be perceived as a form of Western-imposed population control programs (93). In 

camps in Sudan, the concept of family planning was also considered culturally foreign due to the 

societal importance placed on large families as a method of support (94). Among young Burmese 

refugees having grown up in Thai refugee camps, concepts of family planning such as how to 

use and access condoms and oral contraceptive pills, how pregnancy occurs, and what sexual 

practices (i.e. forcing sex on a girl) are acceptable were not integrated into education in the 

camps. Consequently, reproductive health surveys showed very low understanding of family 

planning in this subpopulation (95). However, these surveys demonstrated a high response rate 

for wanting formal education (95). Thus, family planning programs in protracted refugee 

situations are highly dependent on the availability of programs, the education on how to utilize 

family planning programs, and the ability of programs to find an appropriate cultural interface to 
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encourage family planning. The stability of environment surrounding the camp and donor 

responses will also impact the success of these programs (83, 93, 95). 

 
Women awaiting reproductive health services                                                               ©UNHCR/N.Behring 

 

Mental Health of Refugees in Prolonged Refugee Situations 

The mental health status of refugees is not immediately addressed in the emergency 

phase of a humanitarian response due to the immediate priorities of establishing basic survival 

needs such as provisions for food, water, shelter, and the treatment of acute health problems. 

Once refugees enter into the post-emergency phase, psychological disorders due to traumatic 

exposures become apparent as a key issue impacting the wellbeing of refugees. Studies of 

Afghani, Burundi, Kakuma, and Rwandan refugees have documented 50% and higher levels of 

mental disorders directly correlated to trauma (96-98). Post-traumatic stress disorder (PTSD) was 

the main disorder diagnosed, with up to 80% of the Afghani refugees exposed (48, 49).  The high 

levels of PTSD as well as presence of anxiety and depression are reflected in other literature on 

refugee mental health in camps (59, 97-104). Camp life also contributes to the exacerbation of 

mental disorders. The stresses of living in overcrowded settlements, of dependence on external 

aid, of the inability to be self-sufficient, of uncertain safety (especially in women exposed to 

gender-based violence), and of the undermining of traditional family and community structures, 

all decrease resilience and lend to feelings of hopelessness and depression (24, 104, 105). The 

impact of long-term chronic refugee situations compounded with exposure to conflict has 

deleterious impacts on youth. Studies of Palestinian, Cambodian and African youth have 

demonstrated decreased resilience in youth from chronic mental stressors; these youth then 

demonstrate higher levels of aggression, cynicism, a more negative worldview, and less ability to 

interact productively in society and with others (59, 99, 101, 103, 106, 107) 

 

Focus on the identification and treatment of mental health of refugees is still rudimentary, 

with no mandated development of community mental health interventions. However there is a 

growing recognition of the importance of mental health management due to the ability of mental 

health disorders to create severe handicaps on the development, productivity, and overall 

http://www.unhcr.org/pages/4ae95d226.html
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wellbeing (25, 102, 105, 108). Recent studies have shown that the development of community 

healthy interventions, with trained psychiatrists as well as indigenous healers and mental health 

workers trained from the local population, can have an impact on decreasing the incidence of 

PTSD and other mental health disorders(98, 102). The use of various models of therapy, from 

cognitive behavior therapy to trauma counseling, has shown potential ability to provide reduction 

of symptoms and relief to refugees(108). At the same time, the mitigation of everyday stressors 

through education, recreational activities, encouraging family and community development, and 

supporting self-reliant practices also has proven mental health benefits (24, 104, 105, 107).  

While studies with long term follow-up are necessary to cement best practices, the recently 

published Interagency Standing Committee Guidelines on Mental Health and Psychosocial 

Support provide a multi-tiered approach to addressed mental health stressors within refugee 

camps at the emergency and post-emergency phases (105).  

 

Conclusion: Towards Sustainable, Healthy Solutions in Protracted Refugee Situations 

 The nature of refugee situations around the world is changing. The majority of those 

displaced are internally displaced persons (67). Refugees exist not only in camps but increasingly 

seek refuge in urban centers of host countries, where they are exposed to further food, livelihood 

and safety insecurity(66, 67). Protracted refugee situations lasting a decade or more have become 

the norm as stalemates between NGOs, host countries, and the unstable home countries 

continues.  There is growing recognition that humanitarian actors, such as UNHCR, cannot 

independently resolve PRS. A solution to chronic displacement requires the sustained 

engagement of a broader range of political, security and development actors both inside and 

outside the UN system, and potentially building on new initiatives such as the launch of the UN 

Peacebuilding Commission and the One UN development initiative to foster durable, peaceful 

solutions in host countries and in countries of origin(66, 67). Until lasting solutions to end 

protracted refugee situations can be found, it is imperative that humanitarian organizations 

transition to more sustainable approaches to maintaining refugee livelihoods. Working closely 

with host countries is vital to allow less restrictive encampment policies and develop mutually 

beneficial health and education programs. Organizations also need to channel programs and 

funding towards encouraging refugee self-reliance, including agricultural programs, community 

building, and training refugees to fill health, sanitation, logistics, and other vital camp positions. 

These actions reduce funding and staffing burdens on organizations whilst capitalizing on a vast 

resource of human potential and promoting resilience within the refugee community 

 

Questions to consider: 

1. Are the SPHERE guidelines applicable in protracted refugee situations? 

2. What strategies should relief agencies look towards to retain funding for important 

programs? 

3. What should be the role of NGO and the WHO in shaping the health infrastructure of 

host countries? 
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Socio-political Background 

 The Lhotshampas is a Nepali-speaking minority population of Bhutanôs southern regions. 

They are relatively well-educated, with 40% reported as students and 35% speaking English. In 

the beginning of 1990s, discontent grew towards the hereditary monarchy in place in Bhutan due 

to the lack of any political representation and the omnipresence of Buddhist culture. The 

monarchy established citizenship, linguistic, and cultural laws favouring the ruling Dzongha 

majority in a wave of nationalization. In face of discrimination and forced displacement, about 

one fifth of Bhutanôs population fled to nearby Nepal. By September 1995, Nepal had accepted 

nearly 90,000 Lhotshampas, with virtually no arrivals after that date. Leaders of Nepal and 

Bhutan had promised to start repatriating the refugees before Bhutanôs first elections in 2008, but 

there has been very little progress on this issue.(109) 

 
Figure 1: Map of Nepal with UNHCR facilities                    Source: UNHCR Global Appeal 2011) 

 

Logistics 

 In January 2011, UNHCR reported 73,300 Bhutanese refugees in Nepal (58,200 

predicted for December 2011), living in seven different camps.(110) In 1992, at the peak of 

refugee arrivals, there were 600 refugees reaching Nepal every day. (111) With the recent 

resettlement of thousands of refugees to third countries, camp population has been shrinking and 

UNHCR is expecting to eventually merge the camps. Currently there are still around 80,000 

Lhotshampas leaving in Bhutan, and potential political tension in Bhutan would possibly bring a 

new wave of refugees to Nepal. (112) 

Human Rights Watch reports that ñalthough Nepal has permitted the refugees to stay on 

its territory, it has, to date, ruled out local integration as a durable solution. The Nepalese 

5 Refugee Health in Protracted 

Refugee Situations: Case Study 

Bhutanese Refugees in Nepal 
 

http://www.unhcr.org/4ec231050.html


   

30 
 

authorities deny Bhutanese refugees the right to freedom of movement, and prohibit them from 

seeking employment and from engaging in income-generating activities, even within the 

confines of the camps. The Nepalese government has thus forced the refugees into a situation of 

complete dependency on the support of the international community for their survival.ò(113) 

However, even though it can and has been prohibited in the past, daily escapes out of the camps 

are relatively tolerated by the Nepalese authorities. Because the refugees share a common 

language with the local population, some refugees are able to find low-wage labour. There are 

also thousands of educated English-speaking refugees who find work in boarding schools 

throughout Nepal.(110) 

 

 In July 1992, UNHCR, Save the Children-UK, and the CDC helped establish a 

surveillance system to monitor morbidity and mortality within the camps. UNHCR works with 

several NGOs as implementing partners: the Lutheran World Federation (LWF) manages 

infrastructure maintenance and water delivery, the Nepal Red Cross Society provides kerosene, 

and administers home-gardening programs and sanitation within the camps, the Association of 

Medical Doctors of Asia (AMDA) provides health care, and CARITAS provides education. 

UNHCR also works with the Nepal Bar Association, Jhapa District Council local administration 

and Jhapa District Public Health Office (DPHO). The World Food Program (WFP) provides food 

and runs income-generating activities in the camp.
 
The UNHCR has a budget of 16M, of which 

6M is devoted to basic needs and essential services, for the year 2011.(110, 114) Due to the 

increasing reluctance of the international community to support a situation with no sustainable 

solution in sight, UNHCR and its implementing partners had to make difficult budget cuts in 

essential services such as food, fuel, and medical care. (113) In 2006, the World Food Program 

came dangerously close to ñcutting food rations that were already barely sufficientò before the 

US, Canada, and the European Commission made a stopgap donation to the program.(111)  

 

Human Rights Watch furthermore reports that some services which used to be provided 

to all camp refugees are now allocated only to the most vulnerable. One such example is material 

to repair roofing. The problem of leaky roofs has led to increased overcrowding in shelters 

during the rainy seasons and difficulty in teaching at school. Budget cuts have also brought 

CARITAS to stop distributing free clothing since 2002 and in 2005 UNHCR replaced kerosene 

fuel by smaller rations of coal briquettes. The latter change has forced many women and children 

to cut firewood outside of the camp, thus leading to conflicts with the local population. The 

removal of kerosene fuel moreover means that young Bhutanese refugees attending school can 

no longer study in the evening since kerosene was also used for lighting.(113) 
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Bhutanese refugee camp in Nepal                                                           Source: DipNote 
  

 
In mid-January 2008, the Nepalese government agreed to issue exit permits for thousands 

of refugees, thus opening the door for the process of resettlement. Countries which accepted 

refugees included the US, Canada, Australia, Denmark, the Netherlands, New Zealand, and 

Norway.(115) UNHCR has been working with the International Organization for Migration 

(IOM) and the Government of Nepal to coordinate the resettlement process. By the middle of 

January 2011, 41,114 refugees had been resettled to a third country. Nevertheless, there are 

some, like Dr. S. Chandrasekharan from the South Asia Analysis Group, who wonder ñwhat 

would happen to those who would be left in the camps after the resettlement? While the UNHCR 

has promised to provide necessary reliefs, it cannot continue indefinitely.  

 

Some political groups are openly against the resettlement process, going as far as 

threatening those intending to resettle. These anti-resettlement groups claim that leaving the 

camps will annihilate their chances of ever going back to Bhutan. There have been reports that 

refugees are extremely reluctant to publicly announce their interest in resettlement by fear of 

repercussions. Lack of information also appears to be a major hindrance to the resettlement 

process and has given rise to the most frivolous rumours. For instance, anti-resettlement groups 

claim that the US will take Bhutanese refugees only to forcefully enroll them to fight in Iraq. 

There are also major concerns related to the issue of citizenship. Bhutanese refugees are afraid 

that they will migrate to the US only to find their citizenship status withdrawn in a few years, 

akin to what happened to them in Bhutan. Finally, there are some refugees, especially among the 

older, that simply do not want to face the challenge of adapting to a foreign language and 

culture.(113) Resettlement is expected to impact the workforce, and in particular the availability 

of health care workers. Health care workers were indeed more inclined to resettle than the 

average for the rest of the population, which might lead to a diminution of health care workers 

per capita (Figure 1). Despite these concerns surrounding the resettlement process, it had some 

http://blogs.state.gov/index.php/site/entry/us_role_refugee_resettlement
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positive impacts on the health of the population remaining in the camps, for example by 

diminishing overcrowding, crime in camps, and competition for resources. (116)
 
 

 

Figure 1: Interest in resettlement by occupation  

 

 
Health Issues 

 Camp refugees initially had to face measles, cholera, tuberculosis, malaria, diarrhoea, 

scurvy and beriberi.(111) However, within less than a decade the situation had greatly improved. 

In 1995, the TB control strategy plan known as DOTS, the international standard for TB control 

programs, was introduced within the camps. A DOTS committee was formed under each clinic 

and the DHPO supplied all logistics (drugs with 4-month buffer stocks, TB registers, TB 

treatment cards, microscopes, reagents, etc). Between mid-July 1999 and mid-July 2004, 1214 

patients with TB were notified within the program with a treatment success rate of 94%.(72) By 

2007, the crude death rate within the refugee population was 3.26/1000/year, infant mortality rate 

was 11.46/1000 live births and the mortality rate in children under 5 years is 17.19/1000 live 

births.(117)  

 

A study published in the American Journal of Nutrition in 2002 revealed that 62.2% of 

refugees reported having a kitchen garden. The diet is rich in lentils, potatoes, and green 

vegetables, but poor in meat, fish, eggs and milk products. On the other hand, such a prolonged 

stay within the camps has led to nutritional deficiencies. In January 1999, a vitamin-fortified 

cereal was withdrawn due to program constraints. A study showed that there was a concurrent 

six-fold increase in angular stomatitis between December 1998 and March 1999. The same study 

also showed that 21.4% of adolescent living in the camps had low levels of vitamin B-12, 51.1% 

http://www.austcare.org.au/media/56970/arcnepalbp-lowres.pdf
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had low tissue iron, and 24.1% had low haemoglobin.
 
(79) The introduction of coal briquettes in 

replacement of kerosene fuel has furthermore raised issues of eye, skin and respiratory tract 

irritations due to the thick smoke its combustion produces. (113) 

 

In regards to mental illness, in 2006 UNHCR reported that ñthe protracted stay, lack of 

meaningful work opportunities and no apparent prospect of solutions fuel frustration and alter 

social and political attitudes within the refugee community. Pressure on primary health centres 

grows, with increased prescriptions and referrals for further treatment for an ageing and anxious 

population; there are more chronically ill and psychiatric patients than ever.ò(118) 2,331 camp 

refugees were subjected to torture before they fled from Bhutan, the most common form of 

torture being severe beating (97%).(119) Sampford, in the book Protracted Displacement in 

Asia: No Place to Call Home, reports ñexploitation by aid workers, domestic violence 

perpetrated by male relatives in the camps and impregnation of young refugee girls by camp 

teachers.ò(113) For instance, as ration cards are made in the name of the husband, the latter 

might threaten his wife to prevent her from getting her ration if she disapproves of his 

polygamy.(120)  

Questions to Consider 

1. Compare and contrast the issues related to mental illness in the two case-studies 

presented. How should health care workers adapt to these differences? Find ways to 

improve the treatment of mental illness in both cases. 

2. In his paper Distinguishing Means and Ends: The Counterintuitive Effects of UNHCR's 

Community Development Approach in Nepal, (114) Robert Muggah criticizes UNHCRôs 

community approach which, in summary, consists of ñsharing its workloadò with 

implementing partners in order to reduce costs. Referring to the two cases presented 

above and keeping a focus on refugee health, do you think this is a good solution, or do 

you think it would be preferable to have as less organizations as possible to avoid 

confusion. Again referring to the Bhutanese and Somali case studies, were implementing 

partners provided with clear guidelines and objectives regarding refugeesô health? 

3. Are there any examples within the Bhutanese and Somali case-studies that suggest a 

better understanding of cultural differences would allow for a more efficient and humane 

provision of health care to these populations?  

4. In both cases presented, the refugees escaped their countries and established themselves 

within population that were economically poor. How did this impact the relations 

between refugees and the host community? What if the health conditions of the refugees 

were to improve so much as to get better than their host community? 
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Part II: 
 

Refugee Health and Resettlement 

 

 

 

 

 
A caseworker prepares a resettlement referral for a refugee father and his son                    Photo by JEL © 
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Less than 1% of refugees are actually selected for resettlement in a third country; in 

reality most refugees remain in refugee camps for months to years. To be considered for 

resettlement, refugees are identified by the United Nations High Commission for Refugees 

(UNHCR) or a government or non-governmental organization working in the camps. Later, they 

undergo an interview with an immigration officer representing the resettlement countries, and a 

medical examination to ensure they are eligible. They are matched with resettlement agencies so 

upon arrival in the new country, resettlement agencies provide help with food, housing, 

employment, counseling, medical care, and other immediate needs for a limited time 

period.(121) Most refugees are resettled in the United States, Canada, Australia or Western and 

Northern Europe as these countries have ratified UN charters to provide legal and physical 

protection for refugees and assist them in becoming naturalized citizens.(122) However, many 

refugees also end up resettling in the host countries that they were displaced to. For asylum 

seekers, the process is very different:  they circumvent the application process and travel by 

whatever means they can (often utilizing dangerous routes or contracting with human smugglers) 

to a resettlement country, where they request asylum. They then undergo a process of legal 

consideration of their asylum status, during which time their health and political rights vary from 

country to country.  

 

Refugees and asylum come to resettlement countries with a vastly different host of health 

problems than the countriesô native-born populations.  They often come from conflict areas and 

long term stays in refugee camps, with varied access to adequate health care. (123) Many have 

experienced trauma, including torture, family separation, violence and rape (123-126).  

Refugees, especially asylum seekers, have higher rates of dangerous infectious diseases such as 

parasites, tuberculosis, and hepatitis B, as well as high rates of dental and nutritional problems 

and certain chronic diseases (123-126). While infectious diseases are [usually] treated when 

refugees arrive to their host countries, mental, dental, and nutritional health as well as chronic 

diseases such as hypertension and diabetes are often overlooked (123, 124). Refugees then 

undergo increased stress in their new country due to variables like language barriers, difficulty 

navigating their new countryôs health and social infrastructure, financial insufficiency, and 

sometimes detention for months to years before being allowed to settle (123, 124). These barriers 

and personal experiences affect their mental and physical health directly but also indirectly 

impact their health by limiting access to health care, access to services, and access to sufficient 

employment to maintain a healthy lifestyle.  The purpose of this section is to explore some of the 

factors that influence the health of refugees as they settle into their resettlement countries. 

 

 

 

6 Refugee Resettlement and 

Refugee Health 
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Logistics of resettlement and its impact on health 

 Two models dominate countries' approaches to funding resettled refugees: government 

partnerships with NGOs and central/local government partnerships. Most of the time, the private 

sector does not participate in funding beyond providing potential private sponsorships or funding 

donations to NGOs (127). Most Western resettlement countries recognize [at least in written 

policy] that resettled refugees will have special needs that extend beyond the short term, which 

are unlikely to be met by services provided to nationals. Examples include interpreting and 

translating service and language training programs. Such programs are generally funded (though 

not necessarily implemented) by central governments. However, in both funding models, 

assistance to resettled refugees granted resident status is usually time limited (127), with the 

intent of  encouraging refugee integration and self sufficiency whilst economizing government 

spending on refugee programs.  For instance, the United Statesô Refugee Admissions and 

Resettlement Program provides a maximum of eight months funding for refugees(127, 128), 

whilst in Canada support programs and funding via Citizen and Immigration Canada are usually 

terminated at twelve months (129) , with an average of three months  for the Interim Federal 

Health Program (130). Limited funding extensions may be given by countries to refugees who 

apply and demonstrate extreme extenuating circumstances (127).   

 

 Critiques of current funding point out that the amount of funding and/or length of funding 

time are insufficient to adequately meet the needs of refugees acclimating to a new country and 

to allow them to reach self-sufficiency (127, 128, 131-133).  One of the largest problems is 

difficulty finding adequate housing.  Rent rates, long waiting lists for government-funded 

housing, and limited monthly funding make it harder for refugee families, especially single-

parent households, to obtain affordable accommodations (131, 134-141). Refugees end up 

spending a large portion of their income on rent, leaving little in the end for basic necessities 

such as food and clothing, and ultimately even less for healthcare costs (131, 134-141). 

Homelessness is determined in large part by the extent of existing ethnic community support, 

with more support preventing extreme levels of homelessness (136); those who are not homeless 

frequently end up in overcrowded housing that may be substandard in terms of heating, 

insulation, and ventilation (134-137). Such poor housing can pose a health risk for refugees. 

Some researchers argue that housing is a key social determinant of health and quality of life and 

is linked to social activity, economic activity and general well-being (142). A review of 45 

studies from the 19
th
 century till 2007 found that improvements in general, respiratory, and 

mental health were demonstrated at variable levels following housing improvements, especially 

with improvements in warmth. Many of these  studies reported that  housing improvement was 

associated with positive impacts on socioeconomic determinants of health (143).  

 

Low socioeconomic status of resettled refugees and the impact on health 

There is a distinct economic gap between immigrants and refugees with refugees on 

average having much lower income and lower standards of living (132). Refugees make less on 
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average than non-refugee immigrants (an average $17.66 per hour versus 11.71 per hour 

according to the US New Immigrant Survey (132)). The New Immigrant Survey also found that 

a much lower percentage of refugees (25.6 per cent) work in skilled jobs compared to other 

immigrants (41.7 per cent) (132), a trend found in other countries as well (144-147). Language 

barriers, education level, and family/community networks are key factors found to perpetuate the 

low socioeconomic status of refugees regardless of cultural backgrounds (132, 144-146, 148) . 

The infrastructure of the host country, such as funding opportunities for career skills programs, 

language programs, availability of transportation, and child care facilities, as well as  

governmental policies restricting access of refugees to certain jobs are also issues that will 

impact the socioeconomic status of refugees (132, 144, 145). Infrastructural factors vary 

considerably per country; for example, the UK has restrictive New Labour laws that limit 

refugee access to employment opportunities; thus, refugee rates of employment are very low 

regardless of the presence of career skills training and other infrastructure provisions (144). In 

contrast, the US has high rates of refugee employment; however a large majority of these 

refugees work in low skill, low wage earning jobs (132). 

 

Education: On average, educational levels outside of the (host) country and length of 

training in the country are lower for refugees than for non-refugee immigrants, making it more 

difficult for refugees to obtain skilled labor positions (132, 146). However, even refugees with 

higher educational status outside of the resettlement country can find it difficult to obtain a 

position commensurate with their abilities. Difficulty utilizing and understanding the higher 

education system, financial restraints, language difficulties, lack of free time, and barriers to  

recertification or licensure into a similar profession all contribute to a ñwaste of human capital 

(149)ò with refugee professionals working in unskilled labor positions (147, 149-151). While a 

few programs have started to emerge in certain fields to try and encourage skilled employment, 

analysis of these programs show that more involved language and cultural training as well as 

social support are needed necessary components (147, 150, 151). 

 

Language barriers: Language barriers impose significant negative impacts after refugees 

have been settled in their new countries for at least 12 months (152, 153). Studies of refugee 

populations in Canada and Australia both found that language competency was significantly 

proportional with the ability to obtain and progress in a job position. (153) Another study noted 

that female immigrants/refugees were less likely to speak English/French upon initial arrival to 

Canada and often faced gender inequalities for language training. The lack of training was 

discordant to the availability of positions in the labor market for women who had English/French 

experience (152). Thus, language barriers, both due to lack of education prior to arrival and lack 

of training once in the resettlement country, can be detrimental to refugeesô ability to obtain and 

advance in employment, and thus maintain adequate income to healthily support their family.  
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Iraqi refugees take Swedish language classes 

in the town of Flen 

 © UNHCR/R.Vikström  

 

 

 

 

 

 

 

 

In addition to previously discussed health risks of substandard housing, another key 

health impact that emerges from inadequate income is poor nutrition due to food insecurity. Food 

security is defined by the WHO as the state where ñall people at all times have access to safe 

nutritious food to maintain a healthy and active life.ò Food insecurity occurs when people do not 

have that access due to poor availability, affordability, accessibility, or use (154). Studies on 

refugee food security throughout the world have found that their refugee communities experience 

food insecurity (123, 148, 155-162), with undocumented asylees at higher risk (160). Insufficient 

income to purchase food and insufficient funds for transportation to obtain food are two common 

financial factors that lead to food insufficiency (148, 156, 162).  Refugees often run out out of 

food due to lack of money, and need to allocate less resources to food to support other needs 

such as paying bills (148, 162). Food insecure households tend to have higher rates of 

unemployment, lower total monthly earnings, larger numbers of minor-age children, and single 

mother homes (148, 155, 157).  

 

While rates of food insecurity can decrease with time in the resettlement country, they 

remain at least above 20% (148, 157, 158, 160). However, food insecurity is also linked to 

measures not directly related to income, such as language difficulties, difficulties acculturating to 

American food, and navigating the US food system (ie using foodstamps, understanding what a 

supermarket is, etc)  (157, 158, 161, 162). Furthermore, food insecurity is also associated with 

obesity due to easily accessed, inexpensive food of high fat, high caloric, and low nutritional 

content (159, 161). Increased rates of obesity in refugees after moving to a developed country 

can often be seen, especially if they had experiences of food deprivation prior to arrival (159, 

161). Whether underfed or overfed, refugees experiencing food insecurity have higher rates of 

malnutrition, including anemia and vitamin deficiencies (155, 158, 160, 161). 

 

Impaired  access to healthcare for refugees in resettlement countries 

When compared to the native-born and non-refugee immigrants, refugees have lower 

access to healthcare, with rates improving over time but still remaining below the other 

http://www.unhcr.org/49426cfb4.html
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populationsô access (163-165). They are less likely to be insured, have a constant source of 

primary care, undergo appropriate health screening, and use fewer services (41-43). Women 

specifically make less use of prenatal and postnatal care as well as Pap smears and 

mammography screenings (166, 167). Mental health services are highly underutilized (168). 

There are a variety of socio-cultural and structural barriers that lead to this insufficient healthcare 

utilization. Socioeconomic status itself is an important factor tied to healthcare access for 

refugees. In countries like the United States that do not provide healthcare coverage for refugees 

after their initial period of stay, refugee populations have much lower rates of primary and 

preventative care access (163-165). Financial burdens of insurance fees, co-payments, out-of 

coverage prescriptions and procedures render are major barriers to utilizing primary healthcare 

services (163-165).  

However, even in countries that provide universal healthcare coverage, there are still 

large discrepancies in healthcare access. As mentioned above, language barriers present a large 

problem in healthcare provision and reception. Language barriers lead to decreased quality of 

care and decreased patient access as well as general avoidance of the healthcare system (124, 

169-173). Language barriers lead to miscommunication and misinterpretation on both sides, with 

health and social consequences for the patient (124, 169-173). Language barriers also exist at all 

other levels of the healthcare system, from filling prescriptions to making appointments to even 

understanding and navigating a completely new system. Physicians say that missed appointments 

are a substantial problem when treating refugees; an issue exacerbated by refugee illiteracy in the 

resettlement country language. Illiteracy also contributes to lower compliance in taking 

medications. In many instances, refugees do not know what medication is being prescribed and 

what it is for.(11)  

 

Refugees also have difficulty with medical paperwork, which becomes problematic when 

trying to communicate and document informed consent (173).  Such consequences are 

accentuated in places like Montreal where there are no trained interpreters available in hospitals 

and minimal patient health literature in other languages (168, 174, 175). According to the 

Refugee Council of Australia, there is a systematic problem of physicians not using interpreters 

(even free interpreter telephone services) during consultations (11).  There is often an inability of 

physicians to find interpreters in short notice, or physicians do not want to utilize interpreters 

because they lack training in health care communication. Physicians report that they are not able 

to provide as much detail about medical status when using an interpreter and have difficulty 

dealing with difficult issues, such as mental health. The additional time needed for translations is 

a further barrier for physicians (11). However, trained interpreters have been shown in studies to 

improve healthcare outcomes and are associated with increased health services utilization (174-

176). Thus, it becomes important to increase availability of trained interpreters, and educate 

physicians in interpreter utilization.   
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Refugee patients often find they receive the best standard of care from doctors who come 

from their own communities/ethnic backgrounds who not only are fluent in their language, but 

are also attuned to their socio-cultural beliefs (151). Indeed, even in studies of trained 

interpreters and healthcare, the importance of cultural as well as linguistic fluency is recognized 

(174-176). Studies have shown that there is an undercurrent of racism present in the host 

countriesô healthcare systems against refugees and asylum seekers due to linguistic and cultural 

differences (177, 178). Refugees in focus groups identify discrimination by healthcare providers 

and the healthcare system as deterrents from utilizing healthcare services (123, 179). Conversely, 

when healthcare providers had training in intercultural competency, both patients and providers 

report higher feelings of empathy and better patient-provider communication (179). The 

importance of cultural competency when treating refugee populations of different spiritual and 

cultural beliefs is demonstrated well in Anna Friedmanôs ethnography on the Hmong refugees 

from Laos living in the United States. The ethnography details how a Hmong familyôs 

interactions with a culturally unaware healthcare practice lead to devastating consequences for 

their epileptic child (180, 181), whom the family views as having qaug dab peg, a honored 

ability of a person to enter into the spirit realm . The Hmong are only one example of a group 

due to mutual cultural misunderstandings due to vastly divergent beliefs regarding the role of the 

body, spirituality, and family values in a patientôs health (180, 181). Thus, it is vital for health 

practitioners to gain cultural understanding so that they can understand their patientôs point of 

view and work with the patient to maximize their care, integrating aspects of Western medicine 

and the patientôs belief system. 

 

Mental health issues prevalent in resettled refugees 

 Refugees are less likely than native-born counterparts to seek mental health services. 

Again, this behavior is due to both cultural and structural factors, including the lack of mobility 

or work flexibility, lack of linguistic and culturally competent services, a view of mental health 

problems as problems of personality and not health, fear of stigmatization due to negative 

cultural associations of mental disorders, and a concern over confidentiality (182). On the health 

practitionerôs side, mental health is often overlooked if not noted on initial health assessments 

(168). However, mental health symptoms are highly prevalent in resettled refugee populations. 

Systematic reviews and meta-analyses demonstrate that resettled refugees are at much higher risk 

than age-matched, native-born cohorts for a variety of specific psychiatric disorders; their 

increased incidence is related to their exposure to war, violence, torture, forced migration and 

exile and to the uncertainty of their status in the countries where they seek asylum (60, 100, 168, 

183-186). They suffer up to 10 times the rate of post-traumatic stress disorder (PTSD) as well as 

elevated rates of other anxiety disorders, depression, chronic pain and other somatic complaints 

(60, 100, 168, 183-186). Refugee women are two to three times more at risk for post-partum 

depression than native-born counterparts (168). These psychiatric conditions are often co-morbid 

and debilitate those they affect, impeding employability and acculturation, which in turn 

heighten mental health deterioration (168, 184, 185, 187).    
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Upon resettlement, previously discussed stresses like lack of acculturation due language 

and cultural barriers, underemployment and financial hardship, as well as other factors such as 

loss of family and community support exacerbate preexisting psychiatric conditions. 

Discrimination has a large impact on refugee mental health; studies found increased rates of 

anxiety and depression in refugees experiencing discrimination (188-190). Children and 

adolescent refugees are subject to discrimination at school, often becoming the targets of 

bullying by other children; while having positive peer relationships led to improved self image 

and adjustment, poor peer relationships such as bullying led to feelings of low self worth and 

poor adjustment (191). While refugee youth do show amazing resilience and can surpass native-

born peers in academic achievement (59, 101, 187), they are also subject to higher levels of 

anxiety and depression (106, 192). Pre-resettlement factors that make refugee youth more 

vulnerable to the development of mood and behavioral disorders include high exposure to 

violence, forced labor, poor nutrition, armed combat as a child soldier, and family separation; 

many children come to resettlement countries unaccompanied (103, 193-197). For youth, the 

strongest predictor for mental health is family. For instance, when children arrive with both 

parents and there are high levels of cohesion within the family, children are better able to adapt 

and thrive in their new environment. (198) For adults, too, much of the anxiety and stress can be 

alleviated by keeping family ties intact and creating relationships with people of their own 

culture. For those who remain or are reunited with family, parental unemployment and 

psychiatric health as well as family negativity due to cultural rifts as children begin to acculturate 

and increase mental health symptoms (103, 168).  

  

Another large concern in mental health is the psychological consequences of refugee 

detention for months to years in the resettlement country. The detention of refugees seeking 

asylum (including children) is a growing practice in Europe, Asia, the USA, Canada, and has 

existed for more than 20 years in Australia as a method of controlling immigration (199, 200). 

Refugee detention is controversial due to restrictions on movement that violate the right to 

asylum include the poor conditions of detention facilities, the lack of judicial review of the 

decision to detain, and the indiscriminate detention of all people regardless of age, health status, 

or prior history of torture and trauma (201, 202). A large body of evidence has shown the 

crippling psychological consequences of detention on an already vulnerable population (199-

213). Higher levels of PTSD, anxiety, depression (as high as 50%, 77%, and 86% respectively), 

self harm, and suicidal ideation (204, 207) are seen in detainees when compared to matched 

refugee cohorts that enter the country with preapproved visa. For all mental health disorders 

seen, symptom severity is proportional to time spent in detention, and detainees self-report that 

their mental health worsened while in detention (199, 213). When finally released, detained 

refugees retain higher levels of psychiatric conditions for long periods of time, become more 

socially withdrawn, have higher difficulty learning the hostôs country primary language, 

becoming employed, and thereby ultimately finding it more difficult to acculturate in their new 

country (199-202, 206, 208, 209).  
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to the crowded detention 
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Conclusion: Improving Refugee Health in Resettlement 

Refugee health during resettlement is affected by a complex interweaving of socio-

cultural and structural factors that will require multi-faceted efforts to improve the mental and 

physical wellbeing of refugees in their new homes. It is important to provide cultural and 

linguistic training to both refugees and to health practitioners, teachers, and other caregivers that 

will be interacting with a refugee population. School programs to teach cultural sensitivity to 

native-born and refugee children can help lead to positive relationships and improved health. 

Some efforts have begun to help provide skilled job training to refugees with professional 

backgrounds with the recognition that empowering ethnic communities is an important factor in 

developing strong community ties and can improve overall refugee health.  

 

 

Questions to consider: 

1. With limited funding to NGOs and government refugee programs, what types of 

programs should be prioritized with the aim of improving refugee health and wellbeing? 

2. What are feasible methods to introduce more cultural and linguistic competence into the 

healthcare systems of host countries? 

3. Consider the cost-benefit analysis of refugee detention- does refugee detention make 

sense for refugees or the countries detaining them? 

 

 

 

http://www.flickr.com/photos/unhcr/4036726895/
http://www.flickr.com/photos/unhcr/4036726895/
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Settlement Process in Canada 

Canada provides protection to thousands of refugees every year. Refugee protection is 

offered to people who fear persecution or whose removal from Canada would subject them to 

danger of torture, risk to their life or risk of cruel and unusual treatment or punishment.(214) The 

In-Canada Asylum Program and the Refugee and Humanitarian Resettlement Program constitute 

the two main branches of Canadaôs refugee system.(214) The latter legal process brings a 

refugee to Canada to live as a permanent resident and is the focus of this analysis. Countries with 

resettlement programs agree to resettle about 100,000 refugees from abroad each year.(214) In 

2010 alone, Canada resettled refugees of roughly 70 different nationalities; by 2013, the country 

plans to resettle up to 14,500 ï the equivalent to having one out of every nine refugees resettled 

globally.(214) Citizenship and Immigration Canada (CIC) uses the UNHCR and referrals from 

its sponsorship groups, who provide funds and support to sponsor refugees, in order to identify 

refugees for the global resettlement program.(214)  

 

Canadaôs current commitment to resettling Bhutanese refugees helps to give a general 

picture of the countryôs global resettlement program. Since the 1990s, Bhutanese refugees have 

been living in seven camps in eastern Nepal. As part of a group of seven countries who have 

agreed to resettle roughly 70,000 Bhutanese refugees, Canada announced that it would resettle 

5,000 refugees over a period of 3-5 years.(215) Refugees were permitted to apply for 

resettlement if they were recognized as refugees by the UNHCR and the Government of Nepal. 

Canadian officials have made four selection interviews to date, working closely with its 

international partners at the International Organization for Migration and the Office of the United 

Nations High Commissioner for Refugees.(215) Following interviews, selected refugees 

underwent medical, security, and criminality checks.(215) The first refugees to be resettled 

included vulnerable groups such as women at risk, survivors of violence and torture, and 

refugees with medical needs such as speech and hearing impairments.(215) During the process, 

eligible refugees were permitted to bring their families if they all applied at the same time. 

Currently, Bhutanese refugees have settled into more than 21 communities across Canada.(215) 

Upon arrival into Canada, the refugees were given financial support to pay for food and living 

for a year as well as free access to provincial health care for the rest of their residence in Canada. 

It is important to note that the majority of Bhutanese refugees habiting the seven camps (whether 

ultimately selected or not) were relatively well educated and fluent in English. Education and 

fluency in English were certainly important factors in the decision-making of host countries 

when choosing which groups of people to resettle since as mentioned in the text, language 

barriers often create many obstacles to social integration and access to health care. 

 

7 
Refugee Health in Resettlement: 

Case Study 1 The Resettlement 

Process in Canada 
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Many cases of resettlement involve children. Canada uses the Guardianship Protocol to 

resettle dependent minors not in the care of a parent.(131) Many of these children may have been 

abused or exploited previously. The Protocol states that the best option for most refugee minors 

separated from their families is to reunite them with their immediate family; and if no immediate 

family can be found in the country they reside in nor country of origin, the officers will try to 

reunite the minors with immediate family in Canada.(131) The Protocol relies on Canadaôs 

Immigration and Refugee Protection Act (IRPA), which uses the Convention on the Rights of the 

Child, to ensure that the best interests of the child are given priority.(131) 

 

In general, refugees and protected persons in Canada who cannot pay for health services 

can be covered temporarily by the Interim Federal Health Program (IFHP), until they receive 

coverage from the provincial health care plan which may take as long as 90 days upon 

arrival.(123) IFHP covers medical expenses that include essential and emergency health services, 

immunizations and other vital preventative medical care, contraception (birth control), prenatal 

and obstetrical care, essential prescription medications, and the immigration medical exam.(123) 

Figure 1 (1) gives an overview of the health care options refugees have at their disposal. Despite 

the availability of the IFHP and other health care services, refugees may face several challenges 

in accessing them. One study conducted by Lisa Merry et al. (216) showed how refugee claimant 

women in the post-birth period can be especially vulnerable to these barriers. Among these 

barriers were the feeling of isolation from family and friends; difficulties experienced by 

healthcare workers with reaching these mothers postpartum as many of them lived in shelters or 

temporary accommodations and moved frequently; language barriers which led to low health 

literacy in many mothers; the lack of psychosocial assessments, support, and referrals;(216) lack 

of finances; transportation; and mistrust of healthcare workers.(1) These problems were present 

in the healthcare experiences of the majority of participants in the study. One particular 

challenge faced by these women was the IFHP itself. It was unclear to women and even 

healthcare professionals which services were covered under IFHP and women and their infants 

were consequently refused care and/or charged fees.(216) The confusing and limited operations 

of the IFHP speak towards the clear need for revision of the program.  
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Table 1. Examples of How New Knowledge Can Lead to Positive Change. Adapted from Gabriel 

et al.(1) 

 
 

A major point of contention concerning Canadaôs legal process for resettlement has been 

the Safe Third Country Agreement. Since 2004, Canada designated the United States a ósafe 

third countryô under the Agreement, thereby closing the land border to most refugee 

claimants.(133) The United States is the only country given this designation. The act states that 

refugee claimants are required to seek refugee protection in the safe third country they arrived in, 

meaning that refugee claimants seeking entry into Canada from the United States must seek 

refugee status in the United States and cannot claim status in Canada.(133) Only a few 

exceptions exist, such as if the claimant has family with status in Canada. However, thousands of 

refugee claimants, including children, are detained in the United States, some for several years, 

hoping to eventually immigrate to Canada.  

 

Some refugees in Canada must wait years for their family members to join them in 

Canada. The Immigration and Refugee Protection Act encourages refugee family reunification 

by allowing refugees recognized in Canada to include family members overseas on their 

permanent residence application.(217) But according to the Canadian Council for Refugees 

(CCR), in half of the cases, refugees have to wait more than 13 months for their family members 

to be processed; and in some cases, the waiting time can be 27 months.(217) Reasons for these 

delays are often due to delays in processing anything from the permanent residence application, 

to security checks, and/or to the medical examination as well as the need to establish family 

relationships, which sometimes require DNA testing.(217) Meanwhile, the lives of family 

members of these settled refugees are at risk in the countries they are trying to flee and the 

mental health of the refugees are exacerbated. Solutions to these delayed reunifications do exist: 

for example, the CCR recommends that the spouses and children of refugees can be brought 

immediately to Canada and be processed there. The Canadian government can also issue visitor 

visas to family members while their files are being processed. 
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There are 455,000 Palestinian refugees registered by the United Nations Relief and 

Works Agency (UNRWA) in Lebanon.(214) This number represents about 10% of the densely 

populated country. Since Palestine refugees are not formally citizens of another state, they 

cannot claim the same rights as other foreigners or rights to work in as many as 20 professions or 

receive health care in Lebanon.(214) Subsequently, all social and health services are sponsored 

and supported by the UNRWA. In the country, UNRWA has 74 schools (including 6 secondary 

schools) for 31 000 refugee students as well as 2 vocational and technical training centres.(214) 

Health care is provided by 29 primary health centres and one community rehabilitation centre; 

there are nine womenôs programme centres.(214) Other issues include little access to public 

social services and very limited access to public health, health insurance, or educational 

facilities. As a result, most refugees depend completely on UNRWA services. UNRWAôs budget 

relies entirely on donations. The Lebanon Field Officeôs 2011 budget amounted to $73.7 million, 

with an additional $47 million for projects.(215) The budget allocated for health received about a 

quarter of the total regular budget (215), allowing for near complete coverage of primary and 

secondary care but leaving 60% of tertiary care unmet.  

 

A major concern of refugees is the cost of hospitalization. While primary health care 

serves as the basis of the UNRWAôs health programme, UNRWA can only help support the 

costs of tertiary care.(215) Roughly two-thirds of Palestinian refugees are considered poor and 

living on less than $6 a day.(215) A single case of acute sickness is enough to cripple a family 

further into poverty. This level of poverty is especially disconcerting considering that a third of 

Palestinian refugees are suffering from chronic diseases such as cancer, multiple sclerosis, 

hypertension or cardiac diseases.(215) Mental health indicators are also alarmingly high, with 

21% of refugees reporting that they experienced depression or anxiety.(215) Extreme food 

insecurity is common in many refugee households, and serves only to exacerbate the poor health 

of refugees. As many as 85% of food insecure households have a family member suffering from 

a chronic illness or disability.(218) Chronic illness is closely associated with food insecurity 

since food insecure households consume poor quality diets, which is linked to greater rates of 

illnessà.(218) Seeing as the factors underlying poor health, such as poverty, low educational and 

employment status, and food insecurity, are all interconnected, improvements must be made in 

all underlying factors in order to protect the health of refugees.(218)   

 

The Shatila refugee camp is a long-term Palestinian refugee camp located in Beirut, 

Lebanon and represents one of twelve in the country.(214) Established in 1949 by the United 

Nations Relief and Works Agency (UNRWA) for Palestine Refugees and the International 

Committee of the Red Cross, the camp was not originally intended to be a permanent residence 

for the more than 8 500 registered refugees that have been residing in the camps for 

8 Refugee Health in Resettlement 

Case Study 2:  Palestinians 
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generations.(214) The camp was built in response to the displacement of refugees and serious 

damages to property incurred during the 1982 Israeli invasion of Lebanon and the Lebanese civil 

war. The camp consists of two schools and one health centre. With roughly 75% of the 

population between the ages of 13-60, some have found simple ways to make a living.(214) 

Most men work as labourers or run grocery stores, while the women work as cleaners.(214) The 

most pressing issues in the camp are the abysmal environmental conditions of many areas. The 

shelters are damp and overcrowded, and have many open drains which can pose serious health 

hazards such as by being a breeding ground for infectious diseases.(214) The water networks, 

particularly the sewage and storm water systems, need considerable expansion and 

upgrading.(214) 

 

 
  Shatila Refugee Camp (Beirut, Lebanon)                          Credit: UNRWA Archives/de la Cruz 

 

The Shatila camp is just one of many examples where the needs of refugees living in 

long-term camps remain unmet ï and most often have not been addressed for years at the cost of 

hundreds of lives. While the very existence of long-term camps in many unstable areas (such as 

parts of sub-Saharan Africa and Libya) despite precarious funding is already a great feat, they 

cannot, at least not in their current states, continue to represent long-term solutions.  

 

http://www.unrwa.org/photos.php?cat_id=72
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Questions to consider  

1. Considering the vast socioeconomic and political differences between host countries 

Canada and Lebanon, how would you deal with long-term settlement processes if there 

was no infrastructure in your country to do so? 

2. Treatment of refugees in long-term refugee camps operates mostly under a sovereign 

legal sphere ï as in, they are dictated by the laws of the host country. Seeing as in the 

case of Palestinian refugees in Lebanon, where many refugees suffer a great disadvantage 

under these laws, how would you change regulations? Would you encourage adoption of 

an international legal framework? Or keep things as they are?  Keep in mind that while 

your answer should be within the context of health, you should also consider some of the 

socioeconomic factors that can affect overall well-being. 

3. If you were a delegate representing a developed host country, would you offer newly-

settled refugees a temporary health-care plan? If so, what would your plan include? 

4. UNRWA relies on donations to fund its programs; funding is therefore often lacking and 

unstable. How would you address this issue? For example, would you replace UNRWA 

operations with programs independently created, funded and regulated by countries (host 

countries or not)? Or, for instance, would you ensure stable sources of funding for 

UNRWA? 
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9 Appendix 1: Health Services in Emergency 

and Post-Emergency Phases  
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From The Johns Hopkins and the International Federation of Red Cross and Red Crescent 

Societie Public Health Guide to Emergencies, Chapter 2 (219) 
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Appendix 2:  Maps of World                     

Refugee Trends 
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Source: © Médecins Sans Frontières Australia  

http://refugeecamp.msf.org.au/who-are-refugees.html
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Source: © Médecins Sans Frontières Australia  




