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Introduction

=

What is MonWHQO?

Healthcare is not limited to the interactions betweatients 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 Morgal 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 fect the global health care system. In 200i6nWHO 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 alongsid&uhgpeanwWorld Health
Organisation Simulation (EuUWHOas part of a transnational project of the International
Federation of Medical Studentsd Association (

Why Focus on Refugee Health?

The goals of MonWHO ar e refugeelheatthRefugee healthhi s vy
affects institutions, states, and individuals across the world, regardless césocamic status
or thepolitical governance type. Related issues tread on the boundaries between international
and domestic governance, complicating questmireconomic 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 bothcountries 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 Palestiniansrevhgelead
been forced out of Iraq and were currently stranded in refugee camps between tHe&yria
border(2) Participation by a third party member such as Canada would help to eliminate bias
over resettlement issues et en Syria and | ragq, but the | ev
balanced by the delicate topic of national sovereignty, namely, the right of the Syrian and Iraqi
governments to noemtervention. 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 seatp@nd to promote
development of a sustainable global health care systems for the futur




What is Refugee Health?

Definition of Refugees

In order to effectively analyze issues concerning refugee health, it is imperative to
distinguish between the vats 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 persdB-&o

" owing to a welfounded fear of being persecuted for reasons of race, religion,
nationality, membership of a particular social group molitical 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 residee as a result of such events, is unable or, owing to
such fear, is unwilling to return to i(4)

This definition is recognizedytthe 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
needfor protection has been recognized by a legal institution. Without legal documentation that
recognizes that i ndividual 6s status as a ref.
refugee status and are referred to as an asylum seeker if®t€adblems arise when trying to
identify refugees from afiyn 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 labelledalas illeg
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 cdudhtReasons for persecution
listed in the amended 1967 Protocol of the legal defmand 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 askeltered 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 emtdkzdArticle 1 of
the 1951 Convention after they have been recognized by an international institution.




Environmental Refugees

Arguments have emerged to grant refugee status to individuals displaced due to climate
crises(8,9)The term fAenvironment al refugeeso have b
their country of origin due to the effects of severe climate change, such as a natural disaster or
prolonged faminer 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 chdf@gyeand 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 consideretividuals 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 @llapse 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 poeflee
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 regioattain 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 oftdegon their return.

**mportant 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 tpolitical 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 wdd is largely due to war and civil conflict. Refugees are a particularly vulnerable
population at risk for health problepsuch as infectious disease, sexually transmitted diseases,
malnutrition, and psychiatric disordeResettled refugees can have carmeeds, including
those arising from trauma or deprivation in their country of origin or during migrgt@miany
are likely to have witnessed or experienced human rights abuses. They may have been forced to




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 addnfréeom violence.

(11) After resettlement, they may experience the shock of a new culture, problems with
adjustment in the new country, and nmpl# 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 crdtuissues 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 surroundetremergency 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 theirugtuially an alternative to
repatriation to their home countrijealth issues during resettlement incluapting to a new
culture due to language and cultural barriers and the impact on healthcare access, as well as the
manifestation of mental health dislers that arise from the cumulative trauma ofrpigration,
migration, and postigration.

Understanding refugee health requires a comprehensive perspective involving the
political, economic, social, cultural, ethnic, and religious factéishough his 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 lapadimeant to steer amadotivate the
research process. Use the resources providdusrbackground to help motivate your journey
into refugee health.

Regards
The MonWHO Theme Team
2012




Part I:

Refugee Healthin Refugee Camps

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



http://www.doctorswithoutborders.org/events/refugeecamp/press/canada.cfm

Refugee Health in the Emer
Phase of a Humanitaria

The United Nations High Commissioner for Refugees (UNHCR) estimates that there
were 10.55 million refugees at the end of 2010, with approxim&e@lyercent residing in
developing countries. Threpiarters of these refugees were residing in a country neighboring
their country of origin and an estimated 30 percent of refugees resided in ¢ag)pdany of
the host countries have limited resources and capacity totheeeeeds 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 lirred to: water availability, sanitation, food security, health care for
acute disease states, and sh¢ltdrl5).

The WHO (16, 17) and Médecins Sans Frontieres (MSEB, 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 p@pidin 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
immediaterespons€16, 17) Guidelines have been developed by UNHCR, the WHO, sral b
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 adhereq1®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 ofteg, tapecific.

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 tiepidemic 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 selectioniIn most situations, refugeese already settled spontaneously on a site
prior to the arrival of relief agencies, and relief agencies are then tasked with improving and




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

before refugee arral, 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 ask tfi¢looding

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.

1 Vector control: Areas of potéial breeding sites (stagnant water, Hying areas, vacant
buildings, etc) should be avoided or mitigated to reduce the impact of \zectee diseases.

 Space: The site must be large enough to provide a minimum of 4&able space per
person, with enoug 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.

1 Safety: The settlement itsedhould ideally be in a safe area at a reasonable distance from the
border from which the refugees fleas they are typically closer to war zon8sudies have
found higher rates of mental health disorders, gender based violenc&waardyeneral
healt in camps located in more dangerous areas.

1 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.

1 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 palictbs host area and
allows for utilization of local resources and increased refugeeaedelhce in a protracted
refugee situation.

Site planning: While site planning does have minimum quantified standards (see Table 1) to
maximize safety and health stlards, 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
subgoups, 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 17 Minimum gandards for site planning

Standard Min value Rationale
Usable space/person | 45nf Minimize overcrowding for disease preventig
Shelter space/person | 3.5nf preserve human dignity
Distance betwee| 2m
shelters
Firebreaks 35m every| Prevent rapid sead of fire
300m




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 availahilitgealth 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 clolera 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 refugeesiiialtiphase
of a refugee crisis. One of the most sobering examples occurred during the Rwandan genocide:
Aln a matter of days in the summer of 1994, |
the ongoing genocide in their country tumbled into niegging Zaire (today the Democratic
Republic of the Congo). In the following weeks, despite a rbillton dollar international aid
effort, as many as 60,000 died from a vicious cycle of water shortages, disease, and, inevitably,
cholera(18. 6 The initial average crude mortality r
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 gasiing 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(t8¥is

Evaluations of a 2005 cholera outbreak in Kakuma refugee camp in Kenya found that
major contrbuting factors to increased mortality include unequal water distribution and water
usage from unprotected sourd@®). Higher attack rates were associated with average water
consumption of <l11L/person/day (the camp average was 16L/person/day). Other risk factors
included >20 people sharing a lagi and less water collection and use on average (less water
use = less water for hygien@l). 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 afdequate quantities of disinfected water, basic sanitation,
community outreach, and effective case management of ill paEnt&0, 2224). Furthermore,
strong hygiene promotion maximizes and sustains wateramthton intervention§23). The
main minimum standards for water and sanitati@nheghlighted 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 progranesthe aspects of refugee responses with the
largest gap in implementatig@s). A st udy of UNHCRG2005foundthat at or s
in refugee camps worldwide with available data, only58%c of the camps mehe 20L/day
UNHCR standard (682% 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 laf2de A study of camps in six different
African and Asian countries from 20@9€07 found wide variance, with ~100% of camps in
Bangladesh and ThHand 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
populdion 200m distance to water acc€®4). A study of 90 UNHCR camps across 16 countries
from 20062010, found that diarrheal disease is tfferBost common cause of mortality in
children under 5 in UNHCR camps worldwide (15%), after malaria and pneui@éjia

T R

e RS e e T e v -
Palestinian children from Baghdad living between the Iraqgi and Syrian border arflRefugee 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% ofiaolage children in Kyangwali camp, Uganda, were
regularly diverted from school to help their mothers collect w@&x A 2004 nutritional survey
repot 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 childiemepidrted diarrheal
disease$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 campsriskeeli ng att acked by Lordés Re
and were therefore compelled to gather contaminated water from unhygienic sources. Thus,
water and sanitation infrastructure also highlights the importance of meeting standards for

11
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ensuring safety of womeand children (men very rarely are found responsible for water
gathering in camp@3)) and for promoting education.

Table 2i Minimum standards for water and sanitat{(@3)

Retionale

Description of standard

UNHCR

Ephere project

Basic needs for
well being and
health

Ensure social and
security needs in an
eguitable manner

Minimisation of
health risks

1. Average quantity of
water available per
person/day

2. Water containers per
household (average of five
members)

3. Communal latrine coverage

4. Distance from farthest
dwelling to water point

5. Number of persons
at each water point

6. Optimum distance of
latrine from househaold

7. Number of faecal
coliform organisms at
distribution point

B. Free chlorine residual
concentration in
disinfected water

Nutrition and Food Security

=20 litres

1 = 20 litres, 2 = 10 litres,
2 » 5 litres

20 people/latringe

< 200m

80 to 100 per
tap 200 to 300
per hand pump/well

6 to 50m

0 per 100 ml treated water

0.2-0.5mg per litre

=15 litres

2 x 10-20 litres & enough
storage containers at
haousgehold level

20 people/latrine

< 500m

250 per tap 300
per hand pump
400 per well

= 30 metres

0 per 100 ml treated
water

0.5 mg per litre

In a humanitarian emergency where a refugee population has been displaced, there is a
high risk of acute malnutritidndue 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, €4d) 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 diseasedtingesn increased
frequency, duration, and severity of cag¥3 31) In the emergency phase of a refugee situation,
the priority is to ensure distribution of adequate foations 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 HIVtuberculosis, or physical disabilitie§)4, 15, 29) The
minimum requirements for general rations as outlined by SPHERE, UNHCR, and MSF
guidelines include at least 2100kcals per person per(b&yl15, 24) with SPHERE further

! Acute malnutrition in the emergency phase refers to proteirergy malnutrition, which is a lack of sufficient
caloric and protein intake. While micronutrient deficiencége also an important issue, they are responsible for
longterm 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 intakib). As part of the initial needs assessment and continued
surveillance, it is impdant to assess the nutritional needs, monitor the adequacy of nutritional
intake, and whether distribution is reaching the entire populdtién32, 33)

Children with malnutrition are at 5 to 20 times inged risk of mortality than well
nourished childref84). 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 belo® SD and/or edemaj32, 33) if needed,
measurement of midpper arm circumference can be used (in children under5, a MUAC less
than110mm idicates severe acute malnutrition, which requires urgent treatr(&ht)33)
Malnourished children once identified should be screened by a health care professional and
enrolled in one of the following programs
1 Supplementary Feeding: Moderately malnourished children or anétprctating 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 ratioas be replaced with ready to use
foods in some circumstances. High energy biscuits such & $®uld be used only until

other resources become available, often in the first days of resp@2s@3)

1 Outpatient Therapeutic Care: Severely malnourished children with appatid 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, paeianand 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 RB32ZF33)

1 Inpatient Therapeutic Care: Moderately to severely malnourished children with
compliations 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, & pati
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 refugamergency, between @D% 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 en@@gni®, 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 reguoi@e longterm response strategi€k)),
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parasitic and febrile diseases, infection of wound sites all impact ref(8fexl) The three key
aspects of communicable disease response aweemtion 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 ¢801r81)

Diarrheal Diseasedave 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 y€3t$ old
Outbreak investigadns 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 oé diseas
prevention. The appropriate storage and preparation of food is also important to prevent
microorganism spread through fod@0, 31) With diarrheal disease, it is importand t
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 cadayfatdes, as was seen in Zimbabwe in
2008(36).

Acute Respiratory Infectionsparticularly pneumonia, are the main cause of morbidity
and mortality along with malaria in refugee children under 5 year$26ld The frequency of
these diseases is increased with conditions that favor respiratory droplet transmission, including
overcrowdi ng,dinadagdatecsheltey anc dankets aspecially in cold clinibbes
30, 31) Acute respiratory infections also amplify the transmission risk for meningococcal
disease through aerosol transmission of respiratonetsgts during coughing and sneezing.
Appropriate site planning to prevent overcrowding, shelter design, antbadntem provision
(blankets, clothing) are important aspects of preventlén 30, 31) Vaccinationsfor 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 badtenmdections (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 sherérm antibiotic treatment and good complian(@@, 37)

Vaccine preventable diseas&s refugee emergencies include measles, meningococcal
meningitis, poliomyelitis, and yellow ¥er. Measles immunization, especially in children,
should be implemented immediately in all complex emergency situations. Measles vaccination
campaigns are one of the most eefective interventions in public health, and previous measles
outbreaks in refgee 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

14




greater that90% measles vaccine coverage in refugee camps in Africa ari@dAdideningitis
vaccinations are reconmanded for high risk populations, such as those in endemic areas or
school age childre(80).

IRC community
health program
officer in Dadaab
vaccinating a young
refugee against
measles.

Photo: PeterBiro/IRC

Vector borne diseasdaclude 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, insectreideed nets, and traps fo
tsetse flies (they are the vectors of trypanosomi@§is31) However, vector control measures
such as nets and spraying are only effective when the population is ecucateger utilization
and preventative measur@®,31) I n mal aria management, the yr
prevention of mortality through early diagnosis and effective tredtroErtases. 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
artemesinirbased combination treatmentsciountries where resistance have reached 139%.
31) These treatments are recommended by WHO for refugees because they are highly
efycaci ous, saf e, anplidnceo Hovever, thgse amligs pra dlsoemoite ¢ o
expensive and thus without adequate funding, agencies are often unable to provide artemesisnin
drugs to a large populati¢B0, 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 conwoommunicable diseases,
and provide easy access to different levels of care for all members of the refugee pofation
15). Healthcare workers ned¢d be trained to assess the most common types of diseases in the
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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 (vhlal®)
Participatory assessment of healthcare provision by refugees in camps demonstrated that
increased healthcare seeking behavior was associatethei#gducation about the provision of
services(39).Furthermore, ongoing health education by community health intervention teams
about common illness recognition, significantly improve hesdtéking behaviors and create a

shift from traditionalhealer use to the use of camp healthcare facilities. Such participatory
assessments are also important for pointing out refpgeseived flaws in the healthcare system,
such as long waits for certain health services, including lack of information orugseuglrug
leakage to the market areas and patients not receiving all of the drugs prg8&jbed

Conclusions: ldeal 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 cotiwrnsed to be addressed.
One glaring problem is the lack of coordination and information sharing between the agencies
that are involved in humanitarian respor{d®). Though there are two inter agency working
groupsi the United Nations Geograghinformation Working Group and the IASC Task Force
on Information Managemerit that have been established, neither have yet developed the
informational standards required to effectively coordinate emergency resgdf¥ednother
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 bed@%enf8
the specific SPHERE indicators, with variance attributable to varied resources available to the
agencies, including differences in technical capabilities amidel healthcare worker@l1).
With such variability in the functional capacities of relief agencies as well as a lack of
coordinated iformation 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 emergencyoplase
humanitarian crisiarecrucial to ensure the wellbeing of a vulnerable refugee population.

Questions to Consider:
1. How could refugee camps be more secure?
How long should refugee camps last?
What and how should we supply the camps in order notrto tiee local economy?
Should mandatory vaccination be part of the initial assessment?
Should some diseases prevent people from accessing the camp?
With a limited budget, what should be fundingopities inrefugee camgs
Should camps have a capacity lidiVhat happens after capacity is reached?

No ok wd
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Refugee Health in th
Humanitarian Resp
Somali Refugees i

SocicPolitical Background
Somalia has been without an effective gousgrbodysincet he 1991 mi |l i tary

of the central govenrmentn 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 thesak but internationally regnized transitional government. The

Kenyan and Ethiopian governments also sent hundreds of trooghtd\fiShabab in 2011. In

the summer of 2011, a combination of wights, wars, and restrictions bomanitarian aid from

Al Shababpumor e t han half of t he cactatedf crigisoldunddedsmi | | i
of thousands fletb neighbouring centries, including Ethiopié42)

O e TR R TR T o
-
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A Somal i refugeesd camp in Eas®©BBCn Et hiopia

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 refugréd rise to 126,300
by December 2D01. However, in the camps of the Dolo Ado aaé@ne the number of refugees
increasedirom 50,000 in February 2011 to around 100,000 in July 20ftl an average of
2,000 more refugees arriving daiBy November 2011, this number was reduced to 300talue
the rain and limitations on refugee movement imposed bghabab. Due to increasingly
violent clashes between the African Union andShlabab, the number of Somali refugees
reaching the Ethiopian camps is expected to rise and, by November 201 hgtheadited fifth
refugee camp wasot ready.(43, 44)More than 80% of refugees living in the camps of Dolo
Ado are below 18 years of a{#b) According to theUK Department for Internatical
Development ([BID) the journey of Somali refugees seeking to escap&habab and the
famines does not end once they have crossed the Ethiopian bordghaMe to register with
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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(d&y.Upon arrival in Ethiopia, refugees

have to pass through the Dolo Adeception center, thethe Transit Center before being settled

in the Kobe campgl7)

In face of a growing number of Somal i refu
over the past five years, growing to 120M for the year 2011, of which 69M are allocated to
Abasi c needs an @8UdNKHGReworks vath local governmere agencies and
with NGOs as iimplementing partners. For 2011
vulnerable population, construct or improve water systems to increase water supplies to 20L per
person per day, provide shaf 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 minim(#8) Despite these lofty ambitions,
the DFID describedcamp ondi t i ons as fA[ é] appalling, with
no shelter an d(46) Qvercrolvaing & especiélly abncerrting i transit camps,
whee more than 30 individualsften have to share one shelter. There are also issues of security
due to lack of lighting in the cam§47)

Robert Fox, executive director of Oxfam Canada, explains that to address the issue of
sanitation, waterammittees 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 useahito@nsadic 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 beenigedvwith food that is unfamiliar to them, thus
requiring to teach them how to cook it propgd¥) There are no gendeeparated bathing and
sanitation facilities and water shortages often lead to conflict among refdd@ed3octors
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, suppactd hospitals and runs
mobile clinics(49)

Major health issues in the Somali refugee camps
Most of the refgees that manage to get to the camps have been through traumatic

experiences, argeverely malnourishedinvaccinated due to years of instabjliagnd harboring

one or more infectious diseaseBor the summer of 2011, WHO reported high levels of global

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

i s what most considers the greatest I mmedi at e
of undernourished children and the quasi absence of vaccinatipthd=-Kobe camp only, the

average crude mortality was of 4.5/10,000/per day, and the averagefiuad®ortality 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 pradifieancial 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 costiltryemains short

of the 2.7M long lasting insecticide treated nets needed to acmexsrsal coveragésO).

& 4 fiSomali refugee Mohamed Ibrahim (right)
prepares to bury his ongarold son, wio
died of malnutrition in Ethiopia's Kobe
refugee camfp1).0

Photograph: Jenny Vaughan/AFP/Getty
Images

Despite efforts from international as well as local agencies, the health situation of Somali
refugees in Ethiopia remains critical. Although e tong 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 theat,tkough camps are well stocked
wi t h P lutuarfgogl given to severely malnourished unfiee 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 ebgsnde
violence within the camps. &dhy womenwere raped by AlShabab 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 pastposure prophylaxis (PERYr 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 reluctanto 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 hieed 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:

ACurrentl vy, nNo case neappatgservicendre awvaiablepferysexXua s o c i

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

yet available for a survivor who@®&oul d report
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Refugee Health in
Protracted Refugee Situati

o

£

Refugee cams are initially created as a temporaegtlement for displaced refuge&sth
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 agepsficammost
nine years; protracted refugee situations in the Middle East and Africa have éxisledades
with their average age reaching 20 ye@4, 52) Children can be born and grow up within a
refugee cam52). 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 timelmportant aspects of loAgrm refugee health include surveillance
methods and response measures, training and maintaining sufficient pergooreling
sufficient food and no#fiood suppliescreating health programs such as family planning, prenatal
car, immunization, dental care and mental health dq@#® 5357). Environmental and
sociopoliticalfactors that affect healthcare must also be considered, such as fusetingty
especially in the context @bnflict, and political relationships with the host cour{&§-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 NGO$1, 62) The NGOs and UNHCR then build health delivery
structures that operate independently of the local minesthealth. Over a long period of time
the quality of services rendered becomes highly dependent on the ability of UNHCR and the
NGOs to obtain funding6l, 62) At the same timehe number of refugeesay increase with
protracted refugee situatiormych thathe funding for UNHCR is unable to keep wjth rising
costs I n December 2011, UNCHROGfer 2@l2weije &S0t $3.89 b u d g €
billion; thus far, they have been pledged USD $482 million t(@8). 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 perg6d3 The large gaps in funding are translated
into less provision of services, including provision of sufficient food, water, expansion of camps
to prevent overcrowdg, and employment of adequate healthcare personnel.

Though an independent health services system may work in thetesmoremergency
phase, particularly if the host country systems are very weak, it can also engender an inequitable
and inefficient use foscarce resources that depletes local resources and causes political tension
between refugees, host communities, and supporting N@Bs67). Tensionswith local
communities may arise; they may perceive refugegsreaeiving preferential treatment,
especially ifaccess to local social services such as health and education becomes increasingly
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difficult for local rural populations while such services are mostly available in the refugee camps
(65-67). Competitionbetween refuges 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 hosthmunities(68, 69) As a result, st countries

place restrictions on refugee movement, confine tleeoamps that are often overcrowdahjt

| ocal empl oyability, | ocal education opportun
enacted in the 1990s, even make marriage between locals and refugees illegal and prevent further
refugee migration66, 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 childre(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 followgndo not always exist, there are important programs that should be
put in place to target the evolving health needs of atenyg refugee population.

Surveillance of Disease and Morbidity/Mortality

As discussed earlier, refugee populations in an emeygegttings 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 teenpogtncy
phase; indeed the burden of elise in the postmergency phase still includes malaria,
pneumonia, diarrheal disease as three of the top causes of child morbidity and n{@gality
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 awaresad epidemiologic patterns of disease allow clinicians to better
diagnose and treat their patients in the absence of laboratory faditgsThe Directly
Observed Treatment Short courleOTS) tuberculosis screening program implemented in
Bhutanese refugee camps in Nepal beginnmd999 is a promising example of successful
disease surveillance and the impact on health indicét@2)<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 healt
together to manage surveillance, dimy, 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 an(¥2ure

Monitoring of hospital discharge data, mortality and morbidity rates not only helps
monitor disease trends, but calscapick 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 geasked violencé56). A
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comparison of 52 different pesimergency refgee camps in seven countries found that
statistically significant lower rates of child and un8emortality 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 teferral hospitals, 4) water supply >20L/person, and 5) camps with
lower rates of diarrheal disea¢€3). 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 thaire 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 ensuringthe continued health of a loitgrm refugee population.In refugee camp
situations,people are oftedependent on humanitan assistance and food aid, especially when
hostingpgover nments restrict r ef u.gle thesd caspdd s eofme n t a
critical importance that food supply is regular, ensured \melitbalanced(54, 57, 75) The
provision of sufficient calories allows for normal child growth, prevents wasting at all ages, and
is especially estial to maintain health for people with TB and KBV). The inclusion of an
adequatedvel of micrenutrientsis essentiato prevent serious health consequences. Anemia
due to iron deficiency is auige public health issue has multiple health repercussions: it impairs
cognitive development and immune function and causes growth stunting in children; during
pregnancy it increasdlerisk of hemorrhagesepsis, maternal mortality, peratal mortality ad
low birth weigh; and in all ages, it causes increased susceptibility to diseases, especially to
malaria(44, 57, 75, 76)Severe Vitarm A deficiency leads to decreased visibtindness and a
compromised immungystem(54, 57, 75, 76) lodine deficiency is also of public health concern
in most developing countries and pregnant women andgyahildren are most vulnerable.
lodine deficiency/surplus is associated withlisitiths and miscarriages in pregnancy and with
preventable brain damage in young chifd{#4, 57, 75)

Despite the health costs of nutritional deficiencieghér than acceptable rates of
malnutrition are presenh manyprotracted refugee campsound the world25, 44, 54, 57, 75
79). In 2006, the highest rates wofalnutrition inUNHCR/WFP supported protractedfugee
situations were in Chad (18%), Eritrea (18)9%thiopa (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 outbelow 12% (57, 75) In Bhutanese refugee camps, high levels of acute
stomatitis in children were found in correlation to riboflavin (vitamin B2) deficig@®y. In a
case study of Burmese refugees in Thailahd, intake of vitamins A, B1, B2 and C and of
calcium ranged from 24.2% to 53.1%R&commended Dietarylldwances (RDAS), and over a

22




third of childrenunder5 were underweight and another third were stunted; older children and
adults also had elevated rates of loedy mass indexBMI) and stuntin¢b4). Refugee camps all
over Africa have demonstrated higher ratesrof-deficiency anemia, hypothyroidism due to
iodine deficiency, and other micronutrient deficiencies as well as stunting and w@stirsy,
75-77).

A doctor examines a
child suffering from
malnutrition at thefo
hospital in the Dadaab
refugee camp, Kenya

Photo: Pei Guangjiang

There are many complex, interwoven factors that lead to the persistence of malnutrition
in protractel 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 theeynalready
provided. New strategies need to be developed to improve donor support and implement
important nutritional prograntS7). In the camps themselves, one major issue is the use of
inappropriag¢ food rations in the supply of protracted refugee camps. Many camps still depend
on emergencyhase food rations, which are formatted to have high energy content but are not
fortified with micronutrients; camps with these rations have higher levels afomuitient
deficiencies (57, 77) In contrast, rotine inclusion of fortified blended foods (FBRyith
appropriate nutrient supplementation in food @&dassociated with lower levels of stunting
among populations receiving that food &d, 77, 78) Not only stould 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 du like them, which can pose a challenge if the goods traded
for are not nutritionally adequai®7, 75) It is vital when trying to correct malnutiin 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 a staff at camps, or even regional country posts, to oversee nutrition
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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 wifopriate 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 &RE 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 280% of malnourished children being treatéfeading centerg57)

Another issue to be considered is the ability of refugees in protracted situations to pursue
their own livelihoods and cultivate their own agricultute. host countries thasupport or
encourag refugee productivity, such @ambia, Nepal and to some extent Bangladesh, refugees
are far more selfeliant, independent, and by extension, he&althi7). Currently, very little
programming dollarsare targeted towards aiding refugees achievesséfiiciency; furthermore,
UNHCR and WFP need to womkith host governments that are reluctant to allow for refugee
agricultural initiatives in order to encourage these progi@bs57) Host governments would
need to relaxstrict encampmenpolicies, allow foragricultural production (such as theke
planting belt establisheth Tanzania) and &hkorize income generating activities -tamp or
formal sector employment outside of ga@4, 25, 75)Multi-story gardening and other miero
gardening initiatives offeopportunities for refugees taroduce for thei own needsdiversify
their diet and add much needed micronutrients to dbeated food. They also allow for the
integration of nutritional education, income generation, and community health pror{@tion
57).

Reproductive Health Services

Reproductive health services in protracted re&gituationsinclude ensuring safe
pregnancies and deliveries, meeting family planning needs, preventing and treating sexually
transmitted infections (STIs) and HIV/AIDS, and preventing and responding to ¢esmbsd
violence (GBV).In many protracted rafjee 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 phas(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. Thusisitimportant 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 (@8jt81)
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Genderbased violenceGBYV is arecognized weapon of war that is used as a method of
subjugation via humiliatior{82). It is also not uncommon for armed menperpetrateGBV
within the camps or harm relief workegi&2, 83) Women and children are targeted both within
camps or when they venture outside the camps to gather supplies such as firewood(8Rater
Genderbased 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, dpression, and helplessng&3-85)

GBYV 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
media@l attention because of shame, or avoid medical assistance for births and infants that result
from rape(86). After conflictrelatedGBV, women and girls are left with extreme pain and deep
internal tears. Without medical or surgical intervention they may suffer traumatic fiulg@
traumaic fistula is an abnormal opening between the reproductive tract of a woman or girl and
one or more body cavities or surfacasll permanent damage to the uterus and vagina; they may
also contract HIV or other sexuatisansmitted infections, or have anintended pregnancy that
may end in an unsafe aborti¢d2, 84, 87) Long term medical repercussions@BV include
uterine prolapsenfertility and miscarriage€4, 87) The mental scars @BV are also severe
and include increased levels of anxiety disorders, shametrpastatic stress, depression, loss
of sexual pleasure, fear of sex, suicidal ideation, and su#e7) Loss of function irsociety
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 abostracism due to humiliation from a
wo ma n 6 sGBY alspehas implications for healthy child development, as it can affect
women's productivity and their ability to care for their children and thems2e84,87).

Though the Minimal Initial Service Package outlined by theer Agency Working
Group Field Manual on Reproductive Health in Refugee Situat{@83 provides a framework
for response in acute emergency settings, it is crucial that programs be continued throughout the
life of a refugee cam(B3, 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 tli@milies 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 lighfowdcand
water access points and paths as well as security perg86n86) Codes of conduct should be
enforced in the refugee camps for refugees and pers@meq).

HIV/AIDS and other STIs HIV/AIDS is another major issue within refugee campd an
IDPs. Because of rampant gendb@sed 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 treatmenidiAg antiretroviral

therapy (ART) to those who are HIV positive early in the course of disease improves survival
and reduces ilness, particularly tuberculosis, which is the leading cause of death of people living
with HIV/AIDS (89). Expanding access to earlier treatment also redei@msmission 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 commitr{#@t After the implementation of emergency

HIV prevention programs, studies have found that education programs are important sources of
HIV and STI control. Per 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 bel{89i68. However,

peer education when mixed with cultural misconceptions also had the potential to lead to
unhealthy sexual behavio(89-92). Thus, the pursuit of peer education mixed with culturally
sensitve 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 c¢d0t92) 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 encourageondom us€89-92).

Family Planning: Family planning becomes important in protractedgee settings due
to limited camp spaceand to ensure the health of mothers and infants partum and postpartum
However, thee 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 mogatrekirmishes and Gaza
restrictions, family planning and other reproductive health services were more widely available
(93). However, with the increasing regional conflict, donors withdrew fundingefmroductive
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 Wesiteposedpopulation control program@®3). 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 sippprAmong 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
practces (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 subpopulatiof®5). However, these surveys demonstrated a high response rate
for wanting formal educatior(95). Thus, family planning programs in protractedugsfe
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 environmentrounding the camp and donor
responses will also impact the success of these prog&3ng3, 95)

Women awaiting reproductive heakhbrvices ©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 ¢oittmediate 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 pestergency phase, psychological disorders due to traumatic
exposures becoenapparent 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 traui®@98). Posttraumatic stress disorder (PTSD) was
the main disorder diagnosed, with up to 80% of the Afghani refugees ex@g8sd®) The high
levels of PTSD as well as presence of anxiety and depression are reflected in other literature on
refugee mental tadth in campg59, 97104) 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 seHBufficiert, of uncertain safety (especially in women exposed to
genderbased violence), and of the undermining of traditional family and community structures,
all decrease resilience and lend to feelings of hopelessness and def@&ssidéid, 105) The
impact of longterm 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 frononeh 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 oth€s9, 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 managemenbtdhe ability of mental
health disorders to create severe handicaps on the development, productivity, and overall
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wellbeing (25, 102, 105, 108)Recent studies have shown that the development of community
healthy nterventions, 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 disord@8s 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 refug€288) At the same time, the mitigation of everydayessors
through education, recreational activities, encouraging family and community development, and
supporting seffeliant practices also has proven mental health ben@is 104, 105, 107)

While studies wit long term followup are necessary to cement best practices, the recently
published Interagency Standing Committee Guidelines on Mental Health and Psychosocial
Support provide a muitiered approach to addressed mental health stressors within refugee
canps at the emergency and pestergency phas¢$05)

Conclusion: Towards Sustainable, Healthy Solutions in Protracted Refugee Situations

The nature of refugesituations around the world is changing. The majority of those
displaced are internally displaced pers@@i®). 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 insecuri@6, 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 graomg 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 UNsystem, 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 of@fin 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 eefagdinoods. 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 refugeefgeliance, 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 compmunit

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 anport
programs?
3. What should be the role of NGO and the WHO in shaping the health infrastructure of
host countrie3
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Refugee Health in
Refugee Situatio
Bhutanese Refu

Sociopolitical Background
The Lhotshampas is a Nepalpieaking minorityp o pul at i o n outhérn r&glonst a n 0 s

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

the beginning of 1990s, discontent grew towards the hargditonarchy 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 f i ft hpopufatiorBflecutd reearkdy Nepdy Septembefl995, 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
there has been very little progressthis issug109)

CHINA

Capital

®  UNHCR office

A Refugee camp
International boundary

kilometres

Figure 1. Map of Nepal with UNHCR facilities Source: UNHCR Global Appeal011)

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

predicted for December 2011), living in seven different cafhp8) In 1992, at thepeak of
refugee arrivals, there were 600 refugees reaching Nepal every(1ddy.With the recent
resettlement of thousands of refugees to third countries, camp population has been shrinking and
UNHCR is expeting to eventuallymerge the camp<Currently thereare still around 80,000
Lhotshampas leaving in Bhutan, gootential political tension iBhutanwould possibly bring a
new wave of refugees to Nepél12)

Human Rights Watch reportsthdta | t hough Nepal has permitte
its territory, it has, to date, ruled out local integration as a durable solution. The Nepalese
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authorities deny Bhutanese refugees the right to freedom of movement, and prohibit them from
seeking emplgment and from engaging in incorgenerating activities, even within the
confines of the camps. The Nepalese government has thus forced the refugees into a situation of
compl ete dependency on the support 0113 he i n
However, even though @an 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/dge labour. There are

also thousands of educated Englsgieaking refugees who find work in boarding schools
throughout Nepa(110)

In July 1992, UNHCR, Save the ChildrelK, and the CDC helped esissh 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 Swowtles kerosene,
and administers homgardening 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 ibisfrouncil local administration
and Jhapa District Public Health Office (DPHO). The World Food Program (WFP) provides food
and runs incomgenerating activities in the camphe UNHCR has a budget of 16M, of which
6M is devoted to basic needs and esskesgavices, for the year 201110, 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 budgetncut
essential services such as food, fuel, and medical @dr&) In 2006, the World Food Program
came dangerously close to Acutting food ratioc
US, Canada, and the European Commission made a stopgap donation to the (@rbbram.

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 Bhutanegeesfattending school can
no longer study in the evening since kerosene was also used for ligtits)g.
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Bhutanese refugemamp 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, Dennthgk,Netherlands, New Zealand, and
Norway(115) UNHCR has been working with the Internationatg@nization 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 thetSbu Asi a Anal ysis Group,
would hapen to those who would be teh the camps after the resettlement? While the UNHCR
has promised to provide necessary reliefs, it cannot continue indefinitely.

Some political groups are openly against tlesettlement process, going as far as
threatening those intending to resettle. Theseran@ttlement groups claim that leaving the
camps will annihilate their chances of ever going back to Bhutan. There have been reports that
refugees are extremely retant 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 instaneesatitement groug
claim that the US will take Bhutanese refugees only to forcefullylletivem to fight in Irag.

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 citizeipsBtatus 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 workfoarel 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 hese concerns surrounding the resettlement process, it had some
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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 resoUutEs)

Figure linterest in resettlement by occupation

Refugee Career Categories with High Resettlement Activity

The percentage of health workers, clergy, managers, and 60.6% B 9% of career category
educators interested in resettiement and being submitted for to express an
resettiement is much higher than the average for all interest in

refugees. resettiement

10y
46.2% W% of career category

to be submitted for
39.2% 40.2% resettlement by
UNHCR
32.9%
27%
22.9%
14% 13.1%
0.0%

All occupations Health Workers Clergy Managers Educators
(average) (Teachers and
Administrators)

Source: UNHCR-Nepal resettlement statistics, April 2008. Used with permission.

Health Issues

Camp refugees initially had to face measles, cholera, tuberculosis, malaria, diarrhoea,
scurvy and beribe(111) However, within less than a decade the situation had greatly ingbrove
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 withménth buffer stocksTB registers, TB
treatment cards, microscopes, reagents, etc). Betweedutyid 999 and miduly 2004, 1214
patients with TB were notified within the program with a treatment success rate q7 Q3B
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 reprted 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 199fanaindiortified
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 cahaa low levels of vitamin B2, 51.1%
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had low tissue iron, and 24.1% had low haemogld@®). 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 iterabustion produce$113)

Inregards to ment al il Il ness, I n 2006 UNHCR
meaningful work opportunities and no apparent prospect of solutions fuel frustration and alter
social and political attitudes within the refugee community. Pressureimargrhealth centres
grows, with increased prescriptions and referrals for further treatment for an ageing and anxious
popul ati on; there are more c¢hr onlil® 2331 campi | | ar
refugees were subjected to torture before they fled from Bhutan, the most common form of
torture being severe beating (97¢019) Sampford, in the boolrotracted Displacement in
Asia: No Place to Call Homer epor t s Aexploitation by ai d
perpetrated by male relatives in the camps and impregnation of young refugee girls by camp
t e a c [LE3) For. istance, as ration cards are mad 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 twstudies
presented. How should healtare workers adapt to these differences? Find ways to
improve the treatment of mental illness in both cases.

2. In his papemDistinguishing Means and Ends: The Counterintuitive Effects of UNHCR's
Community Development Approach in Negall4)Robert Mggah criticizes |
community approach which, i n summary, cort
implementing partners in order to reduce costs. Referring to the two cases presented
above and keeping a focus on refugee health, do you think thisomdasglution, 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 regardend ugees 6 heal t h

3. Are there any examples within the Bhutanese and Somalistadies 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 prested, 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® much as to get better than their host community?
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Part Il:

Refugee Healthand Resettlement

A caseworker prepares a resettlement referral for a refugee father and his son Photo by JELO©
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Refugee Resettlement and
Refugee Health

Less than 1% of refugees are actuaglected for resettlement in a third countiry
reality most refugees remain in refugee camps for months to years. To be coniered
resettlement, refugees aidentified by the United Nations High Commission for Refugees
(UNHCR) or a government or nagovernmental organization working in the camipser, they
undergo an interview with an immigration officer representing the resettlement countries, and a
medical examiation to ensure they are eligible. They are matched with resettlement agencies so
upon arrival in the new country, resettlement agencies provide help with foodindgpou
employment, counselg, medical care, and other immediate needs for a limited time
peiiod.(121) Most refugees are resettled in the United States, Canada, Austrdfiestern and
Northern Europe as these countries heatfied UN charters to pwide legal and physical
protection for refugees and assist them in becoming naturalized cifiZ2)ddowever, many
refugees also end up resettling in th@st countries that they were displaced to. For asylum
seekersthe process is very differentthey circumvent the application process and travel by
whatever means they can (often utilizing dangerous routes or contracting with human smugglers)
to a resetement country, where they request asylum. They then undergo a processl| of lega
consideration of their asylustatus, during which time their health and political rights vary from
country to country.

Refugeesand asylum come tesettlement countries wita vastly different host of health
probl ems t han tbora popuationst Theyeofted coma ftom coaflict areas and
long term stays in refugee camps, with varied access to adequate heal(h23mglany have
experienced trauma, including torture, family separation, violence and (E2#126)
Refugees, especially asylum seekers, have higher rates of dangerous infectious diseases such as
parasitestuberculosis, and hepatitis B, as well as high rates of dental and nutritional problems
and certain chronic diseas€s23-126) While infectious diseases afasually] treated when
refugees arrive to their host cdrias mental,dental,and nutritional health as well &kronic
diseases such as hypertension and diabetes are often over({@@Bedl24) Refugeesthen
undergo increased stress in their new country due to vesidike language barriers, difficulty
navigating their new countrydés health and sc
sometimes detention for months to years before being allowed to(328lel24) These barriers
and pesonal experiencesffact 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. elfurpose of this section is to explore some of the
factors that influence the health of refugees as they settle into their resettlement countries
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Logistics of resettlement and its impact on health

Two models dominate countries' approaches to funcesgttled 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 NGO%127) Most Western resettlement countries recognize [at least in written
policy] that resettled refiges 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 (Il2ngpdvith the
intentof encouramg refugee integration and self sufficiency whilst economizing government
spending on refugee progr ams. geeFAdmissionsnad anc e,
Resettlement Program provides a maximum of eight months funding for refl@jged28)
whilst in Canada support programs and funding via @itiand Immigration Canada are usually
terminated at twelve monthi(g¢29), with an average of three monther the Interim Federal
Health Progran{130) Limited funding extensions may be given by countries to refugees who
apply and demonstrate extreme extenuating circumstéh2éyp

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 a@odint
to allow them to reach sedufficiency (127, 128, 131133) One of the largest problems is
difficulty finding adequate housing. Rent rates, long waiting lists for governfuedéd
housing, and limited mdahly funding make it harder for refugee families, especially single
parent households, to obtain affordable accommodati®B%, 134141) Refugees end up
spending a large portion of their income on rent, leavitlig lin the end for basic necessities
such as food and clothing, and ultimately even less for healthcare (8dts 134141)
Homelessness is determined in large part by the extent of existing ethnic communitst, supp
with more support preventing extreme levels of homeles4t88% those who are not homeless
frequently end up in overcrowded housing that may be substandard in terms of heating,
insulation, and ventilatiorf134-137). Such poor housing can pose a health risk for refugees.
Some reseahers argue that housing is a key social determinant of health and quality of life and
is linked to social activity, economic activity and general selhg (142) A review of 45
studies from thel9" century till 2007 found that improvements in general, respiratory, and
mental health were demonstratedsatiablelevels following housing improvements, especially
with improvements in warmth. Many of these studies repdhi@d housing improvemeénvas
associated with positive impaaia socioeconomic determinants of he#lth3).

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 [{¥B®) Refugees make leon
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average than nerefugee immigrants (an average $17.66 per hour versus 11.71 per hour
according to the US New Immigrant Survgyd2)). The New Immigrant Survey s found that

a much lower percentage of refugees (25.6 per cent) work in skilled jobs compared to other
immigrants (41.7 per cen(l32), a trend found in other couigs as well(144147) Language
barriers, education level, and family/community networks are key factors found to perpetuate the
low socioeconomic status of refugees regardless of cultural backgrlB®is144146, 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 polies restricting access of refugees to certain jobs are also issues that will
impact the socioeconomic status of refugé&82, 144, 145) Infrastructural factors vary
considerably per country; for example, the UKs hastrictive New Labour laws that limit
refugee access to employment opportunities;,thefsigee rates of employment are very low
regardless of the presence of career skills training and other infrastructure pro{ddibnsn
contrast, the US has high rates of refugee employment; however a large majority of these
refugees work in low skill, low wage earning jqli82)

Educationt On average, educational levels outside of (thast) country and length of
training in the country are lower for refugees than for-refngee immigrants, making it more
difficult for refugees to obtain skillecdabor positiong132, 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 utilizirand understanding the higher
education system, financial restraints, language difficulties, lack of free timehaandrs to
recertification or J|licensure into a similar p
(149 with refugee professi onal(847,W4015Kk)iWhite ai n un s
few programs have started to emerge inaierfields to try and encourage skilled employment,
analysis of these programs show that more involved language and cultural training as well as
social suppdrareneedechecessary componex(tL47, 150, 151)

Language barriers Language barriers impose significant negative impacts after refugees
have been settled in their new countries for at least 12 m¢b®i2s 153) Studies of refugee
populations in Canada and Austrabath found that language competency was significantly
proportional with the ability to obtain and progress in a job posi{ts3) Another study noted
that female immigrants/refugees were less likely to speak dfvigtiench 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
experiencg152) Thus, language barriers, both due to lack of education prioritalaand lack
of training once in the resettlement couptyan be detri ment al to refug
advance in employment, and thus maintain adequate income to healthily support their family.
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Iraqgi refugees take Swedish language classes
in the town of Flen
© UNHCR/R.Vikstrom

In addition to previously discussed health risks of substandard housing, another key
health impact that emerges from inadequate income is poor nuttiteoto food insecurity. Food
security is defined by the WHO #ise state wheré@ a | | people at all t i mes
nutritious food to maintain a healthy and act
have that accesdue to poor avadbility, affordability, accessibility, or usgl54) Studies on
refugee food securitthroughout the world have found that their refugee communities experience
food insecurity(123, 148, 158.62) with und@umented asylees at higher r{@60) Insufficient
income to purchase food and insufficiémids fortransportation to obtain food are two common
financial factors that lead to food insufficien(48, 156, 162) Refugees ofterun outout of
food due to lack of may, andneed to allocate less resources to food to support other needs
such as paying bill§148, 162) Food insecure households tend to have higher rates of
unemployment, lower total monthly earnings, larger nusloémminorage childrenand single
mother home§148, 155, 157)

While rates of food insecurity can decrease with time in the resettlement country, they
remain at least above 20%48, 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 systdia using foodstamps, understamglwhat a
supermarket is, etc157, 158, 161, 162furthermore, 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 (A58;al
161) Whether underfed or overfed, refugees experiencing food insecurity have higher rates of
malnutrition, including anemia and vitamin deficieni£s5, 158, 160, 161)

Impaired access to healthcare for@fugees in resettlement countries
When compared to the natis®rn and nosrefugee immigrants, refugees have lower
access to healthcare, with rates improving otiere but still remaining below the other
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popul at i oX631865) dhey areslass likely to be insured, have a constant source of
primary care, undergo appropriate health screening, and use fewer servigd. Mbmen
specifically make less use of prenatal and postnatal care as well as Pap smears and
mammography screenindd66, 167) Mental health services are highly underutiliZzd®8)

There are a variety of soetultural and structural barrietisat lead to this insufficient healthcare
utilization. Socioeconomic status itself is an important fadted to healthcare access for
refugees. In countries like the United States that dgravide healthcare coverage for refugees
after their initial period of stay, refugee populations have much lower rates of primary and
preventative care acce$$63165) Financial burdens of insurance fees;pegments, oubf
coverage prescriptions and procedures render are major barriers to utilizing primary healthcare
serviceq163-165).

However, even in countries that provide universal healthcare coverage, therdl are sti
large discrepancies in healthcare access. As mentioned above, language barriers present a large
problem in healthcare provision and receptibanguage barriers lead to decreased quality of
care and decreased patient access as well as general avatidneehealthcare syste(i24,
169-173) Language barrieread to miscommunication and misinterpretation on both sides, with
health and social consequences for the pati&#, 169173) Language barrieralsoexist d all
other levels of the healthcare systdnom filling presciptions to making appointments to even
understanding and navigating a completely new syddysiciansay that missed appointments
are a substaral problem when treating refugees; an issue exacerbated by refugee illiteracy in the
resettlement country languagdliteracy also contributes to lower compliance in taking
medications. In many instances, refugees do not know what medication is beicigopre and
what it is for(11)

Refugees also have difficulty with medical paperwork, which becomes problematic when
trying to communicate andlocument informed consentl73) Such consequencesre
accentuated in places like Montreal whtirere are no trained interpretergailable in hospitals
and mnimal patient health literature in other languad&68, 174, 175)According to the
Refugee Council of Australia, there is a systematic problem of physicians not using interpreters
(even free interpreter telephoservices) during consultatio¥l). There is often an inability of
physicians to find interpreters in short notice, or physicians do not twautilize 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 mal health. The additional time needed for translations is
a further barrier for physiciar(d1). However, trained interpreters have been showstudies to
improve healthcare outcomes and are associated with increased health services ufilizé&tion
176) Thus, it becomes important to increase availability of trained interpreters, and educate
physiciangn interpreter utilization.
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Refugee patients often find theeceive théest standard of cafeom doctorswho come
from their own communities/ethnic backgrounds who not only are fluent in their language, but
are also attuned to thesociccultural bdiefs (151) Indeed, even in studies of trained
interpreters and healthcare, the importance of cultural as sveiiguistic fluency is recognized
(174176) Studies have shown that there is an undercurrent of racism present in the host
countriesd healthcare systems againstltunlef ugee
differenceg177, 178) Refugees in focus groups identify discrimination by healthcare providers
and the healthcare system as deterrents from utilizing healthcare s€i2i@e$79) Conversely,
when healthcare providers had training in intercultural competency, both patients and providers
report higher feelings of empathy and better pageavider communication(179). The
importance of cultural competency when treating refugee populations of different spiritual and
cultural beliefsisd e monstrated well i nphyAom tha Hnmongi refudeasa n 0 s
from Laosliving i n t he Uni t ed St ates. The ethnograpt
interactions with a culturally unaware healthcare practice lead to devastating consequences for
their epileptic child(180, 181) whom the family views as havingaug dab pega honored
ability of a person to enter into the spirit realhe Hmong are only one example of a group
due to mutual cultural misunderstandings due to vastly divergent beliefs regtreirole of the
body, spirituality, and (8@ &8l)IThus, it ia Vital @oshedltm a p e

practitioners to gain cultural understadnding
view and work with the patient to maximize their care, integrating aspects of Western medicine
and the patientds belief system.

Mental health issues prevalent in resettled refugees

Refugees are less likely than nathern counterparts to seek mentedalth services.
Again, this behavior is due to both cultural and structural fadtoekiding the lack of mobility
or work flexibility, lack of linguistic and culturally competent servicasjiew of mental health
problems as problems of personality amot health,fear d stigmatization due taegative
cultural associations of mental disordeasd a concern over confidential{}82). On the health
practitionero6s side, ment al heal th is often ¢
(168) However, mental health symptoms are highly prevalent in resettled refugee populations.
Systematicgeviews and metanalyses demonstrateatresettled refugees are at much higher risk
than agematched, nativorn cohortsfor a variety of pecific psychiatric disorders; their
increased incidence ielated to their exposure to war, violence, torture, forced migration and
exile and to the uncertainty of their status in thentoes whee they seek asyluif®0, 100, 168,
183186) They sufferup to 10 times the rate of pasaumatic stress disord@PTSD)as well as
elevated rates adther anxiety disorderslepression, chronic pain and other sbeneomplaints
(60, 100, 168, 18386) Refugee women are two to three times more at risk forgartim
depression than natiseorn counterpart€l68). These psychiatric conditions are ofterngsorbid
and debilitate those they affect, impeding employability and acculturation, which in turn
heighten mental health deterioratid@®8, 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 discrimingti®&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 relationshgoeh as bullying led to feelings of low self worth and
poor adjustmentl91) While refugee youth do show amazing resilience and can surpass native
born peers in academic achievemé®, 101, 187)they are also subject to higher levels of
anxiety and depressiofl06, 192) Preresettlement 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 unaccomp&h@gj 193197) For youth, the
strongest predictor for mait health is family. For instance, when Idnen arrive with both
parents and there ahégh levels of cohesion within the family, children are better able to adapt
and thrive in their new environmerl.98) For adults, too, much of the anxiety and stress can be
alleviated by keeping family ties intact and creating relationships with pedpileeir 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 symptqi33, 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 growingaztice in Europe, Asia, the USA, Canada, and has
existed for more than 20 years in Australia as a method of controlling immig(a88n 200)
Refugee detention is controversial due to restrictiongnowementtha violate the right to
asylum include the pootonditions of detention facilities, the lack of judicial review of the
decision to detin, andthe indiscriminataletention ofall people regardless of age, health status
or prior history of torture and traan(201, 202) A large body of evidence has shown the
crippling psychological consequences of detention on an already vulnerable pop{il@8on
213). Higher levels of PTSD, anxiety, depression (as high as 50%, 77%, and 86% respectively),
self harm, and suicidal ideatiq?204, 207)are seen in detainees when compared to matche
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 detainegepaelthat
their mental health worsened while in detent{@®9, 213) When finally released, detained
refugees retain higher levels of psychiatric conditions for long periods of time, become more
socially withdrawn, have hi gher di fficulty |
becoming employed, and thereby ultimately finding it more difficult to acculturate in their new
country(199-202, 206, 208, 209)
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A group of young
detainees stare at visitors
to the crowded detention
center at Pgani, Greece

© UNHCR/L.Boldrini/23
Sept. 2009

Conclusiont Improving Refugee Health in Resettlement

Refugee health duringesettlement is affected by a complex interweaving of socio
cultural and structural factors that will require miiiceted 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 practitiorieesshers, and other caregivers that
will be interacting with a refugee population. School programs to teach cultural sensitivity to
nativeborn and refugee children can help lead to positive relationships and improved health.
Some efforts have begun to peprovide 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
health@are systems of host countries?
3. Consider the codtenefit analysis of refugee detenti@woes refugee detention make
sense for refugees or the countries detaining them
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Case Study 1 The Resettl
Process in Canad

Refugee Health in Resettleme

Settlement Process in Canada

Canada provides protection to thousands of refugeesy 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 punistithé)the
In-Canada Asylum Program and the Refugee and Humanitarian Resettlement Program constitute
the two main branches (24) Th€ atten ldgaldpscess dringsgae e S
refugee to Canada to live as a permanent resident and is the focus of this.aDalysises with
resettlement programs agree to resettle about 100e@@gees from abroad each y€at4) In
2010alone, Canada resettled refugees of roughly 70 different nationalities; by 2013, the country
plans to resettle up to 14,50Ghe equivalent to having one out of every nietigees 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 ordaifyo ide
refugees for the global resettlement prog(aa?)

Canadabés <current c o mmi t meensthelgs ¢o giveeasgenterdll i n g
picture of the count r ySinge thell39bsaBhutaneserefugees kavee n t
been living in seven camps in eastern Nepal. As part of a group of seven countries who have
agreed to resettle roughly 70,000 Bhutmneefugees, Canada announced that it would resettle
5,000 refugees over a period of53yearg215) 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, workinglyclastn its
international partners at the International Organization for Migration and the Office of the United
Nations High Commissioner for Refugd@45) Following interviews, selected refugees
underwent medical, security, and criminality che(Xsb) The first refugees to be resettled
included vulnerable groups such as women at risk, survivors ¢éne® and torture, and
refugees with medical needs such as speech and hearing impai2d®&)3uring 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 acrosqZl&)ada.
Upon arrival into Canada, the refugees were givearitial 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 ®lected or not) were relatively well educated and fluent in English. Education and
fluency in English were certainly important factors in the decisiaking of host countries
when choosing which groups of people to resedtfece as mentioned in the texanguage
barriers often create many obstacles to social integration and access to health care.
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Many case®f resettlenent involvechildren. Canada uses the Guardianship Protocol to
resettle dependent minors not in the care of a pét8a).Many of these children may have been
abused or exploitedreviously The Protocbstates that the best option for mostugeeminors
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
reunie the minors with immediate family in Cangd&1) The Protocol reles on Canadaé
Immigration and Refugee Protection ABRPA), which uses th€onvention on the Rights of the
Child, to ensure that the best interests of the child are given prib&ty.

In general, refugees and protected persons in Canada who cannot pay for health services
can be coveretemporarilyby the Interim Feedral 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, contraceptidh ¢ontrol), prenatal
and obstetrical care, essential prescription medications, and the immigration medicél2Xam.
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 then®ne study conducted by Lisa Merry et(@16)showed how refugee claimant
women in the posgbirth period can be especially vulnerable to these barriers. Among these
barriers were the feeling of isolation from family and friends; difficulteegerienced 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 assests, support, and referrgixl 6) lack
of finances; transportation; and mistrust of healthcare wo(kgBhese problems were present
in the healthcare experiences of the majority of participants in the study. One particular
challenge faced by these women was the IFHRf.it#ewas unclear to women and even
healthcare professionals which services were covered under IFHP and women and their infants
were consequently refused care and/or charged28€é3The confusing and limited operations
of the IFHP speak wards the clear need for revision of the program.

44




Health Care
Possibilities

Organizations

Data Sources

BCCDC: British Columbia Centre for Disease Control

Pre Arrival

> Arrival

Refugee Camp Health Services
Immigrant Medical Exam
Pre-departure Medical Screen

Non Governmental Organizations
United Nations Refugee Agency
Citizenship and Immigration Canada

Immigrant Medical Exam
Pre-departure Medical Screen
CIC Landing File

BCCA: British Columbia Cancer Agency

CIC Landing Flle: Data collected by Citizenship and

Immigration Canada on new Canadians
EMR Bookings: Electrenic medical records of

appointmeant bookings at the refugee health specialty
Ay

MSP: Data on medically necessary senices
provided by fee-for-service practitioners 1o
indivduals covered by the Medical Services Plan
(MSP), BC's universal insurance program
Pharmacare: Description: PharmaCare is BC's
public drug insurance program that assists BC

residents in paying for aligible prescription drugs and

designatad medical supplies
Pathnet: A web-based electronic system for the

delivery of diagnostic laboratory information from two

of BC's major outpatient laboratories, MDS Metro
and BC Biomedical

Initial Health Screen

Welcome House
(Immigrant Service Soclety)
Bridge Clinic

Initial Health Screen

= Settlement

Refugee Health
Specialty Clinics

Bridge Clinic (Vancouver Coastal Health)

New Canadian Clinics
(Fraser Health)

EMR Bookings, MSP, BCCDC
BCCA, Pathnet, Pharmacare

W

Urgent Care, Hospital-based Care,
Speciafist Referrals,
Alied Health Care

Hospitals (Emergency departments, inpatent care),
Specialists, Centre for Excellence HIV/AIDS,
Mental Health Teams, Home Care, Public Health

Hospital Separations, MSP, Mental Health Data Records,
HIV Cohort Study, Home and Community Care Records

Outcomes

Morbidity, Mortality, Quality of Life

MSP ICD codes, Pharmacare, Pathnet, Hospital Separations,
Mental Health Data, HIV Cohart Study, BCCDC, BCCA, Vital
Statistics, Canadian Community Mealth Survey

“»  Integration

Community-based
Primary Care

Family Physicians In Private Practice
Community Health Care Centres
Walk-In Clinics

EMR Bookings, MSP, BCCDC
BCCA, Pathnet, Pharmacara

Figure 1. Health care options for refugees throughout the settlement process with associatedorganization
data sources. Adapted from Gabriel et al., 2Q)1.
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Table 1.Examples of How New Knowledge Can Lead to Positive Chafdepted from Gabriel

et al(1)

New Knowledge Intervention Hypothetical Example

Medical conditions of high prevalence on arrival Improved screening on arrival High prevalence of asthma in South East Asian GARs
leads to screening with targeted hx and px in this
population

Psychiatric conditions of high prevalence on arrival  Improved delivery of health care services Quantitative data on the incidence of PTSD* leads to
improved funding for group counselling services

Conditions of high incidence during settlement Improved screening and preventive interventions High incidence of diabetes between years 3 and 5
leads to preventive educational programs

Health care utilization patterns Improved access to health care services Communities where refugees seek episodic care from
walk-in clinics rather than a family physician leads to
facilitation of access to primary care in these areas

Multivariate analysis identifies characteristics of Screening tools created to identify refugees at risk Finding that GARs illiterate in their own language are

refugees that are associated with poor health for poor outcomes, appropriate interventions at higher risk for not utilizing preventive care services

outcomes implemented early in the settlement period leads to new delivery of health education on cancer

screening

* PTSD = Post-traumatic stress disorder.

A major point of contention concerning Can
the Safe Third Country Agreement. Sinced 20 , Canada designated the
t hird countryo under t he Agreement , t hereby
claimantg(133) The United States is the only country given this designation. The act states that
refugee claimants arequired 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 Statasd cannot claim status in Canddd@3) Only a few
exceptions exist, such as if the claimant has family with status in Cathagaver,thousands of
refugee claimants, including children, are detained in the United States, some for several years
hoping to eventually immigrate to Canada

Some refugee in Canada must wait years for their family members to join them in
Canada. Thémmigration and Refugee Protection Aaicourages refugee family reunification
by allowing refugees recognized in Canada to include family members overseas on their
permanentresidence applicatio(217) But accoding 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 (Aaii)iReasons for these
delays are often due to delays in processing anything frerpgimanent residence application,
to security checks, and/or to the medical examination as well as the need to establish family
relationships, which sometimes require DNA test2fj7) Meanwhile, the lives of family
members of these settled refugees are at risk in the countries they magetdrylee and the
mental health of the refugees are exacerb&sllitions 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 thereCahadian government can also issue visitor
visas to family members while their files are being processed.
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Refugee Health in Resettlem
Case Study 2 Palestinia
Livi na in Leban 2

There are 455,000 Palestinian refugees registered by the United Nations Relief and
Works Agency (UNRWA) in Lebano(214) This number represents about 10% of the densely
populated country. Since Palestine refugees are not formally citizens of anothethstate,
cannot claim the same rights as other foreigners or rights to work in as many as 20 prafessions
receive health carm Lebanon(214) Subsequently, all social and health servicesspmsored
and supported by the UNRW#An the country UNRWA has 74 schools (including 6 secondary
schools) for 31 000 refugee students as well as 2 vocational and technical wamieg(214)

Health care is provided by 29 primary health centres and one community rehabilitation centre
there a8 ni ne womends (AlM)dtherassueseinclade fittte raecass to public

social services and very limitedccess to public health, health insurance, or educational
facilities. As a result, most refugeesgedepend
reliesentrelon donati ons. The Lebanon Field Officeod:
with an adlitional $47 million for project$215) The budgetllocated for health received about a

guarter of the total regular budg@l5), 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 UWR 6 s heal th progr amme, UNRWA cal
costs oftertiary carg215) Roughly twethirds of Palestinian refugees are considered poor and
living on less than $6 a d4215) 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
Palestiman refugees are suffering from chronic diseases such as cancer, multiple sclerosis,
hypertension or cardiac disea$2%5) Mental health indicators are also alarmingly high, with
21% of refugees reporting that they experiendepression or anxie{215) Extreme food
insecurity is common in many refugee households, and serves only to exacerbate tsaltioor
of refugees. As many as 85% of food insecure households have a family member suffering from
a chronic iliness or disabilit§218) Chronic illness is closely associated with food insecurity
since food insecure households consume poor quality diets, which is linked to greater rates of
illnessa(218) Seeing as the factors underlying poor health, sugvasrty, 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 refu¢2eg)

The Shatila refugee camp is a lelegm Palestinian refugee camp located in Beirut,
Lebanonand represents onef twelve in the country214) Established in 1949 by the United
Nations Relief and Works Agency (UNRWA) for Palest 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
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generationg214) The camp was built in responsethe displacement of refugees and serious
damages to property incurred during the 1982 Israeli invasioelmzdrion 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-@3, some have found simple ways to make a liyiigl)

Most men work as labourers or run grocery stores, while the women work as c{@adgihe

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
hazardssuch as by being a breeding ground for infectious dis€2%4¥The water networks,
particularly the sewage and ostn water systems, need considerable expansion and
upgrading214)

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 unmitand most often have not beaddressed for years at the cost of
hundreds of lives. While the very existence of ld@gn camps in many unstable ar¢sisch as
parts of subSaharan Africa and Libyadespite precarious funding is already a great thaly
cannot at least not in theicurrent statesontinue tarepresentong-term solutioss.
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Questions toconsider

1. Considering the vast socioeconomic and political differences between host countries
Canada and Lebanomr would you deal withHong-term settlement processes if there
was no infrastructuren your country to do so?

2. Treatment of refugees in losigrm refugee camps operates mostly under a sovereign
legal spheré as in, they are dictated by the laws of the host country. Seeing as in the
case of Palestinian refugees in Letsawhere 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 tieentext of health, you should also consider some of the
socioeconomic factors that can affect overall voeling.

3. If you were a delegate representing a developed host country, would you offer newly
settled refugees a temporary healéine plan? If so, whatould 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 anthtegd by countries (host
countries or not)? Or, for instance, would you ensure stable sources of funding for
UNRWA?
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Apbenaix 1: Aealtn .

Health
service

Emergency phase

Post emergency phase

Child
health

«  Curative: manage commoen
diseases {Acute Respiratory
Infection, diarrhoea measles,
malaria, skin infections,
anaemial;

«  Immediate care-seeking/referral
for danger signs;

+  Immunization: measles;

«  Nutrition: assessment,
rehabilitation, vitamin A,
deworming.

Integrated management of childhood
illnesses (IMCI) protocols {ARL
malaria, diarrthoea, etc);
Epidemiological programme
(measles, diphtheria, polio,
whooping cough, TB).

Curative
care

«  Manage common diseases
(triage, outpatient, referral,
inpatient, dressing/injection;

«  Establish simple case
definitions;

«  Standard treatment protocols,
procedures for patient
management including
admissions and referrals,

Manage TB under special
conditions;

Consider other chronic diseases
(diabetes mellitus, hypertension,
arthritis) in mid-level developing
countries, heart disease.

Surgery

«  Manage minor injuries;

«  Support existing structures to
ensure safe referrals of
emergency conditions and
major injuries to hospital;

«  Temporary field units 1f poor
access to referral hospital.

Surgery for chronic conditions such
as hernia or uterine prolapse.

Reproduc-
tive health

Minimum Initial Service Package
(MISPY):
»  Reproductive Health Kits;

«  Manapge sexual/zender violence
including emergency
contraception;

«  Ensure safe deliveries in the
community and at health
institutions;

«  Refer obstetric comphcations to
Emergency Obstetric Care
(EOC) facilities;

«  Provide free condoms;

«  Promote universal precautions
against HIV/AIDS.

Comprehensive care:

Provide Ante Natal Care (ANC):
risk screening, supplements,
Immunization, monitor 318ns,
prophylactics;

Emergency Obstetric Care including
treating complications of abortions;
Post-MNatal Care { PNC): nutrition,
health education on breast feeding
and infant care;

Family planning information and
SErvIiCes;

Prevention and treatment of
STLAIDS.

Pharmacy

«  “Push’ system for drog kits;
«  Interagency Emergency Health
Kits.

*Pull” system for ordering drugs
Essential drugs and supply (stratified
for different levels);

Diagnostic flow charts and standard
treatrnent protocols.
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Health
o Emergency phase Post emergency phase
Laboratory | «  Imitially none: clinical diagnosis Basic laboratory investigations to
or referral of specimens; improve diagnosis and guality of
consider arranging for rapid care [malaria smear, stool ova'cyst,
transmission of specimens to a haemoglobin, gram stain, sputum
reference laboratory to confirm smear, blood sugar, HIV test).
an outbreak such as cholera, Possibly blood transfusions.
dysentery or meningitis;
«  As spon as possible, provide
tests that can identify major
disease outbreaks or high drug-
resistance (malaria, dysentery).
Mental «  Provide psychosocial support Community-based programme for
health activities in the community; the emotionally traumatized.
«  Prepare plans;
«  Expect that persons who are
chronically mentally 11l may
arrive who are already on
medication and need to have
treatment continued even in the
emergency phase.
Health «  Initial Assessment; Ongoing surveillance using
information comprehensive indicators;
system Establish surveillance system using Weekly or monthly
(HIS) simple indicators: morbidity/mortality rates (depends
. Daily death rates: /10,000 on event): #'1,000 people/month
people/day; Regular population-based surveys
«  Daily morbidity rates; {generalised);
. Demographics: census, rate of Periodically modify the Health
influx. Information Systems to monitor less
urgent diseases, or differences in
disease patterns.
Preventive | Community Health Worker and Community mobilisation for disease
health volunteers activities include: control activities;
1. Prevention: IEC on child care, Tertiary care: reduction of physical
assist Immunization; disability.
2. Prevention: Oral Behydration
Therapy, identify/treat cholera,
malaria;
3. Prevention: recognise/refer
cases of malnutrition for
treatment;
4. Data collection: disease
surveillance, population
estimates.

FromThe Johns Hopkins andeghnternational Federation of Red Cross and Red Crescent
SocietiePublic Health Guide to Emergencies, Chapt&21D)
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Appendix 2: Maps

Refugee Trends

Parties only to 1951 Convention
- Parties only to 1967 Protocol
Parties to both Convention and Protocol

_ Non-members

States that are party toagl1951 Geneva Conventiand 1967ProtocolRelating tothe satus of refugees
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42 million people uprooted by war

15.2 million people are refugees

Advica 7.1 million
{emchading North Alrica)

4.7 miffion

Sudan 418,000

Source®© Médecins Sans Freigres Australia ____ 3
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http://refugeecamp.msf.org.au/who-are-refugees.html

Source®© Médecins Sans Froigres Australia
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