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Background & Introduction

The global refugee crisis since the early 2010s has gained substantial attention from the
media, academia, and the public. Research regarding preferred destination countries’ public
health response to the refugee crisis has been well documented and described both in grey
literature and in academic journals.” Amidst such issues, a recent phenomenon in Canada has
caught much attention of the media and the public. The number of asylum seekers crossing the
U.S. — Canada border has increased since the U.S. elections in November, 2016. In January,
2017, U.S. President Donald Trump signed an executive order that closed the door to visitors
from seven Muslim-majority countries: Iran, Iraq, Libya, Somalia, Sudan, Syria and Yemen.? The
executive order also included provisions that suspends Syrian refugees indefinitely, and
decreases the number of new refugees allowed in fiscal year 2017 from 110,000 to 50,000.%
The travel ban, fear of deportation, and prospect of life in a country perceived by many as
having more liberal policies toward asylum seekers, has resulted in a rising number of people
crossing the border to Canada through remote fields and forests despite the risk of frostbites in
the winter cold.? Just in the first six months of 2017, 4,345 asylum seekers crossed the U.S. —
Canada border, and the vast majority, 3,350, arrived in Quebec, followed by 646 in Manitoba
and 332in B.C.*

Asylum seekers are entering Canada through dangerous routes due to a loophole in the
agreement between the United States and Canada known as the Safe Third Country
Agreement. The agreement, signed in 2004, prohibits refugees residing in one country from
seeking asylum in the other.? However, the agreement does not cover those who cross the
border unofficially in remote areas far from official border crossings. Therefore, asylum seekers
are choosing to become “irregular migrants” by crossing the border in remote fields to gain entry
into Canada.?

Although the typical health care needs of asylum seekers is well documented’, the
uniqueness of the recent asylum seeker phenomenon calls for a different perspective for the
following reasons: first, the health status of the particular population of asylum seekers who
have spent various amounts of time in the U.S. is largely unknown. These asylum seekers are
unique in that they likely received some form of health assessment and screening before or
upon entry into the United States. However, there have been no published data or official
statements on the asylum seekers’ health status, whether Canadian health care authorities
have access to their health records, and how continuity of care was managed before entry into
Canada. In addition, asylum seekers undergo numerous agencies at the federal, provincial, and
non-governmental levels upon entry into Canada.’ These agencies keep information and
statistics in different ways, making it difficult to consistently track not only the number of people
crossing the border illegally, but also their health status.®

The objective of this report is to review the international literature, with emphasis on
members of the European Union, regarding asylum seeker health status, access to health care,
and barriers to access. In addition, it will identify current gaps in the knowledge and their
implications in the Canadian context regarding the asylum seekers who have recently entered
Canada, and ultimately aid in establishing appropriate services for this population.

Materials and Methods

Search Strategy
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Literature was searched by using the following databases: PubMed, Google Scholar,
Scopus, and ProQuest. Search terms included: Asylum seeker, refugee claimant and healthcare
policy, health status, Europe, Canada, access to health care, barriers to health care. For official
publications from European regional health authorities, the World Health Organization European
Region and European Centre for Disease Prevention and Control websites were searched.
Relevant grey literature was also found by internet-based search of newspaper articles on
Google, CBC, Reuters, and The Globe and Mail. Furthermore, the reference sections of key
review articles were hand searched for additional articles that were relevant to the search.

Study Selection

Studies were assessed for inclusion based on the following criteria: (1) available in full
text in English; (2) the primary participants were adult asylum seekers or refugee claimants
residing in the host country, (3) published between 2002 and 2017. Both quantitative and
qualitative studies were included. Quantitative studies were included for findings on the health
status and common diseases or conditions among asylum seekers. Qualitative studies were
included for findings on both perceived and actual level of access to healthcare and barriers to
access.

Results
Nearly all published papers retrieved were studies from Europe.
Health Status

A comparison of self-reported perception of poor general health status between asylum
seekers, refugees, immigrants, and the general non-immigrant population in the Netherlands
showed a worse health status among asylum seekers (59.1%) than that of refugees (42%),
immigrants (39%), and the general population (18%).° Although there are variations among
study populations, common medical conditions and symptoms reported by asylum seekers
included mental health problems, headaches and migraine, dental, musculoskeletal,
gastrointestinal, and respiratory symptoms (Table 1).6‘10 Asylum seekers were more likely to
report symptoms of PTSD, depression, and anxiety than refugees.11 Risk factors for poor mental
health were associated with female sex, older age, experience of trauma, presence of post-
migration stressors, and lack of social support.'? Studies that focused on sexual and
reproductive health of asylum seekers showed that the incidence of severe acute maternal
morbidity is 4.5 times higher in asylum seeking women than that of the general population.™
Asylum seeking women were more likely to have experienced sexual assault™, had higher rates
of unwanted pregnancies and induced abortions (2.5 times higher) than women in the host
country.” Furthermore, asylum seeking women were more likely to report chronic conditions,
PTSD, depression, anxiety® and physical symptoms such as headache, abdominal pain, and
backache than men.'® Although studies showed that asylum seekers are at increased risk of
mental and sexual health issues, evidence on whether they have higher rates of infectious
diseases and chronic conditions than the general population was limited."
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Table 1. List of common medical conditions and symptoms among asylum seekers

Mental Health Conditions (PTSD, depression, anxiety)
Headache

Migraine

Dental Health Conditions

Musculoskeletal Symptoms

Gastrointestinal Symptoms

Respiratory lliness

Asylum seekers from countries experiencing violent conflict were associated with higher
incidence of somatic diseases and increased number of visits to medical facilities."” Asylum
seekers who underwent longer asylum application procedures (>2years) reported significantly
lower quality of life, more physical complaints, and higher functional disability than those who
had recently arrived in the host country (<6months).8 Furthermore, pre-migration exposure to
traumatic events®, post-migration stressors such as family issues, poor socio-economic living
conditions, and socio-religious conflicts were associated with chronic conditions and worse
quality of life.’

Access to Healthcare

Most studies that were identified for comparison of different levels of access to
healthcare originated from the European region. There was significant variation across Europe
in terms of regulations surrounding access to health care for asylum seekers and refugees.
Furthermore, a major challenge for assessing asylum seekers’ access to health care was that
the literature often uses an umbrella term “migrants” which includes students, economic
migrants, asylum seekers, irregular migrants and displaced persons when assessing health
care policies for these groups.'® Amidst such challenges, one study specifically compared
health care policies targeted for asylum seekers.'® Norredam et al. compared legal restrictions
in access to health care for asylum seekers to that of citizens of the host country in 23 European
countries.™ In Austria, Denmark, Estonia, Finland, Germany, Hungary, Luxemburg, Malta,
Spain, and Sweden, there were legal restrictions in access to health care that only entitled
asylum seekers to emergency care.'® Of these, only four countries (Germany, Luxembourg,
Spain, and Malta) had policies that changed the level of access to health care over time."®
Asylum seekers were eligible for full access to health care 15 months after arrival in Germany.*
In Spain, asylum seekers received the same level of access to health care as host citizens as
soon as they are registered at the Town Council, whereas full access to health care was
available 3 months after arrival in Luxembourg.'®

Barriers to Access

Even if legal restrictions to healthcare access are removed or diminished, asylum
seekers are still faced with practical restrictions that act as barriers. In countries where access
to free health care is not universal, inability to pay for medical visits was cited as a barrier to
seeking care.?' Even when access to free health care was available, other costs associated with
transportation, prescription and over-the-counter medications, and other health-related
expenses were identified as barriers.?” In addition, asylum seekers found navigating through the
healthcare system, which were often very different from that of their countries of origin, very
difficult due to lack of awareness on availability and their eligibility for such services.? Other
identified problems were lack of proper dissemination of information regarding available health
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services upon arrival and inadequate understanding of the primary care and referral system.21
Participants from other studies found that support from friends, family and other agencies were
the main source of information regarding health services and that they played an integral part to
successful access.?"?

Continuity of care, or lack thereof, was reported as a major determining factor of seeking
health care.?"?*?* Continuity of care emerged as a major facilitator of building trust and
confidence in health professionals in the host country. In cases where continuity of care and
expertise in refugee health were lacking, asylum seekers reported concerns regarding
confidentiality and security regarding their health status as there was a perceived threat that
their asylum application may be delayed or denied due to their current and previous health
conditions.?’

Lastly, the language barrier faced by asylum seekers was cited as a major deterrent to
health care access in numerous studies.?'™* Lack of professional interpreters who received
training in culturally appropriate translation resulted in inappropriate use of friends and family
members as informal interpreters. Even in cases where trained interpreters were available, lack
of assurance that the asylum seekers’ concerns and needs were accurately being conveyed,
and concerns regarding confidentiality were reported as barriers to access.”*?°

Recommendation of Regional Health Authorities

In light of what is known about the needs of asylum seekers in the literature, and in
response to the unprecedented refugee crisis Europe has experienced in the last ten years,
regional health authorities such as the World Health Organization (WHO) European Region and
the European Centre for Disease Prevention and Control (ECDC) have published action plans
that provide overall recommendations to its member states.?®*

Expert consultations conducted by EDCD yielded recurrent themes such as the need for
reception centres for newly arrived migrants where initial health assessments can be carried out
immediately upon arrival.?” Adequate resource allocation to these reception centres with primary
care and public health services for screening, vaccination, and prompt treatment of ill patients
free of charge were cited as the best course of action.?” Experts pointed out the importance of
screening for communicable diseases according to the asylum seekers’ country of origin.?’
Based on expert reports, only 59% (16/27) of countries in the European Union/ European
Economic Area implemented screening for newly arrived migrants.?® National guidelines for
screening of newly arrived migrants for at least one disease was available in 56% (15/27) of the
countries.”® Within these countries, the most common disease screened for was TB (15/15,
100%), and other diseases screened for included hepatitis B (33%), hepatitis C (27%), HIV
(27%), other STDs and vaccine preventable diseases (20%) (Figure 1).?® Furthermore, experts
also emphasized the need for adequate housing conditions for newly arrived migrants with
proper sanitation standards and minimization of crowded living conditions in order to minimize
transmission of communicable diseases.?” Experts also emphasized the importance of a system
to track migrants from their initial point of entry to their eventual final destination.?’ They
emphasized the importance of such a system for continuity of care and for ensuring follow up of
vaccinations and booster shots along with treatment supervision and outcome monitoring of
communicable diseases such as TB.”
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Figure 1. Proportion of diseases screened for in EU countries implementing screening programs
(n=15)
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The World Health Organization European Region published a strategy and action plan
for refugee and migrant health in September, 2016.% The plan includes policy
recommendations that focus on collaboration of the European region as a whole by establishing
a framework for a coordinated response by the international community.?® Another key
recommendation found in the plan is strengthening the health information systems for improved
data collection on refugee and migrant health. It states that the purpose of such data collection
must be explained to refugees, asylum seekers and migrants, along with how it can benefit
them in the long run.?® The plan noted that it is imperative that innovative approaches to data
collection such as surveys and qualitative methods are conducted while ensuring confidentiality
and upholding sound ethical standards.?

Discussion

The majority of literature reviewed in this report was from Europe. This is due to the
recent volume and frequency, with massive influx of refugees and asylum seekers, and gained
experience in the European region. Between 1990 and 2015, Europe has seen one of the
largest growth rates of international migrants." According to the United Nations High
Commissioner for Refugees, Europe received 714,300 of the estimated 866,000 total asylum
applications in the world in 2014.%° Since Europe has ample experience with providing care for
asylum seekers over several decades in large numbers, literature from this region may provide
valuable evidence to inform an effective public health response in the Canadian context.

Implications for the Canadian Context
Review of other countries’ responses exposes challenges and gaps in the Canadian

public health response to asylum seekers. First, it appears that limited data are being collected
on health status and use of public health services of asylum seekers entering Canada as there
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were no published studies on this topic in the first six months of 2017. There are neither
published data, nor any publicly available information on-line on how or if authorities are
keeping track of the health care needs, vaccination status, utilization of health care, access to
health records, and how continuity of care is being established for this population. Although
basic health assessments are conducted in Welcome Centres in towns near the asylum
seekers’ first point of entry, there is no national guideline to ensure consistency in collection of
data from these assessments. In Manitoba, for example, there is no health screening
mechanism in place for asylum seekers entering the province, and no screening is being
performed on this population when they seek care directly (J. Lutz. pers. comm. to NCCID).

Normally, refugee claimants who enter Canada are provided with limited, temporary
coverage of healthcare benefits under the Interim Federal Health Program (IFHP). The IFHP
has received much criticism by health care professionals since the federal government
implemented major budget cuts in June, 2012. Budget cuts for IFHP have resulted in reduced
coverage in which medications, prosthetics, and elective surgery are not covered. In addition,
psychotherapy for victims of torture, rape or other forms of violence is no longer covered, and
the rationale for the cuts was that refugees should not be provided with services that are not
provided to Canadian citizens, even though most Canadians have not been subjected to torture
or traumatizing experiences of war.*® Widespread confusion about who and what is covered has
caused great anxiety for people who have already undergone some of the harshest experiences
one can endure. Those who are left without coverage live in fear of getting injured, sick, or
becoming pregnant while others who may be eligible are not provided with adequate information
on services they are entitled to.*® In fact, the Canadian Council for Refugees has stated that
patients have been turned away by some clinics, hospitals, and doctors’ offices because of
confusion from the increased complexity and in some cases, patients have been asked to pay
upfront for their care.*®

Despite the apparent flaws, IFHP has been the best hope for refugee claimants’ access
to health care. However, there is a significant gap in available services for the recently arrived
asylum seekers as funding for public health care does not apply to them. Since the 2012 budget
cuts, people waiting for an appointment to make their refugee claim have been left without any
coverage for health care.® Therefore, asylum seekers who need medical attention are forced to
go to clinics where the staff voluntarily provide care for this population without compensation (J.
Lutz. pers.comm. to NCCID). These clinics are solely reliant on donations and only provide
services to the asylum seekers for acute illnesses associated with upper respiratory disease,
malaria, prenatal care, and other injuries (J. Lutz. pers.comm. to NCCID).

All of the realities regarding lack of services available to asylum seekers contradict what
is widely known in the literature as the best course of action in the long run. Data collection on
health status and typical health care needs, health screening, proper follow-up, informing
available services, tracking access to health care, comprehensive prenatal care, therapy for
mental illnesses, and culturally appropriate interpreters are all imperative services that may
result in negative consequences if neglected. Therefore, policy changes that result in
establishment of appropriate services as suggested by findings from the literature will prove to
be essential. However, many challenges lie ahead. One major challenge in the future may be
the public’s resistance to policy change, as survey results showed that more Canadians want to
deport the asylum seekers back to the U.S. (48%) than let them remain in Canada and seek
refugee status (36%).>' Policy changes involving health care resource allocation for asylum
seekers at the expense of the general population may face difficulties due to less than
welcoming view toward the asylum seekers by the Canadian pubilic.
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Limitations

Several limitations regarding the quality of studies reviewed need to be addressed.
Except for a few studies that used random sampling of asylum seekers in the community, most
studies included in this review recruited participants through convenience sampling of those
who visited health service centres. This may have resulted in overrepresentation of certain
health needs and barriers to access, and underrepresentation of conditions for which asylum
seekers are less likely to seek care for. Furthermore, the high proportion of cross-sectional
study design and possible issues arising from poor translation of survey material along with
uncertain reliability of interpreters in some studies are other notable limitations.

Asylum seekers who entered Canada in fear of emerging policies such as the travel ban
represent a unique demographic for which further research is required. Most have spent
extended periods of time in the United States. The health impact that may have resulted on the
asylum seekers during their stay in the U.S. is largely unknown. The initial route of entry into the
United States, health screening results and parameters if conducted, number and purpose of
health care visits, and if public funding for health care were provided are all vital information that
need to be acquired if an effective public health response is to be established. In addition, the
differences in country of origin of asylum seekers entering Canada and Europe may be another
limitation of the studies reviewed. Over the first six months of 2017 in Manitoba, the top three
countries of origin of asylum seekers were Djibouti (34%), Somalia (30%), and Ghana (10%)°,
while ;Qe top three in Europe were Syria (20.6%), Iraq (9.3%), and Afghanistan (8.2%) in
2014.

Lastly, limitations and challenges arose from inconsistent use of terminology in the
literature. Restricting the search terms to asylum seekers may have excluded some studies that
use some terms that are commonly used interchangeably (refugee, refugee claimant, migrant,
etc.). Such inconsistent and incorrect use of legal terms related to asylum seekers leads to
unnecessary confusion in the literature which may act as barriers to further research on the
subject.
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