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REFUGEE AND IMMIGRANT HEALTH 
Bryan Brown, MD and Bradley G. Richards, MD MBA 

Week 20 
 
Educational Objectives: 
 

1. Describe the differences between refugee, person with a Special Immigrant Visa (SIV), 
asylum seeker, and immigrant  

2. Initiate primary care and screening for a recently resettled refugee  
3. Effectively ask about immigration status   
4. Learn about resources available to assist undocumented immigrants in obtaining health 

care services  
 
 
CASE ONE: 

 
Ms. G, a 52-year-old Tigrinya speaking woman with no known past medical history, 
presents to your clinic. You learn that she is a refugee arriving from Sudan, and you are 
the first physician she has seen since coming to the United States. Fortunately, she comes 
with a representative from the local refugee resettlement organization who has some 
paperwork to fill out. They are also joined by an interpreter. Having cared for other 
immigrants in the past, you wonder what makes someone qualify as a refugee. 
 

 
Questions: 

 
1. What are the differences between refugees, people with Special Immigrant Visas 

(SIVs), and asylum seekers?  
A refugee is a person outside of the U.S. who demonstrates a “well-founded fear of 
persecution based on religion, race, nationality, political opinion or membership in a 
particular social group” (https://www.state.gov/j/prm/ra/).  Federal law requires that 
states provide health insurance to refugees who are newly resettled based on the state’s 
criteria for Medicaid or medical assistance. Specifically, newly resettled refugees in the 
U.S. are given eight months of medical coverage, allowing a window period to facilitate 
initial health evaluation and any necessary consultations thereafter. After those eight 
months, the person will need to find insurance either through employment, the 
marketplace, or reapply for state Medicaid depending on financial status.  
 
Less than 1% of the world’s refugees are ever resettled. As of 2017, 34 countries 
around the world accepted refugees for resettlement. Once considered for resettlement, 
the process can take up to two years abroad before a refugee is moved to the U.S. or 
another host country. Once accepted to immigrate to the U.S., the State Department 
assigns their case to one of nine U.S. non-governmental organizations (NGOs), who 
then partner with local communities to help refugees find work and adjust to their new 
life in the U.S. As of 2017, 49 of 50 states admitted refugees. By absolute number, the 
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largest number of refugees were settled in states with large populations like New York, 
California, and Texas. However, the highest numbers relative to the population have 
been resettled in lower population states like North and South Dakota (Pew Research 
Center, U.S. Office of Refugee Resettlement).  
 
A Special Immigrant Visa is another pathway to citizenship and is extended to various 
special groups of people abroad who may seek entry to the United States. Important 
examples include people who worked as interpreters or contractors in collaboration 
with the U.S. military in Iraq or Afghanistan, and who now seek safety in the United 
States. These visas are also extended to the person’s spouse and children. Like refugee, 
SIVs are a form of “qualified non-citizens” and thus are generally eligible for coverage 
through Medicaid and the Children’s Health Insurance Program (CHIP), if they meet 
their state’s income and residency rules 
(https://www.healthcare.gov/immigrants/lawfully-present-immigrants/).  

 
Asylum seekers are people who have fled to the U.S., who did not arrive in the U.S. 
with guaranteed refugee status but have left their homelands out of similar fears and 
motivations. To receive asylum, an immigration court must determine whether the 
asylum seeker meets the same legal definition as a refugee, as described above. Unlike 
refugees who receive a guaranteed health benefit upon arrival in the U.S., asylum 
seekers do not receive a health benefit (unless the courts grant them asylum) and thus 
are more likely to be uninsured.  

 
2. What aspects of the history will you focus on during this visit?  

A thorough history and review of systems are appropriate. Many components are the 
same as any new patient encounter in primary care: medical and surgical history, 
medications, age-appropriate preventive health and screening measures, and any 
currently bothersome symptoms.  
   
The first additional piece is to take an immigration history. This consists of asking the 
patient where they were born and where they have lived since then. This often helps to 
ease into questions about exposure to conflicts and personal threats to the patient or 
family. It is important to remember that the patient may have a lack of trust or 
familiarity with the American healthcare model, and reminders about confidentiality are 
valuable.  
  
Another unique addition is the routine evaluation for mental health disorders induced 
by trauma abroad or adjustment to life in the U.S., especially those for PTSD. The CDC 
recommends using the initial assessment visit as an opportunity to screen and offer 
resources. Ask about exposure to traumatic situations as above, and screen for 
symptoms such as hypervigilance, nightmares, flashbacks to the event, impaired sleep 
and difficulty concentrating. 
(https://www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/mental-health-
screening-guidelines.html) 
   
Finally, depending on the region of origin, consider a review of systems focused on 
chronic infections, such as fevers, sweats, weight loss, decreased appetite, or diarrhea. 
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The CDC website on the Refugee Health Assessment provides insight into which 
infectious diseases are worth considering as part of routine screening (e.g., TB, 
schistosomiasis, malaria, etc). If you have a specific concern for an infectious disease 
endemic to the patient’s prior location, also consider resources like GIDEON (Global 
Infectious Disease and Epidemiology Online Network) as a way of narrowing your 
differential.   

 
3. Are there unique aspects to the exam?   

The first aspect of the exam to note are cultural barriers. It may be helpful to ask about 
preferences for gender concordance or chaperones when performing the exam. Always 
ask permission before removing any religious head coverings or other garments, if 
present. If there is an in-person or video-based interpreter, consider having them stand 
behind a curtain, but still available in case the patient has questions during the exam. 
Similarly, sign post what you will examine next, and feel free to ask permission prior to 
palpation. Do not let modesty or fear of asking limit your exam if you believe that 
aspect of the exam is important to the patient’s health. You will be surprised how often 
asking politely and showing respect goes a long way in allowing the patient to open up 
and permit your thorough examination in many cases.  
 
Next, you may see signs of physical trauma. While these do not necessarily take on 
medicolegal significance in refugees as they do in those seeking asylum, it is useful to 
know what injuries the patient has arrived with. Also of note, there are various forms of 
traditional healing around the world that may also cause scarring which can mimic 
trauma.  
 
Otherwise, if this is your first time examining the patient, perform the same thorough 
exam you would perform for any new patient, focusing on any particular symptoms or 
concerns elicited by the patient.  
 

 
CASE ONE CONTINUED: 

 
You learn that Ms. G is originally from Eritrea, where she and her family were 
threatened, and her brother and cousins died during a civil war. They then fled to Sudan 
where they spent five years in a refugee camp, before being accepted to be resettled in the 
U.S. She was afraid for her life in the past but endorses feeling safe and happy now that 
she is in America.   
 

 
4. What lab work will you order on this patient?  

Laboratory testing will be influenced by age-appropriate screening guidelines, 
combined with those recommended by the Center for Disease Control for the Refugee 
Health Examination (RHE). In this refugee patient, metabolic screening would include 
lipid panel and a HbA1C. For the purposes of the refugee exam, additional labs for this 
patient would include BMP, CBC, Interferon Gamma Release Assay, Hepatitis A, B, 
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and C serologies, MMR and Varicella titers, HIV, and syphilis testing. A urinalysis is 
also currently recommended, though noted to not have any current evidence for cost 
effectiveness by the CDC, and the writers have found a lack of benefit to routine 
urinalysis at the time of refugee health examination and have discontinued this practice 
at our institution. See the full list of CDC Recommended RHA Labs at 
https://www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/checklist.html .*  

 
*Note that the above is for refugees (and SIVs) who have arrived through a 
resettlement NGO in the U.S. and have medical coverage on arrival. Do not assume 
other immigrants have received this same screening on arrival.  

 
5. As you move through the review of systems, physical exam, and lab work, what 

sorts of illnesses are you most likely to unearth in this patient?  
Despite the potential for tropical infectious diseases, physicians should realize that 
refugees also have a high prevalence of chronic, noncommunicable diseases, such as 
obesity, hypertension, diabetes mellitus, hyperlipidemia, and chronic pain. In other 
words, their diseases more closely resemble those of other patients in a typical 
American primary care practice than one might expect. Often, these diseases are yet to 
be well-controlled and require a great deal of attention, counseling, and close follow-
up.  
 
Furthermore, screening and/or empiric treatment for infections such as malaria, 
schistosomiasis, and strongyloides are provided in certain endemic areas prior to 
departure, thus further reducing the chances of detecting active, clinically-significant 
parasitoses on arrival. As noted above, mental illnesses including PTSD and depression 
may also be diagnosed.  

 
 

CASE ONE CONTINUED: 

 
The rest of your data gathering reveals the following highlights of the visit:  
 
ROS: Negative for constitutional symptoms, cough, diarrhea, or GU symptoms 
Exam: BP 156/90.  BMI: 46  
Scars attributed to traditional healing. Exam otherwise unremarkable.  
Lab work: HbA1C: 6.1%, LDL: 170, Interferon Gamma Release Assay: Positive. 
Hepatitis panel: Hep A immune; Hep B immune from prior infection; Hep C neg. 
Stool Ova & Parasite: Negative. Schistosoma antibody: Negative 
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6. How do you interpret these results, and what is your most important concern 

about her health moving forward? 
Ms. G’s results are consistent with the epidemiology of resettled refugees from many 
parts of the world, including East Africa. Notable is the presence of likely latent TB, 
but otherwise no infectious disease diagnoses. Arguably more important to this 
patient’s long-term well-being are her obesity, hypertension, hyperlipidemia, and pre-
diabetes. If time, encourage the group to consider the challenges their patients face in 
managing these diseases, and consider how these barriers might be amplified for this 
particular patient.  

 
 

CASE TWO: 

 
Mr. BH is a 35-year-old gentleman who comes to your office to establish care and 
address his concern about possible diabetes.  He currently works for a landscaping 
company. He lives with his wife and daughter in Connecticut.  He grew up in 
Guatemala and has been in the U.S. for 15 years. Both his mother and father have 
diabetes, but he is not sure when they were diagnosed.  His medical history is notable 
for obesity, a childhood history of chicken pox and seasonal allergic rhinitis. He takes 
no medications regularly.  Looking through his electronic medical record you notice he 
does not have insurance.  He asks about the costs associated with today’s visit.  You 
wonder why he does not have insurance and if it could be related to his documentation 
status.  
 

 
7. Should you ask Mr. BH about his immigration status? Do you have any obligation 

to report undocumented immigrants to the authority? 
Whether to ask patients about their immigration status is not clear-cut and will depend 
on the comfort of the practitioner.  We recommend asking patients in an effort to 
understand their social health and well-being, but there is no evidence to support this 
practice. It is important to note that clinicians and their staff have no obligation to 
report suspected or known undocumented immigrants. In fact, reporting an 
undocumented patient to authorities would be a violation of HIPAA and could result in 
fines to the practice (Sconyers, 2016).  
   

8. What strategies should you use to ask Mr. BH about his immigration status? 
Practice how you might broach the question with a patient.  Do you need to 
document immigration status in your note? 
There is not a clear best practice in terms of addressing the question of immigration 
status with patients.  There are a few strategies we can suggest based on the 
communication literature. What we do know is poor communication can lead to 
increased anxiety and stress, so addressing a topic that may cause anxiety or distress in 
an intentional way is important (Brindley, 2014). Though no evidence-based approach 



Refugee and Immigrant Health. Office-based Medicine Curriculum, Tenth Edition, Volume 2, 2019 

for this question exists, we often frame the question of immigration status through an 
Ask, Acknowledge, Aim, and Assure (4As) framework. 

 Ask:  Ask the patient if it’s ok to talk with them about their immigration status 
 Acknowledge: Acknowledge that this can be a distressing or anxiety provoking 

topic 
 Aim: Explain that you are asking the question to better understand how to help 

them  
 Assure: Let them know that this information is private and will be kept 

confidential.   
  
It might go something like this, “I’d like to ask you about your immigration status, 
though this can be an understandably uncomfortable or anxiety provoking topic for 
some people.  I am only asking as your clinician so I can have a better understanding of 
the best way to help you.  This information, just like all of our other conversations, is 
confidential and will be kept private except if you are a danger to yourself or others.”   
 
The HIPAA (Health Insurance Portability and Accountability Act) privacy rule 
provides protection of medical records without patient permission.  This includes access 
by government officials except under very specific circumstances (Health and Human 
Services, 2013).  While there is no precedent for government officials looking for 
immigration status in the medical record, there is some debate about whether 
immigration status should be documented in the chart.  The concern for documenting is 
that while the medical record has been seen as safe, there is the possibility that in the 
future either the law could change, interpretation of the law could change, or provisions 
of the existing law could be used to access health records for the purpose of identifying 
undocumented individuals.  The reasoning goes that if there is no documentation of 
immigration status, then this information is not discoverable in the future (Forbes, 
2017).  
 
Make sure to speak with your legal counsel about their recommendations for 
documenting legal status in the chart.  While immigration status is definitely important 
information regarding a patient's psychosocial health, the documentation of this 
information may pose more risk to the patient than excluding it from the medical 
record.  We generally do not document if an individual is an undocumented immigrant.  
If you are not going to document the patient's immigration status in the chart, we 
recommend telling the patient this at the end of your “assure” (A4 above) statement for 
further reassurance.   

 
 
CASE TWO CONTINUED: 

 
You ask Mr. BH about his immigration status, and he tells you he is undocumented 
after coming into this country with his family when he was 20. 
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9. What resources might be available to Mr. BH in terms of helping with costs for 

clinical care? Medications?  
Local resources will vary and depending on where you are seeing the patient (inpatient, 
outpatient, or emergency room care) will likely impact what resources you have 
available at your fingertips. For those practicing in a health care system, there may be 
free or reduced-cost programs that patients can apply for or receive.  Additionally, 
smaller practices will sometimes provide free or reduced-cost care.  
 
In some geographic areas there are free clinics that may be run by non-profit 
organizations, local governments, or student groups. The National Association of Free 
& Charitable Clinics has a clinic finder (http://www.nafcclinics.org/find-clinic) which 
can help direct patients to local free clinics.  Some of these clinics will have 
geographic, income, or demographic restrictions, so advising patients to contact the 
clinics beforehand is important.  The largest provider of underserved care in the U.S. is 
Federally Qualified Health Centers (FQHCs) which are required to provide urgent and 
ongoing care to any individuals that present regardless of their ability to pay or 
immigration status, though not explicitly offering free care (Sommers, 2013).  
 
For medication cost assistance there is a federal program called 340B Drug Pricing 
Program, which allows certain hospitals and clinics to purchase medications at reduced 
costs which can be passed on to individuals who have limited financial resources.  
Hospitals and clinics can partner with pharmacies to dispense medications to 
outpatients at reduced prices, which are often substantial compared to non-340B pricing 
(MedPAC, 2015). To qualify, patients must be receiving care under the entity that gets 
the 340B pricing and prescribers must be affiliated with the hospital or clinic.  In 
addition to 340B pricing, some hospitals and outpatient centers offer medication 
assistance programs they run themselves that provide free or reduced medication costs 
for patients meeting specific criteria.   
 
One of the easiest things to do as a clinician to help control patient costs is to make sure 
to use generic medications instead of brand name whenever that is medically 
appropriate.  Other options to mitigate medication costs include specific pharmacies 
offering certain generic medications free in addition to other reduced cost generic 
medications in different areas of the country. There is not a comprehensive resource 
that lists all of these programs, though most large pharmacy retailers offer them.  
Finding these programs unfortunately requires clinicians or patients to look into what is 
locally available.  Of note, these pharmacy reduced-cost pricing programs are 
completely separate from the 340B pricing mentioned above.  Additionally, there are 
two websites which can also be used on a computer or mobile device that can help 
individuals find the cheapest medication options for them.   
 

 www.blinkhealth.com/ 
 www.goodrx.com/  
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10. Is Mr. BH eligible for insurance? 

Undocumented immigrants are not eligible to purchase health insurance through 
Federal- or State-based health insurance marketplaces.  However, they can get coverage 
through a documented individual who purchases health insurance in their household 
and lists them under the documented individual’s policy.  Federal and State 
marketplaces, Medicaid, and CHIP cannot require applicants to provide documentation 
status about family or household members.  This means that while Mr. BH may not be 
able to get insurance for himself, if his partner had legal status they could get insurance 
and list him on it (Healthcare.gov). Additionally, while Mr. BH could not get health 
insurance through Medicaid, undocumented pregnant women can get health insurance, 
though the coverage varies by state (ACOG, 2009).   
 
Some states are providing free health care for certain undocumented patient populations 
such as end-stage renal disease (ESRD) patients requiring hemodialysis.  While these 
state-based coverage programs are currently limited in terms of what health conditions 
and other requirements individuals need to be covered (e.g., ESRD), there is the 
opportunity for states to apply for Medicaid waivers from the federal government, 
which could allow individual states more flexibility in covering undocumented 
immigrants (Kelley, 2018).  
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CME Questions: 
 

1. Which of the following types of undocumented individuals in the U.S. might 
qualify for government funded health care:  

a. Age > 65 
b. Pregnancy 
c. ESRD on hemodialysis 
d. Chronic disability  
e. a and b 
f. b and c 
 

 
2. A 45-year-old man from Afghanistan returns to you for follow-up. He has been 

treated for latent TB with isoniazid and B6 upon arrival a year ago, and after 
treatment had been lost to follow up until now. He was also found to have chronic 
hepatitis B infection (with low viral load and normal LFTs five months ago), 
obesity, hypertension, and prediabetes upon arrival. Today he comes in to discuss 
persistent burning in his feet that has been bothering him since the isoniazid 
treatment, and for which he has been to the emergency room multiple times. He is 
currently not taking any meds. His blood pressure today is 139/85 and his BMI has 
gone from 25 on arrival to 30 now. Which is the most appropriate next step in 
management of this patient? 
 

a. HCC screening with ultrasound or MR 
b. Initiate B6 and gabapentin for INH-induced neuropathy 
c. Prescribe amlodipine 
d. Motivational interviewing around weight loss 
e. Assess for barriers to accessing clinic and pharmacy services 

 
 

3. A 58-year-old man comes to you to establish care. He originally fled Syria as a 
refugee because of threats to his family during the civil war. He has lived in Aman, 
Jordan in the interim, but has had limited access to health care during that time. 
On review of systems, he has had three months of fatigue, but no weight loss, night 
sweats, fevers, dyspepsia, diarrhea, gross hematuria, or hematochezia. On exam, 
he has mild pallor, with an otherwise normal exam. His hemoglobin is found to be 
10.2, with an MCV of 72. A urine dipstick is normal. Which of the following tests 
is most likely to reveal the cause of this patient’s fatigue?  

 
a. Urine acid fast bacilli  
b. Colonoscopy 
c. Stool ova and parasite examination 
d. Schistosoma antibody 
e. Malaria smear 
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Answers: 
 
1.  f Undocumented individuals who are pregnant and who have end-stage renal disease on 

hemodialysis may qualify for government funded healthcare.  Elderly individuals and 
those chronically disabled do not currently qualify.  

2. e It is important to realize that proximal to any correction of medical disease, newly 
arrived refugees must undergo a great deal of learning and adjustment to a foreign 
language, concept of disease, and health system. Time spent up front in exploring these 
barriers are likely to pay off on the back end.   

3. b The correct answer is colonoscopy. The key point of this question is that the patient has 
primarily lived in urban environments in the Middle East, but with poor access to 
health care services. Thus, like many refugees, his burden of noncommunicable disease 
is actually more significant than his likelihood of carrying clinically significant 
infections. While genitourinary TB is underdiagnosed in the developed world and is the 
most common extrapulmonary site of TB, this would likely still be lower yield than age-
appropriate cancer screening. Furthermore, the UA shows neither pyuria nor 
microscopic hematuria. Stool ova and parasites is likely to be low yield because the 
patient is not from a particularly rural or tropical environment (such as Sub-Saharan 
Africa or Southeast Asia), and patients from high prevalence areas now often receive 
pre-immigration empiric treatment for schisto or strongyloides depending on the 
region. This patient was not in a highly endemic region for malaria or schistosomiasis. 
Furthermore, a negative urine blood on dipstick has a helpful negative predictive value 
for Schistosoma haematobium.   

 


