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Preface

The field of refugee health has grown tremendously in recent years. Refugees are a
heterogeneous group as they originate from different parts of the world and each refu-
gee’s path to resettlement is different. Consequently, risk factors for illness are not
uniform among all refugee populations. However, there are some unifying features.

Refugees come from parts of the world where illness demographics are often
different from those of the countries they resettle in. Certain infectious diseases and
nutritional deficiencies are more common in some countries of origin. Some refu-
gee populations have a cardiovascular risk profile comparable to that of the Western
world. Chronic pain and other physical symptoms are prevalent in many refugees.
By definition, they have all experienced some form of persecution, and psychiatric
illness is often a significant part of their presentation. Social factors including access
to health care greatly impact the level of preventive care refugees have received.
Finally, refugees are a diversely multicultural group, and provision of culturally
sensitive health care is of paramount importance.

This book provides an overview of refugee health. There is greater emphasis on
health issues relevant at screening and in the first few months of resettlement. Within
refugee health, screening is the area with the most evidence-based information.
Clinical issues such as aging and end-of-life care in refugees are less well studied
and are not addressed in this book. Infectious diseases prevalent in other parts of the
world but rarely encountered in existing refugee populations are not discussed.
Chronic disease in refugees is a developing area, and clinical management of
chronic physical and mental illness is discussed. Given the high burden of mental
health problems and its impact on self-sufficiency and successful acculturation,
there is an entire section devoted to discussion of mental illness in refugees.
Recommendations for behavioral health screening in primary care settings are pro-
vided. While integrated physical and mental health care is optimal for refugees,
there is no single health care delivery model, and a detailed discussion of different
models is beyond the scope of this book.
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viii Preface

Many health care providers encounter refugees in their practice, and there is an
increasing need for them to familiarize themselves with health issues specific to
refugees. Primary care practitioners are usually the first point of contact for refugees
within the US health care system when they are seen for a screening medical exami-
nation soon after arrival in the country.

The book is intended as a reference for these primary care practitioners as well
as mental health providers who care for refugees. As in many areas of medicine,
knowledge base is expanding rapidly and recommendations are constantly updated.
Top experts in the field have gathered together the latest evidence-based information
and presented it in a concise and clinically useful format.

Academic institutions have begun to include topics on refugee health in their
curriculum as trainees are frequently called upon to provide care for refugees. This
book will be a useful reference for this curriculum. Refugee health is also part of
global health, and this book will be useful in global health curricula for medical and
public health students.

Refugees are a uniquely vulnerable population. With appropriate support, many
refugees can and do succeed in their new society. Providing appropriate physical
and mental health care can go a long way in helping refugees in their journey to a
healthy and productive life. Many providers want to care for refugees but lack the
necessary knowledge and resources. My hope is that this book will be useful to fill
this gap.

New Haven, CT, USA Aniyizhai Annamalai
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Part 1
Introduction and Overview



Chapter 1
Introduction to Refugees

Kelly Hebrank

Who Are Refugees?

They are not likely to be mentioned in a State of the Union address or in other public
speeches.

They are usually not referenced in the debate about immigration reform.

They are rarely included in a school curriculum.

But they should be.

Every year, up to 75,000 refugees enter the United States as documented immi-
grants. They have fled horrible persecution, repressive governments, or death
threats. They are invited to the United States to start their lives over, continuing the
country’s long-standing tradition of welcoming persecuted people.

But often, their stories are lost among the statistics of the nearly 40 million
foreign-born people who live in the United States [1].

Historical Context

As long as there have been wars, persecution, and political instability, there have
been refugees. However, the two World Wars in the first half of the twentieth century
left millions of people forcibly displaced or deported from their homes, necessitat-
ing the collaboration of the international community in drafting guidelines and laws
related to their status, treatment, and protection. In July 1951, the United Nations
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convened a diplomatic conference in Geneva to “revise and consolidate previous
international agreements” related to refugee travel and protection, and the legal
obligations of states, based on principles affirmed in the Universal Declaration of
Human Rights. This 1951 Convention relating to the Status of Refugees defined a
refugee as someone who, “owing to well-founded fear of being persecuted for rea-
sons of race, religion, nationality, membership of a particular social group or politi-
cal 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” [2].

This definition initially applied only to people displaced “as a result of events
occurring before 1 January 1951, and some signatories further limited the scope of
the definition to refugees from Europe. In 1967, acknowledging that “new refugee
situations have arisen since the Convention was adopted,” a Protocol Relating to the
Status of Refugees was signed, which removes the geographical and time limits of
the original 1951 Convention.

Global Burden

It is staggering to consider the number of refugees and displaced people in the world
today. The United Nations reports that at the end of 2010, there were over 43 million
people in the world uprooted because of conflict or persecution [3].

Of these, over 15.3 million are refugees, who—in accordance with the 1951
Convention definition—are outside the country of their nationality. The United
Nations High Commissioner for Refugees (UNHCR), established in 1950 to lead
and coordinate international action to protect refugees, includes 10.55 million refu-
gees in its “population of concern” [4], and 4.82 million Palestinian refugees fall
under the responsibility of another UN agency, the United Nations Relief and Works
Agency for Palestine Refugees (UNRWA). Almost 27.5 million people—known as
internally displaced persons (IDPs)—have also been forced to flee their homes, but
remain within the borders of their home countries [3].

Refugee assistance has changed dramatically since it was first organized over 60
years ago, with the mission of aiding European refugees from World War II. Today’s
refugees originate from countries throughout the world and seek asylum—tempo-
rary or permanent—in countries throughout the world.

According to estimates, in 2010, refugees from Afghanistan represented 29 % of
the global refugee population or 3.05 million of the 10.55 million persons under
UNHCR’s responsibility. Iraq was the second largest country of origin of refugees
(1.7 million), followed by Somalia (770,000), the Democratic Republic of the
Congo (477,000), and Myanmar, formerly Burma (416,000) [5].

Pakistan hosted the highest number of refugees at the end of 2010, totaling 1.9
million. Other major countries of asylum included the Islamic Republic of Iran (1.1
million), the Syrian Arab Republic (1 million; Government estimate), Germany
(594,000), Jordan (451,000; Government estimate), and Kenya (403,000) [5].
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With each new conflict, these numbers can change dramatically. By March 2013,
more than 1.1 million refugees from Syria were being assisted in neighboring coun-
tries such as Jordan, Lebanon, and Turkey [6]. Approximately 100,000 Syrian resi-
dents fleeing violence there have taken refuge in northern Iraq [7], even as Iraq
continues to produce its own refugees.

Long-Term Solutions

People who work in refugee resettlement are often asked, “Are you resettling refu-
gees from [insert here the political crisis currently in the media]?”

And the answer, sadly, is usually “No.”

Resettlement—a nation’s government inviting refugees to move to its country,
access rights given to nationals, and obtain permanent residency leading to citizen-
ship [8]—is usually a last resort and an option for very few. Each year, less than 1 %
of the world’s refugees will be offered resettlement in a third country. For a compre-
hensive look at the history, challenges, and benefits of resettlement on a global
scale, see UNHCR report by Piper et al. [9].

Before resettlement, other durable solutions are considered. UNHCR first pur-
sues the possibility of voluntary repatriation, a refugee returning to his or her coun-
try of origin if it became safe. Another option is local integration, a refugee
remaining in the country to which he or she has fled and integrating into the local
community.

For a small percentage of the world’s refugees for whom the above options are
not viable, resettlement becomes a possibility.

Currently, 26 countries have indicated a willingness to resettle refugees, but
many of the programs are nascent and very limited in scope.

In fact, just three countries—the United States, Canada, and Australia—wel-
come 90 % of resettled refugees [10]. The United States alone resettles more refu-
gees than all other countries combined.

Oftentimes, the decision of which refugees to admit is heavily influenced by
political, economic, and social factors [9]. Unlike many other countries, the United
States does not discriminate in its acceptance of cases based on a refugee’s likely
ability to integrate. While other nations may reserve resettlement for refugees
deemed to have high “integration potential’—based on their age, education, work
experience, and language skills—the United States accepts refugees regardless of
their socioeconomic status, employment history, medical history, or family compo-
sition [9]. Therefore, a refugee resettlement agency in the United States is as likely
to serve a single mother from Somalia with five children as it is to serve a highly
skilled engineer from Iraq and his schoolteacher wife. It may welcome as many
refugees with chronic or serious health problems as it does healthy refugees. Cases
may be a single individual or a family of ten. This practice ensures that the most
vulnerable refugees have access to protection and resettlement in the United States.
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United States Resettlement Process

Most refugees who are considered for resettlement in the United States are referred
to the federal government by UNHCR, but in some cases a United States Embassy
makes the referral. The Department of State’s Bureau of Population, Refugees, and
Migration (PRM) oversees refugee assistance, including resettlement. PRM funds
and manages nine Resettlement Support Centers (RSCs) throughout the world,
which process refugee applications for resettlement in the United States. In some
regions, refugees must physically present themselves to an RSC in order to receive
assistance, but in other areas, RSC staff conduct “circuit rides” through vast territo-
ries to serve refugees in remote locations. After meeting with RSC staff, refugees
are interviewed by officers from the United States Citizenship and Immigration
Services (USCIS, within the Department of Homeland Security) to determine if
they will be granted resettlement. The Department of Homeland Security conducts
thorough background checks to ensure the refugees will not pose a threat to secu-
rity. Refugees receive a health screening (known as the overseas health assessment)
to identify conditions that might make them a public health risk; refugees with
active infectious diseases would need to complete treatment prior to gaining admis-
sion to the United States. Approved refugees are then ready to travel to the United
States—at their own expense, thanks to an interest-free loan from the International
Organization for Migration.

The length of this process varies based on a refugee’s location and other factors,
but the average time it takes for a refugee referred by UNHCR to actually arrive in
the United States is from 12 to 15 months [11]. However, most refugees have waited
years—and some for more than a decade—just to access the resettlement process
and reach the point of a UNHCR referral. UNHCR estimates that at the end of 2010,
7.2 million refugees were in a protracted refugee situation—meaning that 25,000 or
more refugees of the same nationality had been in exile for 5 years or longer in a
given asylum country [12].

Each year, the President, in consultation with Congress, sets the numerical goals
for refugee admissions during the upcoming fiscal year. This Presidential
Determination is a ceiling rather than a floor and includes the total maximum num-
ber of refugees the United States will resettle in the coming year (70,000 in FY14),
as well as a breakdown by geographic region.

Over the past 5 years, refugee admissions have ranged from 56,424 to 74,654
individuals per year. In FY12, although the ceiling was set at 76,000, just 58,238
refugees were admitted to the United States (see Fig. 1.1). The states that resettled
the most refugees were Texas (5,925 individuals), California (5,177), Michigan
(3,601), New York (3,528), Pennsylvania (2,810), and Georgia (2,520) [13].
Figure 1.2 shows refugee admissions across states in FY12.

In FY 12, three nationalities accounted for 71 % of all refugee admissions: Bhutan
(15,070 individuals), Burma (14,160), and Iraq (12,163). The remaining 29 % came
from a total of 63 countries [14].
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Fig. 1.1 Refugee admissions in the last 5 years. Refugees admitted to the US FY08-FY12 (data
from Refugee Processing Center [14])

In the United States, refugees are assisted through a unique public—private part-
nership. At the federal level, the Department of State and the Department of Health
and Human Services (HHS) work together to welcome refugees, by providing basic
needs support and services to help them integrate into their new communities and
become economically self-sufficient. The federal government contracts with nine
national nongovernmental agencies; each has a network of affiliates (not-for-profit
organizations) across the country—about 350 in total—which carry out the work of
resettlement. There are resettlement agencies in nearly all 50 states. Large metro-
politan areas, such as Houston, Minneapolis, and Atlanta, are often home to multi-
ple resettlement agencies. If a refugee approved for resettlement in the United States
knows someone already in the country—a relative or close friend—they can often
be resettled in the same city. Without this connection, called a United States tie, the
refugee would be randomly assigned to a city and resettlement organization that has
the capability to serve refugees of their nationality and language group.

Because they have already had to share their persecution story numerous times—
first to be granted refugee status by UNHCR, then to United States government
officials—once refugees arrive in the United States, the resettlement agency focuses
on helping them move forward and start life over.

Each affiliate organization adheres to the same federal regulations and must pro-
vide the same basic services delineated in a Cooperative Agreement signed yearly
with PRM. The initial resettlement period, called the Reception and Placement
(R&P) program, is for 30-90 days after arrival, during which the agency must pro-
vide housing, food, clothing, and other basic needs; enrollment in benefits such as
food stamps, medical insurance, and social security cards; help accessing health
care, English class, and employment services; and cultural orientation including
instruction on United States laws and customs. One federal requirement stands out
among the others, a reminder of the importance of offering hospitality to refugees:
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Fig. 1.2 Refugee arrivals by state, FY12 (October 1, 201 1-September 30, 2012)

when refugees arrive to their new home, the resettlement agency must provide them
with a hot, culturally appropriate meal [15].

Funding to affiliate agencies is on a per capita basis; for each refugee resettled,
the affiliate receives $1,925 (as of FY'14), $1,125 of which is to be given to or spent
on behalf of the refugee for basic needs and $800 of which is for the agency’s
expenses including program staff and operating expenses. This government funding
is not meant to cover the total cost of resettlement; each affiliate must raise private
funds to supplement and relies heavily on community members who volunteer their
time and donate in-kind goods.

Many organizations operate additional programs and services funded by the
Office of Refugee Resettlement (ORR, an office within HHS) and other government
and private sources. Overall, financial assistance to refugees usually lasts no more
than 6 months after arrival, although more limited services might be available for
years after arrival. Regardless of the city in which a refugee resettles, an urgent
priority is that he or she finds work quickly after arrival and becomes economically
self-sufficient. Refugees are expected to apply for legal permanent residency after 1
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year in the United States (commonly known as receiving a green card) and for citi-
zenship after 5 years in the United States.

When they arrive, refugees are eligible for many of the safety net programs avail-
able to low-income United States citizens, including the Supplemental Nutrition
Assistance Program (SNAP, commonly referred to as “food stamps”). A refugee
family with children will likely be eligible for cash assistance through the Temporary
Assistance for Needy Families (TANF) program and for medical insurance through
Medicaid. Refugees determined ineligible for TANF and Medicaid may be eligible
for Refugee Cash Assistance (RCA) and Refugee Medical Assistance (RMA) for up
to 8 months from the date of arrival in the United States [16]. The Refugee Act of
1980 (which created the Office of Refugee Resettlement and formalized the federal
refugee resettlement program) allows for the federal government to reimburse states
for RCA and RMA for up to 3 years after a refugee’s arrival in the United States
[17]; unfortunately, over the years funding for this program has reduced steadily, to
the current provision of only 8 months of benefits.

Refugees and the Health Care System

Having Medicaid coverage does not necessarily make it easy for refugees to access
medical care. Refugees face many barriers in accessing care, including lack of
English language ability, cultural differences in approaches to health, and unfamil-
iarity with the American health care system. The federal government recognizes the
importance of caring for the health needs of refugees and mandates that refugee
resettlement agencies help clients receive a comprehensive health exam, initiated
within 30 days of arrival. The purpose of this domestic health assessment is to
ensure follow-up of any serious conditions identified during the overseas medical
examination, identify conditions of public health importance, and diagnose and
treat health conditions that may adversely affect resettlement. Each state, however,
implements these guidelines differently—often based on the public health capacity
of the state—so the scope and organization of health assessments vary widely from
state to state [18]. Some states have public health departments that provide this
initial screening; in states that do not, the resettlement agency must find a commu-
nity health center or other health-care provider who will screen and treat refugees.

In many states, it is difficult to find appointments for refugees at health clinics
that accept Medicaid and consistently provide interpretation services. In these situ-
ations, the resettlement agency might need to make special arrangements with a
health-care provider. Since refugees may lose their Medicaid coverage after just 8
months in the United States, it is essential for them to receive not only primary care
but also specialty care and any procedures or surgeries they need, within this time
frame. Refugees are eligible for Affordable Care Act (ACA) benefits and this may
increase refugees’ access to health insurance in the coming years.

A refugee’s ability to access health care and address their health needs is one
factor in his or her ability to successfully become self-sufficient in their new homes.
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The work of refugee resettlement is both big—helping a refugee learn English, find
work, and support themselves in a new country—and nuanced, such as teaching
someone the difference between prescription and over-the-counter medication, how
to discern between official mail and junk solicitations, and why they should not pick
flowers from their neighbor’s front yard.

Though the United States currently welcomes fewer than one-half the refugees it
did in decades past, it is also important to remember that it provides more than half
of the world’s resettlement. Assisting these refugees in their path to self-sufficiency
and citizenship requires the commitment of federal, state, and local governments, as
well as the contributions of money, volunteer time, professional skills, and friend-
ship of thousands of residents across the country.
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Chapter 2
Culturally Appropriate Care

Aniyizhai Annamalai

Introduction to Cultural Competence

The Institute of Medicine (IOM) committee concluded in their 2002 report that
minorities are less likely to receive necessary care even after controlling for demo-
graphic variables and those related to access to health care. The minority groups’
attitudes toward health care and preferences for treatment do not explain this disparity.
The following factors are thought to contribute to this disparity:

1. Operation of health care systems—Iinguistic barriers, fragmentation of health
care systems, and location of services (e.g., minorities are less likely to access
care at private clinics even when insured at the same level)

2. Factors during clinical encounters—provider bias against minorities, stereo-
typed beliefs held by providers, and greater clinical uncertainty during interac-
tion with minority communities [1]

Given that health care provider factors contribute to health care disparities, edu-
cation is an important tool in eliminating some of this disparity. There is often a
disconnect between the desire to provide equal treatment and unintentional influ-
ence of ethnicity on clinical decisions. Cross-cultural differences exist in all encoun-
ters but are more obvious in the presence of language differences. Also, language
barriers make resolution of cultural differences much harder.

Many definitions of cultural competence exist but the seminal work of Cross
et al. in 1989 established a solid foundation in the field of health and human ser-
vices. The core principles espoused in this work have formed the framework for
later adaptations. Culture refers to integrated patterns of human behavior that
include language, communications, actions, beliefs, and values. Cultural compe-
tence is a set of congruent behaviors, attitudes, and policies that come together in a
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system, agency, or among professionals and enable that system, agency, or those
professions to work effectively in cross-cultural situations [2]. Cultural competence
in health care describes the ability of systems to provide care to patients with diverse
values, beliefs, and behaviors, including tailoring delivery to meet patients’ social,
cultural, and linguistic needs [3].

For individual providers, the basic cultural issues to be addressed are (1) their
own identity and relationship to people from other communities, (2) communica-
tion skills and ability to work with interpreters and culture brokers, (3) an under-
standing of the influence of cultural background on illness and treatment, and (4)
knowledge of specific communities that are in the provider’s practice [4]. Ethnic
matching of the provider and patient can result in better communication and pro-
mote safety and trust in the patient. Alternative concepts such as cultural respon-
siveness, cultural safety, and cultural humility have been proposed to stress respect
and engagement in another’s lifeworld rather than simply claim competence in the
other’s culture [5].

There are several different pedagogic methods to train providers in cultural com-
petency. Some examples are prescribed readings, didactic presentations, case stud-
ies, individual and group reflective exercises, observed interviews, role-plays, and
direct patient care. The United States Department of Health and Human Services in
combination with other agencies provides an online resource for health care provid-
ers and organizations to assist in providing culturally competent services to multi-
ethnic populations [6]. Some highlights of the training tips are provided below.

Tools for Enhancing Effectiveness of Cross-Cultural Patient-
Provider Communication

1. Cultural self-awareness. Examine your own cultural beliefs and explore per-
sonal biases and assumptions about cultures that are not your own. As you learn
about other cultures, examine how their belief systems integrate with or are in
contrast to your own beliefs. One suggested exercise adapted from Senge et al.
[7] is helpful in uncovering some tacit assumptions you may have. (A) Select a
difficult clinical encounter you had with someone from a different culture. (B)
Describe the encounter briefly in writing. (C) Make three columns and record the
actual interaction between you and your patient in one column, record your
unsaid thoughts and feelings during that time, and finally record what might have
been the feelings of the patient during the encounter. Repeat this exercise when
you encounter a new clinical situation that is difficult to handle.

If there are certain cultural groups you encounter more often, it may help to
familiarize yourself with their profile. The Cultural Orientation Resource Center
publishes profiles of different refugee groups [8]. But remember that there are
individual cultural variations, and being sensitive to verbal and nonverbal cues
from patients is finally the key to a successful clinical encounter.
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2. Clinical practice. Levin et al. describe a mnemonic ETHNIC as a guide to use
during cross-cultural encounters [9]. (A) Explanation—Ask if patients have an
opinion on the cause of their symptoms or if they have heard about their diagno-
sis from family, friends, or media. (B) Treatment—Ask if they have already tried
other remedies and what kind of treatment they expect from you. (C) Healers—
Ask if they believe in traditional healers and assess their faith in these alternative
modes of treatment. (D) Negotiate—If the patient does not agree with your treat-
ment, negotiate a plan that is clinically safe and acceptable to the patient. (E)
Intervention—Determine the intervention by involving the patient in active
problem solving. (F) Collaboration—Collaborate with family members and
other community supports, as appropriate, to set realistic goals for any behavior
change. Family involvement is especially relevant in special situations such as
pregnancy, childcare, and end of life care.

Throughout this exchange, ask questions nonjudgmentally and listen care-
fully to the patient’s replies as this can indicate willingness and ability to adhere
to treatment.

Another tool widely used for cross-cultural communication is LEARN (Listen
with understanding of the patient’s perception of the problem; Explain your per-
ception of the problem; Acknowledge and discuss differences and similarities;
Recommend treatment; Negotiate agreement) [10].

3. Nonverbal communication [11]. Follow the patient’s lead in any physical con-
tact. Comfort levels for touching and personal space can vary across cultures. Do
not force patients to have eye contact with you if they avoid it. Use hand or other
physical gestures with caution as they can have different meanings in other cul-
tures. Facial expression of pain and other symptoms can vary between cultures
and should not be used as the sole indicator of symptom severity.

Applying Cultural Competence in Refugee Care

Refugees come from many different places around the world, and their response to
trauma, migration stressors, and resettlement difficulties can vary widely based on
their cultural background as well as personal traits of vulnerability or resilience.
The place of origin affects not only exposure to endemic diseases but also health
care experiences. Culture can influence many aspects of health—types of symptoms
that are manifested, reactions to these symptoms, explanations of illness, approach
to treatment, beliefs about medications and other forms of treatment, relationship of
patients to their families, and attitude toward physicians and other providers.

Psychosocial distress often manifests as physical symptoms, and this is espe-
cially true in refugee populations. Primary care providers should be aware of this
when evaluating refugees. There are also somatic syndromes that are applicable to
specific ethnic and cultural groups. These cultural syndromes are described in trau-
matized refugees and may represent a manifestation of posttraumatic stress. These
issues are described in more detail in later chapters.
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Refugees may follow traditional forms of healing and be skeptical of allopathic
medications as effective treatment for their illnesses. Refugees from urban settings
are likely to have exposure to allopathic treatments in addition to other traditional
forms. Questions about previous consultations with a physician or healer from their
own or other communities can uncover health concerns that can affect adherence
and treatment response. Some refugees are rooted to their prior medical treatments,
and it is then difficult to convince them of alternative evidence-based treatments.

Refugees often have close family members left behind, sometimes in dangerous
circumstances. Families are often fragmented and do not always arrive in the new
country together. Close attention should be paid to the family system and social
network during the refugee’s treatment in a primary care setting. Family members
who have also migrated with the patient may accompany them to their medical vis-
its. Rather than excluding them because of privacy, involving them in treatment
decisions can be an important step to building trust and a source of valuable infor-
mation. Rules of confidentiality and disclosure should be applied in a way that
respects cultural context. For adolescents, interventions should be framed in ways
that avoid alienating family members or aggravating intergenerational conflicts [12].

Working with Interpreters

Effective communication requires use of interpreters when there is a language barrier
between the refugee patient and the provider. The importance of this is recognized in
Title VI of the Civil Rights Act of 1964, which mandates that any health care agency
that receives federal assistance must provide adequate interpreter services. The
International Medical Interpreters Association (IMIA) provides information on this
and other issues related to interpreting services. Readers can refer to their educational
resource on standards for medical interpreters at www.imiaweb.org.

Even if the refugee has some English language proficiency, it may not be sufficient
to express concerns, describe symptoms, and discuss treatment. Failure to use inter-
preters is an important barrier to accessing services for refugees. Professional inter-
preters should be used to facilitate communication. Qualified medical interpreters
should know the basics of human anatomy and physiology and meaning of medical
terms and be able to translate complex medical terminology to simple language.
Ideally, they are familiar with common health beliefs of both cultures and can translate
not only language but also cultural concepts. They have been taught to appropriately
handle their role in the clinical encounter as a third person so that a triadic relationship
is not promoted.

Interpreting service can be either in-person or via the telephone. The type of
interpreter service used is dependent on local availability and provider and patient
preferences. Advantages and disadvantages of live and telephonic interpreters are
outlined in Table 2.1 [13].

It is not recommended to use untrained clinic staff unless professional interpret-
ers are inaccessible. Except in urgent situations where there is no alternative, family
members should not be used as interpreters.
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Table 2.1 In-person versus telephonic interpretation

17

Type of
interpreter
service Advantages Disadvantages
In-person The interpreter is able to assist with The patient may not want to discuss
interpreter nonverbal cues of the patient sensitive information with a third
Communication is not dependent on person present
technology and not disrupted by The patient may not want an interpreter
external noises of the opposite gender
Written translation of instructions  In a small community, the interpreter
for the patient can be requested may even be someone familiar to the
if the interpreter is present patient raising confidentiality issues
Telephone The patient might be more Nonverbal responses are not communi-
interpreter comfortable talking about cated to the interpreter

sensitive information

The gender of the interpreter is less
important when he/she is not in
the room

There is less potential for a triadic
relationship with a remote
interpreter

Quality of the communication is heavily
dependent on quality of the
telephone connection

Effective collaboration with interpreters requires knowledge and specific skills.
Time in a primary care visit is often limited, and using interpreters, at a minimum,
doubles the time required for the interview. However, given that effective communi-
cation is so crucial in a successful patient-provider encounter, providers should
make every attempt to adhere to standard guidelines for using interpreters. Some
guidelines are provided below [11]:

» Explain goals of the interview to the interpreter and review his/her role.

e Ascertain if the interpreter’s social position is likely to interfere with his/her
professional relationship with the refugee.

e Explain any special elements such as a mental health assessment, if planned.

e As much as possible, arrange for the provider and patient to face each other.

e Allow the interpreter to introduce his/her role to the patient and ascertain the
patient’s consent.

e Address the patient directly during the interview and observe the patient’s
expressions when he/she talks, rather than looking at the interpreter.

e Speak only a few sentences at a time so the interpreter is able to translate.

If responses are ambiguous, clarify the meaning with the interpreter and if
necessary, repeat to the patient to determine if information was communicated
correctly.

It is highly recommended that the patient repeat the treatment plan to verify
understanding; if feasible, written instructions should be provided via the
interpreter.

After the interview, ask the interpreter for feedback on the interview process.
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Conclusion

Refugees come from very traumatic environments and face difficulties adjusting to
the new host country. These factors, in addition to linguistic and cultural differ-
ences, make the issues of cultural competence especially relevant for this popula-
tion. Readers are encouraged to avail themselves of the resources listed in this
chapter when providing health care for refugees.
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Chapter 3
Overview of Domestic Screening

Aniyizhai Annamalai and Paul L. Geltman

Overview of Refugee Screening Guidelines

This chapter provides a brief overview of recommendations for the initial screening
of refugees newly arrived in the United States. These recommendations are based
on guidelines published by Centers for Disease Control and Prevention (CDC)
and include a general outline on performing a history and physical examination
and obtaining relevant laboratory tests [1]. Details of screening and management
of specific diseases follow in subsequent chapters.

Overseas Medical Examination

In accordance with Title IV, Chapter 2 of the Immigration and Nationality Act [2], all
refugees accepted to resettle into the United States are required to undergo a medical
examination before they enter the country. Panel physicians appointed by the US
consulate, who follow the technical instructions provided by the Division of Global
Migration and Quarantine (DGMQ) of CDC, conduct the examination. The exami-
nation is designed to identify individuals with health conditions that are either
grounds for inadmissibility into the country or are significant and need notification of
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consular authorities. In recent years, the majority of overseas medical examinations
have been performed by the International Organization for Migration, an interna-
tional agency based in Switzerland.

The laws and regulations governing refugee resettlement define health conditions
designated as “Class A” to include communicable diseases of public health signifi-
cance, drug abuse, and mental or physical health conditions with harmful behaviors.
Refugees with Class A conditions are denied entry into the United States unless
treatment is completed and there is no further risk to the public health. The list of
infectious Class A conditions includes active infectious tuberculosis, lepromatous
leprosy, untreated syphilis, and other sexually transmitted diseases (chancroid, gon-
orrhea, granuloma inguinale, lymphogranuloma venereum). When no longer infec-
tious, refugees with Class A conditions may be reclassified as Class B or receive a
waiver allowing travel to the United States and including specification for follow-up
in the United States. Other health conditions, at the discretion of the overseas panel
physician, may be designated as “Class B” if they are deemed to confer significant
disability or deviation from normal functioning. Refugees with Class B conditions
usually require follow-up evaluation and treatment soon after arrival in the United
States. Examples of Class B conditions are noninfectious tuberculosis and the tuber-
culoid form of leprosy. It should be noted, however, that the government designates
holders of other visa categories also as eligible for domestic refugee services. These
people frequently will not have received overseas health screening; examples
include Haitian and Cuban entrants and recipients of political asylum. A detailed
listing of the federal laws and regulations governing overseas medical screening and
the definitions of Class A and B conditions can be found on the CDC website [3].

During the overseas medical exam, panel physicians perform a history and physi-
cal examination. The screening for applicants 15 years of age and older will also
include a test for syphilis and a chest radiograph to screen for tuberculosis. Children
aged 2—-14 years will have only either a tuberculin skin test or gamma-interferon
release assay to test for tuberculosis, but no test for syphilis. Further evaluation for
tuberculosis will depend on the results of these initial tests and risk factors such as
known HIV disease and/or exposures to an individual with active, infectious tubercu-
losis. Refugees may also be administered prophylactic treatment for locally endemic
diseases. In particular, the CDC has an extensive program for presumptive treatment
of soil-transmitted intestinal helminths (with single-dose albendazole), strongyloidi-
asis (with ivermectin), and schistosomiasis (with praziquantel). In addition to these,
in Sub-Saharan Africa, the regimen includes use of artemether—lumefantrine for
malaria. The presumptive treatment program has now been implemented in Sub-
Saharan Africa for all four conditions, in East Asia for intestinal helminths and stron-
gyloidiasis, and in the Middle East for helminths only. Details of the program as of
Dec 2013 can be found on the CDC website [4].

Domestic Medical Examination

A screening medical examination is recommended by CDC after arrival, and this is
strongly encouraged by the Office of Refugee Resettlement (ORR). This exam is
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important for several reasons. Of primary importance is the imperative to ensure
that refugees start their new lives in the United States in good health. Addressing
immediate health concerns can be especially valuable for refugees who may not
have had access to adequate medical care. Refugees come from varied backgrounds
and circumstances. Prior medical care received by individuals can be widely differ-
ent. Many refugees have not received routine, preventive medical care before arriv-
ing in the United States, and the initial visit should be an opportunity to provide
education on preventive health care. The initial encounter can also help the newly
arrived refugee develop trust in the provider and the medical system. Familiarizing
the refugee with local health care delivery systems is important for continued care.
In addition, the domestic health screening continues the public health rationale
behind screening by looking for conditions that may have consequences for public
health such as latent tuberculosis and chronic hepatitis B virus infection.

Models of Care

Care coordination for a newly arrived refugee can be challenging. The results of the
overseas medical exam are transmitted to the local health provider, through the state
health department. At present, for arriving refugees, the information is transmitted
via the CDC’s Electronic Disease Notification (EDN) system or in paper form by
the referring local resettlement agency or the refugee himself/herself. When refu-
gees with complex medical problems are anticipated, active communication between
local medical providers, local resettlement agencies, and public health departments
before the refugee’s arrival is necessary to plan for appropriate care.

The Bureau of Population, Refugees, and Migration (PRM), US Department of
State, sets a goal of 30 days from arrival for linkage with a health care provider. The
Office of Refugee Resettlement (ORR), part of the Administration for Children and
Families, Department of Health and Human Services, is the federal agency respon-
sible for providing resettlement and placement services. ORR requires medical ser-
vices be arranged for by the local resettlement agency within 90 days of arrival as a
condition of funding the agency.

There is no single model for domestic health assessments of refugees. Refugee
resettlement agencies often serve a crucial facilitative role in helping the refugee
enter the system very quickly after arrival in the United States. States may contract
with a network of community providers. In most cases, state programs utilize clinics
at county and local health departments or private, not-for-profit clinics such as those
at federally qualified community health centers and academic medical centers.
A more limited number of states rely on a mix of funding streams, including the
above federal sources as well as state funds.

Each states’ system for domestic screening usually depends on the funding stream
utilized to support it. Funding for the domestic refugee exam comes from different
sources [5]. ORR provides refugee medical assistance (RMA) and other public
health discretionary grants that may also be used to support medical screening and
preventive services. By regulation, all refugees are eligible for cash and medical
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assistance (Medicaid) for up to 8 months after arrival in the United States. For those not
categorically eligible for Medicaid, the RMA funding stream supports their coverage.
Some states rely on their Medicaid programs to reimburse medical practitioners who
perform the domestic health assessment. Other states, through agreements negoti-
ated with ORR, will instead use RMA funding to reimburse directly for all compo-
nents of their domestic health screening program through special programs
administered by their public health departments. The Affordable Care Act (ACA)
may enable more refugees to be eligible for Medicaid or refugees may be able to
purchase an affordable insurance plan in the new health care marketplace.

Components of Domestic Medical Exam

During the domestic medical exam, all overseas documentation should be reviewed.
It can provide corroborative data on the refugee’s health status. It also contains
information on screening tests, immunizations, and prophylactic treatment.

History

It should be made clear to the refugee that the process of history and physical exam-
ination is for the benefit of the refugee’s health. In addition, it is important to edu-
cate the refugee that the health assessment will start them on the process of meeting
immunization requirements for school enrollment, adjustment of legal status (i.e.,
applying for legal permanent residence, a.k.a. a “green card”), and some employ-
ment. It is important that the refugee understand that the assessment is otherwise
unrelated to the immigration legal process and no one will be returned to their home
country because of diagnosis or treatment of a medical condition.

As in any new patient evaluation, a detailed history should include any current
symptoms, currently active medical conditions, past medical problems, surgeries,
medications, allergies, and family history of heritable conditions. Current symptoms
may indicate underlying infectious disease such as tuberculosis or malaria. Specific
examples of symptoms are fever, weight loss, night sweats, pulmonary complaints,
abdominal pain, diarrhea, and skin lesions. Sexual history should be obtained in a
culturally sensitive manner to screen for risk of sexually transmitted diseases
(STDs), although historically the prevalence of STDs in refugees is quite low [6].

The initial visit also serves as an important opportunity to begin to address
chronic conditions such as diabetes, hypertension, and somatic complaints such as
low back pain and headache that have not been treated before or, if treated, may not
have received proper evaluation and ongoing care. Accurate past medical history
may be difficult to obtain as the notion of what conditions are considered significant
can vary in refugee populations when compared to western norms; therefore, spe-
cific questions on hospitalizations, medications, and other forms of treatments
should be asked. Medication history should include use of traditional herbal
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substances that may contain toxic ingredients such as lead and arsenic. This is par-
ticularly relevant for refugee children who have a substantially increased prevalence
of elevated blood lead levels compared to US-born children [7]. Vaccination history
should be obtained, though this is often not useful in adults who typically do not
have records of their childhood vaccinations. Only valid, written documentation of
vaccines that adhere to US or World Health Organization schedules should be
accepted. Anecdotal reports of diseases (particularly measles) or immunizations
should not be considered valid proof of immunity to vaccine-preventable diseases,
with the exception of chicken pox.

The social history is usually more detailed for refugees. Their travel and asylum
history should be reviewed as many refugees have passed through at least one inter-
mediate country in their journey from their country of origin to the United States.
Where a refugee has lived and what they experienced along the way may be the
most important predictors of their health status. Some refugees have lived for many
years in a country of temporary asylum before permanent resettlement. This infor-
mation helps assess for environmental exposures, nutritional deficiencies due to
living in refugee camps, and occupational risks in addition to physical and mental
trauma including torture and other exposure to violence. Also, the refugee’s recent
history of multiple upheavals and losses can provide clues to psychological prob-
lems. Appropriate ways to assess for trauma and torture are provided in Chap. 14.

The refugee’s current social situation is very important for assessing the risk of
psychological problems arising from resettlement stressors. Educational level, work
history, language fluency, current support network, family structure, and employment
potential are all factors in determining risk of poor adjustment to a new society.

Lastly, the substance use history should include, in addition to tobacco and alco-
hol, the use of traditional recreational substances such as betel nut (used in Asia)
and khat (used in Africa) that can have unrecognized toxic potential.

Physical Examination

As in any new patient evaluation, a complete and thorough physical exam should be
performed on all refugees. Whenever possible, requests for examiners of the same
gender should be honored. As with the history, the purpose of the exam should
be explained at the outset. For many refugees, this may be the first time a complete
physical exam is being done. It is not uncommon to detect previously undiagnosed
hypertension in a refugee on the initial medical visit. The exam should include
screening for vision, hearing, and oral and dental abnormalities. Previously undiag-
nosed abnormalities in these areas are common in newly arrived refugees, and oral
health problems, in particular, are among the most prevalent diagnoses in refugee
health screening [8, 9]. An external genital exam can offer important information on
practices such as female genital cutting; however, in most instances, it may not be
appropriate at the initial screening visit. This is especially true when the patient has
a history of sexual abuse or such examination violates cultural norms of gender
interaction and religion. In some cultures, genital and pelvic examinations of young
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unmarried women are considered inappropriate, and in these cases, their wishes
should be respected. Many men and women from other cultures also will prefer hav-
ing a clinician from the same gender to perform genital examinations. (Screening
for STDs and HIV can be accomplished without genital examination through the
use of urine-amplified DNA probes for gonorrhea and chlamydia, serum testing for
syphilis, and salivary or serum testing for HIV.)

Skin exam is important to identify both localized and systemic diseases as well
as evidence of physical trauma. It can also reveal traditional healing techniques,
such as burns, cutting, and coining that may indicate past disease. Cardiac ausculta-
tion may reveal undiagnosed congenital heart disease or rheumatic heart disease
that is more common in developing countries. Other important components of the
exam are a careful respiratory examination, an abdominal examination for assess-
ment of hepatic and splenic enlargement, a musculoskeletal exam for assessment of
physical trauma and injuries, and a full lymph node exam. An assessment of the
patient’s mental status may indicate a need for further psychiatric evaluation.

A complete history and physical examination can identify important acute and
chronic health issues that may need to be addressed or triaged at the initial medical
visit. When performed thoroughly and with cultural competence, it can engender
the development of trust and comfort with the provider and the local health care
delivery services. Development of trust is perhaps the most important role of the
health assessment.

Laboratory Tests

A complete blood count (CBC) with five-cell differential is recommended for all
refugees. The prevalence of anemia is high among refugee populations [10] and can
result from multiple etiologies, but usually nutritional. Iron deficiency is often the
cause of microcytic anemia, which can also be from chronic blood loss due to hook-
worm infection and gastric ulcers. Some recent refugee populations appear to have
a somewhat high prevalence of Helicobacter pylori infection that can lead to ulcer
formation and blood loss. Other nutritional deficiencies such as vitamin B12 can
also be the cause for macrocytic anemia and has been frequently noted in Bhutanese
refugees [11]. It is important to recognize, however, that B12 deficiency can cause
important neuropsychiatric and other symptoms without evidence of macrocytosis
or anemia [12]. Thalassemias may also cause anemia and are seen more frequently
in recent refugee arrivals from South Asia and the Middle East [13]. When patients
have an alpha or beta thalassemia trait, they have no active symptoms and a mild
microcytic anemia detected on the CBC is the only clinical sign. A very low mean
corpuscular volume (microcytosis) in the setting of high absolute number of red
blood cells and normal red cell distribution width (RDW) is strongly associated
with thalassemia traits. In contrast, an elevated RDW may still suggest concurrent
iron deficiency. Sickle cell anemia and trait is seen in people of African origin, and
hemoglobin E disease is seen in parts of South Asia and the Middle East [14].
Glucose-6-phosphate-dehydrogenase deficiency, which is commonly seen in
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Southeast Asians [13], is of particular importance in refugees as certain oxidizing
medications used for malaria such as primaquine can lead to hemolysis.

Thrombocytopenia can be seen in conditions that cause hypersplenism in malaria
or schistosomiasis, both of which are more endemic in Sub-Saharan Africa [15].
Isolated hypersplenism in an otherwise asymptomatic patient from Sub-Saharan
Africa is suggestive of tropical splenomegaly syndrome due to chronic infection
with falciparum malaria. Clinicians should have a high suspicion for current or
recent infection in a newly arrived refugee with eosinophilia, though other causes
also have to be considered.

A urinalysis can be used to screen for hematuria caused by Schistosoma haema-
tobium, which is prevalent in refugees from Sub-Saharan Africa [15]. It is also use-
ful for picking up undiagnosed glucosuria and proteinuria.

There is no evidence for cost-effectiveness of routine testing of serum chemis-
tries, mainly glucose, transaminases, blood urea nitrogen, and creatinine. However,
providers may consider ordering these tests to facilitate the transition to primary
care for refugees with evidence of renal or hepatic abnormalities. As noted, liver or
renal disease may rarely be indicative of chronic parasitic infections, malaria, or
extrapulmonary tuberculosis. Renal disease can also detect complications of diabe-
tes and hypertension in refugees with these conditions. In addition, a hemoglobin
Alc level may be appropriate for helping to triage a refugee with known or newly
diagnosed diabetes.

Research has documented high prevalence of nutritional deficiencies in refugees.
Recent concerns have centered around vitamins B12 (in Nepali Bhutanese) [11] and
D (in all refugee populations) [16]. Clinicians should consider a test for B12 level
in Bhutanese or other refugees with macrocytosis or symptoms suggestive of defi-
ciency. For vitamin D, all refugees should be started on repletion treatment for 8—12
weeks, after which a level may be checked.

Cardiovascular risk assessment by screening for diabetes and hyperlipidemia
and cancer screening is recommended according to the US preventive task force
guidelines. Higher suspicion should be maintained for malignancies that are more
common in developing countries such as esophageal and liver cancers. Preventive
screening does not have to be done at the initial visit for all refugees, but the screen-
ing visit can be used as a starting point for this discussion, especially if the refugee’s
source of future health care is uncertain.

Pregnancy testing should be done for all reproductive-age females especially
prior to administration of live viral vaccines and if any pharmacological treatment
is planned. While pregnancy testing is not mandatory for vaccinating females of
child-bearing years, most adult medical practitioners would prefer to have a docu-
mented test. Given the importance of these vaccines, as demonstrated by the case of
congenital rubella in an African refugee born in New Hampshire, pregnancy testing
should be encouraged if it facilitates immunization of young women [17].

Other important screening includes testing for hepatitis B surface antigen and
antibodies as well as tuberculosis. Screening for these as well as HIV and other
sexually transmitted diseases, intestinal parasitic infections, immunity to vaccine-
preventable diseases, and lead testing in children are discussed in later chapters.

Table 3.1 provides a summary of screening recommendations.
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Table 3.1 Screening examination

History

Review predeparture information

Obtain information on past and current social circumstances
Focus on symptoms indicating highly prevalent infectious diseases
Screen for mental health problems

Ask about use of herbal medicine and traditional treatments

Physical exam

Routine exam including vital signs

Pay special attention to hepatosplenomegaly, lymph node enlargement, skin lesions, past genital
procedures, and dental and vision exam

Laboratory evaluation

CBC with five-cell differential

Interferon gamma assay or tuberculin skin testing

Hepatitis B serologies

HIV 1 and 2 antibodies

Lead in children

Vaccine titers

Stool parasite testing as indicated

Urine chlamydia and gonorrhea

Optional tests based on risk factors

Urinalysis

Vitamin B12

Vitamin D

Hepatitis C antibody

Complete metabolic profile

HbAlc

Fasting lipid profile
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Chapter 4
Immunizations and Refugees

Erika Schumacher

Introduction

Access to immunization against vaccine-preventable disease is a prime determinant
of the health of refugee populations. It is the role of clinicians conducting the refu-
gee domestic health assessment to accurately interpret vaccine histories and to ...
prevent the importation of infectious diseases and other conditions of public health
significance into the US...” [1]. Thus, the challenge of determining when and whom
to vaccinate goes hand-in-hand with the need to identify individuals who are carri-
ers of vaccine-preventable disease.

Refugees are one of the few groups of immigrants to USA who are not required
to have any vaccinations prior to arrival. Refugees are infrequently up-to-date with
age appropriate vaccinations as recommended by Advisory Committee on
Immunization Practices (ACIP) [2]. Thanks to the efforts of the World Health
Organization (WHO) Extended Program on Immunization, many more children
over the last 30 years have received a full series of measles, diphtheria, pertussis,
tetanus, polio, and Bacillus Calmette—Guerin vaccine than their elders [3]. Mumps,
rubella, varicella, Haemophilus influenzae, and Streptococcus pneumoniae are not
included in the program, thus most refugees arriving from developing countries will
not be immune to these entities unless they have contracted the disease itself (fami-
lies of higher socioeconomic status and those from certain states in the Middle East
or elsewhere such as Cuba may be exceptions, depending on their access to more
developed systems of health care).

It is mandated that at the time of applying for adjustment of status from legal
temporary resident to legal permanent resident (1 year or more after arrival), a refu-
gee must be fully vaccinated in accordance with recommendations of the ACIP. For
arefugee, the adjustment of status application includes Form I-693, which includes
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the vaccination assessment performed by a civil surgeon or designated health
department in the USA. Information about the requirements for successful “green
card” application can be found here: http://www.cdc.gov/immigrantrefugeehealth/
exams/ti/civil/vaccination-civil-technical-instructions.html.

Approach to Determining Immunity and Need for Vaccination

Vaccine records are reviewed and documented in the pre-departure health assess-
ment overseas, although families often bring records from their native or host coun-
try or camp as well. Vaccination histories should generally be considered valid if
immunizations were received in a manner that corresponds to the intervals and age
restrictions of the current ACIP schedule. Written records only should be consid-
ered, although verbal reports should be acknowledged by the domestic practitioner
and addressed with serologic testing as appropriate (discussed below). It should be
noted that vaccines administered outside the US are often delivered with alternate
components and labeled with unfamiliar nomenclature. Clinicians should make use
of resources located on the CDC website (http://www.cdc.gov/immigrantrefu-
geehealth/guidelines/domestic/immunizations-guidelines.html) and local inter-
preter services to help translate records as accurately and thoroughly as possible.
There are several other online resources to help decode such records, the best of
which come from the Immunization Action Coalition (http://www.immunize.org), a
nonprofit organization funded in part by the CDC [4].

For some pediatricians, this approach of accepting written records as valid may
conflict with long-promoted recommendations in the field of adoption medicine to
ignore international immunization records and “start from scratch.” Children
adopted from orphanages, especially through for-profit channels, are theoretically at
higher risk than other immigrant groups for forged immunization records or inac-
curate record-keeping, in an attempt to facilitate the adoption process. Regardless,
in refugee medicine it is always true that a healthy dose of skepticism—and a frank
conversation with parents—about the validity of the vaccine record is warranted in
every case. Despite the standard channels through which refugee families receive
their overseas medical evaluation (by a physician selected and monitored by the US
Department of State), occasionally, pre-departure immunization records are com-
piled through verbal or other invalid sources and supported by insufficient written
documentation.

Once vaccine records have been interpreted, it is worth keeping in mind that adults
and children alike can still be susceptible to vaccine-preventable disease at the time
of arrival on foreign shores because of a combination of under-immunization, failed
immunization, or waning immunity. Failed immunization results either from disrup-
tion of the “cold chain” of vaccine transportation and storage at controlled tempera-
tures, improper administration of vaccine, or inappropriate dosing intervals which
preclude proper immune response. Waning immunity is a large problem in adults, but
also affects children who have been subject to years of malnutrition and comorbid
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disease. Also, we are learning more about the natural history of vaccine-induced
immunity, which is shorter-lived than previously thought in the case of many
common diseases such as hepatitis B [5] and mumps [6].

Laboratory assessment of relevant antibody levels is always a safe approach to
determining vaccine catch-up schedules when vaccine records are incomplete or
immunity is questioned. This approach should be considered especially when fami-
lies insist on a history of vaccination for which they do not have medical documen-
tation. A cost-benefit analysis should be undertaken before deciding if drawing
titers is the more appropriate course of action as compared to restarting the vaccine
series, taking into account direct costs to the medical system, the number of follow-
up visits required for each approach, and the likelihood of patient return to clinic for
appropriate follow-up. The author encourages every institution to perform such a
cost analysis for each age group of refugee patients treated. The Office of Refugee
Resettlement (ORR) does publish some data on the subject, which can be found
under “CPT Codes for Refugee Medical Assistance” at http://www.acf.hhs.gov/pro-
grams/orr/resource/medical-screening-protocol-for-newly-arriving-refugees  [7].
Guidance from CDC on vaccination versus serologic testing for diseases can be
found at www.cdc.gov/mmwr/preview/mmwrhtml/rr5515al.htm#tab12.

The CDC is in the process of developing a useful tool entitled “Refugee Health
Profiles,” found on their Immigrant and Refugee Health site (http://www.cdc.gov/
immigrantrefugeehealth/). The profiles are compiled with information gathered by
the WHO, International Organization for Migration (IOM), the Office of the United
Nations High Commission for Refugees (UNHCR), US Department of State, and
other sources, in order to guide domestic health assessors with population-specific
data. The epidemiologic information provided on the topic of vaccine-preventable
disease can serve as an excellent point of reference for clinicians during the process
of evaluating overseas immunization records and determining appropriate screening.
Refugee camp-specific data, while helpful, are generally difficult to track down for
the average clinician, although the CDC provides some data here: http://www.cdc.
gov/immigrantrefugeehealth/pdf/immunizations-schedule-us-bound-refugees.pdf.

Other Considerations

Itis important for clinicians to be aware of state vaccination requirements for entrance
into public school. If titers are checked, those values must be provided to the school.
The patient may be denied entrance until one dose of each vaccine has been given or
immunity demonstrated. The desire to get refugee children into school must be
weighed with the natural tendency to limit the number of vaccines given during any
single visit, although there is no set maximum number of injections per visit.
Absolute and relative contraindications to routine immunizations need to be
reviewed prior to vaccination and can be found on the Immunization Action
Coalition website at http://www.immunize.org/catg.d/p3072a.pdf. The following
conditions are not contraindications for the administration of a vaccine: mild to
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Table 4.1 Summary of immunization recommendations for refugees

E. Schumacher

Recommended approach
if no documentation
of prior vaccination

Adults

Children

Measles, mumps,

Vaccinate or serotest

At least one dose

Two dose series

rubella
Diphtheria, Vaccinate One dose TdaP Age appropriate DTaP/
pertussis, followed by two Tdap series
tetanus doses Td
Polio Vaccinate or serotest Three dose series Three dose series
Varicella Serotest Two dose series Two dose series
Hepatitis B Serotest if from intermediate  Three dose series Three dose series
or highly endemic area,
vaccinate otherwise
Hepatitis A Serotest Two dose series Two dose series
HPV Vaccinate Two dose series <26  Two dose series >11

years of age
Only if medically

indicated
Yearly

years of age
Two dose series 11-18
years of age
Yearly >6 months

Meningococcus  Vaccinate with MCV4

Influenza Vaccinate

moderate local reactions to a previous dose of vaccine, mild acute illness (e.g.,
upper respiratory infection, diarrhea, fever), breastfeeding, antimicrobial therapy, or
coincident tuberculin skin testing [8]. Pregnancy is not a contraindication to the
administration of Td/Tdap, inactivated influenza, or hepatitis B vaccine.

Vaccine Information Sheets (VIS) are required to be provided to all patients
receiving vaccines, in their own language if at all possible. VIS sheets can be found
in over 40 different languages on the Immunization Action Coalition Website.

Specific vaccine preventable diseases are discussed below. See also Table 4.1 for
an overview of recommendations. It is critically important that providers understand
the intricacies of the CDC vaccine catch-up schedule, as reprinted in Appendix B.

Measles, Mumps, and Rubella

Data show that the MMR vaccine is highly effective against both measles (100 %
protection after two doses) and rubella (more than 95 % protection after single
dose), with antibodies persisting for at least 15 years [9]. The effectiveness of the
mumps vaccine is significantly inferior and may depend on the vaccine strain used
and time since vaccination; as evidenced by the 2009 mumps outbreak in the north-
eastern US, effectiveness of the mumps vaccine is estimated to be as low as 64 %
after one dose and 79 % after two doses [10].

There is lack of data on cost-benefit of vaccination versus serologic testing for
measles, mumps, and rubella. Seroprevalence studies routinely show that a large
proportion (15-25 %) of migrant adults is susceptible to rubella [11]. A 2002 study



4 Immunizations and Refugees 35

looking at seroprevalence of antibodies to measles and rubella in newly arrived
refugee children aged 0-20 showed that only 82 % had antibodies to measles and
82 % to rubella [12]. Immigrant and refugee families account for the majority of
cases of congenital rubella syndrome in North America [13].

It is recommended that adult refugees born after 1957 without clear documenta-
tion or evidence of immunization receive at least one dose of MMR [14]. All women
of childbearing age should be assessed for immunity to rubella, and immunized
appropriately. Children should receive a two-dose series of MMR in accordance
with the ACIP-recommended schedule, with one dose administered between 12 and
15 months and the second between 4 and 6 years. Catch-up dosing should be per-
formed on all school-aged and teenage children, allowing for a minimum 4-week
interval between the first and second dose.

MMR and other live-virus vaccines should be avoided in those with known
severe immunodeficiency or those who are pregnant. Importantly, since January 4,
2010 refugees and immigrants are no longer tested for HIV before entry to the US.
Therefore it is highly encouraged that practitioners complete HIV testing prior to
administering any live-virus vaccines during the post-arrival health assessment.
Also, MMR vaccine and the Tuberculin Skin Test (TST) must be administered
simultaneously OR 4 weeks apart, given theoretical suppression of tuberculin reac-
tivity by the measles vaccination temporarily. Thus, as patients may have been
administered an MMR vaccine close to their departure date, especially when arriv-
ing from Kenya, Thailand, and Malaysia, vigilance is required.

Tetanus, Diphtheria, and Acellular Pertussis

Compared with the MMR vaccine, there is a relative paucity of data on the serop-
revalence of tetanus, diphtheria, and pertussis in refugee populations in North
America. It is well documented, however, that even in individuals properly vacci-
nated with a primary series of tetanus and diphtheria, immunity wanes significantly
with time (although antibodies to tetanus persist longer than those to diphtheria
after the primary series; 25 versus 10 years, respectively) [15]. Data suggest that a
single booster of both at age 65 years does not confer sufficient immunity in older
individuals [15].

The ACIP recommends administration of a primary series of diphtheria and
tetanus toxoids and acellular pertussis vaccine in the first year of life, followed by
doses of these vaccines at 15—18 months of age and 4—6 years of age. A booster of
adult-formulation diphtheria and tetanus toxoids should be administered beginning
at 11 years of age and every 10 years thereafter. It is recommended that adult refu-
gees without documentation of prior vaccination receive a primary dose of tetanus-
diphtheria-pertussis (7dap), followed by two doses of tetanus-diphtheria (Td) [2],
and pediatric patients be caught up per the standard catch-up schedule.

Laboratory evidence of immunity to tetanus, diphtheria, or pertussis is not consid-
ered as meeting criteria for successful completion of a Form [-693, for those persons
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seeking adjustment of status to permanent resident status in USA (http://www.cdc.
gov/immigrantrefugeehealth/exams/ti/civil/vaccination-civil-technical-instructions.
html#assessment) [8]. It is, thus, recommended that all patients without proper docu-
mentation are vaccinated upon arrival.

It may be noted that the CDC schedule for tetanus, diphtheria, and pertussis immu-
nization has a gap in guidance regarding tetanus, diphtheria, and pertussis immuniza-
tion between the ages of 7-10 years, as the two TdaP products Boostrix and Adacel
are licensed for age >10 years and 11-64 years respectively. The ACIP endorses use
of adult formulation of tetanus—diphtheria—pertussis vaccine followed by two doses
of tetanus—diphtheria vaccine for those children in the 7-10 age group who need a
primary or secondary series of vaccine. It should also be noted that Pentacel (DTaP-
IPV-HiB) can be used for the primary series in children <5 years of age, while
Pediarix (DTaP-IPV-HepB) can be used for the primary series in children <7 years of
age. Kinrix (DTaP-IPV) should only be used as the 4-6-year-old booster dose.

TdaP should be routinely administered to pregnant women during each pregnancy.

Polio

Seroprevalence studies in North American refugees are also lacking for polio. It is
reasonable to check polio titers prior to administering a three-dose series of Inactivated
Polio Vaccine (IPV), as is recommended for all refugees, including adults, without
laboratory evidence of immunity or record of vaccination. IPV should be administered
to children at 2, 4, and 6 months of age as per the ACIP, with a final dose administered
on or after the fourth birthday, with a catch-up schedule as per Appendix B. IPV is
contraindicated during pregnancy.

Hepatitis B

Since 2008, the CDC recommends testing for hepatitis B surface antigen (HbsAg)
for persons born in geographic regions with HBsAg prevalence of >2 % and
US-born persons not vaccinated as infants whose parents were born in geographic
regions with HBsAg prevalence of >8 % [16]. A map showing geographic distribu-
tion of chronic Hepatitis B infection can be found on the CDC website (http://
wwwnc.cdc.gov/travel/yellowbook/2012/chapter-3-infectious-diseases-related-to-
travel/hepatitis-b.htm) and is reproduced in Chap. 7.

In a meta-analysis published in 2012, a review of 110 studies representing more
than 209,000 migrant patients in the US showed a prevalence of hepatitis B infec-
tion of 7.2 %, and prior immunity from any cause in 39.7 % [17]. Migrants from
East Asia and sub-Saharan Africa were at highest risk for infection, and those from
Eastern Europe were found to be at medium risk [17].


http://www.cdc.gov/immigrantrefugeehealth/exams/ti/civil/vaccination-civil-technical-instructions.html#assessment
http://www.cdc.gov/immigrantrefugeehealth/exams/ti/civil/vaccination-civil-technical-instructions.html#assessment
http://www.cdc.gov/immigrantrefugeehealth/exams/ti/civil/vaccination-civil-technical-instructions.html#assessment
http://wwwnc.cdc.gov/travel/yellowbook/2012/chapter-3-infectious-diseases-related-to-travel/hepatitis-b.htm
http://wwwnc.cdc.gov/travel/yellowbook/2012/chapter-3-infectious-diseases-related-to-travel/hepatitis-b.htm
http://wwwnc.cdc.gov/travel/yellowbook/2012/chapter-3-infectious-diseases-related-to-travel/hepatitis-b.htm
http://dx.doi.org/10.1007/978-1-4939-0271-2_7
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Table 4.2 Interpretation of Hepatitis B serologic test results

HBsAg Negative ~ Susceptible

Anti-HBc Negative

Anti-HBs Negative

HBsAg Negative ~ Immune due to natural infection
Anti-HBc Positive

Anti-HBs Positive

HBsAg Negative ~ Immune due to hepatitis B vaccination
Anti-HBc Negative

Anti-HBs Positive

HBsAg Positive  Acutely infected

Anti-HBc Positive

IgM anti-HBc  Positive

Anti-HBs Negative

HBsAg Positive ~ Chronically infected

Anti-HBc Positive

IgM anti-HBc  Negative

Anti-HBs Negative

HBsAg Negative  Interpretation unclear; four possibilities:
Anti-HBc Positive 1. Resolved infection (most common)
Anti-HBs Negative 2. False-positive anti-HBc, thus susceptible

3. “Low level” chronic infection
4. Resolving acute infection

Source: CDC. Division of viral Hepatitis. Available at http://www.cdc.
gov/hepatitis/hbv/pdfs/serologicchartv8.pdf [18]

The current ACIP recommendation is to vaccinate any individual without natural
or immunization-induced immunity according to the ACIP schedule. Serologies
should be interpreted as shown in Table 4.2 (see also Chap. 7). Of note, vaccine-
induced immunity to hepatitis B wanes by adolescence, and thus, refugee teenagers
who present for domestic health screening may not have a positive HBsAb despite
completion of a full hepatitis B immunization series.

Varicella

Varicella immunization is not included in the WHO Extended Program on
Immunization. For those refugees arriving from tropical areas of the world where
Varicella strikes at a later age, it is also unlikely that younger individuals are immune
to varicella through primary infection [19, 20]. Given the greater risk of severe,
complicated disease in older individuals and pregnant women, proper screening and
vaccine administration for nonimmune individuals is critical.


http://dx.doi.org/10.1007/978-1-4939-0271-2_7
http://www.cdc.gov/hepatitis/hbv/pdfs/serologicchartv8.pdf
http://www.cdc.gov/hepatitis/hbv/pdfs/serologicchartv8.pdf
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Varicella seroprevalence studies have demonstrated up to 50 % susceptibility rate
for teenage refugees from tropical countries, and up to 10-15 % susceptibility in
individuals aged 30-35 years [15]. In a study of 200 Somali refugees in Minnesota,
48 % of children less than 10 years were seronegative for varicella, and 6 % of
women childbearing age (12—49) were seronegative [21]. Cost-effectiveness studies
have concluded that performing serologies for varicella on all newly arrived refu-
gees is cost-saving when compared with universal vaccination with a two-dose
series, possibly with the exception of children under age 5 years [21, 22]. It is
important to note that commercially available enzyme immunoassay tests are gener-
ally >95 % specific for varicella, although only 60-92 % sensitive in detecting anti-
bodies after natural infection and even less so for vaccine-induced infection [23].

As per the CDC schedule found in the Appendices, two doses of varicella-
containing vaccine are recommended for all people aged >12 months without evi-
dence of immunity who do not have contraindications to the vaccine. The first dose
should be administered at age 12—15 months and the second dose at 4-6 years of
age. A second catch-up dose of varicella vaccination is recommended for children,
adolescents, and adults who have received only one dose. The minimum interval
between doses for children <13 years is 3 months, and those aged >13 years can be
vaccinated after an interval of 4 weeks.

Varicella vaccine contains live, attenuated virus. Contraindications to vaccina-
tion with the varicella vaccine include pregnancy or intended pregnancy within 1
month of receiving the vaccine, active tuberculosis or other severe disease, and
impaired cellular immune function. Those receiving low-dose prednisone (<2 mg/
kg of body weight per day or <20 mg/day), those whose immunosuppressive ther-
apy with steroids has been discontinued for 1 month and/or chemotherapy for 3
months, and those with impaired humoral immunity may be vaccinated. The ACIP
recommends considering varicella vaccine for HIV-infected children aged >12
months who have CD4+ T-lymphocyte percentages of >15 %, and for HI V-infected
older children and adults with CD4+ T-lymphocyte count >200 cells/mL [2].

Other

All other ACIP-recommended vaccinations, including hepatitis A, Haemophilus
influenzae type b, Pneumococcus, human papillomavirus (HPV), and meningococ-
cus, should be administered according to the standard schedule. The 2009 revision to
the Technical Manual for Civil Surgeons saw several changes to the requirements for
successful completion of the Form [-693, Vaccination Record. HPV and zoster are no
longer required vaccinations, tetravalent meningococcal conjugate vaccine is required
for all persons 11-18 years of age, and influenza vaccine is required for applicants
6 months through 18 years, as well as applicants 50 years of age and older [8].
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Chapter 5
Tuberculosis

Andrew T. Boyd

Introduction

Tuberculosis (TB) remains a worldwide threat to global health. Despite the
existence of a multidrug treatment regimen known to cure 90 % of cases, there
were 9 million new cases of tuberculosis and 1.4 million deaths from the disease in
2011 [1]. An infectious disease caused by the bacillus Mycobacterium tuberculosis,
it is transmitted by inhalation of aerosolized droplets containing the bacillus and
can affect the lungs or many other sites in the body. Recognition of cases of tuber-
culosis is difficult, since most people carrying tuberculosis do not develop active
disease but instead have latent tuberculosis infection (LTBI); recognition, however,
is important because reactivation of latent infection leads to transmission of the
bacteria.

Pathogenesis

Primary tuberculosis infection occurs when inhaled bacilli enter the lungs, where
they are ingested by alveolar macrophages. The mycobacteria-laden macrophages
can then penetrate the alveolar wall to enter the circulation and the lymphatic
system, allowing lymphocytic sensitization to mycobacterial antigens. At that point,
in most patients, the lymphocytes and macrophages form granulomas around the
mycobacteria in sites where it has settled, effectively “walling off”” the mycobacteria.
The mycobacteria, though still viable, enter into a quiescent or latent phase in order
to survive in these sites, which usually consist of lung tissue, but can also include
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lymph nodes, bones, and other organs. It should be noted that in immunosuppressed,
HIV-positive patients, this containment does not occur, and the mycobacteria circu-
late further, leading to the failure of multiple organ systems and death [2].

In the setting of a normal immune system, the mycobacteria remain in a latent
phase, and the patient is said to have latent tuberculosis infection (LTBI). In about
10 % of cases of LTBI, however, the latency of the mycobacteria is disturbed and the
infection again becomes active, resulting in a clinical entity known as reactivation
tuberculosis. Those cases in which reactivation occurs are difficult to predict, though
risk factors include several medical conditions, including HIV/AIDS, chronic ste-
roid use, chemotherapy, post-organ transplant, use of TNF-alpha inhibitors, diabetes
mellitus, lymphoma/leukemia, and end-stage renal disease [3]. Because a prior
latent state is required for reactivation, and because reactivation is required for
infectious transmission of the bacteria, treating LTBI as a means to prevent active
tuberculosis disease has become a priority for US public health officials [3].

Due to the high morbidity burden of tuberculosis, worsened in the setting of the
HIV pandemic, the World Health Organization declared TB a global health emer-
gency in 1993, and since then, substantial progress has been made in controlling the
disease. Specifically, incident cases of TB have fallen from 150 cases per 100,000
people in 1990 to 125 cases per 100,000 people in 2011. More impressively, the
mortality rate from TB has fallen 41 % during the same time period [1].

Tuberculosis control in the United States has been yet more successful. The inci-
dent active TB case rate was 3.4 cases per 100,000 people in 2011, which repre-
sented a 6.4 % drop from the rate in 2010 as well as the lowest incident rate recorded
since national reporting began in 1953 [4]. It should be noted, however, that the rate
of incident cases of active tuberculosis (both new infections and reactivation of
latent infection) among foreign-born people in the United States was 12 times that
of native-born people [4].

Overseas Screening for TB

Federal law requires that anyone applying for refugee status in the United States
receive a predeparture, overseas medical evaluation. The content of the medical
evaluation is dictated by the Centers for Disease Control and Prevention’s Division
of Global Migration and Quarantine. In general, the purpose of the medical exami-
nation is to identify applicants with diseases or conditions that, by federal law, either
exclude them from entering the United States or require documented treatment
before entering the United States. In the specific case of tuberculosis, the purpose of
the examination is to identify people with active, infectious tuberculosis disease [5].

The overseas medical evaluation is performed by 1 of 400 panel physicians,
appointed by US embassies. The content is provided by the CDC to these panel
physicians via “Technical Instructions,” updated in both 2007 and 2009 and avail-
able online [6]. Essentially, each evaluation of an applicant 15 years old or older
should include documented medical history, focused on symptoms of active
tuberculosis disease, including cough of greater than 3 weeks duration, dyspnea,
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Table 5.1 Classification based on overseas TB evaluation

TB classification TB status Results of TB screening

Class A Infectious TB TB disease diagnosed (smear or culture+)
and require treatment (either with full
course overseas or with waiver described
below)

Class B1: pulmonary  Active TB, not infectious ~ No treatment: history or CXR suggests TB
but sputum/culture negative

Completed treatment: diagnosed with
pulmonary TB and finished treatment
before immigration

Class B1: Active extrapulmonary Evidence of extrapulmonary TB
extrapulmonary TB, not infectious
Class B2 TB, not clinically active Abnormal CXR without symptoms. Needs
LTBI evaluation
Class B3 TB, old or healed Abnormal CXR but consistent with resolved
disease. Needs contact evaluation
No TB class No evidence of TB Normal TB screening

fever, weight loss, or hemoptysis, as well as a physical examination and a chest
X-ray [6]. If symptoms, physical examination, or chest X-ray is suggestive of active
TB, three sputum smears are examined [6].

Evaluation of applicants ages 2—14 from countries with a WHO-estimated TB
incidence rate of >20 cases per 100,000 population should have a screening test
with tuberculin skin test (TST) or with interferon-gamma release assay (IGRA). (A
list of those countries with incidence rates can be found in the WHO Global TB
Report 2012, page 19.) If the TST is >10 mm or the IGRA is positive, or if the
applicant has symptoms of tuberculosis, then a chest X-ray should be obtained.
Again, if symptoms, physical examination, or chest X-ray is suggestive of active
TB, three sputum smears are examined [6].

Evaluation of applicants less than age 2 from countries with a WHO-estimated
TB incidence rate of >20 cases per 100,000 population or any child of age less than
15 from countries with a WHO-estimated TB incidence rate of <20 cases per
100,000 population should undergo a physical examination and have a history pro-
vided by a responsible adult. Those applicants with symptoms of TB should receive
a TST or IGRA and a chest X-ray and have three sputum smears examined [6].
Children over age 15, for purposes of tuberculosis screening, are treated as adults.

Based on the results of these tests, each applicant is assigned a class. Each class
and its requirements are documented in Table 5.1.

Anyone designated Class A cannot enter the United States until either (a) he/she
has completed a course of therapy, his/her sputum smear converts to negative, and
he/she is reclassified to a class permitted entry or (b) he/she initiates treatment over-
seas, demonstrates smear conversion to negative, and obtains a waiver to enter the
United States, provided a US-based provider agrees to assume responsibility for the
patient’s completion of the full treatment course [6]. Anyone designated Class BI,
Class B2, or Class B3 is permitted entry.
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Although the WHO notes declining incidence of TB worldwide, many countries
still have very poor control of TB. The 22 countries classified by the WHO as “high-
burden countries” have an average TB incidence of 163 cases per 100,000 people,
though there are several with TB incident rates on the order of 200-300 cases per
100,000 people. Most countries on the “high-burden countries” list are in Asia or
Sub-Saharan Africa, the two regions from which most refugees come to the United
States [1].

Concurrently, the current overseas medical screening identifies active tuberculo-
sis disease and does not screen for latent tuberculosis infection (LTBI). It is esti-
mated that among all immigrants to Canada, 30-50 % of them, or around 1.5 million
people, have LTBI [7], while in the United States, the number of foreign-born per-
sons with LTBI is likely closer to 7 million people [8]. While the probability of
developing active TB disease from reactivation of LTBI in all immigrants is only
5-10 % annually [9], the risk of developing active TB disease from reactivation of
LTBI in refugee populations is two times higher than that [10]. This doubling of risk
is thought to be due to an overall higher prevalence of LTBI and increased rate of
recent acquisition of exposure to tuberculosis [11].

Finally, though the overall incidence of TB reached its lowest level ever in the
United States in 2011, it should be noted that 62.5 % of all incident cases were
found in foreign-born persons [4]. Another retrospective review of the demograph-
ics of cases of active TB found that of the cases of foreign-born persons with active
TB, fully 50 % had been in the United States for more than 5 years [12]. Such per-
sistence of reactivation of LTBI speaks to the need for screening newly arrived refu-
gees for LTBI, as well as the need to treat LTBI in this population.

Diagnosis

Because of the higher risk of reactivation of LTBI in the refugee population, domes-
tic tuberculosis screening focuses on identification of LTBI cases among newly
arrived refugees with the goal of prevention of reactivation of tuberculosis disease.
It should also be noted that though the CDC TB technical instructions require a
screening test for LTBI for certain populations, these are rarely done in practice
overseas as part of the general medical evaluation. Once in the United States, LTBI
diagnosis is made by screening for exposure to Mycobacterium tuberculosis anti-
gens. To this end, diagnosis can be made using one of two screening tests: the tuber-
culin skin test (TST) or the interferon-gamma release assay, or IGRA [3].

The older of the two tests is the TST. The test requires that five units of purified
protein derivative (PPD) of M. tuberculosis be injected subcutaneously, usually on
the forearm, just beneath the skin to create a wheal [13]. This test is a universal
screen, and it can be performed in children and pregnant women. The test is consid-
ered positive, and therefore represents the presence of M. tuberculosis antigen in the
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Table 5.2 Interpretation of TB induration based on risk factors

15 or more
5 or more millimeters 10 or more millimeters millimeters
An induration of 5 or more An induration of 10 or more An induration of 15
millimeters is considered millimeters is considered or more
positive for: positive for: millimeters is
e HIV-infected persons e People who have come to the considered
* Recent contacts of persons with United States within the last 5 positive for:
infectious TB years from areas of the world e People with no
e People who have fibrotic where TB is common (e.g., known risk
changes on a chest radiograph Asia, Africa, Eastern Europe, factors for TB
e Patients with organ transplants Russia, or Latin America)
and other immunosuppressed e Injection drug users
patients (including patients *  Mycobacteriology lab workers
taking a prolonged course of oral ¢ People who live or work in
or intravenous corticosteroids or high-risk congregate settings
TNF-a antagonists) e People with certain medical

conditions that place them at
high risk for TB (silicosis,
diabetes mellitus, severe kidney
disease, certain types of cancer,
and certain intestinal conditions)

e Children younger than 4 years

e Infants, children, and adoles-
cents exposed to adults in
high-risk categories

patient, if the radius of the indurated area at the injection site is larger than a
predetermined size, which varies depending on a patient’s medical risk factors (see
Table 5.2 above) [14].

Though the TST has good sensitivity for LTBI, with a pooled estimate of 77 %
in a recent meta-analysis [15], its specificity is rather poor, with false-positives pos-
sible if a patient has had exposure to other non-tuberculous mycobacteria or to vac-
cination with bacillus Calmette-Guerin (BCG), which is often administered to
infants in countries with high burden of tuberculosis. It should be noted, however,
that a cross-reaction between BCG vaccination and a positive TST rapidly wanes
with time. It has been found that in those people vaccinated as infants, a TST done
10 years later will be positive in only 1-2 % of cases [10]. In addition, because those
patients vaccinated with BCG come from high-burden countries, there is likely a
high prevalence of LTBI among them. For these reasons, according to CDC screen-
ing policy, a positive TST in a patient immunized with BCG, regardless of the age
at which the patient is screened, should still be treated as a case of true LTBI [5].

Due partially to concerns about the poor specificity of the TST, a blood test
called the interferon-gamma release assay (IGRA) was developed, and two propri-
etary assays (the QuantiFERON Gold and T-SPOT.TB) have been approved by the
FDA for use as an initial screening test for LTBI diagnosis. It should be noted that
in the United States, though the IGRA test can be used in children 5 years old or
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older, its use is not recommended for children under 5, due in part to poorer
sensitivity of the test in that age group [16]. Thus, in children under 5, the TST
should be used [16]. These tests quantify amount of interferon-gamma formation or
the number of T lymphocytes recruited in the patient’s serum when combined with
surface antigens found in M. tuberculosis and a small number of other rare myco-
bacteria, but, importantly, not found in BCG or in common environmental myco-
bacteria. Thus, the IGRA has improved specificity for LTBI [15]. It should be noted,
however, that correct interpretation of the IGRA requires, just as that of the TST
requires, active cellular immunity in the patient, so the sensitivities of the two tests
are equivalent. Neither test is able to predict which 10 % of patients with LTBI will
go on to develop active infection [3].

Currently, the CDC recommends the use of either the TST or the IGRA as a
screening test for LTBI in adults [17]. In Canada, the latest guidelines recommend
using the TST as the primary screening test and then to use the IGRA as the confir-
matory test in those patients with a high likelihood of a false-positive TST result
[10]. The Canadian approach is supported by a recent cost-effectiveness analysis
[18]. But given that IGRA is unaffected by prior BCG vaccination, providers may
choose to use it for initial testing in refugee populations. For children <5 years,
CDC recommends TST as there is limited data on using IGRA in this age group.

Current CDC guidelines stipulate that every refugee should be screened for
LTBI. It should be noted, however, that a given positive screen necessitates a will-
ingness of the medical establishment to treat that patient. Since treatment is time-
consuming (usually 6-9 months, detailed further in the following section) and
costly, recent cost-effectiveness analyses have called that policy into question.
Specifically, one study found that based on cost-effectiveness analysis, screening
could be limited to those refugees coming from countries with a high burden of
incident infectious tuberculosis cases (150 incident cases/100,000 population) [19],
and one study found that cost-effectiveness analysis indicates that screening should
focus on active tuberculosis cases and the intensive tracking and treatment of their
close contacts [20].

Treatment

If a refugee has a positive screening TST or IGRA, he or she should be screened
immediately for active tuberculosis disease. This screening should be similar to that
done in the overseas medical evaluation and should again focus on symptoms of
tuberculosis disease, such as cough of greater than 3 weeks duration, dyspnea, fever,
weight loss, or hemoptysis. In children, symptoms may be more nonspecific and
may include recurrent fevers or pneumonias or simply failure to thrive [5]. The
screening should also include a physical examination, with a focus on forceful or
productive cough or palpable lymph nodes, and a chest X-ray, with attention paid to
cavitary or extensive lesions in the upper lobes [6]. Health providers should be
aware that children are more likely than adults to have extrapulmonary tuberculosis
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Table 5.3 Basic TB disease treatment regimens

Preferred regimen Alternative regimen Alternative regimen
Initial phase Initial phase Initial phase
Daily INH, RIF, PZA, and Daily INH, RIF, PZA, and Thrice-weekly INH,
EMB?® for 56 doses (8 weeks) EMB? for 14 doses RIF, PZA, and
(2 weeks), then twice weekly EMB?® for 24 doses
for 12 doses (6 weeks) (8 weeks)
Continuation phase Continuation phase Continuation phase
Daily INH and RIF for 126 Twice-weekly INH and RIF for Thrice-weekly INH and
doses (18 weeks) or 36 doses (18 weeks) RIF for 54 doses
twice-weekly INH and RIF (18 weeks)

for 36 doses (18 weeks)

“EMB can be discontinued if drug susceptibility studies demonstrate susceptibility to first-line
drugs

disease, including meningitis, mastoiditis, or involvement of lymph nodes or bone
[5]. If symptoms, physical examination, or chest X-ray is suggestive of active TB,
three sputum smears should be obtained and examined.

It should be noted that provision of sputum can be difficult for very young chil-
dren, so early morning gastric aspirate collection, which usually requires hospital-
ization, can substitute for sputum collection [6].

If, based on suggestive symptoms, chest X-ray, or at least one positive sputum
smear, a refugee is thought to have active tuberculosis, he or she should be started
on treatment immediately. Due to the slow growth of the mycobacteria, and its abil-
ity to develop resistance to drugs, treatment is for at least 6 months and requires an
initial four-drug regimen (rifampin, RIF; isoniazid, INH; pyrazinamide, PZA; and
ethambutol, EMB, the so-called RIPE regimen) for 2 months followed by modifica-
tion of the drug regimen based on drug susceptibility from the patient’s isolate [21].
See Table 5.3 above.

It should be noted that the treatment regimens above can also be used in infants,
children, and adolescents, with the exception that EMB is not routinely used in
children. The current first-line recommendation for children is 6 months of INH and
RIF supplemented for the first 2 months with PZA [22]. Information on dosing in
adults and children can be found online at http://www.cdc.gov/mmwr/preview/
mmwrhtml/rr5211al.htm.

If a refugee has a positive screening TST or IGRA but does not have symptoms
or a chest X-ray concerning for active tuberculosis, CDC guidelines stipulate that he
or she should be treated for latent tuberculosis infection (LTBI). As stated previ-
ously, refugees have a twofold higher incidence of reactivation of tuberculosis com-
pared to other immigrant groups [10]. In addition, because reactivation of
tuberculosis could then lead to transmission to others of active disease, treatment of
LTBI in this population could serve as prevention of future cases of active
tuberculosis.

Treatment of LTBI most commonly consists of 9 months of daily oral isoniazid
(INH) for all ages. The efficacy of INH as compared to no treatment in reducing rate


http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5211a1.htm
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5211a1.htm

60 AT. Boyd

Table 5.4 Latent TB infection treatment regimens

Drugs Duration Interval Minimum doses
Isoniazid 9 months Daily 270
Twice weekly* 76
Isoniazid 6 months Daily 180
Twice weekly* 52
Isoniazid and rifapentine 3 months Once weekly® 12
Rifampin 4 months Daily 120

“Use directly observed therapy (DOT)

of incident active tuberculosis disease was established in a Cochrane review of 11
randomized controlled trials [23]. One known complication of isoniazid therapy is
development of hepatitis, and while current guidelines do not require checking
baseline liver function tests in all patients receiving treatment for LTBI, they sug-
gest a check prior to treatment initiation in those with baseline liver disease, those
who are pregnant, those with HIV, and those with daily alcohol use [17]. After ini-
tiation of treatment, liver function tests should be checked every 3 months, and
treatment should be stopped if the test numbers rise to five times the upper limit of
normal or if the patient develops signs and symptoms of overt hepatitis [17].

One of the difficulties in initiating treatment is its relatively long duration, and
research has recently been done to devise equivalent, shorter treatment regimens.
Rifampin, given for 4 months, is one acceptable alternative to 9 months of isoniazid
[3]. In addition, a recent randomized controlled trial comparing directly observed
administration of daily isoniazid and rifapentine for 3 months with standard self-
administered isoniazid for 9 months found the shorter course non-inferior to the
standard treatment [24]. The current CDC recommendations for treatment regimens
for LTBI reflect these alternative regimens [25]. See Table 5.4 above.

Dosing is listed in Table 5.5 below, although the isoniazid/rifapentine dosing is
not included in this figure [17]. It should be noted that the newer isoniazid/rifapentine
regimen has not been assessed in a sufficient number of children younger than age
12, and in this population, the recommendation is still 9 months of daily INH [26].

In both cases of active tuberculosis disease and latent tuberculosis infection, case
management is very important. In active tuberculosis disease cases, a contact inves-
tigation of close contacts to the index case should be initiated to screen and offer
treatment for high-risk persons [27]. Guidelines for conducting a contact investiga-
tion are available online from the CDC at http://www.cdc.gov/mmwr/preview/
mmwrhtml/rr5415al.htm. Directly observed therapy for active and latent tuberculo-
sis infection treatment is important for those patients with drug-resistant tuberculo-
sis and for those treated for LTBI on a time-shortened regimen. Case management
allows monitoring for adverse effects of medication [3]. Finally, thorough case
management, including assuring adherence to a full course of treatment, greatly
improves the chance of eradication of the infection, either active or latent, and less-
ens the chance of inducing secondary drug resistance. In this way, the burden of
tuberculosis in this particularly vulnerable population can be reduced over time.
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Drug/dose

Frequency/duration (doses)

Rating® (evidence)®

HIV negative

HIV positive

Preferred regimen
Isoniazid

Adult: 5 mg/kg
Children: 10-20 mg/kg
Maximum dose: 300 mg
Alternate regimens

Isoniazid

Adult: 15 mg/kg

Children: 20-40 mg/kg
Maximum dose: 900 mg
Isoniazid

Adults: 5 mg/kg

Children: not recommended
Maximum dose: 300 mg
Isoniazid

Adults: 15 mg/kg

Children: not recommended
Maximum dose: 900 mg
Rifampin

Adults: 10 mg/kg

Children: 10-20 mg/kg
Maximum dose: 600 mg

Daily x9 months (270 doses)

Twice weekly x9 months®

(76 doses)

Daily x 6 months (180 doses)

Twice weekly x 6 months®
(52 doses)

Daily x4 months (120 doses)
Daily x 6 months (180 doses)

A (II)

B (II)

B ()

B (II)

B (I

A (D)

B (ID)

c@

c

B (III)

Note: In situations in which rifampin cannot be used (e.g., HIV-infected persons receiving protease
inhibitors), Rifabutin may be substituted
aStrength of the recommendation: A =preferred regimen; B =acceptable alternative; C =offer when

A and B cannot be given

Quality of the supporting evidence: I=randomized clinical trials data; II=data from clinical trials
not randomized or from other population; III=expert opinion
‘Intermittent regimen must be provided via directly observed therapy (DOT), i.e., health care
worker observes the ingestion of medication
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Chapter 6
Intestinal Parasites

James Wallace, Anne E.P. Frosch, and William Stauffer

Intestinal Parasitic Infections in Refugees

On October 31, 2011, this planet welcomed its seven billionth inhabitant. Of that
difficult to encompass number, roughly one-third harbor a parasitic infection, more
than half of which are intestinal [1]. Although many of these intestinal parasitic
infections are subclinical and patients who have them are asymptomatic, they can
cause significant morbidity and may result in mortality. The United States wel-
comes immigrants from parts of the world where people are constantly and continu-
ously exposed to intestinal parasites, many of which are diagnosed and treated upon
arrival in the US. Methodological differences in studying the prevalence of a given
parasite (e.g., stool ova and parasites versus serology) as well as differing character-
istics of refugees such as country of origin, age, and education level render the task
of determining exact numbers of immigrants affected by intestinal parasites diffi-
cult. What we do know is that they are among the most commonly seen infections
in refugees, with estimates ranging from 8.4 to 84 % of refugees in North America
being affected [1, 2]. See Fig. 6.1 for prevalence of intestinal parasites in a large
sample of refugees in Minnesota. Starting in 1999, the CDC began implementing
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Other African
Total Somalia Ethiopia Liberia Countries Laos Vietnam Burma
Parasite® (N=26,956) (N=11,602) (N=3278) (N=2723) (N=1063)f (N=5959) (N=1215 (N=1116)
number of refugees (percent)

Any 4897 (18.2) 1775 (15.3) 423 (12.9) 565 (20.7) 242 (22.8) 1412 (23.7) 296 (24.4) 184 (16.5)
Multiple 436 (16)  138(L2) 41(13) 85 (3.1) 34(3.2) 75 (1.3) 55 (4.5) 8(0.7)
Protozoans

Any 2763 (10.3) 904 (7.8) 198 (6.0) 221 (8.1) 109 (10.3) 1119 (18.8) 57 (4.7) 155 (13.9)

Multiple 52 (0.2) 25 (0.2) 5(02) 2(0.0) 7(0.7) 12 (0.2) 0 1(0.1)

Giardia intestinalis 2368 (8.8) 629 (5.4) 179 (5.5) 204 (7.5) 80(7.5) 1089 (183) 49(4.0) 138 (12.4)

Entamoebaj 447 (1.7) 300 (2.6) 24 (0.7) 19 (0.7) 36 (3.4) 42 (0.7) 8 (0.7) 18 (1.6)
Nematodes

Any 1975 (7.3) 940 (8.1) 106 (3.2) 237 (8.7) 86 (8.1) 327 (5.5) 250 (20.6) 29 (2.6)

Multiple 172 (0.6) 27 (0.2) 12 (0.4) 37(14) 10 (0.9) 34 (0.6) 45 (3.7) 7(06)

Trichuris trichiura 1243 (4.6) 900 (7.8) 68 (2.1) 136 (5.0) 33(3.]) 21 (0.4) 70 (5.8) 15 (1.3)

Hookworm 494 (1.8) 21(0.2) 21 (0.6) 88 (3.2) 35 (3.3) 193 (3.2) 121 (10.0) 15 (1.3)

Ascaris lumbricoides 237 (0.9) 46 (0.4) 17 (0.5) 34 (1.2) 14 (1.3) 16(0.3) 107 (8.8) 3(0.3)

Strongyloides stercoralis 205 (0.8) 3 (<0.1) 13 (0.4) 23 (0.8) 15 (1.4) 132 (2.2) 13 (L1) 6 (0.5)
Trematodes

Schistosoma species 406 (1.5) 26(02) 147 (45) 164 (6.0) 69 (6.5) 0 0 0

* A revised form for refugee screening data permitted reporting of additional infections to the Minnesota Department of Health beginning in
1998. The following intestinal parasites detected among newly arrived refugees were excluded from the analysis of the effect of albendazole
treatment: Blastocystis hominis (1529 cases), Hymenolepis nana (360), Dit ba fragilis (100), Cle his sinensis (11), fasciola species (4),
taenia species (17), H. diminuta (2), and diphyllobothrium species (1).

1 Other countries included Benin, Burundi, Cameroon, Ivory Coast, Democratic Republic of Congo, Eritrea, Gambia, Ghana, Guinea, Guinea-
Bissau, Kenya, Niger, Nigeria, Rwanda, Senegal, Sierra Leone, Sudan, Togo, and Uganda.

1 This category includes pathogenic Entamoeba histolytica and nonpathogenic E. moshkovskii and E. dispar, which cannot be morphologically
differentiated by means of standard light microscopy.

Fig. 6.1 Prevalence of intestinal parasites in a large refugee sample in Minnesota (Swanson SJ
et al. N Engl J Med 2012;366:1498-1507)

recommendations for empiric antiparasitic treatment for refugees coming to the
United States, both before departure and upon their arrival [3].

As one would expect, the prevalence of intestinal parasites in newly arriving refu-
gees, especially the nematodes causing trichuriasis, ascariasis, and hookworm infec-
tion, has been significantly impacted by the implementation of pre-departure
presumptive treatment in US-bound refugees [4]. Overall, there has been a decrease
in intestinal parasitosis since starting empiric pre-departure therapy, as well as a
shift in the most commonly found parasites when screened upon arrival to the United
States [4] (see Fig. 6.2). Prior to implementation of pre-departure empiric therapy,
the most commonly encountered organisms found during screening included hook-
worm infection and Giardia (a protozoan), whereas since 1999 the most commonly
encountered helminth has become Trichuris [4]. Subsequent data has indicated that
Strongyloides, which is not adequately treated with a single dose of albendazole,
and schistosomiasis, which is not treated with albendazole, were highly prevalent
infections in refugees [4]. These two parasites were of particular concern since not
only are they common, they also cause chronic infection and can result in serious
morbidity and even mortality. In 2007 ivermectin and praziquantel (for sub-Saharan
African refugees) were recommended. Praziquantel was instituted in sub-Saharan
Africans in 2010 but ivermectin has not been implemented to date [3].
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259 [ No albendazole treatment (before May 1, 1999) [l Albendazole treatment (on or after May 1, 1999)

208

204

Percent of Refugees

Ascaris Hookworm  Trichuris  Strongyloides Any Multiple Giardia Entamoeba
Nematode  Nematodes

Swanson SJ et al. N Engl J Med 2012;366:1498-1507

Fig. 6.2 Change in intestinal parasitosis with empiric pre-departure therapy (Swanson SJ et al. N
Engl J Med 2012;366:1498-1507)

Screening Recommendations

Optimally, refugees arriving to the United States from Africa, Asia, and Southeast
Asia should receive some form of presumptive therapy for intestinal parasites. This
is typically performed by the International Organization for Migration (IOM) in
their home countries or in refugee camps. If they have undergone presumptive ther-
apy, new arrivals may have documentation of their treatment course.

The term “presumptive therapy” encompasses treatment for intestinal parasites
which refugees coming from certain parts of the world can be “presumed” to have
based on prevalence data from a given area. The principal intestinal parasites that
are targeted, as well as the medications used with presumptive therapy are:

1. Soil-transmitted helminths (STH) including the roundworms, hookworm,
Ascaris, and Trichuris (albendazole)

2. Strongyloides (ivermectin)

3. Schistosomes (praziquantel)

It is recommended that all refugees from South and Southeast Asia, except those
with contraindications, be treated with albendazole and ivermectin. It is also recom-
mended that all refugees from Africa should be treated with albendazole and pra-
ziquantel and those from non-Loa loa endemic areas with ivermectin for
Strongyloides [3]. Please see Table 6.1 for a summary of these recommendations.
Of particular note when considering presumptive therapy for Africans is the impor-
tance of the parasite Loa loa. In areas of Loa loa endemicity (see Table 6.2), there
have been reports of encephalitis resulting from ivermectin therapy (which targets
Strongyloides) in patients who have a concomitant Loa loa infection and a high
microfilarial parasite load. Because of this, any patient who comes from a Loa loa
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Table 6.2 Loa loa endemic countries in Africa [3]

African countries NOT endemic for Loa loa African countries endemic for Loa loa
(may use ivermectin for presumptive (use albendazole for 7 days for
Strongyloides therapy) presumptive Strongyloides therapy)
Algeria Mauritania Angola
Botswana Mauritius Burundi
Burkina Faso Morocco Cameroon
Cote d’Ivoire Mozambique Central Africa Republic
Egypt Namibia Chad
Eritrea Rwanda Congo
Gambia Senegal Democratic Republic of the Congo
Ghana Somalia Equatorial Guinea
Guinea South Africa Ethiopia
Kenya Swaziland Gabon
Liberia Tanzania Guinea-Bissau
Libya Togo Niger
Madagascar Zambia Nigeria
Malawi Zimbabwe Sierra Leone
Mali Sudan
Uganda

Table 6.3 Contraindications to presumptive therapy

Albendazole contraindications Children <1 year of age, pregnancy, refugees with known
neurocysticercosis, evidence of cysticercosis (e.g.,
subcutaneous nodules), or with a history of unexplained
seizures

Praziquantel contraindications Children <4 years of age, refugees with known neurocysti-
cercosis, evidence of cysticercosis (e.g., subcutaneous
nodules), or with a history of unexplained seizures

Ivermectin contraindications Children <15 kg or measuring <90 cm, pregnant women in
any trimester, or breastfeeding women within the first
week after birth

Refugee is departing or has lived in a Loa loa endemic area

endemic country should not be treated presumptively with ivermectin before com-
ing to the United States. Rather, they should be tested for Strongyloides in the
United States and if positive, treated with high-dose albendazole or screened for
Loa loa with a daytime blood smear, and if negative, treated with ivermectin [3].
These recommendations are not uniformly implemented due to logistics and fund-
ing issues. An updated list of pre-departure therapy received by each major resettle-
ment group may be found at http://www.cdc.gov/immigrantrefugeehealth/
guidelines/overseas/interventions.html.

There are a number of important exceptions which limit receipt of presumptive
therapy including pregnancy, breastfeeding, and restrictions on use of medications
at young ages. Please see Table 6.3.

Once in the destination country, post-arrival screening recommendations are
tailored to whether or not the refugee received pre-departure treatment [5]. Please
see Table 6.4.


http://www.cdc.gov/immigrantrefugeehealth/guidelines/overseas/interventions.html
http://www.cdc.gov/immigrantrefugeehealth/guidelines/overseas/interventions.html
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Table 6.4 Overview of post-arrival screening recommendations

J. Wallace et al.

No pre-departure
treatment

Pre-departure
treatment with
albendazole

Pre-departure
treatment with
albendazole and
praziquantel

Complete
pre-departure
treatment
including
ivermectin

* Eosinophil count
(all refugees)

e Stool O&Px2 or
presumptive
albendazole (all
refugees)

e Presumptive
treatment or
schistosome
serology (refugees
from sub-Saharan
Africa)

e Presumptive
treatment or
Strongyloides
serology (all
refugees except
those from Loa-loa
endemic areas
of sub-Saharan
Africa)

* Strongyloides
serology and treat
only if no
contraindications
(refugees from Loa
loa endemic areas of
sub-Saharan Africa)

* Eosinophil count
(all refugees)

* Presumptive
treatment or
schistosome
serology (refugees
from sub-Saharan
Africa)

* Presumptive
treatment or
Strongyloides
serology (all
refugees except
those from Loa-loa
endemic areas
of sub-Saharan
Africa)

» Strongyloides
serology and
treat only if no
contraindications
(refugees from Loa
loa endemic areas
of sub-Saharan
Africa)

* Eosinophil count

* Presumptive
treatment or
Strongyloides
serology (all
refugees except
those from Loa-loa
endemic areas
of sub-Saharan
Africa)

 Strongyloides
serology and
treat only if no
contraindications
(refugees from Loa

loa endemic areas of
sub-Saharan Africa)

* Eosinophil
count—if
elevated
recheck in 3-6
months

Adapted from CDC Guidelines on Domestic Intestinal Parasites

Parasites Commonly Encountered in Refugees

The most commonly found intestinal parasites seen in newly arrived refugees to the
United States have changed somewhat since the introduction of albendazole pre-
departure treatment in 1999. Based on data collected from Minnesota between
1993 and 2007, infection with Giardia lamblia and Trichuris are now the most
prevalent intestinal parasites seen. Among the nematodes, Strongyloides, Ascaris,
and hookworm are the most common behind Trichuris [4]. Of course, geographic
origin will play a very important role in modifying the initial differential formed
when seeing a refugee patient (see Table 6.5), especially with less common organ-
isms such as the non-schistosome flukes (e.g., paragonimiasis) and the cestodes
(e.g., Taenia spp. and Hymenolepis). A summary of common parasites encountered
in refugees follows.



69

6 Intestinal Parasites

PpojudsaIdorrono 10 uowwod Afrernonted 10 uoneso] ay) 03 anbrun IoyIIo SWSTURSIQ),

(v1quivy)

S1IDUSIIUL DIPADIL)

A[reroadso
(eonuyg ‘e0zojo1d SO
pue erdorypg sidajouawudyy
Aqreroadso) D]012SD

win1jos pIuaYJ RISy YINos DIDUISDS PIUID] SLDMOIULIIA
18Uu0yaUl DULOSOISTYIS WNIDIDII2IUL sn1qotausg

(1openoy) wnoodpl puloso1s1yog DULOSOISTYOS $11D402.41S
sisuapmbponsd SISUIULS S1YIL0UO])) wniqopwany saprojL3uog
snaunjaf siyosoyisido siyodoyisido L1414 S1Yo240Y1S1d() DUIOSOISIYIS WIOMYOOH
wnny DIPADID) WOSUDUL DULOSOISTYIS (BISY 1SBOyINOS mosuv DANIYOLI] SLANYILL]
winiiyroqoKydiq §S122000UIY2T winijos viuang 1ysnq s1sdojo1asv.y DUIOSO0IS1YIS SIPI0ILUGUIN] STADISY
2dong urseqy ISeq S[PPIA LBOLIDWY UNe| RISy BOLILY [®qo[H

[¢] suonendod 9o3nya1 ur punoj sayisered [eursojur Jo uonnqrysip orydeiSoos jueuropald 9 e,



70 J. Wallace et al.
Protozoa

The protozoa are single-celled organisms which cause quite similar symptoms as a
group, those being abdominal discomfort and diarrhea. They are also overall more
likely not to cause disease than to cause disease in those who are affected.

Entamoeba histolytica. Although a causative agent of dysentery, E. histolytica more
commonly causes mild gastrointestinal disease such as abdominal discomfort and
loose stools. It can cause a more severe disease which involves bloody diarrhea
(dysentery) and may become tissue invasive [6]. In this latter case, the most com-
mon site is the liver, where an abscess may form. It may also affect the lungs and
brain, although these presentations are rare. In refugees E. histolytica causing clini-
cal disease after arrival to the United States is rare. Although cysts are commonly
reported in stool ova and parasite examination, these cysts are much more likely to
be the indistinguishable, non-pathogenic, E. dispar. When reported in an asymp-
tomatic person the diagnosis of E. histolytica should be confirmed with a stool anti-
gen test prior to treating.

Giardia spp. This is the most commonly encountered parasite in refugee popula-
tions who receive ova and parasite stool screening. Giardia is the most common
parasitic cause of diarrhea affecting people in both developed and developing coun-
tries, the latter far more than the former. Transmitted by fecal-oral contamination, it,
like many others, preferentially affects those in poorer socioeconomic areas. Most
infections are asymptomatic. There is lack of data regarding benefit versus cost and
risk of adverse events in treating asymptomatic persons. Those with symptoms
(e.g., bloating, burping, abdominal discomfort, diarrhea, or failure to thrive in small
children) should be tested for this infection and treated accordingly. Routine screen-
ing in asymptomatic persons is not recommended; however, when encountered,
most clinicians choose to treat. There is no consensus on this latter point.

Blastocystis hominis. Ubiquitous throughout the world, Blastocystis is the most
commonly encountered organism in screening fecal cultures in new arrivals. In
most individuals, this infection does not cause signs or symptoms and is not consid-
ered a pathogen. However, it has been associated with disease in certain individuals,
particularly those with underlying immunodeficiency (e.g., HIV), and in travelers.
If a person has gastrointestinal symptoms and no other etiology is found, it is rea-
sonable to consider treatment.

Dientamoeba fragilis. A common parasite, D. fragilis, can cause abdominal pain,
persistent diarrhea, and flatulence which may be chronic or acute, although many
who are infected have no symptoms. It is transmitted via the fecal-oral route and
when symptomatic should be treated.
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Nematodes

Roundworms belong to the phylum Nematoda and are therefore commonly referred
to as nematodes. Among the most abundant animals on earth, they are a common
cause of infection and disease in the developing world, both acute and chronic, the
latter having powerful effects on development.

Soil-transmitted helminths (STH) are a group which includes Ascaris lumbricoi-
des, Trichuris trichiura, and the hookworms. They are commonly referred to
together because of their very high prevalence, similarity in life cycle, and world-
wide distribution. They also belong to the group of “neglected tropical diseases,”
along with several other infectious agents labeled so by the WHO because they
affect a broad swath of humanity, often in developing countries, but do not garner
the research and interest that other diseases often do [7, 8]. All soil-transmitted
helminths need a soil cycle, and transmission in the United States is rare. They all
have a limited life span, and within 5 years of leaving an endemic area, a refugee
will be free of infection.

Ascaris lumbricoides (STH). The most common of the soil-transmitted helminths,
nearly one in six people (roughly 1.2 billion humans) are infected [9]. The vast
majority of infected individuals have no symptoms. However, with high numbers of
worms, commonly referred to as a large worm burden, patients can suffer intestinal
blockage. This is most common in children. In addition, the parasite may “wander”
into areas where its presence may cause disease, such as blocking the gallbladder
outlet (causing cholecystitis) or the appendix (causing appendicitis). Because of its
life cycle, which involves passing through the lungs, patient may also present with
respiratory symptoms such as cough, dyspnea, and wheezing.

Trichuris trichiura (STH). Trichuris is a parasite which inhabits the large intestine
(most nematodes infect the small bowel) and is found in many areas where human
feces are used as fertilizer (often referred to as “night soil”). One becomes infected
by ingesting Trichuris eggs, and it can, like many other parasites, be asymptomatic
or cause disease. More than 90 % of people infected are asymptomatic. Those who
are symptomatic may experience watery, bloody, and painful bowel movements. In
addition, it is associated with anemia. In children with heavy infections, growth
retardation can occur. It has been associated with rectal prolapse.

Hookworm: Ancylostoma duodenale, Necator americanus (STH). Hookworm is
found in areas where human feces are used as fertilizer or in areas where human
wastes are deposited on the soil. Infection occurs via direct penetration of the skin,
often of the lower extremities, and the first symptom is often an itchy rash at the site
of infection. Once established in the small intestine, they can cause abdominal pain,
as well as weakness and fatigue. They are most notable for the chronic anemia
which may result from chronic infection, resulting in growth retardation in children.
This is the most pathogenic of the soil-transmitted helminths.

Strongyloides stercoralis. Although a nematode that is very similar to hookworm,
Strongyloides is generally not grouped with the other STHs. A roundworm roughly
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the size of a mustard seed, Strongyloides is a soil-transmitted helminth which, like
Trichuris and hookworms, infects humans via skin penetration, often of the feet and
legs. Found throughout the world, but predominantly in tropical areas, Strongyloides
often manifests itself with dermatologic, pulmonary, and intestinal symptoms such
as rash, dry cough, and abdominal discomfort.

NOTE: Unlike most other helminths, Strongyloides is capable of autoinfection,
i.e., the host can continually reinfect himself/herself and thus have a persistent, even
lifelong infection. Also, Strongyloides can become disseminated and result in
“hyperinfection” which has a high mortality rate and is often misdiagnosed as
Gram-negative sepsis; this is most often due to immunosuppression particularly fol-
lowing the administration of corticosteroids. Special attention must also be given
when considering treatment of patients with Strongyloides who are from Loa loa
endemic areas (please see Section “Screening Recommendations” above).

Loa loa. A nematode transmitted by the bite of deerflies of the genus Chrysops,
loaiasis most often results in eye worm and red, itchy swellings of the skin referred
to as Calabar swellings. It is found throughout west-central sub-Saharan Africa, in
areas of high-canopied rain forest. One key factor making Loa loa infection of
prime importance is that in patients treated with ivermectin for Strongyloides who
were coinfected with Loa loa, there have been reports of encephalitis precipitated by
the treatment; please see recommendations above.

Trematodes

Trematodes, also known as “flukes,” are parasites which infect many different types
of vertebrate hosts, including man. Their life cycle typically involves a freshwater
snail as an intermediate before infection of the definitive vertebrate host.

Schistosoma spp. Widespread throughout the tropical world, Schistosome species
are very important and at times overlooked parasites which can cause significant
morbidity when chronic. Schistosomes have a complex life cycle which must involve
certain freshwater snails, and humans are infected via the skin, usually by wading in
areas populated by said snails. Initially, patients may have a dermatologic reaction at
the site of skin penetration, including rash with vesicles and pruritus. Roughly 5-7
weeks after infection, patients may develop “Katayama fever,” the syndrome of
fever, headache, myalgias, abdominal pain (right upper quadrant often), and bloody
diarrhea [10]. Serious neurologic complications can also occur at this time, including
seizures and transverse myelitis. Untreated infections, which may last many years,
lead to a chronic granulomatous disease which can cause liver disease and large
intestinal symptoms with S. mansoni, S. japonicum, and S. mekongi, whereas chronic
infection with S. haematobium can lead to renal disease and bladder cancer.

Opisthorchis spp., Clonorchis sinensis, Fasciola hepatica (liver flukes). Found in
Asia, Southeast Asia, Eastern Europe, and countries of the former Soviet Union,
liver flukes are contracted by eating undercooked freshwater fish. They inhabit the
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bile tree of humans, and when they cause disease it results in symptoms of abdomi-
nal discomfort, diarrhea, and constipation secondary to bile duct inflammation and
biliary obstruction. Chronic infection results in inflammation and scarring of the
biliary tree, which can lead to gallbladder and bile duct cancers. In fact, some spe-
cies may be mistaken for gallstones and only be discovered upon surgery.

Of note, Fasciola, the common liver fluke, is found in a more broad geographical
swath and is acquired not by uncooked or undercooked seafood, but by eating raw
freshwater plants, such as watercress (as well as undercooked sheep or goat livers)
[11]. Symptoms are similar to the other liver flukes, despite this parasite’s actively
burrowing through the liver parenchyma to arrive at the biliary tree. The most com-
monly encountered liver flukes in refugees are Opisthorchis and Clonorchis and are
seen mainly in SEA refugees (e.g., Laotian).

Paragonimus westermani (lung fluke). Paragonimiasis is most common in South
and Southeast Asia, where humans are infected by eating raw or undercooked crab
or crayfish. Symptoms of infection first involve the abdominal tract, with nausea,
vomiting, and diarrhea, and may then be followed by pulmonary symptoms includ-
ing chest pain, fever, and cough which may be productive of bloody sputum [12].
Given the prominence of hemoptysis, tuberculosis is often considered along with
paragonimiasis in the differential diagnosis [13]. This infection is seen primarily in
SEA refugees, currently most common in Burmese refugees.

Cestodes

Inhabiting the intestines of humans, cestodes have long been regarded with revul-
sion by man, most probably second to passage in the feces of entire worms of great
length (e.g., Diphyllobothrium which can be over 10 ft when excreted) or of gravid
proglottids (large, egg-laden segments of the worms), seen primarily with
Taenia spp.

Hymenolepis nana (dwarf tapeworm). Found throughout the world, and particularly
where there is poor hygiene, this parasite is commonly called the “dwarf tapeworm.”
Humans are infected by fecal-contaminated food or water, and most patients are
asymptomatic with infection because of the small size of this tapeworm compared
to the members of genus Taenia. Symptoms if present are usually of abdominal
discomfort and weakness, and children with heavy infections may have perineal
pruritus and therefore be misdiagnosed with pinworm infection. This is particularly
common in Ethiopian and Somali refugees.

Taenia saginata (beef tapeworm). Found throughout the world, Taenia saginata is
the largest tapeworm to cause human disease, reaching lengths of up to 10 m.
Humans are infected by eating raw or undercooked beef and when symptomatic will
often have abdominal discomfort, weight loss, and anorexia.
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Taenia solium (pork tapeworm). The pork tapeworm, like the beef tapeworm, is
found throughout the world and causes a similar clinical presentation when it affects
the gastrointestinal system. However, unlike the beef tapeworm, Taenia solium eggs
can be directly infectious to humans (i.e., there is the possibility of human-to-human
infection). When another human is directly infected by eating eggs, the parasite can
migrate to any number of different tissues and develop into cysts; the most worrying
location is the brain, which results clinically in neurocysticercosis, which is a sig-
nificant cause of adult onset seizures in many parts of the developing world [14]. In
an immigrant, particularly from Central or South America, who presents with new
onset seizures, neurocysticercosis must be on the differential.

Diphyllobothrium latum (fish tapeworm). Obtained through eating raw or under-
cooked fish, diphyllobothriasis is found primarily throughout the northern hemi-
spheres and is more common within the United States than in refugee populations
entering the United States. Symptoms, when present, may be vomiting, diarrhea,
and weight loss. Of note is the propensity for vitamin B12 deficiency and conse-
quent anemia.

Table 6.6 outlines the therapeutic regimens for the above parasites for adults.

All medications are dosed for adults and orally taken unless otherwise noted [15].

More detailed descriptions of organisms discussed above, as well as therapeutic
treatment regimens, can be found in these references [2, 11, 13, 15].

Eosinophilia

An elevated eosinophil count may be the result of any number of infectious and
noninfectious processes (see Tables 6.7 and 6.8), but in certain groups it can help
bring to the fore the possibility of a latent and perhaps asymptomatic, parasitic
infection. Unfortunately things are not as straightforward as they may seem; eosino-
philia, or an absolute eosinophil count greater than 400/mm? in a peripheral blood
sample, has both poor negative and poor positive predictive values as a marker of
parasitosis in returning travelers [16]. However, as with all tests, a thorough history
will reveal characteristics that render the above value more or less likely an indica-
tor of parasitic disease. For example, in the case of patients who have had prolonged
exposure to possible helminth infections, eosinophilia becomes much more useful
as a possible indicator of underlying, chronic infection.

In the previous sections of this chapter, we have detailed the presumptive therapy
which newly arrived immigrants should undergo upon arrival to the United States.
It is important to recall that an elevated eosinophil count can take some time, from
3 to 6 months, to return to normal after treatment. Therefore, in patients who have
been treated, a recheck of the peripheral eosinophil count should be performed 3-6
months afterward to ensure resolution. If the eosinophil count remains elevated, a
more detailed work-up should be pursued, with particular emphasis on Strongyloides,
soil-transmitted helminths, and Schistosoma species as these are the most common
causes. During this work-up, it will as always be important to consider the
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Table 6.6 Adult therapeutic regimens [15]

Intestinal pathogen

Treatment

Protozoa
Entamoeba histolytica

Giardia intestinalis (aka

G. lamblia, G. duodenalis)
Blastocystis hominis
Dientamoeba fragilis

Metronidazole 500-750 mg PO three times daily, duration
7-10 days; paromomycin 25-30 mg/kg per day/three
doses per day for 7 days

Metronidazole 500 mg orally twice daily or 250 mg
orally TID, duration 5-7 days

Metronidazole 750 mg TID, duration 5-10 days

Paromomycin 25-35 mg/kg per day in three divided doses,

duration 7 days or metronidazole 500-750 mg TID,
duration 10 days
Nematodes
Ascaris lumbricoides Albendazole 400 mg single dose
Albendazole 400 mg per day for 3 days

Albendazole 400 mg single dose

Trichuris trichiura

Ancylostoma duodenale,
Necator americanus

Ivermectin 200 pg/kg for 1-2 days

Diethylcarbamazine 8—10 mg/kg orally in three divided doses
daily for 21 days

Strongyloides stercoralis
Loa loa

Trematodes

S. mansoni, S. haematobium Praziquantel 40 mg/kg per day orally in two divided doses for
1 day, 6-8 h apart

Praziquantel 60 mg/kg per day orally in three divided doses
for 1 day, 6-8 h apart

Opisthorchis viverrini, Praziquantel 75 mg/kg/day orally, three doses per day for 2
Clonorchis sinensis days

Triclabendazole 10 mg/kg for 2 days

Praziquantel 25 mg/kg given orally three times per day for 2
consecutive days

S. japonicum, S. mekongi

Fasciola hepatica
Paragonimus westermani

Cestodes
Hymenolepis nana
Taenia saginata, Taenia solium

Praziquantel 25 mg/kg single dose

Praziquantel 5-10 mg/kg single dose; BEWARE praziquantel
with cysticercosis as it is cysticidal and may cause
inflammation and provoke seizures

Diphyllobothrium latum Praziquantel 5-10 mg/kg single-dose

geographic region from which the patient is coming, as this will be very important
to help clarify the differential diagnosis and arrive at the most likely etiology. If 6
months after presumptive treatment the eosinophil count is still elevated, the
differential must be broadened to include other infectious and noninfectious causes.

Finally, it should be noted that the duration of infection with parasites that result
in an elevated eosinophil count can be very long, indeed with an organism such as
Strongyloides it may last the entire life of the patient because of autoinfection. Other
parasites with a long duration of infection are Schistosoma (32 years) and Loa loa
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Table 6.7 Causes of eosinophilia (from CDC Domestic Intestinal Parasite Guidelines) [5]

Parasites causing Other parasitic Parasites commonly
eosinophilia com- infections found in the stool NOT
monly found associated with typically associated Nonparasitic causes
on stool exam eosinophilia with eosinophilia of eosinophilia
Ascaris lumbricoides ~ Angiostrongylus Entamoeba spp. Asthma
Hookworm species Anisakis (E. histolytica, Atopy
Trichuris trichiura Capillaria spp. E. dispar, others) Drug allergy
Strongyloides Cysticercosis Cryptosporidium spp. Eosinophilic leukemia
Tapeworms Echinococcus spp.  Giardia intestinalis Hodgkin’s lymphoma
(T solium Filariasis (ak.a. G. lamblia Hypereosinophilic
and T. saginata) and G. duodenalis) syndrome
Schistosoma Pemphigoid
(S. mansoni, S. Pemphigus

haematobium, S.
Jjaponicum)
Other flukes
(Paragonimus,
Opisthorchis,
Fasciola)

Polyarteritis nodosa

Table 6.8 Causes of eosinophilia in refugees, by region [5]

Region Parasites causing eosinophilia

Africa Schistosoma mansoni, S. haematobium, S. intercalatum
Taenia saginata (esp. Ethiopia and Eritrea)

Asia Overall: Fasciolopsis buski

Southeast Asia: Opisthorchis viverrini, Clonorchis sinensis, S. japonicum,

Schistosoma mekongi
South Asia: Taenia solium
Taenia solium
Schistosoma mansoni
Opisthorchis guayaquilensis (Ecuador)
Echinococcus

Latin America

Middle East
Eastern Europe Diphyllobothrium latum

Opisthorchis felineus

(16-24 years). Hookworm and Ascaris are examples of parasites with relatively
shorter life spans (3—5 years and 1-1.5 years, respectively) [17].

Treatment should be directed at the parasite identified during eosinophilia evalua-
tion. However, despite a thorough investigation, it is quite possible that an etiologic
cause may not be identified, in which case presumptive therapy may be reasonable.
In this case, single-dose therapy with ivermectin and/or albendazole has been

proposed [17].
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Conclusion

Parasitic infections continue to be highly prevalent and an important cause of mor-
bidity in newly arrived refugees. A complete history, including geographic risk fac-
tors and the screening recommendations outlined above, can help detect a majority
of these intestinal parasitic infections. Recommendations on diagnosis and treat-
ment of these infections are periodically updated by CDC and providers are encour-
aged to access this information for guidance on management.
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Chapter 7
Viral Hepatitis

Douglas J. Pryce and Asha M.J. Madhar

Viral Hepatitis A, B, C, D, and E in Refugees
(Screening and Clinical Considerations)

Where you were born and where you have lived determines most of a refugee’s viral
hepatitis risk.

Introduction

Refugees, asylees, immigrants, and their families have been born in, or have lived
in, regions highly endemic for the various viral hepatitides compared to the devel-
oped countries where they relocate. There are a variety of viruses that have an affin-
ity for infecting the human liver, which are communicable and all can lead to acute
hepatitis and hepatitis B, C, and D can develop into chronic liver infection. Chronic
viral hepatitis B and C cause the majority of liver cancers in the world; it is the sixth
most common cancer and third most deadly. The prevalence of each type of hepati-
tis varies by region and exposure due to poor public health infrastructure (water
quality, medical practices, vaccine availability).

Acute hepatitis A and E are the most common types of viral hepatitis and present
as a usually mild viral hepatitis. Refugees are infected abroad in the refugee’s home
country or region and in the refugee camps. It is possible that an asymptomatic
young person or a symptomatic older individual with a very recent exposure could
arrive as a new refugee. The short incubation and infection cycle, without a chronic
phase, combined with the refugee’s group immunity, decreases the chance of these
becoming significant communicable diseases. Thus, new arrival screening of
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refugees for infectious hepatitis A and E is not needed. Hepatitis B has infected
about 2 billion worldwide and has a high prevalence estimated at 360 million in the
chronically infected phase (hepatitis B surface antigen positive for more than 6
months). It is silent through the immunotolerant phase from birth into adulthood and
can be spread sexually and by close contact, thus screening of refugees is indicated
[1]. Chronic hepatitis C (CHC) is medically significant with morbidity and mortality
similar to chronic hepatitis B (CHB), but is less prevalent than CHB and is mostly
spread through percutaneous routes and less through communicable routes. Hepatitis
C historically has not been recommended for routine screening. However, with
improved and available curative treatment, there is cost benefit of screening refu-
gees from high prevalence countries [2]. Current recommendation is to screen those
born during 1945-1965 and those with risk factors, which is similar to guidelines
for the general US population. Hepatitis D virus (HDV) infection is dependent on
hepatitis B virus for replication and is of much lower prevalence, thus is not consid-
ered for screening. HDV is a progressive clinical entity which can be detected in
regular clinical follow-up care recommended for all hepatitis B carriers.

Vaccinations for newly arrived refugees, to protect the susceptible, are available
for hepatitis A and B. In general, the newly arrived refugees should receive the
Advisory Committee on Immunization Practices (ACIP) recommended vaccina-
tions hepatitis A and B for ages <18 or those that have risk factors, unless immunity
is proven by serology. Most refugees, adults and children, are from hepatitis B
endemic areas where the hepatitis B surface antigen (HBsAg) prevalence >2 % and
those not immune should be vaccinated [3, 4].

In the US, refugee hepatitis B screening protocols and vaccination resources vary
between the states, and refugees are free to move between states after arrival, thus
clinicians caring for refugees need have awareness that individual refugees may have
incomplete screening or need completion of their vaccination series for protection.
National guidelines for medical screening and vaccination, including guidelines for
viral hepatitis, in newly arrived refugees to the US are developed by the Center for
Disease Control and Prevention’s Division of Global Migration and Quarantine
(CDC/DGMQ) and issued by the Office of Refugee Resettlement (ORR) Domestic
Medical Screening Guidelines Checklist and promoted to each state’s refugee health
program by the Association of Refugee Health Coordinators (ARHC) [4-6].

A summary of the characteristics of viral hepatitides is presented in Table 7.1. The
clinical presentation of the acute phase of all hepatitis is similar and shown in Table 7.2.

Summary: Viral Hepatitis Screening and Vaccination
Recommendations for Refugees

Hepatitis B

Screen all refugees (adults and children) from hepatitis B endemic areas for HBsAg,
anti-HBc, and anti-HBs. Vaccinate all unvaccinated children (ages 0—18 years old)
for hepatitis B that are susceptible. Vaccinate all susceptible adults for increased
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Table 7.2 Signs Fever
and symptoms of acute
hepatitis infection from all
types of hepatitis

Fatigue

Decreased appetite

Nausea and emesis

Abdominal pain

Gray-colored stools

Dark-colored urine

Arthralgias

Jaundice

Abnormal lab tests (elevated liver transaminases and bilirubin)

risk for hepatitis B, which includes living in close contact with their community
members from endemic hepatitis B areas.

Hepatitis A, D, and E

Routine testing for viral hepatitis A, C, D, or E infection in asymptomatic refugees
is not recommended at any age. Refugees with signs or symptoms of disease should
receive appropriate diagnostic testing.

Hepatitis C

Routine screening for hepatitis C is similar to guidelines for the general US popula-
tion. Screen those born during 1945-1965 and those with risk factors. Risk factors
include individuals with body art, those who have received blood transfusions or
blood products in developing nations, history of intravenous drug use, HIV positive
status and children born to hepatitis C-positive mothers [5].

Vaccination for Hepatitis A

ACIP recommends HAV vaccine for all children ages 1-18.

Chronic Hepatitis B

Chronic hepatitis B (CHB) infection is the most concerning hepatitis infection for
newly arrived refugees due to high worldwide prevalence in the areas that refugees
mostly come from (see Fig. 7.1) and the long-term health risk that 15-25 % will
develop end-stage liver disease (ESLD) and/or hepatocellular carcinoma (HCC) [7].
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Fig. 7.1 Geographic distribution of chronic hepatitis B virus infection in adults; Reprinted from
Vaccine. 30(12). Ott JJ, Stevens GA, Groeger J, Wiersma ST, Global epidemiology of hepatitis B
virus infection: new estimates of age-specific seroprevalence and endemicity, pages 2212-9,
Copyright (2012) with permission from Elsevier

The WHO estimated in year 2000 at least 600,000 people died due to acute and
chronic HBV-associated liver disease [8]. CHB infection is the cause of 53 %
hepatocellular carcinomas in the world [9].

US refugee health data on the prevalence of HBsAg in newly arrived refugees
between 2006 and 2008 demonstrated 2.8 % overall prevalence, range 0.6—15.5 %,
with 95 % confidence range 2.6-3.0 %. The highest prevalence was among refugees
from Eritrea (15.5 %), Liberia (12.2 %), Myanmar (12.4 %), Ethiopia (9.1 %),
Somalia (8.3 %), and Malaysia (8.8 %). Six other countries (Iran, Iraq, Laos, Russia,
Thailand, and Vietnam) were noted to have substantially decreased rates when com-
pared with 1991 prevalence data [10]. Thus, the prevalence is highly variable
between countries and over time. Refugees themselves also vary greatly in their
socioeconomic status, which correlates with previous risk of exposure, but overall,
refugee groups are arriving in the US with disproportionately higher rates of CHB
than the US population. The US population has about 1.3-2.2 million infected with
CHB and the overall prevalence of CHB infection is less than 1 %, but foreign born
account for about 47-70 % of those infected [11]. Antiviral treatment for hepatitis
B is available and indicated for those with progressive chronic infection to reduce
or postpone the development of end-stage liver disease. Further justification for
referral and consideration of antiviral hepatitis B treatments is that the number on a
list of liver transplant candidates was significantly reduced by 30 % due to clinical
improvement with the institution of antiviral hepatitis B treatment [12]. Despite the
need for clinical evaluation and monitoring for CHB, in 2010 the Institute of
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Medicine report highlighted that 65 % of all persons with CHB in the US are undi-
agnosed and only half of those diagnosed receive appropriate care [13, 14].

Transmission of CHB worldwide is 90 % perinatal in the highly endemic areas.
Good measures are available to prevent transmission of HBV at delivery that dra-
matically reduce the new CHB infection rate of infants to HB V-infected mothers,
but still in the US, 1,000 babies are born yearly infected with HBV due to lack of
pregnancy screening for mothers with CHB [13]. Treatment of newborns born to
HBsAg-positive mothers with the hepatitis B immune globulin within 12 h of birth
and the three-dose hepatitis B vaccination series is highly effective at breaking the
chain of perinatal transmission.

It is important to realize that refugees in the US live their life and marry in their
respective ethnic communities which have high prevalence rates of CHB. Testing
for lack of protective immunity against hepatitis B while screening for hepatitis B
infection in newly arrived refugees from increased prevalence areas will uncover
about 30 % of the population that are susceptible and will benefit from the hepatitis
B vaccination series [3, 4, 13].

Enhancing the prevention of new cases of hepatitis B in the US, many of which
are now attributable to the foreign born, and reduction of morbidity and mortality
from hepatitis B for newly arrived refugees can be achieved with initial screening,
proper follow-up of those infected, and vaccination of those susceptible.

Refugee Hepatitis B Screening National Guidelines [4-6]

Administer a hepatitis B screening panel including hepatitis B surface antigen
(HBsAg), hepatitis B surface antibody (anti-HBs), and hepatitis B core antibody
(anti-HBc) to all adults and children (for interpretation see Table 7.3).

Vaccinate previously unvaccinated and susceptible children, 0—18 years of age.

Vaccinate susceptible adults who are at increased risk for HBV infection due to
close interaction with their community members that are from endemic areas.

Refer all persons with chronic HBV infection for additional ongoing medical
evaluation.

Table 7.3 Interpretation of positive hepatitis B serologic screening tests [16]

Test Result Interpretation

HBsAg Positive  Infection, acute or chronic (CHB if positive for more than 6 months)
False positive from recent (<1 month) hepatitis B vaccination
Negative Not infected, early acute infection, resolving infection or immune
Total anti-HBc  Positive ~ Becomes positive in acute infection and recovery, then remains
positive for life (in recovery or with CHB)
IgM anti-HBc  Positive  Acute HBV infection
Negative CHB or never infected or recovered from infection or immune
Anti-HBs Positive  Protective antibody: indicates immunity from either vaccination
or natural infection
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Other Hepatitis B Screening Considerations [4]

1. Test children born in the US, not vaccinated as infants, for HBsAg, if parents are
from high HBV endemic regions >8 %.

2. Any refugee with potential exposure within the last 60 days of hepatitis B testing
should have repeat testing in 3—6 months.

3. Testing for hepatitis B should be done regardless of prior hepatitis B vaccination.
CHB infection is mostly silent and hepatitis B vaccination would not be protec-
tive if they are already infected prior to vaccination.

4. Testing for HBsAg should not be done within 1 month of vaccination; it may
lead to a false-positive result.

5. Screen all pregnant women.

Prevention/Vaccination [4]

1. The first vaccination of the series may be done at the time of HBsAg testing; it
will not be harmful in HBsAg-positive cases.

2. Some refugee camps in certain countries currently provide some hepatitis B
vaccination.

For example, in the year 2012 for ages 18 and under, hepatitis B vaccination is
reported by the CDC as currently being administered in Thailand at the Burma
border for Burmese refugees and in Nepal for the Bhutanese/Nepalese refugees [4].

3. Immunizations administered outside the US with written documentation (date,
type of vaccination, and the location or name of clinic) and administration inter-
vals at the appropriate age can be accepted as valid, if the schedule was similar
to the standard US recommendations (inappropriate age at the time of the previ-
ous vaccine is unacceptable).

4. If one or two doses of the hepatitis B vaccine series were given abroad and prop-
erly documented, the series should be completed without restarting, continuing
with an acceptable US schedule [3, 4]. The minimum intervals are 4 weeks
between first and second doses and 8 weeks between second and third doses.

A positive anti-HBs test after one documented dose of the hepatitis vaccine is
not considered protective, and the three-dose series should be completed.

5. Severe malnutrition at the time of the vaccination could impair immune response
to some vaccines; revaccination or checking serology for immunity could be
considered.

6. Traveling - established refugees frequently will be returning to endemic areas to
visiting friends and relatives (VFRs), thus their immune status should be
reviewed and susceptible patients vaccinated [15].

Preventive Counseling: 1dentification of those infected with hepatitis B will lead to
increased awareness and the opportunity for counseling to prevent spreading infec-
tion by careful hygiene, avoiding alcohol, and assessment of status of all household
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contacts and sex partners who may be infected or at risk and in need of protective
vaccination.

Clinical/Referral: Confirm immunity to hepatitis A and rule out coinfection with
HCYV and HIV. Medical referral to gastroenterology or a liver specialist is indicated
to assess for ESLD, periodic monitoring for HCC, and consideration of antiviral
therapy for progressive liver disease.

Special Considerations for Serology Results

Total Anti-HBc Is the Only Detectable Serologic Marker
(No HBsAg or Anti-HBs)

May be due to:

1. Resolving acute infection in the window period of acute hepatitis B (this can be
confirmed by testing for IgM anti-HBc).

2. Resolved HBV infection, anti-HBs levels have waned over many years.

3. CHB with undetectable circulating HBsAg titer that has waned to below the
cutoff level. This is most likely for populations with a high prevalence of HBV
infection or CHB coinfection with HIV or HCV.

4. False positive seen mostly in low prevalence populations with no risk factors for
HBV. These individuals are still considered susceptible to HBV.

Further evaluation for examples 2, 3, and 4: Testing a HBV DNA viral load
would identify those infected with hepatitis B that need to be followed.

HBsAg and Anti-HBs Are Both Positive

The antibodies are unable to neutralize the circulating virus. These individuals are
HB V-infected carriers.

Hepatitis D Coinfection or Superinfection with Hepatitis B

Hepatitis D virus (HDV) requires HBV infection to replicate and infect humans.
HDYV infection prevalence is estimated to infect at least ten million people world-
wide and is more common in some areas of the Middle East, Mediterranean basin,
Central Asia, West Africa, the Amazon basin, and some Pacific Islands. Certain
indigenous groups from South America appear more susceptible to severe, often
fatal HDV acute and chronic infection [17, 18]. HDV infection is decreasing in
areas of the world where CHB prevalence rates are decreasing, including the
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Mediterranean basin [17]. Refugees with elevated prevalence rates of hepatitis B
infection are susceptible to HDV, but specific refugee prevalence data is rare.
Low prevalence has been reported in past surveys of HBV-infected Albanian refu-
gees (1 case was detected from 91 HBsAg positive) and Southeast Asian refugees
(no HDV detected) [19, 20].

Coinfection of HBV and HDV is an acute, simultaneous, hepatic infection of
both viruses that is mild and 95 % of the time it clears. Superinfection of CHB
infection with HDV presents as a severe acute hepatitis (Table 7.3) that leads to a
chronic hepatitis D in up to 80 % of the cases. Transmission is associated with close
personal contact, intravenous drug use, promiscuous sexual activity, and people
exposed to unscreened blood and blood products.

HDYV enhances the severity of acute and chronic hepatitis B. The mortality and
fulminant hepatitis rates are tenfold higher than in CHB infection alone [17].

Screening: Routine testing is not recommended for HDV in newly arrived refugees.

Prevention: There is no HDV vaccine. HBV vaccination will protect those not
infected with hepatitis B from HDV infection but cannot protect the estimated 360
million CHB carriers worldwide from HDV infection susceptibility [1].

Clinical: Referral to a liver specialist is indicated for a refugee if HDV is suspected
(a concerning clinical presentation is a progressive appearing or severe hepatitis B
infection). Serology testing antibody to HDV (total anti-HDV) is clinically avail-
able. Select antiviral treatments for hepatitis B may have an effect in HDV infection.
Liver transplantation is an option for ESLD and fulminant hepatitis caused by HDV.

Hepatitis C

Hepatitis C virus (HCV) infection is a clinically mild chronic liver infection that
over several decades of time causes cirrhosis and hepatocellular carcinoma. Most
with HCV are asymptomatic and may be unaware of their infection until chronic
liver disease complications develop. The world prevalence is 2.2—3 % or about 130—
170 million people are chronically infected worldwide [21-23]. The highest coun-
try rates for HCV antibody seroprevalence (not confirmed infections) are found in
Rwanda (17 %), Egypt (15 %), Cameroon (12.5 %), Bolivia (11.2 %), Burundi
(11.1 %), Guinea (10.7 %), Mongolia (10.7 %), Libya (7.9 %), and Zimbabwe
(7.7 %) [22]. HCV prevalence rates vary within countries, for example, Egypt has a
confirmed active HCV infection prevalence rate of 10 % (7 % in urban and 12 % in
rural areas) and Pakistan’s average seroprevalence rate is 3.0 % with regions rang-
ing on average from 1.8 to 4.3 % [24, 25]. The high rates in Egypt have been traced
to use of contaminated needles during a rural campaign to eradicate schistosomiasis
in the Nile River basin [24]. Historically refugee screening for asymptomatic HCV
has not occurred, especially across all the diverse refugee groups. It has not been
thought to be cost-effective in the past. Even though HCV infection has clear clini-
cal significance as a major chronic disease at the individual level, it is not a major
communicable disease threat to public health when compared with tuberculosis,
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hepatitis B, or syphilis. In the absence of screening data, newly arriving refugee
groups can only be estimated to have similar HCV prevalence rates to the regions
and countries that they originated from. HCV prevalence rates are below 2 % in
North America, Europe, and Australia which accept many of the relocated refugees
from around the world [22, 23].

HCV transmission in developing countries where most refugees originate is
mainly through non-sterile and unsafe medical procedures from injections, equip-
ment, and blood products. In developed countries, transmission is caused by intra-
venous drug users (IUD) sharing needles and previously by contamination of blood
or serum products. Perinatal transmission of HCV occurs at a rate of 5-6 % and
health care needle stick from an HCV infected patient has a 1.8 % infection rate.
Although sexual contact (not monogamous) increases risk, it is a low rate compared
to IUD. HCYV is detected in breast milk, but breast-feeding is not associated with
increased risk [26].

The clinical course of hepatitis C infection has an acute hepatitis phase that in
most is asymptomatic. In the less than 30 % of those that symptoms occur, after an
incubation period of 2 weeks to 6 months, it is indistinguishable from other acute
hepatitis syndromes (Table 7.2) and lasts less than a month. Chronic HCV infection
persists in about 75-85 % of those infected, and over two decades of chronic HCV
infection, up to 20 % develop cirrhosis and about 1.5 % go on to develop hepatocel-
lular carcinoma [23]. Chronic HCV infection is more progressive with moderate
alcohol intake, infection at older age, coinfection with HIV, and in Egyptians with
schistosomiasis [27-29].

Screening: Routine screening for HCV infection in refugees is similar to the general
population.

Screening recommendations for hepatitis C virus chronic infection has evolved
based on:

1. A more recent cost-benefit analysis by the Canadian Collaboration for Immigrant
and Refugee Health—Screening for hepatitis C infection: Evidence review for
newly arriving immigrants and refugees— recommended screening for hepatitis C
antibody in all immigrants and refugees arriving in Canada originating from coun-
tries with an expected prevalence of >3 % and referral for all positive cases [2].

2. The Center for Disease Control (CDC) has issued national guidelines to screen
all persons born during 19451965 as this age group has a hepatitis C prevalence
rate of 3.25 % [30], which is higher than the overall prevalence rate of
1.0-1.5 %. Refugees designated to be relocated to the US have a path to US
citizenship and are in the group recommended for screening based on their birth-
date. Testing could be further considered for refugees when HCV infection
prevalence rates in their country of origin are as high or higher than the US
prevalence rates that are the basis for the CDC guidelines.

3. Treatments for chronic hepatitis C are improving with higher rates of cure >50 %
and the potential for less of the side effects that currently limit treatment.

Prevention: There is no vaccination. Alcohol should be avoided. Illicit intravenous
drug users should be offered treatment referrals or should use sterile injection
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equipment and not share needles. Physicians should discuss limiting and monitor-
ing drugs that affect the liver. Safe sex practices should be endorsed. Although
breast-feeding has not been associated with increased transmission, it should be
avoided with cracked or bleeding nipples.

Clinical Testing and Referral: Clinical testing is indicated for those born during
1945-1965 and with risk factors for hepatitis C infection: former and present IUD,
children born to HCV-positive mothers, refugees that have ever received blood
products or clotting factor in a developing nation or those exposed to potentially
unsafe medical injections and procedures in developing countries, HIV infection,
history of tattooing or body piercing, history of multiple sex partners or sexually
transmitted diseases, and in the work-up of abnormal liver function tests.

Test for antibody to HCV (anti-HCV) and if positive, HCV RNA detection is
used to confirm the infection and rule out a false-positive result. Referral for those
known to be infected by HCV is made to a gastroenterologist or liver specialist for
evaluation of chronic liver disease for consideration of potentially curative treat-
ment and hepatocellular carcinoma surveillance screening. Coinfection with HIV or
hepatitis B should be ruled out and serology for hepatitis A immunity evaluated.

Hepatitis A

Hepatitis A virus (HAV) is the most highly prevalent acute viral hepatitis world-
wide. HAV is shed through feces. The most common transmission is the fecal oral
route from the contamination of water to the food supply. It can also be transmitted
through sexual (oral/anal) contact. Most refugees are from areas in the underdevel-
oped world that are intermediate or highly endemic for HAV (see Fig. 7.2) and were
exposed due to poor water sanitation. In HAV highly endemic areas, 90 % have been
infected by the age of 10 years [31]. HAV infection is a self-limited infection in
most children and usually lasts less than 2 months, but in about 10 % of cases, pro-
longed or relapsing symptoms can last 6-9 months. Symptoms and signs of acute
hepatitis (Table 7.2) are more likely with increased age [32]. Most adult refugees
were infected as children and have lifelong immunity. Unvaccinated children and
young adults from areas with good water sanitation may be susceptible to HAV
infection, including some urban middle class individuals from underdeveloped
countries. In general, lower-income regions correlate with high hepatitis A ende-
micity and low susceptibility, and high-income regions and countries have low
prevalence rates of hepatitis A virus infection and higher susceptibility. Intermediate-
wealth regions correlate with intermediate HAV prevalence and susceptibility [33].

Screening: Routine testing for HAV infection in refugees is not recommended at
any age.

Vaccination: ACIP recommends HAV vaccine for all children ages 1-18 [34].
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Fig. 7.2 Geographic distribution of hepatitis A endemicity. Source: CDC Travelers Health.
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Hepatitis A serology (total anti-HAV IgG) to test for immunity is cost-effective,
if the two-dose hepatitis A vaccination is being considered in adult refugees from
regions of prevalence >33 % [34, 35].

Established refugee travelers are likely to be visiting friends and relatives (VFRs)
in highly endemic areas. For unvaccinated VFRs <20 years old, serology testing or
vaccination can be done. In VFRs age >20, it is cost-effective to check serology and
vaccinate if susceptible [15].

In refugees with chronic liver disease, including CHB and CHC, hepatitis A
immunity should be checked and susceptible individuals vaccinated.

Other Prevention: Access to sanitary water and avoidance of close contact or careful
hygiene measures when in close contact with infected individuals.

Clinical: Supportive care and testing for IgM Anti-HAV serology for refugees with
acute hepatitis signs and symptoms. HAV does not have a chronic phase.

Hepatitis E

Hepeatitis E virus (HEV) liver infection is usually an acute mild self-limited infec-
tious hepatitis. HEV infection is very common in developing countries due to
fecally contaminated drinking water. Epidemics of HEV infection occur after
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natural disasters including flooding that causes water contamination, in overcrowded
temporary housing, refugee camps, and across South and Central Asia, Southeast
Asia, Africa, the Middle East, and Mexico [36]. High-risk groups according to the
WHO include international travelers to regions of the world where HEV is endemic
and refugees residing in overcrowded temporary camps following catastrophes,
especially in Sudan, Somalia, Kenya, and Ethiopia [37].

Acute HEV infection incubation usually ranges from 15 to 60 days with acute
hepatitis symptoms that more likely occur in older adolescents and young adults. It
is usually asymptomatic in children. Most people recover completely. Pregnant
women are most likely to experience severe hepatitis symptoms including fulminant
hepatitis and death. HEV infection is different than HAV in that high mortality rates
up to 30 % have been reported among pregnant women in some geographic areas
[38]. Chronic infection may occur in HIV and in solid-organ transplant recipients
on immunosuppression [39, 40]. In the US, returning travelers from endemic areas
are most likely to be affected.

Screening: No screening for refugees is recommended for HEV infection.

Prevention: No vaccination is available. HEV infection is preventable by improving
sanitation and water purity.

Clinical: HEV infectious hepatitis should be considered in a new arrival from an
HEYV endemic area (<3 months) with potential exposure and acute hepatitis symp-
toms (Table 7.2) and in whom other acute hepatitis syndromes (A, B, and C) have
been ruled out. There is no FDA-approved test for HEV in the US. HEV testing
(IgM and IgG antibodies to HEV and PCR assay for HEV RNA) can be requested
from the CDC Division of Viral Hepatitis Laboratory for clinical evaluation [41].
Treatment is supportive, with hospitalization for fulminant hepatitis and severe ill-
ness in pregnancy.
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Chapter 8
Malaria

Kristina Krohn and William Stauffer

Introduction

The World Health Organization (WHO) estimated over 200 million cases of malaria
and 660,000 deaths from malaria in 2010 [1]. Over 10,000 refugees entering the
United States each year come from sub-Saharan Africa, where malaria is hyperen-
demic [2]. The WHO defines an area as hyperendemic when more than 50 % chil-
dren aged 2-9 years old have malaria at any given time [3]. African children are at
particular risk of contracting and dying from malaria; UNICEF estimates that
malaria kills an African child every 30 seconds [4]. Most adults in hyperendemic
areas have some immunity and therefore can be infected with malaria without show-
ing signs of disease. In one study of Liberian refugees from refugee camps in four
different countries, even 4 weeks after arriving in the United States, 60 % still had
malaria parasites in their blood [5].

Malaria is believed to have been brought to the United States by European set-
tlers and African slaves. Malaria was endemic until the 1950s when it was eradi-
cated in the United States. Most of the United States continues to have the Anopheles
mosquitoes, which can act as a good vector for malaria. Since the vector was not
eradicated when malaria was eradicated in the United States, small outbreaks have
been imported and spread within the United States [6, 7].
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The number of locally transmitted cases (156 since 1957) [6] pales in comparison
to the more than 1,000 cases of malaria imported to the United States over a similar
time frame; many of the imported cases occur in refugees [8—11].

Displaced populations have historically suffered more malaria than their stable
countrymen, as they are exposed more to the elements during their flight and tem-
porary housing in refugee camps [11, 12]. Even refugees who come from urban
areas may have subclinical malaria infections. Once refugees arrive in the United
States, they may be disenfranchised and have poor access to care due to language
barriers, difficulty with transportation, stigma, or economic hardship. For all of
these reasons, after being exposed to malaria, some refugees carry subclinical infec-
tion and may not present to a health-care provider with signs and symptoms for
3 months or more after they arrive in the United States [12—15]. Unfortunately,
delayed diagnosis and inappropriate treatment of malaria infection by health-care
professionals in the United States has led to fatal outcomes [16, 17].

There are four main species of malaria that infect humans: Plasmodium falci-
parum, P. ovale, P. vivax, and P. malariae [18]. P. knowlesi occasionally causes
infection in humans, but its usual host is macaque monkeys [19].

P. falciparum causes most malaria deaths. It is highly endemic throughout sub-
Saharan Africa and hyperendemic in many areas. In these areas most of the adults
have partial immunity, and subclinical infection is common. Central Asia, South
Asia, Southeast Asia, and parts of Latin America and the Caribbean have varying
levels of all four species of malaria, but not to the same hyperendemic level seen in
sub-Saharan Africa.

P. vivax, P. ovale, and P. malariae are also endemic in sub-Saharan Africa, but
have a lower prevalence than P. falciparum and cause less severe disease. P. vivax
and P. ovale cause relapsing human infection because they have an extended liver
stage, where the sporozoites may live and reproduce without entering the blood
stream. Most antimalarials do not treat the liver phase of infection, particularly hyp-
nozoite infections of P. vivax and P. ovale. Therefore, these species can cause repeat
infection if the liver stage is not treated [4]. Neither P. falciparum nor P. malariae
have a dormant liver stage; therefore, they are not considered relapsing species.
However, P. malariae-infected individuals may be asymptomatic for extended peri-
ods of time giving it the appearance of a recurrent or relapsed infection [14].

Refugees arriving from Southeast Asia, South Asia, Central Asia, and all areas
in the Western Hemisphere generally come from areas with low or absent levels of
malaria transmission. Because of the low level of malaria in these refugees, and
higher rates of non-falciparum malaria, it is not currently feasible or cost-effective
to do routine screening or to give presumptive treatment for refugees from areas
other than sub-Saharan Africa according to the Centers for Disease Control and
Prevention (CDC). For those refugees coming from or passing through areas with
low level of malaria transmission, if signs and symptoms are present, physicians can
do diagnostic testing for plasmodium and subsequent treatment for confirmed infec-
tions. The CDC malaria map (see Fig. 8.1) can be checked for information on
malaria endemicity around the world.
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Fig. 8.1 CDC malaria map application http://www.cdc.gov/malaria/map/index.html

Predeparture Presumptive Treatment

Starting in 1999 the Centers for Disease Control and Prevention (CDC) recommend
that all refugees departing for the United States from malaria endemic areas in sub-
Saharan Africa receive presumptive therapy for malaria. Predeparture treatment is
cost-effective in highly endemic areas in sub-Saharan Africa. Initially, a presump-
tive treatment course of sulfadoxine-pyrimethamine (SP, Fansidar™) was used, but
as resistance emerged, the recommendation changed to artemisinin-based combina-
tion therapy (ACT) [14]. Malaria predeparture presumptive therapy must be admin-
istered and documented as directly observed therapy, and this documentation must
be completed no sooner than 3 days prior to departure. Documentation is communi-
cated to state health programs through the CDC’s Electronic Data Network (EDN)
and is in the paper copy carried by the refugee. Pregnant or lactating women and
children <5 kg do not receive presumptive therapy prior to departure. After arrival,
these refugees should either be presumptively treated if the contraindication no lon-
ger applies (e.g., postdelivery or weight of the infant is greater than 5 kg), or have
testing and if positive should be treated [20, 21].

Post-arrival Presumptive Therapy

Once refugees arrive in the United States, if they have proper documentation of
predeparture treatment, they require no further evaluation or treatment for malaria,
unless they have clinical symptoms. If refugees are from sub-Saharan Africa and
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Fig. 8.2 When to screen or provide presumptive post-arrival treatment. *If symptomatic, test with
blood smear or antigen PCR; rapid antigen test can be used if other tests not available or while
waiting for other test results. **If asymptomatic, test with three blood smears every 12-24 h or
antigen PCR

have not received appropriate predeparture therapy, they should receive presumptive
treatment with atovaquone-proguanil or artemether-lumefantrine. The natural
exceptions are for pregnant or lactating women, children less than 5 kg, and people
with medication allergies who should not receive pre- or post-departure presump-
tive treatment [20, 21]. These special populations should receive post-arrival screen-
ing (see Fig. 8.2). However, universal post-arrival screening is not cost-effective.

Only refugees from highly endemic areas in sub-Saharan Africa who did not
receive predeparture treatment should receive post-arrival treatment; all refugees
from any area with endemic malaria should be monitored for malaria symptoms and
for appropriate responses to treatment including watching for any side effects from
treatment [21-23].

Life Cycle

When a female Anopheles mosquito bites a human, they can deposit malaria sporo-
zoites into the person. First these sporozoites infect liver cells and mature into schiz-
onts, which rupture and release merozoites. P. vivax’s and P. ovale’s dormant stage is
known as hypnozoites and can hide out in the liver to invade the bloodstream weeks
or even years later causing a relapsing infection. After the liver maturation, the mero-
zoites infect red blood cells (RBCs). The merozoites then mature and rupture the
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RBCs. Disease is caused by the maturation and replication in the bloodstream.
Some of the malaria parasites differentiate into a sexual stage called gametocytes.
Disease is passed on when another mosquito picks up the gametocytes while
ingesting human blood. These gametocytes sexually reproduce in the mosquito with
the offspring invading the mosquito’s stomach wall and eventually moving to the
mosquito’s salivary glands to invade the next human the mosquito bites [24].

Symptoms and Signs

Physicians should suspect malaria in a newly arrived, or recently arrived, refugee
with nausea, vomiting, fever, chills, sweats, headaches, muscle pains, hepatospleno-
megaly, thrombocytopenia, or anemia. But, frequently newly arrived refugees from
hyperendemic areas have subclinical infection or may have only incidentally noted
abnormalities such as anemia, thrombocytopenia, hepatomegaly, or splenomegaly.
The initial symptoms can be similar to common viral infections or the “flu.” The
classic cyclical fever pattern is helpful when it is present, but its absence does not
rule out malarial infection. Later signs of severe malaria such as confusion, coma,
neurologic focal signs, severe anemia, respiratory difficulties, and hepatospleno-
megaly are more striking and may be specific to the type of malaria [25].

The most concerning malarial infection is P. falciparum malaria as it is common in
refugees from hyperendemic areas and is the most life-threatening. Classic symptoms
are the common symptoms listed above with cyclical fevers that spike around dusk
and dawn. For P. falciparum the most common complications include neurologic
changes indicating cerebral malaria, severe anemia due to hemolysis, hemoglobinuria,
acute respiratory distress syndrome (ARDS), coagulation abnormalities, hypotension
leading to cardiovascular failure, acute kidney failure, metabolic acidosis, and danger-
ous hypoglycemia. Even if none of these are present, a parasite load with >5 % of
infected red blood cells, called hyperparasitemia, is considered complicated malaria.
Complicated malaria is life-threatening and requires aggressive treatment [23, 26].

P. ovale and P. vivax both may be called tertian malaria because their fever clas-
sically spikes every 48 h. Otherwise symptoms are similar to P. falciparum malaria;
complications are less likely but may still be seen. Both P. ovale and P. vivax may
relapse, causing disease months to years after initial infection, due to sporozoites
living in the liver without entering the bloodstream and causing symptoms.

P. malariae may cause a nephrotic syndrome where patients lose significant pro-
teins in their urine and become edematous due the loss of blood proteins. This is
different from the nephritic, blackwater fever, seen with P. falciparum where hemo-
lysis causes dark urine from fragmented red blood cells in a patient’s urine [27].

In general, physicians should have a low threshold to test for malaria in refugees
who present with symptoms, especially fever, jaundice, and hepatosplenomegaly.
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Diagnosis

As explained above, refugees coming from sub-Saharan Africa who have not
received predeparture therapy with a recommended regimen should receive pre-
sumptive treatment on arrival in the United States; however, if there are contraindi-
cations to treatment (i.e., pregnancy or infancy), screening is appropriate. For newly
arrived refugees without symptoms a single malaria thick and thin blood smear
lacks sensitivity (<40 %) [20]. Three separate blood films taken at 12-24 h intervals
is recommended as it has a greater sensitivity [20]. Rapid antigen testing also has
poor sensitivity (<30 %) in asymptomatic individuals in small studies of refugees
[14]. Another option for screening asymptomatic refugees is molecular testing (i.e.,
polymerase chain reaction (PCR)). In asymptomatic pregnant women and infants
who cannot receive presumptive therapy, antigen PCR is preferred due to the poor
predictive value of blood smears and rapid testing in people without symptoms [20,
23]. For asymptomatic individuals with a positive rapid antigen test, either blood
smears or PCR confirmation should be done [20, 23].

Patients with symptoms should be tested for malaria utilizing a thick and thin
blood smear, as it is highly specific for malaria infection. The specificity of blood
smears depends on the practitioner’s experience. Smears should involve thick smears
to view more blood to increase sensitivity and thin smears to view individual para-
sites to improve specificity and allow identification of the specific species of malaria
[25]. Initial blood smears may result in a false negative even in experienced hands.
When malaria is suspected and the initial smear is negative, blood smears should be
repeated at 12-24 h intervals [20]. The rapid antigen test approved by FDA has
excellent sensitivity in symptomatic patients, and this may be used when experience
with blood smears is limited or in conjunction with blood smears [20, 23].

Diagnosis and treatment for severe malaria infections or infection in specific
populations (such as pregnant women and infants) is complicated. Providers can
seek assistance from the CDC Malaria Hotline (770-488-7788 or 855-856-4713
toll-free) (M-F, 9 a.m. to 5 p.m., Eastern Time), especially in those cases where the
treatment protocol may not be clear.

Treatment

Treatment of malaria depends on the disease severity, the species of malaria parasite
causing the infection, and the resistance patterns in the part of the world where the
infection originated [20]. A patient’s age, weight, and pregnancy status may limit
treatment options. Uncomplicated malaria may be treated with a single drug or a com-
bination medication considering the resistance patterns where the malaria originated.
Most areas have chloroquine resistance, with only a few areas of the Caribbean and
Central America with malaria that remains sensitive to chloroquine [28]. Mefloquine
resistance has emerged in Cambodia, Vietnam, Thailand, and Burma/Myanmar [28].
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Complicated malaria requires two-drug treatment starting with intravenous quinine
which can be combined with doxycycline, tetracycline, or clindamycin. Treatment for
P, vivax and P. ovale also involves primaquine to eliminate the liver stage. Due to tera-
togenicity, pregnant women should not receive primaquine, but should receive chloro-
quine prophylaxis until the child is delivered and both can be tested for
glucose-6-phosphate-dehydrogenase (G6PD) deficiency and safely given primaquine
[29]. In patients with G6PD deficiency, primaquine can cause hemolytic anemia and
should not be given [29].

For guidelines on treatment of malaria in the United States, please visit the CDC
resource at http://www.cdc.gov/malaria/resources/pdf/treatmenttable.pdf.

Physicians may obtain consultation by calling the CDC’s Malaria Hotline (770-
488-7788) from 9:00 a.m. to 5:00 p.m. Eastern Time. After hours or on weekends
and holidays, physicians may call the CDC Emergency Operation Center at 770-
488-7100 and ask to page the person on call for the Malaria Branch.

Conclusions

Malaria can be imported into the country by refugees and transmitted locally.
A complete history, including geographic risk factors, and the screening recommen-
dations outlined above can help detect a majority of cases. Guidelines on screening
for malaria in refugees and treatment recommendations are periodically updated by
CDC, and providers are encouraged to access this information.
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Chapter 9
HIV and Other Sexually Transmitted

Infections: Testing and Treatment
Considerations for Refugees

Sachin Jain and Jennifer Adelson-Mitty

This chapter will highlight key screening, testing, and management considerations
relevant to refugee populations for human immunodeficiency virus (HIV) and other
major sexually transmitted infections. We will begin with a discussion of HIV.

HIV

Global Burden of Disease

Per the United Nations Program on HIV/AIDS (UNAIDS) estimates, there were
approximately 34 million people living with HIV at the end of 2011, which has been
increasing over time. The overall global prevalence of HIV infection for people
aged 15-49 is 0.8 % with the greatest burden of disease in sub-Saharan Africa (~5 %
on average), followed by the Caribbean, Eastern Europe, and Central Asia (~1 % on
average). The most common strain of HIV globally is HIV-1. HIV-2 is far more
prevalent in West Africa but represents less than 1 % of global infections. While the
prevalence of HIV has been on the rise due to people living longer with HIV, marked
reductions in HIV incidence and deaths attributable to HIV/AIDS (acquired immu-
nodeficiency syndrome) have been achieved over the past decade, primarily in sub-
Saharan Africa and the Caribbean. That said, some regions are seeing increases in
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new HIV infections, namely, central Asia, eastern Europe, Middle East, and North
Africa, as well as men who have sex with men in urban areas across the world.
Recent approaches to stemming the epidemic have focused on engaging more
patients into care and treatment, risk reduction in injection drug use, biomedical
prevention, vaccine development, accessibility to HIV testing, male circumcision,
and reducing stigma and criminalization surrounding HIV, among others [1].

HIV in Refugees

HIV infection among refugees is not insignificant. As of 2006, there were an esti-
mated 14.3 million refugees and 24.5 million internally displaced persons globally.
Of those refugees and internally displaced persons affected by conflict, disaster, or
displacement, 1.8 million were living with HIV. The precise burden of disease
among refugees in the United States is unknown due to limited epidemiological
data. Many refugees emigrate from settings that have a reported HIV prevalence
from 2 to 28 %, with up to 14 % arriving from countries with a prevalence of >5 %
based on earlier estimates. The countries that report high HIV prevalence and are
also affected by conflict or humanitarian crisis include Nigeria, India, Mozambique,
Democratic Republic of Congo, Tanzania, Kenya, Zambia, Uganda, China, Ethiopia,
Malawi, and Russian Federation. Therefore, HIV prevalence may be largely influ-
enced by the countries of origin and those through which refugees have transited.
Concerns have been raised about incomplete data from underreporting, sampling
challenges in conflict settings, or underdiagnosis [2].

In general, refugees may acquire several risk factors for HIV infection prior to
resettlement, which are exacerbated by displacement. These risk factors include
sexual violence, physical abuse requiring blood transfusions, drug use, exchange of
sex for money or basic sustenance, and indirectly through depression or increased
alcohol consumption. Disclosure of these exposures may not be forthcoming during
initial post-resettlement intake assessments, especially when there is language and/
or cultural discordance, even with the use of an interpreter. Refugees often do not
have access to HIV treatment and prevention packages in many conflict-afflicted
regions due to limited resources and regional priorities, so some have favored a
human rights-based approach to understanding HIV in refugees [3]. There is unfor-
tunately a greater degree of stigma, which may be perpetuated by preconceived
notions that refugees have a higher prevalence of HIV disease than the host popula-
tion. However, data suggest that the vast majority of refugee populations demon-
strated a lower HIV prevalence than host populations where HIV prevalence data
was available. Although refugees are integrated into communities within host coun-
tries in which they resettle, they may remain socially segregated and may not neces-
sarily be targeted in broader regional public health campaigns, including but not
limited to HIV. Therefore, refugee providers may need to elicit a thorough risk
assessment over serial visits and offer appropriate prevention counseling [4].
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HIV Entry Ban in the United States

It is essential to acknowledge the former HIV entry ban while discussing HIV in the
refugee population. Historically, refugees had to be screened for HIV prior to depar-
ture from their originating country. However, this is no longer necessary. Dating
back to 1952 prior to knowledge of HIV, there was a formal entry ban for any for-
eigners “who are afflicted with any dangerous contagious disease” that rendered
them ineligible to receive a visa. Once HIV was identified, Congress added HIV
infection to the list of dangerous contagious diseases on July 11, 1987. This was
followed by the issuance of official regulations by the US Health and Human
Services to enforce this on August 28, 1987, which enforced the above. Therefore,
these laws required HIV testing to those wishing to enter the United States and pre-
vented entry to any person who was found to be HIV positive [5]. The United States
was not alone with such legislation. It was only 1 of 96 countries that imposed an
entry ban on HIV-positive individuals per UNAIDS reports as of the year 2000.

In June of 2004, UNAIDS and the International Organization for Migration
responded by issuing the “UNAIDS/IOM Statement on HIV/AIDS-related travel
restrictions” that discounted the two most commonly cited reasons for travel restric-
tions by member States, which include public health threat of HIV being a commu-
nicable disease and the economic burden to treat HIV [6]. They additionally
suggested that HIV-related travel restrictions may conflict with international human
rights and humanitarian law and offered guidance regarding these issues. On June 2,
2009, the HHS and CDC published a Notice of Proposed Rule Making (NPRM),
which proposed the removal of HIV infection from the definition of communicable
disease of public health significance and removal of references to serologic testing
for HIV from the scope of examinations. The final regulation was published on
November 2, 2009 and ultimately went into effect on January 4, 2010. The new rul-
ing removed the requirement for HIV testing for the immigrant medical exam and
that HIV testing would be strictly voluntary and confidential [5, 7].

HIV Testing Considerations in Refugees

Given that there is no longer a requirement to test refugees prior to arrival, it is
incumbent upon providers to offer routine HIV testing as part of general medical
care in accordance with the 2006 CDC recommendations for all persons aged
13-64, although these age recommendations were based upon US epidemiology
[8]. In addition, the Centers for Disease Control and Prevention (CDC) encourages
screening refugees <13 and >64 years old. The current recommendation is to use
whole blood or serum samples to perform enzyme-linked immunoabsorbent assay
(ELISA), although rapid oral tests have also been utilized in health care settings with
variable positive and negative predictive value [9, 10]. This should be done with oral
or written consent as per the State law in the refugee’s language, preferably with a
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medical interpreter, and being mindful of the refugee’s cultural and societal norms.
For example, in a retrospective case—control study of primarily Liberian refugees in
Rhode Island, refugees were less likely to initiate antiretrovirals (ARVs) and also
reported almost exclusive heterosexual contact as the primary risk factor for HIV
transmission [11]. Therefore, queries about injected drug use or male-to-male sex
may be perceived as offensive and should be framed in a culturally sensitive way.

Furthermore, counseling messages should be targeted to an individual’s particu-
lar risk factors for future transmission. The refugee should have the option to opt
out of testing and to ask questions before the test is performed. A thorough HIV risk
assessment should be performed at the time of the initial medical evaluation to
guide whether more or less frequent HIV testing is indicated. Review of prior
potential HIV risk exposures should be revisited at subsequent visits since this
information may not necessarily be volunteered at the intake evaluation shortly
after arrival to a new country and enrollment into a foreign medical system. If
someone reports a potential high-risk exposure and has a negative initial HIV test,
the test should be repeated in 3—6 months to diagnose those who may have been in
the “window period,” or the time in which there is active infection but not yet
detectable antibody to HIV. All positive HIV ELISA tests should be followed up
with a confirmatory Western blot [4]. Once HIV infection is diagnosed, a viral load
should be performed, which is a quantitative ribonucleic acid (RNA) test for HIV-1.
There is currently no data to support routine HIV viral load testing, unless acute
HIV infection is suspected.

Children born to HIV-infected mothers can be infected during childbirth and
through breastfeeding. Since children have passively acquired maternal antibodies,
infants should be screened with HIV viral load at day 14, at 1-2 months, and at 3-6
months of life. Diagnosis is confirmed with two positive DNA (deoxyribonucleic
acid)/RNA tests and excluded with two negative DNA/RNA tests or antibody tests
after 6 months of age per CDC guidelines. Negative disease should be confirmed
with an antibody test at 18 months since maternal antibodies should have cleared by
this time if the mother is HIV-infected [4].

Medical providers should determine whether an HIV-positive refugee has HIV-1
or HIV-2 since the treatment guidelines differ. The CDC recommends testing for
HIV-2 infection for refugees that have traveled through or lived in the following
countries: Angola, Benin, Burkina Faso, Cape Verde, Cote d’Ivoire (Ivory Coast),
Gambia, Ghana, Guinea, Guinea-Bissau, Liberia, Mali, Mauritania, Mozambique,
Niger, Sao Tomé, Senegal, Sierra Leone, and Togo. Some cases of HIV-2 have also
been reported in India, Europe, Brazil, and the United States [12]. Most ELISA
antibody assays can detect both HIV-1 and HIV-2 with high sensitivity. However,
with one exception, this test itself does not distinguish between the two strains. The
current Western blots done in the United States are only able to identify HIV-1.
Dedicated HIV-2 antibody assays are available. However, unlike in HIV-1 where
RNA viral load testing is widely used, this method is not widely available for HIV-
2. In addition, HIV-2 viral load testing may be less reliable since it tends to cause a
much lower-grade viremia as compared to HIV-1 [13]. Therefore, DNA testing can
be used, but neither quantitative DNA nor RNA tests have been FDA-approved.
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HIV Treatment Considerations in Refugees

Treatment is now recommended for HI'V-infected individuals at all CD4 counts in the
United States in light of emerging data that unchecked viral replication can cause
chronic immune activation, leading to accelerated end-organ complications and even
malignancy [14]. HIV treatment should be started early in the setting of opportunistic
infections, including active tuberculosis. The major exception to starting early treat-
ment is cryptococcal meningitis due to concern for cryptococcal immune reconstitu-
tion inflammatory syndrome (IRIS) [15]. The US Department of Health and Human
Services offers extensive treatment guidance on their website: http://aidsinfo.nih.
gov/guidelines. If the HIV viral load is found to be >1,000 copies/mL, a genotype
analysis should be performed prior to initiating therapy to screen for transmitted drug
resistance. HIV-2 is usually treated successfully with two nucleoside reverse tran-
scriptase inhibitors (NRTIs) and a boosted protease inhibitor, even though natural
polymorphisms of the reverse transcriptase and protease exist, which can theoreti-
cally impact the efficacy of either class of drug. Non-nucleoside reverse transcriptase
inhibitors should not be used to treat HIV-2 due to intrinsic resistance to these agents
and the fusion inhibitor enfuvirtide. Unfortunately, domestic guidelines are not cur-
rently available for HIV-2 viral load monitoring to assess response to therapy [16].
Once HIV infection is diagnosed, there should be a concerted effort to engage refu-
gees in care, begin treatment, and address concerns related to cost, side effects, and
prognosis. Additional data is needed to better understand how to optimize utilization
of HIV care in different refugee populations within the United States.

To help providers determine an appropriate HIV regimen, patients should be
screened for any comorbidities that may affect treatment choice such as depres-
sion, kidney disease, gastroesophageal reflux disease, anemia, hepatitis B/C coin-
fection, and nephrolithiasis, among others. Efavirenz-based regimens have been
associated with neuropsychiatric manifestations, and as such, refugees started on
efavirenz should be monitored closely given the high prevalence of depression and
posttraumatic stress disorder at the time of arrival, both of which have been reported
to flare with efavirenz use in case reports [17]. Many refugees are also of child-
bearing age and may become pregnant after arrival, so treatment regimens should
also take this into account for HIV-positive women. For example, efavirenz should
be avoided in pregnancy and among those with child-bearing intentions due to risk
of teratogenicity, especially in early pregnancy. In these cases, alternatives would
include rilpivirine for patients with viral loads less than 100,000, or use of an alter-
native class of drug, such as a protease inhibitor or integrase inhibitor.

In addition to managing antiretroviral therapy, there are primary care issues that
are unique to HIV-infected individuals, such as metabolic and cardiovascular dis-
ease. The Infectious Disease Society of America published HIV primary care guide-
lines, which include recommendations for lab monitoring, routine health maintenance,
and immunizations, among many other primary care-related issues for HIV-positive
patients [18]. Referral to an HIV specialist should be strongly considered for new
diagnoses and particularly for patients with other comorbidities.
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Other STDs

Mandatory predeparture testing overseas is required for the following sexually
transmitted infections (STIs) that are supposed to be treated prior to arrival to the
United States: syphilis, gonorrhea, chancroid, granuloma inguinale, and lympho-
granuloma venereum. Laboratory diagnosis is only required for syphilis.
Predeparture screening for the other above infections is based only on history and
physical examination [4]. A retrospective study from a population of 25,779 refu-
gees in Minnesota reported the following STI prevalence in their setting: 1.1 % were
seropositive for syphilis, 0.6 % had Chlamydia, and 0.2 % had gonorrhea [19]. A
survey of Iraqi refugees in San Diego, California, reported a prevalence of 2.5—
2.6 % for syphilis among screened refugees [20]. Data for other STIs were not
published in the San Diego cohort. This reflects that prevalence rates may vary
across refugee populations across the United States depending on differential sexual
practices and risk factors. Given that predeparture screening may not be very sensi-
tive, proper evaluation should be performed upon arrival to the United States. As
detailed previously, predeparture HIV testing is no longer required. Chlamydia,
gonorrhea, and follow-up syphilis testing should be considered; however, the CDC
acknowledges that aside from syphilis and chlamydia, currently “no data support
the utility of routine testing for other non-HIV STIs in refugees.” The Minnesota
study authors suggested that perhaps chlamydia and gonorrhea screening for all
newly arrived refugees may not be indicated given their extremely low prevalence,
although additional data would aid future screening guidelines. As such, post-arrival
screening for chancroid and granuloma inguinale is not recommended for refugees,
and these will not be discussed here.

Syphilis

Syphilis is a sexually transmitted infection caused by Treponema pallidum. The
major stages include primary, secondary, latent, and tertiary. The CDC recommends
routine syphilis screening for the following groups: all persons 15 years old or
above, individuals <15 years old that are sexually active, have been victims of sex-
ual assault, or have lived in regions where nonsexually transmitted Treponema pal-
lidum subspecies are endemic [4]. Primary syphilis is characterized by a painless
ulcer that may be accompanied by regional lymphadenopathy. Secondary syphilis
often presents with a diffuse, non-vesicular, reddish-brown, maculopapular rash
classically involving the palms and soles. Tertiary or late syphilis is manifest by
end-organ complications, including ascending thoracic aortic dilation, aortic
regurgitation, tabes dorsalis, general paresis, meningitis, posterior uveitis, hearing
loss, and gummas of the skin, bone, or visceral organs. Central nervous system
symptoms warrant cerebrospinal fluid analysis, as this would impact dosing and
duration of therapy. Most commonly used screening tests include the Venereal
Disease Research Laboratory (VDRL) or rapid plasma reagin (RPR) assays.
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Table 9.1 Syphilis treatment

Primary and secondary syphilis

Benzathine penicillin G 2.4 million units IM in a single dose
Penicillin allergy: Doxycycline 100 mg oral twice daily for 14 days

Early latent syphilis

Benzathine penicillin G 2.4 million units IM in a single dose
Penicillin allergy: Doxycycline 100 mg oral twice daily for 14 days

Late latent syphilis or latent syphilis of unknown duration

Benzathine penicillin G 7.2 million units IM administered as 3 doses of 2.4 million units
IM each at 1-week intervals

Penicillin allergy: Doxycycline 100 mg oral twice daily for 4 weeks

Neurosyphilis
Aqueous crystalline penicillin G 18-24 million units per day, administered as 3—4 million
units IV every 4 h or continuous infusion for 10-14 days
Penicillin allergy: Ceftriaxone 2 g either IM or IV once daily for 10-14 days

Positive screening tests should be confirmed with a fluorescent treponemal antibody
absorption (FTA-ABS) or enzyme-linked immunosorbent assay (EIA). Treatment
regimens are summarized in Table 9.1. Clinical response is reflected in a fourfold
decrease in titers of either VDRL or RPR, so the same assay should be used on
serial testing. Clearance of infection is indicated by a negative VDRL or RPR after
1 year for primary syphilis, 2 years for secondary syphilis, and 5 years for late
syphilis. False-positive VDRL or RPR can occur in the setting of tuberculosis, hep-
atitis, other viral illnesses, malaria, rickettsial disease, HIV, systemic lupus erythe-
matosus, rheumatoid arthritis, pregnancy, and after smallpox and MMR vaccinations.
Patients should be counseled about the potential Jarisch—Herxheimer reaction,
which may present with fevers, headache, myalgias, and malaise and can occur
within 24 h after starting treatment for any stage of syphilis. Complicated infections
should be referred to an infectious diseases specialist.

Endemic Treponematoses

For refugee populations it is important to keep in mind that nonsyphilitic trepone-
mal subspecies that can produce a positive VDRL and RPR include pertenue, which
causes yaws; endemicum, which causes bejel; and carateum, which causes pinta.
These infections should be considered for positive syphilis tests without obvious
risk factors or clinical manifestations of syphilis. Yaws, also known as frambesia
and pian, is transmitted by direct skin-to-skin contact of ulcerative fluid leading to
disfiguring bone and nose lesions in advanced disease, treated with either benza-
thine penicillin or azithromycin. Bejel, also known as endemic syphilis mostly
found in the Sahel region of Africa and the Arabian Peninsula, is transmitted by
mouth-to-mouth contact or sharing utensils that presents as an oral eruption or rash
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that can lead to skin gummas and bone inflammation. Pinta is a disease exclusive to
Latin America that causes a papular rash characterized by “pintids” that can become
disfiguring in later stages. Endemic treponematoses are most effectively treated
with a single dose of IM benzathine penicillin G 600,000 units for children less than
10years old and 1.2 million units for individuals 10 or more years old. Desensitization
should be strongly considered for penicillin-allergic patients [21].

HIV and Syphilis Coinfection

Coinfection with HIV and syphilis presents unique diagnostic and treatment chal-
lenges. HIV infection has been reported to markedly decrease the sensitivity of
RPR, presumably due to delayed antibody formation, making it more difficult to
diagnose by serology [22]. Furthermore, primary syphilis lesions may be more
numerous, larger, and deeper in HIV-infected patients. Similarly, secondary syphilis
can occasionally manifest with more aggressive, ulcerative lesions than in HIV-
uninfected patients. Primary and secondary syphilis can overlap in the HIV-
uninfected population, but this is increased to as high as 75 % of patients with
advanced HIV disease [23]. Several studies have reported an increased risk of ocu-
lar syphilis as well. Providers should maintain a low threshold for performing lum-
bar puncture to rule out neurosyphilis, even in those patients with primary or
secondary syphilis. Studies, both prospective [24] and retrospective [25], have dem-
onstrated that patients with HIV can have a delayed response to syphilis therapy as
compared to HIV-uninfected patients, particularly in primary or early syphilis. In
addition, there is a higher rate of treatment failure if initial RPR titers are high, so
patients should be monitored closely for recurrent disease. While HIV has conse-
quences for syphilis, syphilis can also impact management of HIV in that T. palli-
dum has been shown to causally decrease CD4 counts and increase HIV viral loads,
but these changes have not yet been proven to be clinically significant [23, 26].

Chlamydia

The CDC recommends routine post-arrival screening for Chlamydia trachomatis,
which is the most common STI reported in the United States, for all adults as well
as those children that are sexually active or have been victims of sexual assault. The
incidence has been increasing in the United States, which has been attributed to
improved screening and sensitivity of available tests. Unfortunately, STI data among
refugees settled in the United States is lacking. The Minnesota study cited above
reported an overall prevalence of 0.6 % in refugees with a slightly higher predilec-
tion for those originating from the Middle East. Chlamydia can infect both the geni-
tourinary tract and rectum. Most cases are asymptomatic, particularly in men. When
chlamydia infection is symptomatic, it may result in urethritis, mucopurulent
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cervicitis, and pelvic inflammatory disease in women. Untreated chlamydia infection
can be asymptomatic, but if left untreated has the greatest consequences for women,
as it can lead to chronic pelvic pain, ectopic pregnancy, and infertility. This can have
important implications since chlamydia can be transmitted vertically to neonates
during childbirth, causing pneumonia and conjunctivitis, although the latter is rou-
tinely prophylaxed against in health care settings. Rarely, men can suffer epididymi-
tis and infertility as long-term sequelae. Reactive arthritis can occur in men and
women. However, the public health importance of testing men is prevention of
infection in women. Rectal infection, which is mostly associated with anal inter-
course, may cause proctitis or proctocolitis in rare instances. Lymphogranuloma
venereum is a more aggressive form of Chlamydia trachomatis caused by L1, L2,
and L3 strains endemic to tropical climates and can present with a painless ulcer
with or without fever, followed by inguinal lymphadenopathy, and can lead to rectal
strictures, rectovaginal fistulas, and perianal fistulas.

The preferred method of diagnosis is nucleic acid amplification testing of cervi-
cal swabs in women, urine for both men and women, and urethral swabs in men.
Adults with chlamydia should be treated with a one-time oral dose of azithromycin
1 g or a 7-day course of doxycycline 100 mg twice a day [27]. It is also important to
note that not only can chlamydia be co-transmitted with HIV through sexual contact
but the presence of Chlamydia trachomatis can also biologically increase suscepti-
bility and the infectivity of HIV [28]. Therefore, a positive test for chlamydia should
prompt HIV testing as well. Additional data would help inform if more targeted
testing is universally indicated.

Gonorrhea

The CDC recommends routine post-arrival screening for Neisseria gonorrhoeae,
which causes gonorrhea, for all adults as well as those children that are sexually
active or have been victims of sexual assault. Coinfection with Chlamydia tracho-
matis is common. Therefore, both should be screened for simultaneously with
nucleic acid amplification testing from endocervical, male urethral, or urine speci-
mens. As with chlamydia, there is equally limited prevalence data of gonorrhea
among refugees upon arrival and over time. The Minnesota study cited above
reported an overall prevalence of 0.6 % in their local refugee population, which is
the same as that seen in chlamydia. In contrast to chlamydia, however, gonorrhea
tends to be far more symptomatic. Men may present with dysuria, penile discharge,
testicular swelling, and rectal pain. Women are less likely to have symptoms, but
these can include dysuria, vaginal discharge, dysmenorrhea, and rectal pain. Whereas
pharyngeal carriage can be seen with chlamydia, gonorrhea can actually cause a
clinical pharyngitis, as well as arthritis and tenosynovitis. Reproductive complica-
tions in women are similar to those observed with untreated chlamydia infection.
Vertical transmission to neonates can result in a more fulminant course than chla-
mydia, including complications such as sepsis, meningitis, and scalp abscesses.
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Positive gonorrhea testing should also prompt HIV testing since gonorrhea can
increase the risk of HIV transmission.

With regard to treatment, the standard of care is one-time ceftriaxone 250 mg
intramuscular injection and azithromycin 1 g orally once or doxycycline 100 mg
twice a day for 7 days, even if chlamydia nucleic acid amplification testing is nega-
tive. Cefixime had been used to treat GC, but the CDC revised this recommendation
on August 10, 2012, to the above due to increasing resistance patterns based on
surveillance data [29]. However, if ceftriaxone is not available, then cefixime can be
used as long as a test of cure is performed 1 week after treatment. Fluoroquinolones
are not recommended for treatment of gonococcal infections [30]. Patients with
refractory disease should be referred to an infectious diseases specialist.
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Chapter 10
Chronic Disease Management in Refugees

Peter Cronkright and Astha K. Ramaiya

Introduction

The medical literature regarding refugee populations in developed countries has
predominantly focused on infectious communicable diseases and mental health [1,
2]; however, with changing lifestyles in developing countries and the process of
acculturation within developed countries, refugees are facing an increased risk of
non-communicable diseases by either having a preexisting condition or acquiring it
once in a developed country [1-5]. Twenty-two industrialized countries admitted
79,800 refugees for resettlement during 2011, of which the United States of America
(USA) received 51,500 [6]. The United States accounts for nearly 75 % of all perma-
nently settled refugees worldwide [1]. Most recently, 65 % of refugees resettling in
the United States originate from Iraq, Burma, and Bhutan. Of the refugees being
tested within the first 8 months of arrival, 51.1 % had some chronic disease and
18.4 % had two or more [1]. Such prevalence rates support the need to address
chronic conditions in refugees, but the literature provides little guidance for care of
common non-communicable disorders in refugees. The objective of this chapter is to
[1] synthesize the medical literature so as to offer clinicians an evidence-based
approach for the care of common non-communicable disorders in adult refugees and
[2] cite the systems challenges that caregivers face when providing chronic care to
refugees.
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Common Symptomatic Diseases and Disorders

Chronic Pain

A common concern of newly resettled refugees is chronic pain, but very little is
known about the long-term course. Clinicians currently assess and provide care
based on the knowledge and management strategies of chronic pain for the general
population. Among various populations, the frequency of chronic pain ranges from
7to 40 % [7].

A Pain Framework

The conceptual models of pain vary both historically and culturally between being
emotional and pathological. Today, in mainstream medicine, pain is often consid-
ered as “real” or “not real,” which is a perception the author discourages. Rather,
clinicians should approach pain as an expression of a complex and delicately bal-
anced system. When functioning effectively, our pain system promotes life by
avoiding harmful stimuli; however, an imbalance of its functions may result in
chronic pain disorders and diminish life experiences [8].

Immigrant care providers should have a basic understanding of the healing tradi-
tions that are commonly practiced by patients from various geographic regions. Two
popular practices of Asian medicine origin are Qi (pronounced chee) and Gua Sha.
Proper circulation has long served as a metaphor for health and vitality. According
to East Asian medicine, pain is related to the impedance in flow of life energy. Qi
flows through channels within the body called meridians and exists in a state of bal-
ance between dark (Yin) and light (Yang) properties. An illness results when Qi is
unbalanced and its flow is obstructed through the meridians. The meridians and Qi
are in close proximity to the skin surface. By the placement of needles on specific
points along these meridians, acupuncture attempts to right the balance of Yin and
Yang, restoring Qi flow throughout the body [9]. Gua Sha is a traditional healing
technique widely used by practitioners of traditional East Asian medicine world-
wide. The term Gua Sha is Chinese: gua means to scrape or scratch and sha means
sand or red, raised, millet-size rash. Different cultures have different terms for this
practice, and refugees will not likely be familiar with the English terms of coining,
scraping, and spooning. Sha is present when palpation results in superficial, slowly
fading blanching of the skin. Unresolved sha may be associated with chronic pain
and illness. Sha stasis can be liberated by sweating from fever or through treatments
such as Gua Sha or cupping [10].

Clinicians of mainstream medicine typically gather patient information using a
framework that classifies the pain according to its origin physiologically. The effi-
cacy of this approach is often limited by the physiologic type, the limits of language
and verbal skills required to verbalize pain, especially for the refugee, and the



10  Chronic Disease Management in Refugees 117

meaning of the pain, which draws in the patient’s experiences, beliefs, culture, and
coping mechanisms [8].

Pain is classified as either nociceptive or neuropathic. Nociceptive pain is divided
into somatic or visceral. Neuropathic pain arises from abnormal neural activity sec-
ondary to disease, injury, or dysfunction of the nervous system [11]. The physio-
logic process of feeling pain (nociception) requires three conditions: an organ to
receive an outside impression, a connecting passageway, and an organizational cen-
ter to transform the sensation into a conscious perception [8].

Somatic pain is triggered by injury to a joint, muscle, tendon, bone, or skin. The
injury activates the peripheral sensory neurons (nociceptors). Most experiences of
acute pain are somatic, and the pain serves as an alarm that is localized in time and
place. The most intense component has a fast onset after injury and typically damp-
ens long before the injury leaves. The process of tissue disruption and inflammation
causes the release of chemical mediators, triggering electrical signals in sensory
nerves that carry the pain message to the brain. This response is often an intense,
rapid, protective alarm that triggers a cascade of inflammatory mediators. The medi-
ators excite nociceptors to carry the signal of pain to the spinal cord. The system is
analogous to a fire alarm triggered by the first hint of smoke. The injured area is left
with a persistent hypersensitivity that protects against trauma and promotes healing.
Peripheral inflammation induces a sensitized state in which weak pain stimuli cause
an exaggerated pain response (hyperalgesia). It also may trigger pain from a stimu-
lus that is normally non-noxious (allodynia), such as light touch to a burned finger
or movement of an inflamed joint. Recovery time limits the ability of nociceptors to
fire repetitively, resulting in the intense but brief character of acute somatic pain [8].

The viscera do not have the same protective signals of tissue damage as connec-
tive tissues. Pain from the viscera is typically diffused and poorly localized. An
acute myocardial infarct is at times missed by the patient and/or clinician because
of its ill-defined pain character. While somatic fibers are precisely mapped in the
spinal cord and brain, viscerosensory afferent fibers overlap each other and con-
verge at several levels within the CNS. Visceral injury often results in a high degree
of visceral-autonomic integration, and chronic visceral pain is often expressed as a
functional disorder. Such disorders may feature extra-organ involvement, such as
sexual dysfunction, sleep disruption, fatigue, and ill-defined pain. Irritable bowel
syndrome is a common example of a functional visceral disorder [8].

Using the basic framework of nociceptive or neuropathic, neuropathic pain refers
to a primary injury to the nervous system. A classic example of neuropathic pain is
shingles. The nerve damage occurs along one or two dermatomes, does not cross the
body’s midline, and presents as an inflamed region of vesicles. Clinicians typically
become skilled after seeing this clinical diagnosis once, as the condition typically
follows the physiology familiar to clinicians of mainstream medicine. Less clear for
clinicians is the physiology explaining why injury to the central nervous system, as
in stroke or spinal cord injury, results in an inability to sense touch while having
painful pressure ulcers or bladder infections. In these cases, the nervous system
does not transmit touch signals, yet pain fiber regeneration can cause pain when the
location is reinjured or inflamed [8].
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Fig. 10.1 The total pain
concept Physical Social

Psychological Spiritual

Under normal circumstances, we adapt to our pain rather than reliving it. If all
goes well, the responders put out the fire and the damage is repaired. The healing
process resets the pain alarms to standby and normalizes the stimuli response.
Chronic pain results when the balance is not reestablished. It is an illness, occurring
in many diseases. Chronic pain is pain that has lost its purpose [8].

Many physiologic factors contribute to the chronic pain state. The peripheral
nerve fibers become more responsive to a given stimulus, firing at lower thresholds
and generating more signals for a given stimulus. High-threshold nociceptors may
also reduce their threshold and become recruited into the generation of a more com-
plex and intense pain signal. Peripheral concentrations of nerve growth factors are
increased, prolonging inflammation and pain. Prolonged pain firing of afferents
may also result in neurons carrying signals in both directions, a neurogenic inflam-
matory phenomenon called dorsal root reflex. The efferent signal heightens pain by
releasing more neurotransmitters and inflammatory agents. Finally, the central ner-
vous system (CNS) undergoes physiochemical changes when pain signals are con-
tinuously transmitted from the spinal cord, resulting in hypersensitivity to pain,
increased pain with repeated stimuli (wind-up), and resistance to pain-relieving
inputs. The CNS response risks embedding a “painful memory” that no longer
requires a peripheral pain trigger [8].

Recognizing that chronic pain may occur without persistent peripheral stimuli,
all pain is “real.” Historically, patients presenting with “unexplained” pain were
labeled as having a somatization disorder. In general, somatization refers to a ten-
dency to experience and communicate psychological or social distress in the form
of somatic (i.e., physical) symptoms [12]. However, the term somatization has been
used in several different ways and does little to clarify the realities and meaning of
the symptoms [13].

The concept of Total Pain (Fig. 10.1) was first described by Cecily Saunders, the
founder of modern day Hospice, and offers clinicians a window to recognize the
refugees’ pain and suffering [14]. Implementing the Total Pain concept requires
clinical skill. The clinician should strive to master the physical domain, be skilled in
the psychological, and work with a team of consultants to address the Social and
Spiritual domains. The author recommends a modification of LEARN (Fig. 10.2), a
model of multicultural communication, to effectively practice the skills of the phys-
ical and psychological domains [15].
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Fig. 10.2 LEARN, a model L = Learn
of multicultural E = Examine (replaces Explain)
communication [15] A = Acknowledge

R = Recommend
N = Negotiate

The Total Pain Concept in Practice

Practicing the behaviors of a modified LEARN model supports the assessment and
management of chronic pain. The Learn and Examine portion of the mnemonic is
performed during the clinician’s history and physical. Primary care providers should
be skilled in recognizing worrisome diseases that may present as various chronic
pain syndromes, be it chronic arthralgias, headache, or fibromyalgia. Red flag phys-
ical concerns should be identified through performing an effective history, physical,
and judicious use of tests. Identifying red flags differs from diagnosing by exclu-
sion, which fosters “either-or,” “real or not real” thinking. Avoiding the “psyche-
soma” dichotomy allows the clinician and the patient to remain open to all factors
that might influence the patient’s pain symptoms.

Low back pain (LBP) is the most common pain complaint presenting to primary
care providers in the United States. The following approach to LBP is derived from
the literature, and the author recommends it serve as a framework for assessing the
various chronic pain syndromes. It is intended to offer clinicians and refugee
patients a plan of care that detects worrisome conditions, probes for emotional dis-
tress, and identifies ways to effectively manage pain and improve function [16, 17].

Clinicians assessing LBP need to be skilled at identifying red flag concerns for
spine-related malignancy, inflammatory/infectious diseases, or fractures. The red
flags to consider in the history and physical exam are onset after age 50 years, cur-
rent or past diagnosis of cancer, unexplained weight loss, or no improvement of
acute LBP after one month, and symptoms of cauda equina syndrome consisting of
acute fecal incontinence or bladder dysfunction, saddle anesthesia, or motor deficits
at more than one level. The historical absence of acute urinary retention has a very
strong negative predictive value. Lumbar-sacral spine X-ray is appropriate if there
is a history of trauma or osteoporosis. CT scan or MRI is considered appropriate if
red flag concerns are present. No imaging is typically needed for patients with non-
specific LBP and/or sciatica without red flag concerns, as MRI abnormalities do not
correlate with symptoms [18, 19].

The best predictor of acute LBP becoming a chronic pain syndrome (>3 months)
is the presence of emotional distress [18], and emotional issues are common in refu-
gees [17]. Patients with PTSD, depression, and chronic anxiety disorders often pres-
ent to the primary care office with somatic complaints [12]. As a result, clinicians
need to be skilled in the psychological domain of the Total Pain concept, and all
patients with chronic pain should be assessed for emotional distress.
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The author recommends the following approach for assessing emotional distress.
Of the current tools available, the Refugee Health Screener-15 has been validated
for use in refugees of many languages and cultures [20] (see also Chap. 12). The
PRISM tool has yet to be tested in refugee populations but does not require patient
literacy and has been validated for assessing noncancerous pain and PTSD [21]. The
2-question depression screen is efficient and effective when used for the general
population [12]. The PHQ-9 is a screening and diagnostic tool for depression which
has been translated to several languages [22]. Finally, following the modified
LEARN model, clinicians should listen for emotional metaphors or expressions as
the refugee tells his/her illness story. The following are examples of expressions that
led to the recognition of suffering: For a Sudanese single mother, “every corner of
my body I have pain.” Pain for a Somali father of nine children was verbalized as
“burning pain from head to toe.” The headache of an Iraqi male with TBI was char-
acterized as “lost in myself since the explosion.” Emotional expressions of pain
open the door for clinicians to acknowledge and address the patient’s suffering.

Acknowledge

Opportunities arise to acknowledge pain and suffering as a clinician assesses the
refugee patient in pain. The following are examples of acknowledgement state-
ments that can be used to build a trusting rapport: “it is clear that you have been
suffering” or “it is clear that the pain has been running your life.” Once acknowl-
edged, the clinician can direct the discussion toward identifying the patient’s wor-
ries, assessing coping skills, and recommending a care plan. This approach can be
applied in a compassionate manner for various chronic pain complaints, be it head-
ache, back pain, pelvic pain, or total body pain [16].

Recommend

Refugee care clinicians currently recommend a care plan based on the knowledge
and management strategies of chronic pain for the general population. Historically,
allopathic providers and patients have often been dissatisfied with the management
of chronic pain syndromes. Over the past three decades, the use of opioids therapy
for noncancerous chronic pain was supported by many medical societies. Chronic
pain visits in which opioids were prescribed have doubled from 1980 to 2000
(8-16 %) [23]. Yet, disabling chronic LBP increased from a prevalence of 3.9 % in
1996 to 10.2 % in 2006. The most prescribed medication in the United States from
2006 through 2011 was hydrocodone. Non steroidal anti-inflammatory drugs
(NSAIDs) and narcotics are modestly superior to placebo for acute LBP, but the
benefit of narcotics for treatment of chronic LBP is unclear and may result in harm
[19, 24]. In populations at risk, opioid dependence and misuse behaviors have been
noted to be 24-31 % and 2040 %, respectively. Fatal overdoses in the United States
increased sharply, resulting in more deaths yearly from prescription opioids than


http://dx.doi.org/10.1007/978-1-4939-0271-2_12

10  Chronic Disease Management in Refugees 121

cocaine and heroin combined [24]. Such concerns are a cause for clinicians to pause
and consider alternative treatment options for the refugee patient with chronic pain.

Besides opioids, the clinician may consider prescribing the following medications
chronically. NSAIDS are effective for acute pain but risk considerable multiorgan
damage when used long term. Refugees are often receptive to a trial of acetamino-
phen, which is relatively safe when taken appropriately. Tricyclic antidepressants,
serotonin—norepinephrine uptake inhibitors, and gabapentin act centrally to relieve
pain. All have been studied and found to be beneficial for improving chronic pain
and/or function. However, as a general rule, the prescribing of any one analgesic
effectively decreases pain by about 50 % in a third of patients. Clinicians often pre-
scribe a combination of analgesic medications with differing modes of action; how-
ever, a 2012 Cochrane Database Review of combination pharmacotherapy for
neuropathic pain noted only 21 eligible studies, and the pain condition for 18 of the
21 studies was either diabetic peripheral neuropathy [11] or postherpetic neuralgia
[7]. Chronic sciatica was the pain condition in only one study. No studies assessed the
safety or efficacy of combination analgesics for greater than 6-week duration [25].

Allopathic providers often consider non-pharmacologic treatments. Continuing
to use LBP as the pain syndrome, physical therapy-directed exercise and advice for
patients with subacute LBP (6—12-week duration) are slightly more effective than
placebo [26]. Despite the common use, repeated studies have shown no benefit from
epidural injections for chronic LBP [27]. Surgery should be considered for subacute
severe sciatica, but there are no studies showing benefit for chronic LBP. Treatment
with transcutaneous electrical nerve stimulation (TENS) is no more effective than
placebo and adds no benefit to that of exercise alone [19].

Complementary and alternative medicine (CAM) practices are available in most
communities and may better align with the refugee’s cultural and healing beliefs
than pharmacologic solutions. CAM can be organized into the broad categories of
mind-body medicine, manipulative and body-based practices, and natural products.
CAM is practiced in various forms around the world and has potential benefit for
chronic pain syndromes. There are a number of limitations in designing studies to
evaluate complementary and alternative medicine practices. Even if well designed,
it is not clear that the findings can be generalized to the refugee population and the
spectrum of pain syndromes. However, there is usually little risk of adverse events,
especially with mind—body medicine. The multiple natural product options will not
be reviewed, and the following synopsis stems from a PubMed search for recent
review articles of common CAM practices for LBP [9].

Mind-Body Medicine

Evidence-based literature on the effectiveness of non-pharmacologic therapies for
LBP is increasing and requires periodic updates by clinicians. To date, superficial
heat is the only non-pharmacologic therapy effective for acute LBP [28]. Cognitive
behavioral therapy, exercise, spinal manipulation, and interdisciplinary rehabilita-
tion are therapies with moderate efficacy for either subacute or chronic LBP.
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In 2012, the Ottawa Panel reviewed the literature and determined that massage ther-
apy for adults suffering from acute, subacute, and chronic LBP provides short-term
improvement of subacute and chronic LBP symptoms. Massage interventions
decrease short-term disability when combined with therapeutic exercise and educa-
tion [28]. There is moderate evidence that physical therapy and rehabilitation inter-
ventions for chronic LBP reduce pain intensity and disability in the short term
compared with nontreatment/waiting list controls. Exercise therapy compared to
usual care improved posttreatment pain intensity and disability, and long-term func-
tioning. Behavioral treatment offered short-term effectiveness in reducing pain
intensity compared with nontreatment/waiting list controls. There is no evidence
that the Pilates method improves pain or functionality of adults with nonspecific
chronic LBP [29].

Behavioral therapies attempt to alter the experience of the sick role in patients
with LBP. Operant therapies strive to reduce pain through increased social engage-
ment and physical activity. Cognitive therapy addresses the patterns of thoughts,
feelings, and beliefs that have a negative impact on the adjustment of a patient.
Biofeedback and progressive muscle relaxation are respondent therapies that allow
patients to interrupt the pain—tension cycle by applying relaxation techniques. Many
types of biofeedback exist, but electromyogram (EMG) feedback is the primary
type used for patients with muscular tension. This technique involves the placement
of EMG sensors on the body in areas that experience significant tension during the
pain—tension cycle. During the cycle, the sensors visually register this tension on a
computer screen, and patients can then attempt to modulate their response [9].

Given the life adjustments required of the refugee, behavioral therapies should
be considered in refugees with chronic LBP. For the general population, operant
therapy or respondent therapy alone (not CBT) or in combination was more effec-
tive than wait list for reduction of pain in the short term. Functional status improved
using progressive muscle relaxation but not other behavioral therapies [9].

Yoga attempts to create physical and emotional balance through the use of body
postures and breathing techniques. A systematic review found five randomized con-
trol trials (RCT) noting that yoga leads to a significantly greater reduction in LBP
than usual care or education or conventional therapeutic exercises. Two RCTs
showed no between-group differences. It is concluded that yoga has the potential to
alleviate LBP [30].

Tai Chi is an aerobic exercise that provides muscle strengthening and improves
balance and coordination. Tai Chi exercise teaches “stillness in movement” and
constant transfer of body weight, reflecting the simultaneous separation and merg-
ing of yin and yang energy in the form of Qi. It involves gentle, flowing circular
movement of the upper limbs, constant weight shifting of lower limbs, meditation,
breathing, moving of Qi, and various techniques to train mind—body control. There
are many styles, but a simplified form of the traditional Yang family style Tai Chi
is commonly practiced as 24 postures. There is evidence to suggest that Tai Chi is
beneficial for pain relief, physical function, and psychological well-being among
patients with LBP, osteoarthritis of the knees, and fibromyalgia [31].
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Manipulative and Body-Based Practices

Spinal manipulative therapy (SMT) provides a high-impact-velocity thrust at the
synovial joint. The mode of action remains unclear, but the intent of SMT is to create
fluid-free areas or bubbles by reducing pressure within the synovial fluid. The dynam-
ics of the bubbles accounts for the audible popping sound that is characteristic of
SMT and indicates proper application of the technique. A systematic review of SMT
studies notes no significant pain reduction at 3 and 6 months compared to sham SMT;
however, compared with all other interventions for LBP, SMT produced statistically
significant greater pain reduction at 1 and 6 months, but not at 12 months. In terms of
functional status, SMT produced greater statistically significant improvement at 1
month, but no difference compared with other interventions at 3, 6, or 12 months [9].

Failure of conservative management often leads to the more invasive alternative
of injection therapy. Prolotherapy involves the injection of various irritant solutions
to facilitate a local inflammatory response. Studies of prolotherapy alone have not
shown statistically significant reductions in pain or disability scores [9]. Epidural
corticosteroid injections have become increasingly popular worldwide but lack evi-
dence of long-term benefit for pain control or disability [32].

Negotiation

The Total Pain concept and modified LEARN model offer a framework for clini-
cians to establish a positive rapport with refugee patients [15]. Patients are more
receptive to recommendations and willing to negotiate a care plan from a trusted
clinician. The goal of pain management is to support the patient in managing the
pain rather than have the pain manage them. Improvement of function and quality
of life are important measures for success that likely require skilled negotiation.
Disability assessment is a common occurrence in the care of a refugee, and clini-
cians should consider the appropriateness of the patient’s “sick role” [12, 16].
Sociologist Talcott Parsons described the “sick role” as allowing persons to be
exempted from normal social obligations and responsibilities without blame. In a
normal response to illness, taking on the sick role is adaptive and not pathological.
At the other end of the spectrum, patients readily embrace the sick role or are resis-
tant to giving it up [12]. The experience of the “sick role” is affected by a patient’s
culture, socialization, family, and personal experience and traits. A cohort of
Sudanese refugee patients with “somatization” shared their illness stories and
revealed narrative styles that highlight the interconnection of bodily illness and
refugee-related trauma. They articulated the cause of the illness as threatening
assaults on their sense of self and as part of their community and culture. As described
earlier, the use of embodied metaphors to understand and cope with their current
and past traumatic experiences was common, such as “traveling pains,” “the heart,”
“blood,” and “body constriction.” In their narratives, an illness was perceived as
a process and continued threat rather than a prior event [13]. Such embodied
expressions are often accompanied by a normal neuromuscular examination.
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The examination lacks the objective evidence of tissue damage or organ dysfunction
that is typically required for disability. Recovery does not follow a predictable course
[8]. As such, disability determination for chronic pain syndromes is a challenge.
There is a paucity of literature to guide the clinician in management of disability,
and none target the resettled refugee. For cases of work-related injury, half of
the patients with disability beyond 120-day duration continue to have a protracted
disability. There is no proven formulary to assess the likelihood of protracted
disability [8]. Recovery from the sick role does not follow a predictable course.
Recommendation and negotiation of a care plan are challenging and may alter the
clinician—patient relationship. The focus of care should be to empower the patient in
moving from the sick role to behaviors that improve function. Cognitive behavioral
therapy that is provided by a psychologist has reduced work-related disability [8].
Encouraging refugees to manage chronic pain through participation in mind-body
therapies is reasonable; however, the impact on disability has not been defined.

Other Chronic Pain Syndromes

The previously described approach to LBP can be utilized for the evaluation and
management of other chronic pain syndromes, such as chronic pelvic pain, headache,
or fibromyalgia. The clinician’s history and examination should identify red flag con-
cerns, such as infectious signs in a female with chronic pelvic pain or early morning
stiffness in a patient with arthralgia complaints. The history should probe for signs of
emotional distress and sleep disturbance. It is important to recognize that coping
with chronic pain from various diseases can be difficult and be associated with
depression or other psychiatric diagnoses. Women with chronic pelvic pain are likely
to report depression, anxiety, and sleep disturbances, in addition to limitations in
sexual activity and mobility [33]. Depression and/or anxiety is present in 30-50 % of
patients at the time of being diagnosed with fibromyalgia, and 30-70 % of fibromy-
algia patients meet the criteria for irritable bowel syndrome and chronic fatigue syn-
drome, two common functional somatic syndromes. Clinicians should avoid, if
possible, being a diagnostic “splitter” of such patients into multiple subspecialty
diagnosis [34]. As with chronic back pain, the clinician’s role is to perform a skilled
clinical exam and consider appropriate diagnostic tests to objectively assess red flag
symptoms and signs. Acknowledgement of the patient’s suffering while providing
compassionate reassurance and continued availability is often the best approach.

Deficiencies

Anemia

Globally, anemia affects 24.8 % of the population, and refugees emigrate from
countries where anemia is of moderate to severe public health significance.
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The prevalence is highest in preschool age children (47 %) and lowest in men
(12.7 %), but the population group with the greatest number of individuals affected
is nonpregnant women [35]. Regionally, the highest proportion of affected children
and women is in Africa (47.5-67.6 %), while the greatest number affected is in
Southeast Asia [35]. Studies report prevalence rates of 12—19 % for anemia in refu-
gees resettling in developed countries, but the rate varies with the gender and age of
resettled refugees [36]. Surveyed Canadian clinicians noted that iron deficiency
anemia (IDA) was one of the top 20 conditions in need of guidelines for resettled
immigrants and refugees [37]. Anemia has often been excluded from chronic dis-
ease studies on refugees because it is typically due to nutritional deficiencies and
thought to resolve within a year of immigration [1].

Etiology of Anemia

Iron deficiency is the most common nutritional deficiency [35]. The WHO estimates
that 50 % of the cases of anemia are due to iron deficiency, but the proportion may
vary among population groups and regions. The main risk factors for iron deficiency
anemia (IDA) are a low intake of iron, poor absorption of iron from diets high in
phytate or phenolic compounds, and periods of life when iron requirements are
especially high (i.e., growth and pregnancy). Heavy blood loss as a result of men-
struation or parasite infections such as hookworms, ascaris, and schistosomiasis can
result in IDA [35].

IDA often coexists with other acquired or inherited causes. Malaria infects the
RBC and is endemic to most of the equatorial areas of the world. The prevalence of
malaria in immigrants has been reported to be as high as 15 % [38]. Hemolytic
anemia is the most common manifestation of an acute malaria infection. Acute and
chronic infections can result in anemia of chronic disease (ACD), which typically is
a normochromic—normocytic anemia but can progress to a microcytic anemia. ACD
is the most common manifestation of HIV infection. Refugees are at risk for other
micronutrient deficiencies that cause anemia, including vitamins A and B12, folate,
riboflavin, and copper [35].

Endemic malaria regions are also geographic regions of high prevalence for
genetic red blood cell (RBC) disorders and should be considered as a cause of ane-
mia in such patients. Genetic defects of the RBC result in disorders of hemoglobin
quantity (thalassemias) or quality (hemoglobinopathies), RBC enzyme dysfunction
(G6PD deficiency), or membrane defects. The thalassemic syndromes are autoso-
mal recessively inherited disorders that cause a decrease in - or a-hemoglobin
chain production. Thalassemias often present as mild microcytic anemia (thalas-
semia trait) but may cause profound anemia and growth retardation (thalassemia
major). Thalassemias are common in Africa, the Mediterranean, India, and Southeast
Asia. Isolated p-thalassemia traits should not be prescribed iron, and patients of
reproductive age should consider genetic counseling. It is advisable to check a
hemoglobin (Hgb) and mean corpuscular volume (MCV) on partners of prenatal
patients with a-thalassemia. Glucose-6-phosphate dehydrogenase (G6PD) is
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important for the production of glutathione, which prevents oxidative damage to the
RBC. Clinical hemolytic anemia can be induced in GO6PD deficient patients by neo-
natal jaundice, infection, certain foods, or drugs. G6PD deficiency has the same
geographic distribution as the thalassemias plus Central and South America. The
diagnosis is made by measuring G6PD levels in red blood cells [38].

Hemoglobinopathies to consider in refugees are sickle-cell disease and hemoglo-
bin E. A diagnosis is confirmed by hemoglobin electrophoresis. Heterozygous and
homozygous HbE exist primarily in Southeast Asia. HgbE produces a mild micro-
cytic anemia and should be identified to avoid unnecessary iron treatment. Sickle-
cell anemia is characterized by moderate to severe chronic hemolytic anemia with
recurrent painful vaso-occlusive crisis. Sickle-cell trait presents as mild anemia and
urinary concentration defects but does not cause vaso-occlusive crisis unless severe
hypoxia occurs [38].

Hereditary elliptocytosis is a RBC membrane defect seen in Northern Africa,
and hereditary ovalocytosis occurs in Southeast Asians. Elliptocytosis and ovalocy-
tosis are thought to confer resistance to malaria. Both produce a mild normochro-
mic—normocytic anemia with elliptical- or oval-shaped RBCs on peripheral blood
smear [38].

The RBC indices provide clues to the cause of the anemia. The MCV is used to
classify an anemia as microcytic (MCV <80 fL.), normochromic—normocytic (MCV
80-100 fL), or macrocytic (MCV >100 fL). A microcytic anemia is noted in IDA,
thalassemia and HgbE, and severe ACD [38]. A normochromic—hormocytic anemia
is typical due to ACD. Less common causes are acute blood loss, early nutritional
deficiencies, bone marrow disorders, and dimorphic-coexisting anemias (vitamin
B12 and iron deficiency). Macrocytic anemia in the refugee raises concern of vita-
min B12 deficiency, hypothyroidism, or liver disease [38].

The RBC number is often normal or increased in HbE and thalassemia, whereas
the RBC number is reduced in IDA. Additional tests include serum ferritin and a
hemoglobin electrophoresis. Ferritin is an acute phase reactant, elevated in ACD
and diminished in IDA. A cutoff ferritin value of <100 ng/mL identifies 98 % of
IDA. Serum iron and total iron-binding capacity are insensitive at distinguishing
IDA from severe ACD. A hemoglobin electrophoresis identifies B-thalassemic syn-
dromes and hemoglobinopathies but is normal in microcytic a-thalassemias and
severe ACD [38].

Vitamin D Deficiency

Vitamin D deficiency is highly prevalent in refugees resettling from various regions
of the world, due to nutritional deficiencies and or reduced skin absorption of the
sun’s ultraviolet radiation (UVR). Risk factors for reduced UVR light exposure are
age <5 years, female gender from cultures/religions that cover extensively in cloth-
ing, and decreased daylight exposure [36, 39]. Considering geographic origin,
immigrants from the Middle East and Eastern Africa have the highest prevalence of
vitamin D insufficiency (25-50 nmol/L) or deficiency (<25 nmol/L). Karen refugee
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females also had a high prevalence of vitamin D deficiency and hypocalcemia [36].
Insufficiency or deficiency was less prevalent (33 %) among immigrants/refugees
from Eastern Europe in comparison to other immigrant/refugee populations; this
rate was comparable to the US-born population prevalence of 35 %. Such findings
suggest that vitamin D deficiency should be considered a chronic deficiency in
resettled refugees and warrants testing 25-OH vitamin D levels in all resettled refu-
gees [40-42]. Some experts recommend vitamin D replacement in all newly reset-
tled refugees.

Vitamin D deficiency results in osteomalacia, a disorder of bone characterized by
decreased mineralization of newly formed osteoid at sites of bone turnover.
Osteomalacia may be asymptomatic and present radiographically as osteoporosis.
Symptoms of osteomalacia include bone pain of the lower spine, pelvis, and lower
extremities, where fractures have taken place. The pain is described as dull and ach-
ing and is aggravated by activity and weight bearing. The muscle weakness is typi-
cally proximal and produces a waddling gait. Other abnormalities commonly
present in vitamin D deficiency besides a low 25-hydroxyvitamin D (calcidiol) level
are an elevated serum alkaline phosphatase, a reduced serum calcium and phospho-
rus, and an elevated serum parathyroid hormone (PTH) [42].

Vitamin D supplementation in deficient patients may improve muscle strength
and bone tenderness within weeks, and bone density may improve within 3-6
months. In most cases, serum calcium and phosphate normalize after a few
weeks of treatment, but alkaline phosphatase remains elevated for several months.
Serum 25-hydroxyvitamin D should be measured approximately 3-4 months
after initiating therapy. The dose should be adjusted to prevent hypercalciuria or
hypercalcemia [42].

Multiple preparations of vitamin D and its metabolites are available, but vitamin
D2 or D3 is least costly. Vitamin D metabolites are only necessary for disorders of
vitamin D metabolism, as in liver or kidney disease. There is no standard dosing
regimen for treating vitamin D deficiency. One common approach is to treat with
50,000 IU of vitamin D2 or D3 orally once per week for 68 weeks and then either
800 IU of vitamin D3 daily or 50,000 IU monthly thereafter. In addition to vitamin
D supplementation, all patients should maintain a calcium intake of at least 1,000 mg
per day, since inadequate calcium intake may contribute to the development of
osteomalacia [42].

Vitamin B12 Deficiency

The Center for Disease Control (CDC) recommends that all Bhutanese refugees be
given nutrition advice and receive supplemental vitamin B12 upon arrival in the
United States. Vitamin B12 deficiency, defined as serum concentration <203 pg/
mL, was found in 64 % (63 of 99) of overseas specimens collected during medical
examinations in Nepal and a prevalence of about 30 % in resettled Bhutanese refu-
gees to the United States [43]. Hematologic manifestations are a late clinical sign of
vitamin B12 deficiency, and thus a complete blood count is not a sufficient
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screening test. Approximately 5—10 years are required for body stores of vitamin
B12 to become depleted. The most likely cause of deficiency in this population is
thought to be inadequate dietary intake. A possible secondary cause is chronic gas-
tritis, and a small study has linked H. pylori infection to a greater prevalence of
vitamin B12 deficiency [43, 44].

The 2005 Cochrane Database Systematic Review concluded that oral vitamin
B12 was as effective as intramuscular treatment. Two RCTs compared oral with
intramuscular administration of cyanocobalamin (vitamin B12). Kuzminski et al. in
1998 concluded that 2,000 pg oral daily was as effective as 1,000 pg administered
intramuscularly every month. Bolaman et al. in 2003 concluded that 1,000 pg of
oral or intramuscular vitamin B12 daily for 10 days followed by once weekly for 4
weeks and once monthly for life was equally effective for treatment of patients with
megaloblastic anemia [45].

Based on a Morbidity and Mortality Weekly Report, the author recommends
treatment for at least 30 days after arrival. As of yet, no studies have determined the
necessary duration of treatment [43]. Due to the systems need of scheduling the
refugee for regular injection visits, it is reasonable to opt for oral treatment of indefi-
nite duration.

Iodine Deficiency

Todine deficiency is a modifiable global health problem causing clinical disorders
that include thyroid goiter, hypothyroidism, and cognitive impairment. Severe defi-
ciency during pregnancy is associated with cretinism and increased neonatal and
infant mortality. Mild deficiency during childhood is associated with goiter forma-
tion and learning disabilities. The goiter in children and adolescents is usually dif-
fuse but becomes nodular in adults due to varied foci of thyroid follicle proliferation.
Thyroid follicular cell replication also increases the chance of mutations. Large
goiters mask coexisting foci of thyroid cancer and may compress on the trachea or
esophagus [46].

The inland mountainous soil of the Andes, Alps, and Himalayas are iodine defi-
cient. Coastal regions are typically rich in iodine food sources like fish, kelp, and
vegetables grown in iodine-sufficient soil. However, sea salt naturally contains only
a small amount of iodine, and iodine deficiency also occurs in coastal populations
lacking dietary sources of iodine. Repletion from iodization of salt or in prenatal
supplements has few adverse effects. However, goiter patients from regions of
endemic iodine deficiency are at risk for iodine-induced hyperthyroidism following
salt iodization. Increased incidences of both hypothyroidism and hyperthyroidism
have also been observed after the introduction of iodized salt in various countries
[47]. Clinicians should be aware that refugees with thyroid nodules may develop
hyperthyroidism when iodine intake is supplemented. The actual prevalence of
iodine deficiency in refugees is unknown.
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The evaluation of a thyroid goiter includes assessing function with serum TSH
and consideration of an ultrasound. In refugees from iodine-deficient regions, clini-
cians may elect to reserve sonography for patients with thyroid asymmetry or pal-
pable nodules. However, the physical examination of goiter is highly inaccurate.
Glands that are diffuse on physical exam are often nodular by ultrasound, and most
enlarged thyroids with a single palpable nodule on physical exam will have multiple
nodules by ultrasound [48]. Thus, there should be a low threshold for performing
sonography on thyroid goiters. Nodules with indeterminate or suspicious ultrasound
features should be considered for biopsy [48].

Skin Problems

Skin Findings Due to Traditional Healing/Rituals

Clinicians providing care for refugees will likely encounter skin findings of scarifi-
cation, coining, and cupping. The practice of traditional healing occurs worldwide,
and traditional healers in Africa provide the first line of care for 70 % of the popula-
tion [49].

Scarification is a common skin finding in refugees from sub-Saharan Africa and
is a result of small incisions into the skin. According to traditional healers, the ill-
ness leaves the body through bleeding (see Fig. 10.3). Sometimes the incision is
used as a depot for herbal medicines. Scarification can also result from participation
in cultural ceremonies and be unrelated to illness [49].

Coining is practiced in Southeast Asian communities and is used for a wide vari-
ety of illnesses. Coins are rubbed on the skin of the chest and back in symmetrical
bands, creating linear petechiae and ecchymosis that may last several days [50] (see
Fig. 10.4).

Cupping is a traditional Chinese practice used primarily to treat respiratory con-
ditions, pain disorders, and gastrointestinal complaints. Traditionally, “dry”

Fig. 10.3 Scarification
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Fig. 10.4 Coining. Image
appears with permission
from VisualDx © Logical
Images, Inc.

Fig. 10.5 Cupping

cupping involves burning a flammable substance inside a cup, which removes
oxygen and creates a vacuum. The cup is turned upside down on the skin as the
substance burns, typically on the back or abdomen. The vacuum draws the skin
upward, the skin vasodilates, creating a circular bruise. In “wet” cupping, a suction
pump is used rather than a flammable substance, and the skin is punctured to
stimulate surface blood flow [10, 50] (see Fig. 10.5).

Melasma

Melasma is a common condition in darker-skinned members of the refugee popula-
tion [51]. Chloasma faciei or “the mask of pregnancy” is a form of melasma associ-
ated with pregnancy that presents as patchy facial hyperpigmentation thought to be
due to stimulation of melanocytes by estrogen and progesterone in sun-exposed
skin [51]. Melasma is a common condition, occurring in up to 75 % of Asian and
Hispanic women [51]. Predisposing factors are genetics, oral contraceptives, sun
exposure, and thyroid disorders [51-54].
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Absolute recognition of its features is necessary, since treatment of melasma can
involve teratogenic agents, as with retinoic acid and hydroquinone [51]. Expensive
treatment, such as light therapy, may also be an unnecessary financial burden.
Pregnancy should immediately be ruled out prior to any treatment of melasma,
given its association with chloasma [51]. Typically, the condition resolves spontane-
ously within months after delivery, although in some women, hyperpigmented skin
changes persist.

Pruritus

Itching is a common complaint in primary care [55]. Dry skin (xerosis) is one of the
most common causes of itch in adult patients. Changes of the environment and daily
routine often expose the refugees to conditions that promote xerosis, such as lower
humidity, frequent bathing, and excessive use of defatting soaps. The approach to
pruritus includes determining if the itch is caused by a primary skin condition or due
to secondary skin changes of itching and subsequent scratching. Treatment of a
primary skin condition usually relieves the itch. Atopic and allergic contact derma-
titises are common causes of itching. Other, noninfectious causes include medica-
tion reactions and primary dermatoses, such as psoriasis and lichen planus [55]. In
the refugee patient with itch, the following infectious conditions should also be
considered as possible causes.

Cutaneous Infectious Disorders Causing Pruritus

Infestations should be one of the first diagnoses considered in a refugee with gener-
alized pruritus.

Scabies is a mite that is transmitted mainly by direct personal or sexual contact.
The diagnosis should be considered when household members itch; however, the
absence of such history does not exclude scabies. Primary scabies lesions are bur-
rows, typically a white or gray linear papule with a small vesicle at one end, but
their absence should not delay the diagnosis. The lesions are found in the web
spaces of fingers and flexor surfaces of the wrists and elbows; on the genitals, umbi-
licus, and beltline; and on the areola of women’s breasts. It is uncommon for scabies
to involve the head and neck areas of adults. The immune response to the infection
and scratching may cause prominent secondary lesions and result in persistent
itching for weeks after treatment [50].

The major symptom of pediculosis (lice) is itching and presents as three clinical
conditions: head, body, and pubic lice. Head lice are transmitted by direct contact or
commonly from shared combs, hats, or bedding [50, 55].

Bedbug bites are usually painless, located on the neck or extremities that are not
covered by blankets or sheets, and are linearly distributed (or a “breakfast, lunch,
supper” pattern). The bedbug hides in cracks of beds, furniture, baggage, and cloth-
ing. A clue to the infection is blood spots on the sheets, corresponding to the noc-
turnal feeding bite sites on the patient [50, 55].
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Various parasitic diseases should be considered as possible causes of pruritus in
a refugee.

Loiasis is a filarial disease occurring only in Central and West Africa. Its most
distinctive clinical manifestation is the “eye worm,” but loiasis infection often pres-
ents as pruritus with urticaria and transient migratory non-pitting edema (Calabar
swellings) [56]. The transient edema is most commonly located on the extremities
and is thought due to hypersensitivity reaction and lasts a few days to several weeks.
Eosinophilia and elevated serum IgE are characteristic. Symptoms may continue for
years after leaving an endemic region [56].

Onchocerciasis, or African river blindness, is a filarial infection of the subcuta-
neous tissue that causes intense pruritus. The infection is rarely seen outside its
endemic regions of tropical Africa, Yemen, and Saudi Arabia and pockets of Central
and South America [57, 58]. Many infected individuals are asymptomatic.
Cutaneous lesions are the most common clinical presentation and are due to the
inflammatory response of the host to dying microfilariae. The dermatitis often does
not appear for at least 2 years after infection. The dermatologic manifestations are
classified as acute papular dermatitis, larger chronic papular dermatitis, a lichenified
dermatitis (Sowda) with hyperpigmented papules and plaques usually confined to
one extremity, atrophic aged skin with little subcutaneous tissue, and depigmenta-
tion areas of the shins interspaced with normal pigment skin (leopard skin) [57].
The diagnosis is usually made by noting microfilariae in skin snips taken from the
iliac crest (Africa) or scapula (Americas). Subcutaneous, mobile, painless nodules
can occur as a result of tissue reaction to the adult worms, and ultrasound can dis-
tinguish these onchocercomata from lymph nodes or other masses. Microfilariae
access the cornea via the skin and conjunctiva [57, 58].

Dracunculiasis, or Guinea worm, is a tropical disease primarily of Africa and
India that may present as a raised tortuous track of the subcutaneous worm; an urti-
carial reaction lasting a few hours; and a pruritic, burning vesicular lesion most
commonly over the lateral malleolus. The vesicle is often the initial sign of the
disease [58].

Strongyloidiasis is endemic in many regions of the world and may persist in
patients for decades after leaving endemic areas. The majority of patients are
asymptomatic. The skin is the port of entry for acute infections, producing a pruritic
urticarial reaction within 24 hours of infection. Chronically, cutaneous lesions are
present in 90 % of patients, with 2/3 having intermittent maculopapular or urticarial
eruptions. Larva currens, an intensely pruritic or serpiginous urticarial lesion pro-
duced by migrating filariform larvae, are transient and usually located on the but-
tocks or thighs [58].

Schistosomiasis skin lesions have been classified as the invasive cercarial derma-
titis, or swimmer’s itch, which produces pruritic erythematous papular eruptions
acutely, and the nonspecific erythematous macules or papules of Katayama fever.
Grouped papules may progress to form verrucous plaques [58].

Diffuse itching in the absence of an underlying skin condition requires evalua-
tion for a systemic cause. Clinicians should consider and examine the patient for
possible hematologic malignancy, cholestatic liver disease, renal disease, iron
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deficiency, thyroid disease, medications, and human immunodeficiency virus (HIV)
infection. The following tests are recommended: complete blood count and differ-
ential, ferritin level and iron studies, thyroid-stimulating hormone (TSH) and free
T4, blood urea nitrogen (BUN) and creatinine, liver panel, chest X-ray, and age- and
sex-appropriate malignancy screening [55].

Treatment of pruritus is most successful when an underlying cause is identified.
Skin care includes regular use of emollients. Histamine-mediated itching often
responds to antihistamines, avoidance of hot water bathing, and use of cool com-
presses. Topical corticosteroids are the standard treatment for eczematous dermati-
tis. Refugees who struggle with both itch and insomnia or anxiety/depression may
benefit from doxepin or mirtazapine nightly [55].

Other Cutaneous Infectious Disorders

Dermatophytes are fungi that cause superficial fungal infections and are named
according to the body site involved [55]. Tinea pedis typically causes dry scales on
the soles and sides of the feet in a moccasin distribution and may itch. Tinea corpo-
ris presents as annular, scaly plaques. The typical “ringworm” has central clearing
and a surrounding ring of vesicles. Tinea capitis infects the scalp and is most com-
mon in children. Symmetrical scaling of the inguinal folds, typically sparing the
scrotum in men, suggests tinea cruris. Tinea versicolor (pityriasis versicolor) thrives
in warm humid weather and is common in refugees from tropical regions. Clinically,
it presents as scaled oval patches that can be hyper- or hypopigmented. The fungal
infection may penetrate the hair follicles in high sebaceous gland areas and cause a
persistent folliculitis of the upper back and abdomen. Cutaneous candidiasis occurs
most commonly on opposed surfaces of skin and causes bright red patches [55].

Leishmaniasis may occur in immigrants from Central and South Asia, North and
East Africa, the Middle East and Mediterranean, and Latin America. Transmitted by
the sand fly, the primary hosts include dogs and rodents. Humans are usually inci-
dental victims. The incubation period between bite and lesion may be weeks to
several months [59].

Acute cutaneous Leishmaniasis has been classified into either wet-rural type,
which heals within 3—12 months, or the dry-urban type that typically resolves after
a couple of years. The initial erythematous papule(s) occur(s) at the site of the sand
fly bite and steadily enlarge over weeks to nodule(s) measuring about 2.5 cm in
diameter. The lesions are often located on exposed areas, are only slightly pruritic,
and commonly have satellite lesions. The lesions may progress to a volcano-shaped
ulceration with raised margins and often are secondarily infected. Healed lesions
leave a depressed, white or pink, cribriform scar. Punch biopsy from the ulcer mar-
gin confirms the diagnosis [59].

Leishmaniasis manifests in other ways than the acute cutaneous form. Chronic
lesions persist in 3—10 % of cases and are commonly located on the face or ear
(Chiclero ulcer). Mucocutaneous leishmaniasis, usually called espundia, presents in
Latin America as ulcerative mucus membranes of the nose, mouth, and pharynx.
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A visceral leishmaniasis (VL) patient is typically from India or Bangladesh and in
Hindi is known as kala-azar (black fever). VL manifests clinically as fever, spleno-
megaly, lymphadenopathy, cachexia, and pancytopenia. Diagnosis historically
required tissue biopsy of the involved organ, but serologic diagnosis is increasingly
an option [59].

Leishmaniasis recidivans (lupoid leishmaniasis) may occur months to years after
the primary lesions heal or develop at the periphery of partially healed primary
lesions. Soft erythematous plaques with whitish scales resemble lupus vulgaris.
Disseminated anergic cutaneous leishmaniasis occurs in immune compromised
individuals, usually starting as a single, non-ulcerated nodule of the face. Eventually
the entire skin becomes nodular [59].

Leprosy primarily infects skin and peripheral nerves and may have a prolonged
incubation period of many years before presenting clinically. It is a rare diagnosis in
arefugee, and further details of clinical manifestations are beyond the scope of this
chapter; however, it is recommended that the diagnosis be considered when clini-
cians are uncertain of a dermatologic diagnosis. Skin biopsy and skin smears are
needed for all clinical forms of leprosy [60].

Dyspepsia

Dyspepsia is defined as a chronic or recurrent pain or discomfort centered in the
upper abdomen and is a common complaint in the care of adults. The discomfort is
a subjective negative feeling that does not translate well verbally, especially for
refugees, and often results in a broad differential diagnosis and risks excessive test-
ing. The discomfort can include symptoms of early satiety, upper abdominal full-
ness, bloating, or nausea [61]. However, bloating, nausea, or belching alone is
insufficient for identifying dyspepsia. The predominance of epigastric discomfort
helps to distinguish dyspepsia from gastroesophageal reflux (GERD), which is
managed differently. The predominant complaints in GERD are typically heartburn
and acid regurgitation. Heartburn is typically a burning sensation in the retrosternal
area, often experienced postprandial. Regurgitation is the perception of flow of
refluxed gastric content into the mouth or hypopharynx. Patients with predominant
or frequent (more than once a week) heartburn or acid regurgitation should be
considered to have GERD [62].

Dyspeptic patients over 55 years of age or those with alarm features should
undergo prompt esophagogastroduodenoscopy (EGD). Upper GI malignancy is rare
in younger patients without alarm features—unintended weight loss, persistent
vomiting, progressive dysphagia, odynophagia, unexplained anemia or iron defi-
ciency, hematemesis, palpable abdominal mass or lymphadenopathy, family history
of upper gastrointestinal cancer, previous gastric surgery, or jaundice [61]. One
exception is the consideration of prompt endoscopy in a refugee from regions where
gastric or esophageal cancer is common. Over 70 % of gastric cancers occur in
developing countries, and the incidence is greatest in Eastern Asia, Eastern Europe,
and South America [63]. Strongyloidiasis should be considered in dyspeptic
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refugees whose symptoms do not respond to proton-pump inhibitor (PPI) treatment
(see Sect. “Variations on Common Conditions”).

For dyspeptic patients without alarm concerns, the care plan depends on their
likelihood of H. pylori infection. H. pylori prevalence varies by ethnicity, geo-
graphic region, socioeconomic class, and age. Transmission typically occurs during
childhood through an oral-oral or a fecal-oral route, and H. pylori is most common
in impoverished areas with overcrowding and poor sanitation. A moderate to high
prevalence of H. pylori infection is considered to be >10 % of the population [61].

Few studies target resettled pediatric refugees, but the geographic origin and
prior living conditions for refugees place them in a high prevalence group for
H. pylori [64, 65]. Four studies from Africa recorded H. pylori prevalence rates
ranging from 41.3 to 91.3 %. Several studies on children and adolescents in Asia
showed prevalence rates ranging from 20 to 84 %. The H. pylori prevalence rates
from the Asia-Pacific region were high except among the white population of
Australia and New Zealand [66] Serology was the most common method of diagno-
sis used in these studies [66]. Approximately 30 % of new refugee arrivals to
Australia were positive for H. pylori stool antigen [67].

Current guidelines recommend a test-and-treat approach for patient populations
of high prevalence for H. pylori infection (Grade A evidence), and the appropriate
test varies according to the individual patient. Urea breath testing is not readily
available, and the choice for clinicians is typically serologic testing of IgG antibod-
ies using ELISA technology or a stool antigen assay. Both are inexpensive. The
serologic test can be obtained at the time of the visit and while a patient is taking a
proton-pump inhibitor (PPI). Large studies have found the serologic test to have a
high sensitivity (90-100 %) but variable specificity (76-96 %), depending on the
cohort’s background prevalence of H. pylori infection. The sensitivity and specific-
ity of the H. pylori stool antigen test are 94 % and 86-92 %, respectively. Concomitant
PPI or Bismuth therapy results in false-negative stool antigen rates of 25 % and
15 %, respectively. However, ranitidine use does not alter the test sensitivity. Given
the relative ease of testing and the pretest probability for infection in refugees, it is
reasonable to perform serologic testing of H. pylori. A positive serology does not
typically require a second confirmatory test. A negative result in the presence of
symptoms may require secondary testing with either stool antigen assay or urea
breath test to confirm negativity. The stool antigen assay and urea breath test are
effective tests to determine eradication when performed at least 4 weeks after com-
pletion of treatment. The American College of Gastroenterology provides guide-
lines for determining who needs confirmation of eradication [68].

If H. pylori is present, the current treatment of choice for H. pylori-infected
patients is a combination of PPI (standard dose twice daily) with amoxicillin (1 g
twice daily) and clarithromycin (500 mg twice daily) administered for 7-10 days
(7-day therapy is approved with rabeprazole; 10-day therapy is approved with lan-
soprazole, omeprazole, pantoprazole, and esomeprazole). Metronidazole (400 mg
twice daily) may be substituted for amoxicillin in penicillin allergic patients.
An alternative strategy is the combination of bismuth (Pepto-Bismol) 525 mg QID,
metronidazole 250 mg QID, and tetracycline 500 mg QID combined with a PPI
for 14 days [61].
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Dental Disorders

Dental disorders in refugees arise due to limited accessibility to dental services in
the native and host country [69]. Within refugee camps, individuals may be subject
to violent physical trauma resulting in complications of oral health [69, 70]. Changes
in diet after resettlement and poor nutrition within refugee camps increase the
chance of developing cavities [70]. Cost of services, lack of coverage by insurance,
communication barriers, and traditional beliefs about oral health contribute toward
poor oral health in refugees [69-71].

The prevalence of dental disorders among refugees ranges from 22 to 51 %. This
rate is variable between settings when compared to national rates [70, 72, 73].
Prevalence of tooth decay is significantly higher among refugees [72, 73]. Frequently
observed dental disorders include dental caries, periodontal diseases, malocclusion,
orofacial trauma, missing and fractured teeth, and oral cancer [70].

Dental disorders differ by geographic regions and ethnicities. Africans show
lower oral disorders due to traditional diets low in sugar, dental practices using
miswak stick brushes, and genetic protection [70-74]. The use of betel nut is com-
mon among Asians from the Indian subcontinent, Far East, and Pacific Rim. The
betel nut has a hard texture and may cause tooth breakage. The habit causes oral
submucous fibrosis, leading to diseases of the oral cavity, pharynx, and upper diges-
tive tract. Betel nut in the Indian subcontinent is typically combined with sugar,
tobacco, and betel leaf leading to tooth staining, hypersensitivity reaction, oral sub-
mucous fibrosis, and oral cancer [75].

Among refugees entering host countries, the prevalence of visiting dental ser-
vices at least once since resettlement ranged from 23 to 85 % over a period of 5-10
years [69, 71, 73]. This range is varied among different settings based on dental
insurance coverage. In the United States, there is limited coverage of dental services
under Medicaid [71, 73].

With acculturation after resettlement, demand for dental services increases due
to limited access, low education, and socioeconomic status. Dental care should tar-
get refugees because of low health literacy, low prior exposure to dental care, and
the increased influence of American food habits after resettlement [73].

Various care models have been implemented to curb dental disorders, including
biannual fluoride varnish among high-risk populations, school-based dental ser-
vices, and early screening. Biannual dental visits have been shown to ensure tooth
retention and decrease complications. Fluoride varnishing at the visits is recom-
mended [76]. Children of refugees can undergo a school-based oral care program
which incorporates education, screening, and counseling [77]. Refugees who use
betel nut should be encouraged to stop and be screened for oral cancers. Treatments
to prevent progression of oral submucous fibrosis include submucosal injection of
triamcinolone acetonide and intralesional injections of collagenase or interferon
gamma. In severe cases, surgery such as release of intraoral fibrous bands, coro-
noidectomy, masticatory muscle myotomy, and soft-tissue reconstruction is needed
in combination with physical therapy [75].
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Variations on Common Conditions

Obesity, Hypertension, and Diabetes

Given the high rates of micronutrient deficiencies in refugees, it seems counter intu-
itive that obesity, hypertension, and diabetes should be commonly encountered. Yet,
despite a cohort of mostly young adults, over half of adult refugees received at an
academic US clinic were overweight (31.3 %) or obese (23.3 %, BM1>29), 13 %
were noted to be hypertensive, and 4.4 % had diabetes [4]. Refugees emigrating
from Europe and Central Asia are at significant risk of obesity, hypertension, coro-
nary artery disease, and anemia [4]. Few newly arrived refugee adults resettling in
the United States are underweight, and the proportion decreases from the time of
US arrival to 8 months after arrival [1]. In part, recent data reflects the fact that many
refugees resettling in the United States are originally from Iraq (24.6 %), where the
prevalence of adult obesity nearly equals that in the United States [3]. Systems of
care delivery for these common conditions should be adapted to meet the needs of
the refugee (see sections below).

Chronic Lung Disease

Tobacco use and its related illnesses are common in refugees, especially among
men [1]; however, refugees are also at risk of COPD and lung cancer from exposure
to biomass smoke. Labeled “hut lung,” the COPD is attributed to inhalation of bio-
mass fuel smoke and fine sand dust from grinding maize or wheat on soft stone. The
risk of COPD from exposure to biomass smoke is similar to that seen in smokers
and greater than the risk of COPD due to passive smoking [78]. Biomass fuels, such
as crop residues, animal dung, and wood, are used for cooking and heat in much of
the world, especially Southeast Asia and Africa. Women who cook are at greatest
risk, but children and elderly who remain indoors are also at risk from exposure.
The clinical presentation is typically middle-aged or elderly women with com-
plaints of breathlessness rather than cough. Having recurrent exacerbations of respi-
ratory infections but without a smoking history, such patients are often diagnosed as
having asthma. The findings on pulmonary function tests are similar to tobacco-
related COPD. High-resolution computed tomography of biomass smoke-related
COPD patients usually shows diffuse emphysema, bronchial wall thickening, thick-
ening of interlobular septae, increased bronchovascular arborization, nodular opaci-
ties, ground-glass appearance, and pleural thickening [40]. Several studies have
shown that exposure to biomass smoke is a risk factor for the development of lung
cancer, most commonly adenocarcinoma [40].

Refugees with previously treated pulmonary tuberculosis are at risk for chronic
lung disease from residual damage, which is often symptomatic with chronic produc-
tive cough. Pulmonary function testing up to 16 years after treatment has noted
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obstructive as well as restrictive disease in the majority of patients, and the degree of
abnormality correlates with the extent of disease on the original chest radiograph [79].

Strongyloides

Like tuberculosis, clinicians should always consider the possibility of strongyloides
in ill refugees. Strongyloides is endemic in many regions of the world, may remain
lifelong in the host after leaving endemic areas, and can be transmitted to household
or family members. Most infected carriers are asymptomatic or may present with
diffuse gastrointestinal, dermatologic (see Sect. “Skin Problems”), or respiratory
symptoms [80]. Strongyloides should be considered in refugees with dyspepsia that
does not respond to proton-pump inhibitors. Asthma-like illness occurs in as much as
10 % of strongyloides-infected patients. Misdiagnosed as asthma, treatment with
systemic steroids risks acute hyperinfection with strongyloides and septic shock [80].

Rheumatic Heart Disease

Rheumatic heart disease (RHD) is a disease of poverty and remains a major cause
of cardiovascular disease in the regions of refugee emigration. For adults less than
age 40 in endemic countries, RHD is the leading cause of heart disease and often
results in heart failure [81]. Chronic, progressive valvular disease typically develops
years after one or more episodes of acute rheumatic fever. A prospective study of
children with acute rheumatic fever in Brazil found that 72 % developed chronic
valvular disease and 16 % progressed to severe disease. Echocardiogram screening
has been recommended in areas endemic for rheumatic fever [82]. Clinicians should
assess all refugees for heart murmur and have a low threshold for performing an
echocardiogram [83].

The mitral valve is involved in almost all cases of RHD, and the aortic valve is
involved in 20-30 % [81]. Mitral stenosis is a diastolic murmur. When symptom-
atic, the primary complaint is dyspnea, often triggered by exercise, emotional dis-
tress, fever, or pregnancy. Fatigue and effort intolerance curtails activities as the
stenosis progresses. Patients with mitral stenosis are at risk for atrial fibrillation due
to atrial dilatation and the fibrotic changes from the prior carditis. Among acquired
valvular heart disease, mitral stenosis has the highest risk for systemic thromboem-
bolism, and the risk increases markedly following the onset of atrial fibrillation. All
patients with mitral stenosis should be assessed for warfarin anticoagulation pro-
phylaxis. Chronic mitral regurgitation (MR) can be well tolerated for years, and
surgery is influenced by the patient’s age, the severity of symptoms, coexistent coro-
nary artery disease, preoperative left ventricular function, the type of surgery (repair
vs. replacement), and the presence of atrial fibrillation [83].
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Chronic, severe aortic regurgitation often remains asymptomatic as it leads to
volume and pressure overload, and the rate of progression to systolic dysfunction is
<6 % per year. Most patients can be safely monitored with regular exams and peri-
odic echocardiograms. Clinicians should consider treating asymptomatic patients
with vasodilator medications, such as hydralazine, nifedipine, or ACE inhibitors
[83]. Mixed aortic valve disease is challenging and should be managed by a cardi-
ologist if available.

Rheumatic heart disease should be assessed periodically (at least once per year)
with echocardiography. There are defined echocardiographic criteria for surgical
assessment that are independent of the patient’s symptoms [83].

Individual and System Level Challenges
and Recommendations

Refugees arriving in developed countries face individual and system level chal-
lenges [1]. Monitoring chronic disorders requires identification of factors that influ-
ence their health-care utilization [2]. Their experience with the health-care system
is often shaped by their region of origin, duration of resettlement, language, expec-
tations, functional status, and beliefs [1, 4, 84-86]. Language competency has been
documented as a barrier to seeking health care. Many refugees are not able to com-
municate their symptoms and conditions to physicians and only seek health care
when they get the symptoms, delaying a diagnosis and treatment [ 1, 87-90]. Cultural
beliefs support their use of traditional medicine to overcome their condition.
A study among Hmong Shaman noted that 90 % of individuals reported using
traditional Shamanic treatment for their illness, and most only took the allopathic
prescribed medicine when they felt sick [84].

Once refugees have entered a developed country, they face the risk of poor health
outcomes [85]. In many instances, the country of origin plays a big factor in the
utilization of the health-care system. As stated earlier, refugees from Europe and
Central Asia are at significant risk of obesity, hypertension, coronary artery disease,
and anemia [4]. Resettled Iraqis had the same prevalence of obesity as California
residents (24.6 % vs. 24.8 %) and a higher prevalence of non-communicable dis-
eases (56.8 % vs. 44.6 %) [1, 3]. Many refugees live in low-income, marginalized
communities which affects nutritional intake [4]. Resettled refugees tend to main-
tain their food traditions, but their children acculturate nutritionally, resulting in an
increased risk of childhood obesity [5]. Refugees from Africa had a higher risk of
anemia in comparison to other regions [4]. A nutritional assessment is therefore
recommended for resettled refugees. Furthermore, there should be a linkage to
chronic disease management programs and clinics with culturally sensitive counsel-
ing to reduce burden of disease [3, 4].

Refugees are typically provided with health insurance when they enter the country.
However, if resettled in the United States, Medicaid insurance is only assured for
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9 months, and employment places the refugee at risk for loss of health insurance [2].
Lack of health insurance in individuals with chronic disorders is associated with
increased health complications and decreased likelihood of seeking health services [2].

Refugees with behavioral and psychological consequences of trauma often do
not seek or are not offered appropriate care. According to a study in California,
prevalence of mental and emotional problems was higher for older resettled
Vietnamese refugees in comparison to older non-Hispanic white adults [88].
However, acknowledgement and discussion of the trauma with a primary care pro-
vider was lower [88]. War-wounded refugees with and without chronic pain were
assessed 8 years post-resettlement in Sweden. Although 91 % of the patients with
chronic pain sought health care, only 9 % sought a psychiatrist [89].

The healthy migrant effect postulates “first-generation immigrants to the United
States are healthier than people of similar ethnic backgrounds who were born in this
country” [91]. In the Netherlands, refugees were more likely to be educated and
have better health in comparison to their Dutch counterparts. Within this study,
ethnic differences were vast, especially in terms of health outcomes and employ-
ment status [86].

Health-care delivery systems should consider the refugee patient’s cultural
differences, beliefs, and expectations of care. A study on female Somali Bantus
demonstrated that women expected to be seen by a female physician to effectively
communicate their health status [85]. Refugees have differing perceptions to
treatment of the condition based on their financial situation and cultural beliefs.
This belief may contradict physician recommendations [5, 90]. Language commu-
nication barriers lead to discontinuation of treatment and/or use of traditional
medicine [84, 85].

Management of chronic disorders is often lifelong, yet many refugees stop tak-
ing medicines when the prescription is completed unless they are reminded by their
physician or pharmacist [85]. Detrimental outcomes have been linked to refugee’s
belief that illnesses are short term and curable. Such beliefs are associated with
random frequency of medication use, limited knowledge about associated compli-
cations, and use of traditional medicine [5, 84].

Providing care delivery to refugees is challenging, and the unique barriers to care
are well defined [1, 2]. Screening agencies should link refugees to primary care in
order to ensure continuum of care in the management of chronic conditions. Linking
to primary care will aid in monitoring the health of this population and ease the
integration process into the health-care system [4].

The chronic care model has been tested as an intervention within the general
population for chronic disease management [92], and the author recommends it as
a best practice model for refugee care. The model outlines that a multifaceted
approach is warranted between patients, providers, and organization. Patients
require physical, psychological, and social support which can be achieved through
patient-centered education to facilitate self-management of the illness [92].
Providers require continuing medical education and feedback from practice through
expert-based teams for clinical and behavioral management [92]. Organizational
changes include changing personnel role, facilitating accurate and timely
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information systems, linkage with the community, multidisciplinary teams, innova-
tive scheduling, and organization of visits [92]. This model has shown moderate
evidence of being beneficial in terms of health-care utilization, health-care costs,
health behavior of patients, perceived quality of care, and satisfaction of patients
and caregivers [93]. Although there is no documented data on the chronic care
model within refugees, it is applicable within this population. In order to monitor
trends within countries, there is a dire need to collect timely data and collaborate to
understand which programs are working and are cost effective [3].

Currently, there is very little collaboration between countries that provide care
for refugee populations. In order to understand best practices and develop evidence-
based programs, data needs to be accurate, reliable, and time bound to help in
understanding refugee health and communicating results to both patients and
national agencies [3]. Timely collection of data would increase early detection and
increase referral to primary care providers [3]. In the long run, understanding condi-
tions which are origin and culture specific would aid in developing high-impact
cost-effective programs which benefit the health indicators of a country [3].
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Chapter 11
Risk Factors and Prevalence of Mental Illness
in Refugees

Paula Zimbrean

Introduction

Identifying mental illness in refugees poses multiple challenges to providers
and organizations worldwide. These challenges range, from technical aspects of
language barriers and accessibility, to phenomenological questions such as the
definition of mental illness across cultures.

Nevertheless, most Western societies now consider refugees as a population with
high prevalence of mental illness and multiple efforts are ongoing toward standard-
izing screening methods and identifying risk factors early in the process of
resettlement.

Screening

Overseas Screening

The Secretary of Health and Human Services promulgates, under the authority of
the Immigration and Nationality Act (INA) and the Public Health Service Act, regu-
lations outlining the requirements for the medical examination of aliens seeking
admission into the US [1]. The Division of Global Migration and Quarantine pro-
vides the Department of State (DOS) and the US Citizenship and Immigration
Services (USCIS) with medical screening guidelines for all examining physicians.
The purpose of this overseas medical examination, for the DOS and USCIS, is to
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identify applicants with inadmissible health-related conditions: any physical or
mental disorder with associated harmful behavior, any drug abuse or dependence.

Any person applying for refugee status must undergo this medical examination
aimed at detecting these inadmissible health related conditions. The requirements
for this evaluation are included in the technical instructions for medical examination
of aliens (TIs), last revised in 2010. Following this evaluation, refugees with a his-
tory of mental disorder with associated harmful behavior that may pose a threat to
property or welfare of the alien or others, may be classified as follows:

* Class A refugees need the approved waiver for travel. An approved US health
care provider is identified for the refugee. When the class A refugee arrives in the
US, he or she must report promptly to the identified US health care provider.

* Class B refugees are diagnosed with a mental disorder with no current associated
harm or behavior, or there is a history of harmful behavior judged not likely to
recur. Refugees with a class B mental disorder do not require a waiver but it is
recommended that they are evaluated by a mental health specialist soon after
arrival.

Domestic Screening

The center for disease control (CDC) recommends that mental health screening be
performed at the first medical evaluation that refugees undergo in the US. This
screening consists of the following steps:

. Review of records from overseas.

. History and physical examination related to mental health.

. Mental status examination.

. Screening for depression and posttraumatic stress disorder (PTSD).
. Referral for refugees considered at significant risk.

DN AW =

The importance of records from overseas is described above. The screening
should give particular attention to history of head trauma with loss of conscious-
ness, known psychiatric conditions, history of treatment, substance use, and expo-
sure to traumatic events. The physical examination should look for signs of
maltreatment (such as torture) and unexplained somatic symptoms that may be
related to psychological distress [1].

CDC recommends that all refugees over 16 years old should be screened for
major depression and PTSD. It is important however to prepare the patient before
asking specific questions related to trauma. Attempts should be made at normalizing
the emotional stress associated with the experience of trauma and with immigration.
Structured instruments are also available for screening: for depression, PHQ—9 or
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the depression section of the Hopkins symptoms checklist; for PTSD, questions
1-16 of the PTSD portion of the Harvard trauma questionnaire as well as Primary
Care PTSD screen (PC-PTSD). Some of these instruments are available for public
use, while some must be purchased [2]. Many of these instruments have been trans-
lated in multiple languages. It is important however to keep in mind that psychiatric
diagnosis should not be made based on psychological instruments alone. Anyone
meeting the threshold scores for depression or PTSD on the screening questionnaire
should be referred for a full evaluation with a mental health professional. A more
detailed discussion on screening follows in Chap. 12.

Other countries have also issued guidelines regarding refugee mental health
screening. For instance the Canadian Collaboration for Immigrant and Refugee
Health (CCIRH) recommends screening for four mental health conditions: abuse
and domestic violence, anxiety and adjustment disorder, depression, and torture and
PTSD [3]. In Sweden, use of the health screening interview by social workers has
been shown to be reliable in identifying PTSD in refugees [4].

Screening for mental health problems can be challenging due to many factors,
patient or provider related. Refugees often arrive from places where stigma sur-
rounding mental health issues is significant. Some of them cannot cope with recol-
lection of traumatic events. In addition, the clinician may feel uncomfortable asking
about psychiatric problems for fear that “it may open a can of worms” with strong
emotional content that may delay the delivery of medical care. It is helpful to nor-
malize the refugee’s experience as much as possible (not only the trauma: “many
refugees in your situation have been through traumatic experiences such as...” but
also the mental health screening itself: “every refugee that we see here in this clinic
is asked these questions”). Another helpful approach is to emphasize the importance
of addressing these problems, if needed, for their overall adjustment and success in
their new life. Refugees are usually quite open to talking about their stories, often
with little prompting. Sometimes refugees decline mental health intervention, even
if it is indicated. In these cases, psycho-education about the impact of symptoms
upon their quality of life and available treatments prompts some refugees to return
later for treatment. Also, personal contact established at screening is important
since the refugees tend to ask for the clinician they spoke with when they were ini-
tially offered mental health care.

Risk Factors for Psychiatric Problems in Refugees

Risk factors can be broadly considered under three phases of migration: pre-
migration, post-migration, and during migration.
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Pre-migration Factors

Age

Studies looking at age of refugees and prevalence of mental illness have produced
variable results. Some studies showed that refugees of younger ages experience
more depression [5] while other studies showed that adolescents do better than older
adults, especially in the Ethiopian population [6].

Gender

In most studies, women have a higher prevalence of PTSD and depression than men
in Middle Eastern, Central African, Southern Asian, and Southeastern European
refugees [7]. Other psychiatric conditions such as anxiety and pain disorder are also
more common in women: tortured Bhutanese women reported higher prevalence of
generalized anxiety disorder, pain disorder, and dissociative disorders than men.
Several studies, however, found depression more common in male refugees than in
female refugees [5]; oftentimes this is a reverse of the ratio seen in the country of
origin. One study found an abnormal (80 %) prevalence of psychosis in men in a
Somali refugee clinic population [8].

Education

Overall, more educated refugees scored lower on the mental health indices [6],
which is thought to be related to loss of status that these refugees experience during
the resettlement. At the same time, patients with limited education have more dif-
ficulties with integration and are more likely to have depression [5].

Rural Versus Urban Area of Origin

Refugees from rural areas had poorer outcomes [6].

Region of Origin

Refugees from Europe had worse mental health outcomes than those from Asia or
the Middle East [6]. In addition, Southeastern European subjects had more somatic
complaints than Central African refugees [9].
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Trauma/Torture

There are multiple studies showing that a history of torture increases the risk of
mental health problems [10]. The concept of “cumulative trauma” summarizes
the fact that more episodes of trauma were related with more intensive symp-
toms of PTSD in refugees (with the exception of avoidance, which did not cor-
relate with number of traumatic events experiences) [11]. In addition, there is
evidence that in victims of torture, mental health problems may persist long after
the resettlement [12, 13].

Death of a Relative

Having lost a relative or a close friend in the home country or during the resettle-
ment has been associated with increased likelihood of psychiatric problems [14].

Migration Factors

The following factors characterizing the migration process have been associated
with poorer mental health status:

Being detained after leaving country [15]

Time spent in refugee camp

Long time to be granted refugee status/asylum status

Incidence of torture [10]

One positive impact on mental health is being granted the refugee status [16]

Post-migration Factors

Although emphasis is often placed on the refugees’ experience of trauma in their
country of origin, there is a growing body of evidence that factors related to their
post-settlement period can contribute more to mental health problems than experi-
ences prior to fleeing their country [17].

Communication Problems

Lack of knowledge of the language of the adoptive country can affect the preva-
lence of mental health problems in two ways: on the one hand, it can seriously
impact the quality of adjustment to the new environment and therefore increase the
prevalence of depression or anxiety. At the same time, communication barriers can
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cause underdiagnosis and poor access to care leading to underreporting of psychiatric
problems.

Housing Accommodations

Permanent private accommodations were related to better mental health than insti-
tutional or temporary accommodations [6]. In addition, residential mobility
(frequent changes in residence) was seen as stressful and worsened mental health
[18]. Living in unsafe neighborhoods and being concerned for own physical safety
can also contribute to psychiatric problems [14].

Restricted Economic Opportunity

Lack of employment or loss of economic status has been associated with worse
mental health [6].

Other post-migration factors associated with worse mental health outcomes:
Repatriation to a country they had previously fled [6]
Initiating conflict not resolved [6]
Worry about family not in the host country [19, 20]

Prevalence of Common Mental Illnesses

Determining the prevalence of various psychiatric disorders in the refugee popula-
tions presents multiple levels of challenges. Most of the prevalence studies have
been done in clinical populations, typically refugees who were seen either in mental
health clinics or in general health programs, which already introduces a selection
bias. Epidemiologic studies attempt to overcome this bias, but face communications
difficulties, fear of stigma and local beliefs about mental illness, and how it is inte-
grated in everyday life. These factors lead to low rates of participation and minimiz-
ing of symptoms on questionnaires. In addition, the measures used to identify
mental health problems have to meet the demands of being at the same time, culture
specific, standardized, and practical for the provider. A study looking at how refu-
gee trauma and health status were measured in English language publications iden-
tified over 125 different screening or diagnostic instruments used [21]. This
illustrates the complexity of studying the prevalence of mental illness in the refugee
population.

Communication can be particularly difficult when working with refugees due to
multiple factors: language and cultural differences, the effect of culture on symp-
toms and illness behavior, differences in family structure, acculturation, and inter-
generational conflict. Aspects of acceptance by the receiving country as reflected in
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employment and social status can also interfere with the process of evaluation and
mental health treatment. These difficulties can be addressed through specific inquiry,
use of trained interpreters, culture brokers, meetings with families, and community
organizations [22].

Working with interpreters, when available, must be done with a culturally
informed approach. The first step in working with an interpreter is selecting the
language in which the interview will be conducted. Refugees, like many migrants,
oftentimes speak more than one language. Although it may be convenient to con-
duct the interview in a language that is known to both patient and clinician, effort
must be made in order to identify the language in which the patient can be most
accurate. This will help avoid abbreviated statements and allow the expression of
emotional content. In certain situations it may be possible to dispense with inter-
preter services: patients speak some English and insist on conducting the interview
in English or later in treatment when patients’ mastery of English improves.
Interpreters or translators should be familiar with the psychiatric assessment, and
they need to be able to translate (to find the corresponding words from one language
to another while retaining the same meaning) but also to interpret which implies the
transmission of denotative meaning, in addition to the connotative meaning [23]. It
is important to train the interpreter to be able to translate in such a way that the
clinician can assess the more important parts of the mental status exam such as the
process, association, affect.

A frequent model uses the bilingual psychiatric worker, which is sometimes
employed in places where there are communities of refugees from the same coun-
try or cultures. In this case, attention must be given to boundaries and counter-
transference. Patients tend to try to recreate the doctor—patient relationship from
their country, which often may be different than the accepted model in the US.
Some examples include total trust and obedience in the provider (which can trans-
late into a passive attitude or lack of participation), a desire to compensate the
provider with gifts, or asking the provider for a letter of reference for a job application.
A sensitive but firm delineation of boundaries will help the refugee in learning and
adjusting to the US health care system and will promote a healthy societal integra-
tion in general. For all clinicians evaluating or treating refugees, but especially for
those clinicians who are themselves prior refugees, special attention must be
given to counter-transference, and additional peer supervision should be sought if
necessary.

Another factor that can affect the attendance of mental health programs and the
evaluation of the prevalence of psychiatric disorders in refugees and immigrants is
the use of alternative or complementary medicine. Traditionally it was believed that
use of alternative medicine is associated with avoidance of Western medicine in
immigrants. A study of Cambodian refugees showed that 34 % of them relied on
alternative medicine in the past year; however, only 5 % used the alternative medi-
cine exclusively. Surprisingly, using alternative medicine was positively associated
with seeking Western sources for mental health care [24].

In addition to the above challenges, given that the phenomenology of mental ill-
ness can be very different across cultures, Western diagnoses are not universally
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accepted as valid for these populations. However, most studies of prevalence utilize
Western psychiatric diagnoses as outlined in the Diagnostic and Statistical Manual
(DSM). See Chap. 12 for a discussion of standardized assessment scales validated
in refugee populations.

PTSD and Depression are by far the most common diagnoses encountered in
refugee populations. Table 11.1 presents a summary of the most illustrative studies
regarding prevalence of mental health problems in refugees.

Other Psychiatric Disorders

In addition to depression and anxiety, other psychiatric disorders have been
described in refugees: traumatic brain injury [37], suicide (rates were 4-5 times
higher in Ethiopian immigrants than in the national population in one study) [38].
Postnatal depression has been reported as high as 42 % in migrant women (includ-
ing immigrants, asylum seekers, and refugees) as opposed to 10-15 % in native-
born women [39]. Pathological gambling was initially thought to be very common
in Cambodian refugees (70 % prevalence [40]); however, a later study, considered
to be more representative of Cambodian refugee communities in the US, showed a
prevalence of only 13.9 % [41]. Substance abuse has been reported as well: 45 % of
Indo-Chinese refugees had problems with alcohol or tobacco, while 13.9 % of the
same had problems with drugs [42].

Influence of acculturation may vary with gender—in Somali girls for instance,
greater Somali acculturation was associated with better mental health, while for
Somali boys, greater American acculturation was associated with better mental
health [43].

Domestic violence is considered to be underreported due to cultural factors, fear
of stigma, but also fear of losing children to the child protection agencies if abuse is
reported. Victimized women have a lower tendency to receive psychological sup-
port from the family; on a positive note, they were also less likely to use tranquil-
izers, to smoke, to think of suicide, and to attempt suicide [42].

Finally, comorbidities are extremely frequent; in a clinical sample of 61 refugee
outpatients from psychiatric clinics in Norway, 80 % of those who had PTSD had
three or more additional psychiatric diagnosis [9].

Resilience and Posttraumatic Growth

Although the prevalence of psychiatric problems is relatively high compared to the
general population, many of the refugees succeed in integrating in the receiving
society and achieving a good quality of life. The concept of posttraumatic growth,
which summarizes the positive personal changes one makes in reaction to traumatic
events, has received recent attention from researchers. Posttraumatic growth is
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related to a higher quality of life in general; in addition, it explained more of the
variance in quality of life than did posttraumatic stress symptoms, depressive symp-
toms, or unemployment [45].

Cultural Factors

Each culture has specific syndromes that in the Westerner’s eye are classified as
psychiatric diseases or specific presentations of more common psychiatric diseases.
Various populations can present with specific syndromes, but at the same time, the
same syndrome can be seen in different cultures located in different geographic
regions. For instance, women who jump into wells in suicide attempts have been
described in Pakistan, Punjab, Bangladesh, Sri Lanka [46]. Koro (the penis shrink-
ing syndrome) is a classic example of a culture-bound syndrome seen in different
ethnic and geographic groups [47]. Survivors of the Rwanda genocide divided men-
tal health symptoms into a mental trauma syndrome (a PTSD like presentation plus
some depression symptoms plus “local” symptoms) and a grief syndrome (other
depression symptoms plus “local” symptoms) [48]. Multiple culture specific syn-
dromes have been described in the Cambodian population; among them, Khya"l
attacks (a variant of panic attack, characterized by physical symptoms and fear of
heart arrest) or khmaoch sangot (‘“the spirit pushes you down”—a form of sleep
paralysis) [49].

Transcultural Psychiatry, which, in part, focuses on the study of these syndromes,
is a rapidly growing discipline. Even in the absence of clearly defined cultural syn-
dromes, there are many subtle cultural variations in illness manifestations. In work-
ing with refugees, one must not only become familiar with the specific culture to
which the patients belong, but also consider local and individual specifics and avoid
premature labeling. Many areas of conflict are extremely multicultural or multireli-
gious. As in any clinical setting, maintaining an attitude of inquiry and curiosity will
facilitate breaking transcultural barriers.
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Chapter 12
Mental Health Screening

Susan Heffner Rhema, Amber Gray, Sasha Verbillis-Kolp, Beth Farmer,
and Michael Hollifield

Introduction

There has been a long-standing discussion amongst scholars about the role and use
of early mental health screening to detect common mental disorders in refugees. In
the development of a health screening protocol for refugees arriving to the US,
models were deemed inadequate, in part at least, due to the lack of mental health
screening [1]. The wide variance in reported prevalence of symptoms among refu-
gees may be in part due to the lack of empirically developed instruments for use [2].
In encouraging the practice of mental health screening with refugees, authors have
discussed both the value of self-report questionnaires to help normalize symptoms
in refugees [3] and the use of structured interviews to enable the collection of
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important details relevant to mental health [4]. While this debate continues, some
suggest that early detection of mental health symptoms in refugees is believed to
improve long-term functioning [4, 5].

The Office of Refugee Resettlement guidelines require a health screening in the
first 90 days; however, there has been a lack of procedural or financial support for
mental health screening for refugees [6]. Technical instructions provided to resettle-
ment agencies by the Centers for Disease Control dated 2012 stated that a mental
health screen “may be performed according to resources available for intervention
for conditions identified” [7].

State refugee health coordinators surveyed in 2010 reported that only 4 of the 44
states surveyed used a formal screening instrument and 68 % used informal conver-
sation [8]. Refugees endure a high burden of distress and illness with its concomi-
tant impairment; best estimates are that up to 10 % of refugees suffer diagnostic
levels of PTSD and depression [9] and approximately 30 % have high levels of
distress that might require treatment [10]. This may suggest that routine screening
for mental health during resettlement be conducted, as is done for infectious
diseases.

The Need for Specialized Instruments

Understanding a refugee’s expression of distress requires careful consideration of a
variety of factors including language, culture, the individual traumatic history, and
the client’s medical worldview [11, 12]. Outlined below is research conducted over
a period of years leading to the development of screening instruments by a number
of authors considering these complex issues. The human biological system response
to stress includes a series of common physiological changes [13] which might pre-
dict core symptoms, yet the language used to express these varies based on social
and cultural factors. For the purpose of screening, identifying the central symptoms
that arise from the neurological process and less on the complex communication of
them avoids being distracted by cultural and medical frameworks. Assessment after
screening contributes to understanding the complex symptoms, comorbidities, and
explanatory models that help define treatment needs.

While most refugees anticipate an end to the long-term suffering and uncertainty
when they arrive to the city of resettlement, the initial weeks and months is a period
of emotional adjustment that can fluctuate between relief and distress, even, in some
cases reactivating symptoms of trauma. For others, emotional distress can appear
years after arrival. Therefore, mental health screening, at any time, can play a vital
role in identifying refugee mental health needs.

The role of a screener requires understanding of the unique challenges related to
refugee mental health and refugee trauma [1]. This chapter begins by presenting
several issues to be considered when screening refugee clients and continues with
an overview of research related to screening instruments. Screening is best thought
of as a distinct process from diagnosis or assessment with the intent to efficiently
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detect common mental disorders and distress with reasonably high sensitivity and
specificity.

It is important to note that refugees are a diverse group and represent a broad
variety of ethnic, language, and people groups, and this chapter can only present
generalizations of the issues affecting them.

Considerations for the Screening Process

Refugees, by definition, have endured experiences of harm, persecution, and loss of
security, all of which can reduce an individual’s level of trust. Therefore, careful
engagement of a refugee and consideration of their need for safety are important.
Based on past experience, many refugees hesitate to speak openly or disclose too
much information for fear of retaliation, persecution or that the information will be
used against them. Establishing a feeling of security is necessary for an accurate
measure of health symptoms of any kind [14].

The period of adaptation in the preliminary months of resettlement adds another
layer of physical, social and psychological stress, and some refugees may find the
process of adjustment to be overwhelming. Emotional responses during this period
vary widely, and while some individuals experience an initial “honeymoon” period
that masks symptoms, others may find that specific events trigger symptoms even
years after arrival. Ongoing challenges of adjustment referred as acculturation can
induce significant stress. Language and cultural adjustments, changes in family
roles, and social expectations can manifest in a variety of medical or psychological
complaints for many years after arrival to the country of resettlement.

Refugee descriptions of symptoms and emotional distress are communicated
using language that reflects their medical worldview. Many refugees come from
naturalistic or personalistic medical models both of which understand the nature of
illness and the body differently than Western medicine [10, 14-16]. A significant
number of refugees come from worldviews that do not differentiate between mind
and body symptoms [17]. Research has demonstrated that experiences of extreme
stress effect a variety of changes in the body [18] and refugees will often report
physical symptoms of distress.

Another issue affecting communication is the respect awarded to people in
authority. In many cases, refugees will not initiate communication but will only
respond to specific questions, and in some cases will avoid any appearance of dis-
agreement even when a provider’s advice goes counter to the refugee’s belief or
understanding.

Language and cultural barriers make using trained interpreters and translated
instruments a requirement. Providers working with refugees must have knowledge
of and follow proper interpreter protocol. It is important that providers do not ask
interpreters to answer questions or “fill in the blanks.” Providers should have suffi-
cient knowledge of the cultural context to ensure that an interpreter being used is not
representative of a tribe, clan, or ethnic group that had previously persecuted the
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patient’s refugee group. It is important to watch for signs of discomfort, to ask clari-
fying questions, and to ask the interpreter to follow protocol.

Even with the best tools at hand, understanding what the refugee intends to com-
municate can, at times, be a challenge. Screening that includes both standardized
instruments and an interview is best, as refugee literacy (in their primary language)
and comprehension of scale formats may interfere with accurate conclusions [4].

Providers can help overcome some of the challenges of communication by using
concrete simple language, and focusing on symptoms, rather than diagnosis. Also,
a provider can never assume that a refugee understands the context of the medical
encounter and should take time to provide clarity about their role and intention [11].
Careful explanation of the use of any paperwork or documentation the refugee has
to sign is warranted, as many may have signed stacks of papers they did not under-
stand either in the context of traumatic experience or in the resettlement process.

Most of all, the refugee experience is one of disesmpowerment. Refugees are best
served when provided with education about procedures and services that include
opportunities for choice. Refugees who are protective of information or reluctant to
participate in activities that might improve their health are often mislabeled as non-
compliant or suffering from a stigma. Explanations and instructions that allow refu-
gees to have control over choices are more effective. When referring refugees for
follow up assessment or mental health services, rather than using diagnostic or psy-
chological language, it is useful to describe the services as an opportunity to meet
with another provider who can help them to manage the symptoms and increase
their comfort.

Besides PTSD and depression, mental health issues that should be considered in
a mental health screening include traumatic or acquired brain injuries, forms of
psychosis, and conditions previously undiagnosed in adults, including developmen-
tal delays, autism spectrum disorders, and similar diagnoses [5]. According to
screening guidelines from the CDC, physicians should screen for undiagnosed psy-
chosis and traumatic or acquired brain injury. These conditions are often more com-
plex and may require additional visits or evaluations after primary mental health
screening.

Primary care physicians are an important source to identify survivors of torture,
and to help them obtain necessary medical and psychiatric care. Statistics for sur-
vivors of torture vary widely but according to the International Rehabilitation
Council for Torture Victims, up to 35 % of the refugee population is survivors. The
best approach to establish whether a refugee is a survivor of torture is to ask sev-
eral direct questions such as: What led you to become a refugee? or Were you ever
held against your will? For more information on evaluating torture survivors see
Chap. 14.

Some instruments for screening are discussed below. Providers are also encour-
aged to familiarize themselves with diagnostic criteria as set forth by the Diagnostic
and Statistical Manual—fifth edition (DSM-V) [19].
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Instruments for Screening

In a recent survey, respondents composed of refugee health coordinators identified
the need for short, culturally appropriate mental health screening tools to identify
refugees who need assessment and treatment services [7]. Depending on the clinic
environment, and for a busy practitioner, only a primary screening and referral pro-
cess may be feasible. However, in clinics with additional resources, a second tier
clinical assessment that allows for a more comprehensive narrative by the refugee(s),
an in-depth history, and diagnostic formulation may be possible.

The primary challenge to developing a screening instrument is that refugees are
heterogeneous groups who collectively experience many psychological and somatic
symptoms of distress. Theoretically, a screening instrument should include symp-
toms that optimally predict common disorders in multiple refugee groups with high
efficiency. A few instruments have been developed in refugees for specific diagnos-
tic identification.

The Vietnamese Depression Scale (VDS) consists of 15-items that effectively
identify depression in Vietnamese refugees [20]. The Harvard Trauma Questionnaire
(HTQ) has a 30-item section assessing symptoms that have been used as a proxy for
PTSD [21]. Both instruments were developed by expert consensus methods for use
in the clinical setting.

The 15-item Health Leaflet (HL) developed to screen for PTSD in two Iraqi lan-
guage groups reported that the HL was 0.70 sensitive and specific to diagnosis, with
two items (difficulty concentrating and exposure to torture), accounting for the dis-
criminatory performance [4]. A Diagnostic and Statistical Methods (DSM-1V)
based symptom checklist developed by an expert consensus process identified a
psychiatric disorder in nearly 14 % of the 1,058 adult refugees in the Colorado
Refugee Program [5].

More recent work on developing a screening instrument has been done by the
Pathways to Wellness project. The Refugee Health Screener-15 (RHS-15) was
designed to be short (15 questions) with neutral language that does not directly
address violence, torture, or trauma. The RHS-15 was empirically developed to be
a valid, efficient and effective screener for common mental disorders in refugees.
The RHS-15 has been integrated into standard physical health screenings for newly
arrived refugees at Public Health Seattle & King County and in a number of other
places across the country.

Symptoms that form the validated RHS-15 were derived from twenty-seven New
Mexico Refugee Symptom Checklist-121 items (NMRSCL-121), the Hopkins
Symptom Checklist-25, and the Posttraumatic Stress Symptom Scale Self-Report
that were found to be most predictive of anxiety, depression, and PTSD across the
target sample of Iraqi, Nepali, Bhutanese, and Burmese refugees. Multiple explor-
atory methods were used during analysis, including correlations and general linear
models using t-tests and analysis of variance to establish the most useful and effi-
cient set of symptom items. The RHS-15 is composed of fourteen symptom items
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and a distress thermometer that predict each of three diagnostic proxies with
sensitivity ranging between 0.81 and 0.95 and specificity ranging from 0.86 to 0.89.

Strengths of the RHS-15 are its metric properties, the efficiency of administra-
tion, and its demonstrated preliminary effectiveness and desirability in meeting a
clear need. The RHS-15 grew from initial work utilizing empirical multi-method
participatory research. Initial items came from qualitative work respecting the voice
of Vietnamese and Kurdish refugees used in the development of the NMRSCL-121
which assesses the broad range of persistently distressing symptoms and is a reli-
able and valid predictor of traumatic experiences, PTSD, anxiety, and depression in
Kurdish and Vietnamese refugees [22]. Because developers of the RHS-15 were
sensitive to the cultural beliefs and expressions regarding symptoms of mental
health, participatory community translation helped ensure cultural equivalence for
important words and phrases of distress. The RHS-15 is available in Amharic,
Arabic, Burmese, Farsi, French, Karen, Nepali, Russian, Somali, Spanish, Swahili,
and Tigrinya. Limitations of the RHS-15 are that prospective efficacy and effective-
ness testing is yet to be reported, and generalizability to other refugee groups is still
pending.

The RHS-15 has open access and may be obtained through Lutheran Community
Services Northwest (LCSNW) at http://www.lcsnw.org/pathways/index.html

There are a few instruments developed for refugees that assess symptoms as
diagnostic proxies (DPs). None are definitive diagnostic equivalents. The Hopkins
Symptom Checklist-25 (HSCL-25) is a valid indicator of anxiety and depression for
the general US population and for Indochinese refugees and demonstrates transcul-
tural validity. Item-average scores >1.75 predict clinically significant anxiety and
depression on the scale in general US and refugee samples and are considered valid
DPs [23].

The Posttraumatic Symptom Scale Self-Report (PSS-SR) predicts PTSD diagno-
sis in US populations. Cronbach alpha is 0.91, and 1-month test-retest reliability is
0.74. The 17 items on the scale, each scored from 0 to 3 for symptom frequency, are
DSM-IV PTSD diagnostic items. The PSS-SR that may be scored as continuous or
a dichotomous DP was found to be highly correlated with war-related trauma,
symptoms, and impairment in Kurdish and Vietnamese refugees [24].

Finally, it should be noted that for some refugees post-migration living difficul-
ties may be an equal or stronger predictor of emotional distress than war and migra-
tion stress. These factors, such as poverty and unemployment, may be a source of
distress either immediately or months after arrival in the new country. The authors
recommend that providers remain aware of this issue when screening for mental
disorders.


http://www.lcsnw.org/pathways/index.html
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Conclusion

One concern expressed by primary care physicians about mental health screening
with a refugee is that it may cause a strong emotional reaction. There is no evidence
to suggest that physicians need to be concerned with this and following the guide-
lines above will increase refugee comfort. Screening for symptoms using an instru-
ment such as the VDS for depression or the RHS-15 for PTSD, anxiety or depression
and not initially discussing trauma, torture, or other emotionally laden issues, will
mitigate immediate distress. Effective screening of refugees in the primary care set-
ting may increase visit time and does require a focused effort. However, the need for
services is great and outcomes have shown that there is value for refugees in receiv-
ing services [25]. Ultimately, providers can support the healing process by creating
a safe and engaged connection that allows refugees to improve their understanding
of the medical system and have power over their own medical care.

Appendix 1

Mental Health SCREENING of Refugees

Sample Screening Questions

Diagnostic criteria Suggested questions

Hypervigilance Do you feel you are waiting for something bad to happen?

Intense fear Do you feel that your body is out of your control?

General anxiety What do you worry about? Or are you always thinking?

Heart palpitations Does your heart ever suddenly beat quickly?

Distressing recollections flashbacks Do you sometimes remember bad things that happened in
the past?

Isolation/detachment Who do you spend time with? How do you spend your
time?

Nightmares/sleep disturbance When do you fall asleep and when do you wake?

What keeps you awake or wakes you?

Dissociative periods Does your mind sometimes go far away?

Startle Do you jump at loud noises?

Avoidance Do you visit friends or neighbors? What do you do when
you are not at work or school?

Lack of concentration Do you have trouble learning new things?

Poor memory Do you forget things?

Anger Do you get angry?

Lack of affect Do you feel you do not care about anything?

Depression Do you get sad? How often do you cry?

Poor future imagining Can you imagine a happy future in America?

Loss of appetite How many times in a day do you eat?
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Reminders
To Dos

Cautions

Establish connection/safety

Check understanding with directed questions

Learn something of the social/political context of
events faced by the refugee groups in your area

Normalize the trauma response and educate in
simple terms

Know and follow interpreter use protocol!!

Use trained interpreters

Ask the refugee what is their first language and
what is their level of literacy in that language

Ask the refugee what they think is the problem

Do not assume that you understand

Avoid medical jargon and acronyms

Be aware of ethnic rivals and relationships
in your area

Talk in symptoms, not diagnosis

DO NOT use interpreters to diagnose

Use simple non-colloquial language. Avoid
technical medical language

Clarify understanding by asking specific
questions that cannot be answered with
yes/no

Do not assume that the refugee under-
stands the purpose of the appointment

References

1. Kennedy J, Seymour D, Hummel B. A comprehensive refugee health screening program.

Public Health Rep. 1999;144:469-77.

2. Hollifield M, Warner T, Lian N, et al. Measuring trauma and health status in refugees. JAMA.

2002;288:611-21.

3. Mollica RF, Mcinnes K, Sarajlic N, et al. Disability associated with psychiatric comorbidity
and health status in Bosnian refugees living in Croatia. JAMA. 1999;282:433-9.

4. Sondergaard HP, Ekblad S, Theorell T. Screening for post-traumatic stress disorder among
refugees in Stockholm. Nord J Psychiatry. 2003;57(3):185-9.

5. Savin D, Seymour DJ, Littleford LN, et al. Findings from mental health screening of newly
arrived refugees in Colorado. Public Health Rep. 2005;120(3):224-9.

6. Weine S. Developing preventive mental health interventions for refugee families in resettle-

ment. Fam Process. 2011;50(3):410-30.

7. Center for Disease Control and Prevention. Guidelines for mental health screening during the
domestic medical examination for newly arrived refugees. 2012. http://www.cdc.gov/immi-
grantrefugeehealth/guidelines/domestic/mental-health-screening-guidelines.html

8. Shannon P, Im H, Becher E, et al. Screening for war trauma, torture and mental health symp-
toms among newly arrived refugees: a National survey of U. S. refugee health coordinators.

J Immigr Refug Stud. 2012;10:380-94.

9. Fazel M, Wheeler J, Danesh J. Prevalence of serious mental disorder in 7000 refugees resettled
in Western countries: a systematic review. Lancet. 2005;365(9467):1309-14.

10. Hollifield M, Verbillis-Kolp S, Farmer B, et al. The refugee health screener-15 (RHS-15):

development and validation of an instrument for anxiety, depression, and PTSD in refugees.

Gen Hosp Psychiatry. 2013;35(2):202-9.

11. Codrington R, Igbal A, Segal J. Lost in translation? Embracing the challenges of working with
families from a refugee background. Aust New Zeal J Fam Ther. 2011;32(2):129-43.
12. Kirmayer L. The refugee’s predicament. L’ Evol Psychiatr. 2002;67:724-42.


http://www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/mental-health-screening-guidelines.html
http://www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/mental-health-screening-guidelines.html

13.
14.
15.
16.
17.

18.
19.

20.

21.

22.

23.

24.

25.

Mental Health Screening 171

Bremner J. Does stress damage the brain? Understanding trauma related disorders from a mind
body perspective. New York, NY: W. W. Norton and Company; 2005.

Lacroix M, Sabbah C. Posttraumatic psychological distress and resettlement: the need for a
different practice in assisting refugee families. J Fam Soc Work. 2011;14:43-53.

Bolton P, Bentancourt T. Mental health in postwar Afghanistan. JAMA. 2004;292(5):626-8.
Geertz C. Anti-anti-relativism. 1983 distinguished lecture. Am Anthropol. 1984;82:263-78.
Kohrt B, Harper I. Navigating diagnoses: understanding mind-body relations, mental health,
and stigma in Nepal. Cult Med Psychiatr. 2008;32:462-91. doi:10.1007/s11013-008-9110-6.
Yehuda R. Biology of posttraumatic stress disorder. J Clin Psychiatr. 2001;62:41-6.
American Psychiatric Association. Diagnostic and statistical manual of mental disorders (5th
ed). Washington DC: American Psychiatric Publishing; 2013.

Kinzie J, Manson SM, Vinh DT, et al. Development and validation of a Vietnamese-language
depression rating scale. Am J Psychiatr. 1982;139(10):1276-81.

Mollica RF, Caspi-Yavin Y, Bollini P, et al. The Harvard trauma questionnaire: validating a
cross-cultural instrument for measuring torture, trauma and posttraumatic stress disorder in
Indochinese refugees. J Nerv Ment Dis. 1992;180(2):111-6.

Hollifield M, Warner T, Krakow B, et al. The range of symptoms in refugees of war. J Nerv
Ment Dis. 2009;197(2):1-9.

Derogatis L, Lipman R, Rickels K, et al. The Hopkins symptom checklist, (HSCL): a self-
report symptom inventory. Behav Sci. 1974;19:1-15.

Foa E, Riggs D, Dancu C, et al. Reliability and validity of a brief instrument for assessing post-
traumatic stress disorder. J Trauma Stress. 1993;6:459-73.

Vaage AB, Thomsen PH, Silove D, et al. Long-term mental health of Vietnamese refugees in
the aftermath of trauma. Br J Psychiatry. 2010;196:122-5.


http://dx.doi.org/10.1007/s11013-008-9110-6

Chapter 13
Treatment of Mental Illness

Aniyizhai Annamalai and Maya Prabhu

Introduction

As has been outlined in Chaps. 11 and 12, estimates of the prevalence of mental
illness in refugees are varied depending on their home countries, their experience,
torture, and the process by which they made their way to the US [1]. However,
numerous existing studies confirm that several risk factors put refugees at high risk
of developing mental illness, While posttraumatic stress disorder (PTSD) and
depression are among the commonly reported mental illnesses, several culture spe-
cific syndromes are also described [2, 3] (see also Chap. 11). In addition, refugees
manifest mental and physical symptoms that result from emotional distress but can-
not be classified into any particular disorder or syndrome.

The same challenges that are inherent in assessing mental illness apply to formu-
lating and designing treatment interventions for these illnesses. A major barrier to
delivering optimal care is language. Qualified medical interpreters are critical as the
efficacy of psychotherapeutic interventions is dependent on effective communica-
tion. Subtle differences in meanings particularly of idiomatic speech, if not inter-
preted correctly, can contribute to a poor understanding of cultural factors in the
manifestation of emotional distress or even a misdiagnosis of a frank psychiatric
illness.
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Example

An Iraqi man, in his mid-30s, with a history of sexual assault and physical abuse
while imprisoned, presented to our refugee clinic. He reported symptoms consistent
with PTSD related to his assault including nightmares, intrusive thoughts and
intense ongoing fear such that he avoided leaving the house. He also reported see-
ing images of a “black cat” and “shadows” which the medical interpreter trans-
lated as colorful descriptions of the patient’s sadness and distress. Several weeks
later, the patient was brought to the emergency room grossly psychotic and a differ-
ent interpreter elicited that the previous symptoms were visual hallucinations.

As described in Chap. 10, many refugees present with physical symptoms such as
back pain. Other symptoms such as dizziness, fatigue, dyspepsia are also described
[4], and often these symptoms are predictors of anxiety, depression, or PTSD [5].
Management of these medical conditions should include addressing psychiatric
issues, if present. Examples of specific physical manifestations in traumatized refu-
gees in certain cultural groups, such as tinnitus related to PTSD [6] and “gastrointes-
tinal focused panic” [7] have been described. The importance of including physical
symptoms in psychiatric screening is underscored in the development and use of the
Refugee Health Screener (RHS 15) in refugee populations (see Chap. 12).

When there is suspicion for significant psychological distress or psychiatric ill-
ness based on history, physical exam, and use of other screening tools, the refugee
should be referred to mental health services, if available. Regions greatly vary in
availability of local resources and capacity to provide mental health care. Mental
health agencies typically have limited capacity to provide specialized care for refu-
gees. Finding adequately qualified interpreters is one of the biggest barriers to deliv-
ering appropriate mental health care to refugees [8, 9].

Treatment strategies for refugees should be multidisciplinary. An array of
approaches including pharmacological, psychotherapeutic, psychosocial, and
community-based interventions should be considered. Refugees are often reluctant
to accept mental health treatment even when it is indicated. It may be useful to
frame it as support to cope with their past traumas as well as ease their transition to
anew society. Refugees also often come from societies where medications are infre-
quently used to treat anxiety and depression and are viewed as unnecessary.

Psychoeducation is important as the first step in engaging patients in treatment.
This would not only include education on any undiagnosed mental illness but should
provide an understanding of psychological distress in the context of acculturation
and previous traumatic experiences. Refugees may need support in dealing with
difficulties of adaptation as well as separation and loss of family, culture, and home.
Focus should not just be on past trauma but also on adjustment to living in the new
country. Changing of gender roles and intergenerational conflicts may emerge dur-
ing transition. It is also important for providers to recognize that their approach to
mental illness may be very different from that of the refugee and Western treatment
modalities should not be applied uniformly to all patients. Supportive therapy based
on a person-centered counseling paradigm and empathic understanding should be
provided in a non-challenging environment.
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Example

A recently resettled Iraqi man, in his late 40s, presented to clinic with passive suicidal
ideation. His four sons ranging in ages from teens to early 20s had resettled nearly
2 years earlier and were quicker than the patient to learn English and adapt to the
US. The patient reported considerable unhappiness that he was now without
employment and status and was unnerved by his children’s newfound “lack of
respect” for his authority. In addition, he had been physically threatening towards
his wife during an argument which led his sons to warn him that they would call the
police if he did so in the future, a marked departure from how such a matter would
have been handled in Iraq. The patient was not only depressed but demoralized and
anxious too. Efforts were made to provide him with supportive therapy but the
patient was reluctant to discuss “personal” matters with an “outsider.”

Psychopharmacology

There are very few studies evaluating psychotropic treatment for refugees. Most
were studies of PTSD and depression and measured symptom change with pharma-
cological treatment in specific refugee groups without any control groups. Agents
used were Selective Serotonergic Reuptake Inhibitors (SSRIs), Serotonergic and
Noradrenergic Reuptake Inhibitors (SNRIs), Mirtazapine, and Bupropion. There
was improvement in PTSD and depression symptoms [10-12] and in associated
somatic symptoms in at least one study [11]. Other medications that have shown
efficacy in refugees are Clonidine [13] and Prazosin [14] for PTSD. In a group of
Cambodian refugees with PTSD, combination therapy with an SSRI and Cognitive
Behavioral Therapy (CBT) was more efficacious than medication alone [15].

Some clinical studies have reported marked sensitivity to side effects of psycho-
tropic medications among refugee groups [16]. Since many refugees are medication
naive, it is recommended that lower doses are initiated to minimize side effects. We
have also found that many refugees are unaccustomed to participating in treatment
decisions with their physicians so extra efforts to describe patient options and even
their right to refuse as part of informed consent are worthwhile.

Psychotherapy

Most research on mental health treatment in refugees has been on trauma-focused
therapies and interventions have targeted posttraumatic stress. Outcomes measured
are usually symptoms of PTSD or depression. It is important to remember that
PTSD in refugees is complex with repetitive and cumulative trauma. This chronic
PTSD is compounded by post-migratory living difficulties. Alternative conceptual-
izations to include a broader range of symptoms, such as Disorders of Extreme
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Stress Not Otherwise Specified (DESNOS) have been proposed [17-20]. In spite of
the fact that PTSD in its pure form may not be applicable to refugees, it remains the
most common diagnosis studied in this population. Since traditional treatment
modalities for PTSD that focus on one traumatic event may not be effective, other
adaptions have been tried in refugees.

CBT is a contemporary treatment model used widely for PTSD [21] It is based
on a PTSD framework that extreme fear at the time of the traumatic event is associ-
ated with other stimuli related to the trauma and this results in a conditioned
response. Each time any of these stimuli are encountered, a fear response is trig-
gered. One of the CBT techniques is via extinction learning where the person learns
that those stimuli are no longer paired with the traumatic event and over time anxi-
ety is diminished. CBT also is useful for altering maladaptive cognitions.
Disturbances in processing memories and distorted thinking are responsible for the
intrusive and avoidance symptoms of PTSD.

CBT is a common modality of treatment studied in refugees [22]. In addition to
traditional CBT methods, the studies adapted culturally appropriate imagery and
specialized techniques such as mindfulness and meditation [23, 24]. The focus in
these culturally adapted therapies is more on regulating affect rather than exposure.
These therapies showed effectiveness for PTSD, depression, and anxiety though
dropout rates can be high for a variety of reasons [25].

Although some authors caution against exposure therapy in an already hyper-
vigilant retraumatized refugee population, exposure therapy continues to be a main-
stay treatment used for extinction conditioning. In this type of therapy, a person is
confronted with or exposed to thoughts or situations that evoke fear and taught to
address the fear with relaxation or other techniques. Schauer et al. describe Narrative
Exposure Therapy (NET) for traumatic stress after war or torture [26]. It is an adap-
tation of exposure therapy originally applied to war survivors and also tested in
comparison with other modes of therapy in refugees with PTSD [27, 28]. It is a form
of testimony psychotherapy, which involves the recounting of the patient’s life story
focusing on traumatic experiences that led to PTSD. The goal is to integrate the
memory of repetitive traumatic experiences into the refugee’s life story, so a coher-
ent chronological narrative is formed. The narrative is recorded in written form with
both therapist and patient reviewing it, and at the end of the treatment the patient
keeps the record.

Culturally sensitive CBT (in South Asians) and NET are two forms of therapy
that are relatively well documented in refugees. Following are less well-documented
forms of therapy that have been studied in refugees. A non-manualized, psychody-
namically oriented trauma focused therapy has been tested and found effective in a
small group of refugee patients [29]. Skills training incorporating emotion regula-
tion and interpersonal relationship skills, in addition to trauma related cognitive
therapy, was also proven to be effective, reducing PTSD symptom in a group of 70
refugees [30]. Behavioral biofeedback therapy showed modest benefits on chronic
pain but not on PTSD or depression [31]. A specific form of nontraditional therapy,
the Eye Movement Desensitization and Reprocessing (EMDR) developed for
PTSD, has also been tested in refugee children [32].
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Various multidisciplinary treatments have been tried in refugees and usually
include some combination of psychotherapy, social support, medications, and target
PTSD, depression, anxiety and overall functioning. Group psychosocial treatments
have also been tried. The efficacy of any of these treatments over the long term has
not been well established. Also, treatment of somatic symptoms in traumatized
refugees is not well researched. For a review of psychotherapeutic treatment modal-
ities studied in refugees, see Nickerson et al. and Palic et al. [33, 34].

Community-Based Interventions

Post-migration stressors such as under or unemployment, limited finances, language
barriers, coupled with the demands of acculturation, decreased social support, pos-
sible role changes, combine to increase the psychological distress faced by refu-
gees. Resettlement agencies generally try to incorporate assistance with the
resettlement process (residency status, family union, housing, social services, lan-
guage classes, education, and employment opportunities) and accessing medical
care including psychiatric treatment, when necessary. They may also strive to pro-
vide some form of psychological support, either direct professional counseling or
problem solving at the individual and family level.

Community-based health interventions are also a way to empower local refugee
groups to participate in solving their social and health problems. Suggested formats
of community-based interventions primarily focus on outreach, workshops, train-
the-trainer models, employment of refugees and mentoring programs. There is a
focus on self-help, inclusion, empowerment, and advocacy. Examples of activities
for refugees can range from professional roles (e.g., advice from medically trained
refugees), leadership (e.g., group facilitators), liaison roles (e.g., more established
refugees assisting with case management services), to mentoring and individualized
support [35]. Using refugees as peer facilitators can be effective in improving social
integration. Creating peer support groups matched by gender and ethnicity was
found to be successful as a culturally congruent intervention to meet support needs
of refugees [36].

Many community-based interventions have been tested in internally displaced
refugees and in refugee camps before resettlement. A psychosocial intervention in
a refugee camp in Guinea incorporated training of refugee paraprofessional coun-
selors and community leaders, community awareness campaigns as well as clinical
group therapy sessions. The clinical group sessions reduced trauma symptoms and
improved social functioning [37]. A group interpersonal psychotherapy interven-
tion in displaced adolescents and adults in Uganda led to reductions in depressive
symptoms [38, 39].

In the US, a community-based mental health program providing comprehensive
services to children, adolescents, and their families was developed as an outreach
oriented model for refugees from different backgrounds to overcome obstacles to
accessing care. The emphasis was on creating culturally sensitive, individualized
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services to participants at the level of intensity necessary for each participant. In this
sense, it was a comprehensive treatment program; however, the quantity of services
did not correlate with clinical improvement [40].

In a school-based intervention in the UK, teachers were responsible for screen-
ing, assessment and referral of children and adolescent refugees to clinical services.
Teachers and mental health professionals worked closely to make treatment deci-
sions for the refugee children. The teachers either referred the student to a mental
health professional, or met with parents to identify local resources, or met directly
with the student to discuss issues. Some clinical improvement was seen and attrib-
uted to the teacher’s increased awareness, parental involvement, and local resources.
But direct clinical intervention was also important in reducing other symptom
scores [41].

Many child and youth mentoring programs that provide one-on-one educational
and social support are being developed around the country. Two examples are http://
www.cultureconnectinc.org/gbmp.html and http://oregonmentors.org/programs/
detail/466/. The Bridging Refugee Youth and Children’s Services (BRYCS) pro-
gram (http://www.brycs.org/aboutBrycs/index.cfm), which used to be the technical
assistance provider for the Office of Refugee Resettlement (ORR), still remains a
valuable resource for health care providers on child welfare and schools.

Other interventions such as creative expression therapy (music, dance, drama) as
well as other family group interventions are reviewed and summarized by Murray
et al. [42].

Summary

Working with refugees can be a most enriching and rewarding experience for physi-
cians and trainees, offering opportunities for exposure to cross-cultural complexi-
ties, unusual medical illnesses, and experience in thinking about the relationship
between political and social events abroad and health conditions more locally. The
key is thinking broadly across a range of modalities of treatment—and incorporat-
ing a team of providers, informally and formally. For most refugees whose distress
is vast and often inchoate and who are unable to identify specific needs and problem-
solve towards meeting them, even the practical guidance physicians can give is
invaluable.

On a final note, work with highly traumatized populations may also take a toll on
their providers (including medical interpreters) [43] especially in the context of
limited resources and services to offer distressed individuals. A growing literature
on caregivers working on refugees especially those who are victims of torture sug-
gest that caregivers too are at risk for burnout and vicarious traumatization as well
as depression, anxiety, and substance problems [44]. We strongly encourage provid-
ers to engage in personal and professional self-care which may include ongoing
professional supervision and collaboration, ongoing training and management of
caseloads, and, as necessary, ongoing counseling and debriefing.
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Chapter 14
Torture and Refugees

Mara Rabin and Cynthia Willard

Introduction

The nature of war has shifted dramatically over the past 100 years. War now claims
the lives of more civilians than previously. In World War I and II, an estimated 10 %
and 50 % of casualties respectively were civilians. In armed conflicts since 1945, up
to 90 % of casualties are civilians [1]. As a result, it is now common for a refugee to
have witnessed or experienced mass atrocities, violence, and state sponsored torture
in their journey to safety.

Torture is defined by the World Medical Association as “the deliberate, system-
atic or wanton infliction of physical or mental suffering by one or more persons
acting alone or on the orders of any authority, to force another person to yield infor-
mation, to make a confession, or for any other reason” [2]. At its core, torture
destroys trust between two individuals: the perpetrator and the victim, and can lead
to lifelong impaired mental, physical, and spiritual health of the survivor. The
impact of torture is also far reaching: it not only has the power to destroy individuals
but also their families and the greater community. Torture is a worldwide public
health epidemic, and is an important consideration in the primary health care of refu-
gees. Torture is perpetrated in nearly 100 countries [3, 4]. In every conflict that has
generated refugees, torture exists. As a result, many refugees are torture survivors.
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There are two classifications of torture survivors: primary and secondary.
Primary torture survivors are individuals who were tortured or who witnessed the
torture of another. Secondary torture survivors are closely related family members
or partners of primary survivors. Secondary survivors were not present during the
torture and may not know the extent of the torture. Secondary survivors may also be
symptomatic, but tend to be less symptomatic than primary survivors [5].

The common methods of physical torture include these:

* Beatings to the head

» Beatings, kicking, striking body with objects: falanga—beating the soles of the
feet with cudgels and whips; telefono—beating both ears simultaneously with
cupped hands causing tympanic membrane rupture and hearing loss

* Being placed in a small box, hole, sack, or cell

* Burning

* Electric shocks to genitals and other body parts

e Exposure to heat, sun, strong light, and cold

e Stretching—suspension or forced abduction of limbs

e Starvation

e Unhygienic conditions that can lead to disease

e Near drowning, repeated submersion underwater

» Sexual torture—rape, insertion of objects in vagina, rectum

» Forcing consumption of urine or feces; having urine or feces thrown at one

The common methods of mental torture include these:

e Threats of pain, torture, execution

* Sensory deprivation or overload (forced darkness, excessive noise)
* Mock executions

e Sleep deprivation

e Prolonged interrogation

* Isolation

e Uncertainty about release

e Threats of harm to family members

e Harm to family members

Torture Prevalence

There are a limited number of studies that document torture prevalence in refugee
populations living in the US. The most commonly cited study estimates that 5-35 %
of the world’s refugees are torture survivors [6]. By this count, there may be up to
630,000 torture survivors living in the US. Refugees resettling in the US are an
extraordinarily diverse group. As a result of this diversity, torture prevalence varies
greatly by country of origin, ethnicity, and gender. Only a handful of studies docu-
ment torture prevalence in specific refugee subgroups: 5 % among Bhutanese refu-
gees; 13 % among refugees from Burma (including ethnic minority groups) [5];
21 % among Tibetan refugees [7]; 36 % among Somali refugees, 55 % among
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Ethiopian Oromo refugees [8]; 54 % among Cambodians who survived the Khmer
Rouge reign [9]; and 57 % in Iraqis resettled post-2006 [10]. Only one study on
torture prevalence has been conducted in a complete set of refugees arriving for
resettlement in a single US state. This study found an overall torture prevalence of
19 %, but when looking at specific populations found a prevalence that ranged from
5-57 % [5]. Gender differences are found in torture prevalence, but this also varies
by ethnicity and country. Some recent studies show a gender difference in primary
torture prevalence: 25 % and 47 % respectively among Somali men and women [8]
and 59.3 % and 55.1 % among Iraqi men and women respectively [10]. An esti-
mated 4-7 % of child refugees are torture survivors [10—12].

Health Effects of Torture

Regardless of the type of torture experienced, survivors are often left with physical,
sexual, and psychological sequelae including chronic pain, depression, and post-
traumatic stress disorder (PTSD) that can present acutely, or years later. Once tor-
ture has been identified as a possible cause of physical or psychological symptoms,
it is important to consider contacting a specialized torture treatment program that
may provide integrated rehabilitation with a comprehensive bio-psycho-social
model [13]. The ethical protection of torture survivors and their need for compre-
hensive medical and psychiatric care has been well established in the Istanbul
Protocol [14]. Treatment programs in the US can be located by contacting the
National Consortium of Torture Treatment Programs (www.ncttp.org). However,
access to these programs can be limited, and many torture-related health issues can
be addressed in the primary care setting with specialty assistance if needed. Recently,
there has been a move to identify the “best practices” in the care of torture survivors
so that the highest quality of care can take place in most medical settings [15].

Physical Effects

The most common physical consequence of torture is pain, both acute and chronic.
Literature shows that survivors of torture have a very high prevalence of persistent
pain [16]. For a survivor, daily pain resulting from torture is a constant reminder of
the past and can impact an individual’s ability to heal. One of the most common
forms of torture is beating, but most other torture methods can also lead to either
localized or somatic pain. Some studies suggest that the focus of pain is often related
to the location of torture, but not always. For example: beatings around the head can
give rise to chronic headaches, suspension can lead to lower back pain, falanga or
beating to the feet leads to foot pain, and sexual torture can result in both lower back
pain, and genital pain [17, 18]. Survivors also experience somatic symptoms such as
atypical chest pain, irritable bowel syndrome, myalgias, and fatigue.

Specific types of torture can result in characteristic signs and symptoms, depend-
ing on the severity of the torture method. Suspension can lead to brachial plexus
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injuries, lumbo-sacral plexus injuries, neuropathic pain, and polyarthritis in the
wrist and ankle joint commonly referred to as “stretch arthritis” [19]. In addition to
severe foot pain, falanga can lead to sensory dysfunction such as neuropathy and
connective tissue disorders both of which affect mobility [20]. Telefono can lead to
tympanic membrane rupture, tinnitus, vertigo, and hearing loss [21]. Asphyxiation
techniques including water-boarding or submarino can lead to severe psychological
consequences such as a fear of drowning or nightmares. Scars can be found on the
body from electrical shock, chemical, cigarette, or other heat burns, and lacerations.
Sexual torture can lead to intestinal damage from insertion of foreign objects into
the rectum, genital trauma, sexual dysfunction, and chronic genital or pelvic pain
[22-24]. Torture survivors may also have been verbally humiliated, threatened with
death, or told that they would be permanently “damaged” or made infertile during
their torture. As clinicians, our medical evaluation and care can be reassuring and
enormously healing for the patient. Finally, the comprehensive documentation of
torture sequelae is sometimes needed for forensic reasons. Several comprehensive
reference sources provide guidance in this area [14, 25]. Please refer to Chap. 17 for
areview of forensic evaluation of asylum seekers.

Traumatic Brain Injury

Closed head injuries have been reported by nearly 70 % of torture survivors [26, 27]
many times accompanied by loss of consciousness. Head injuries may be a result of
asphyxiation, direct blows to the head, poisoning, nutritional deprivation, or water-
boarding/submarino. These injuries can lead to traumatic brain injury (TBI), with
resulting symptoms including: chronic headaches, dizziness, cognitive dysfunction,
memory loss, and sleep disturbance. A study of South Vietnamese torture survivors
showed that those with TBI were more likely to suffer symptoms of depression,
PTSD, and anxiety. Structural changes in the brain also showed thinner prefrontal
and temporal cortices among Vietnamese torture survivors with TBI [28]. TBI
sequelae can be difficult to treat and are likely to have an adverse impact on resettle-
ment. Cognitive dysfunction, in particular, poses challenges to learning English and
new job skills, which can negatively impact a survivor’s ability to gain employment
and citizenship. Diagnostic testing for TBI includes brain imaging and neuropsychi-
atric testing. These tests can be helpful in differentiating TBI symptoms from PTSD
[29]. Challenges in conducting neuropsychiatric testing include a lack of culturally
and linguistically validated measures [29].

Mental Health Effects

The mental health sequelae of torture are often the most frequent, long-lasting, and
disabling consequences. Mental health issues can manifest in somatic complaints,
difficulties with successful resettlement, cognitive deficits, sleep disorders, PTSD,
anxiety, and depression. Usually there is an overlay of several of these issues. PTSD
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is one of the most common mental health conditions noted in survivors of torture
with observed prevalence rates of 30-90 %, even years after the torture experience
[30, 31]. Mental health issues can manifest in varying ways among cultures, and
torture survivors may not readily describe their symptoms. Torture can make survi-
vors distrustful of others and their own experiences. In addition, torture experience
can impact memory often making it difficult for survivors to concisely convey their
experiences.

Certain aspects of a medical visit can re-traumatize survivors of torture and it is
important to minimize these triggers including: prolonged wait times; crying babies;
uncompassionate staff; unfamiliar forms; multiple questions; and small, windowless
exam rooms. In addition, some procedures including venipuncture, opthalmic exam,
and an electrocardiogram may all remind a survivor of their torture experience.
Re-traumatization can trigger flashbacks, fear, anger, or panic, which may prevent
survivors from accessing care and following their clinician’s recommendations.

The stressors of exile and resettlement can also exacerbate mental health symp-
toms in torture survivors. Many refugees experience a symptom-free honeymoon
period immediately after resettlement with symptoms appearing later. Screening for
mental health issues in refugees is discussed in Chap. 12.

Chronic Disease and Torture

Torture survivors are at an increased risk of chronic disease development [32].
Longitudinal health studies in Cambodians show that Cambodian torture survivors
have a 20 % increased risk of diabetes mellitus compared to their age matched, non-
torture survivor peers [33]. Physicians should also consider pre-migration stressors
including food insecurity, malnourishment, and micronutrient deficiencies that can
occur more often in torture survivors, as other risks for chronic disease development
due to compromised organ development and function [34]. For torture survivors
from developed countries where the prevalence of obesity and chronic disease is
already significantly elevated, the risk for an individual may be even higher. In a
recent study of refugees 8 months after arrival, over half were found to have at least
one chronic, non-communicable disease diagnosis [35]. Due to possible increased
risks, clinicians should consider screening torture survivors for chronic diseases
although the literature does not currently support this.

Children

Even very young, pre-verbal children may be significantly impacted by witnessing
or hearing the sounds of torture. Younger children may be more traumatized than
older children who are able to articulate their fears and horrors surrounding the
events experienced. The Adverse Childhood Events (ACE) study of 17,000 children
showed that those who experienced childhood trauma have an increased risk of
developing chronic physical and mental health conditions, as well as substance
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abuse as adults [36]. Although the ACE study does not focus specifically on torture,
these findings strongly support the theories that childhood trauma can lead to sig-
nificant health issues in adulthood. Child survivors of torture may be at an increased
risk of chronic disease development.

Mediators

A group of studies have shown that some characteristics in refugees provide protec-
tion from the consequences of torture while others may exacerbate sequelae.
Survivors with higher levels of political activism, better social support networks,
and male gender may suffer less psychological effects. A strong belief system has
been found to be both protective and a risk factor in various studies [37, 38].

Screening for Torture

The Centers for Disease Control (CDC) Refugee Health guidelines recommend
screening refugees for mental health symptoms and a history of violence within the
first 90 days of resettlement [39]. However, less than half of states follow these
recommendations [40]. Even fewer screen for a history of war trauma and/or tor-
ture. Other experts recommend screening refugees for a torture history if they
exhibit signs of depression, PTSD, or unexplained pain [41]. Torture is arguably the
most severe form of violence. If refugees are not identified as torture survivors dur-
ing the refugee health screening, they are unlikely to be asked this history by their
primary care clinician. Studies indicate that even in high risk clinical settings—
community health centers in Boston, New York, and Los Angeles, primary care
clinicians rarely asked their patients about a history of political violence or torture
[42, 43]. Only 3 % of survivors shared their trauma history with a primary care cli-
nician without being asked [42]. Therefore, the most common barrier to identifying
torture survivors is a clinician’s failure to ask the patient about a past history of
trauma [44, 45]. Other barriers include the survivor’s lack of trust in the clinician,
fear of authority (medical personnel participate in up to 20 % of torture cases world-
wide) [46] and re-traumatization. The purpose of a screening test is to identify indi-
viduals at risk and provide an intervention that will improve health. Torture increases
the risk of acute and chronic mental and physical health conditions [47-51]. Torture
survivors appear no different than other refugees, but may present to their primary
care clinicians more often with complaints of anxiety, chronic pain, cognitive dys-
function, depression, headaches, insomnia, and PTSD, than non-tortured refugees.

The following validated question was developed by Dr. David Eisenman to
screen for torture and violence:

“In this clinic we see many patients who have been forced to flee their homes because of
violence or threats to the health and safety of patients and their families. I'm going to ask
you a question about this now. Were you [or any of your family members] victims of violence
and/or torture in your home country?” [52]
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This question destigmatizes the experience of torture/violence, and reassures the
patient that the clinician is comfortable with this issue and prepared to help. If an
individual responds “yes,” it is helpful to ask further questions in order to under-
stand the scope of a patient’s traumatic experiences and possible sequelae. This may
be done over a few visits to insure the comfort and trust of the patient. However, it
is not necessary to have a patient recount their entire trauma story, and doing so may
be destabilizing for the individual [53]. Many torture survivors report that their
physician is the first person with whom they have shared their torture history.
Although it can be difficult to hear about these experiences, acknowledging these
atrocities can be therapeutic to a survivor of torture. It is important that a clinician
allow adequate time for the patient to share their experience, and to never doubt or
deny a survivor’s story no matter how unbelievable.

The screening question seeks to identify secondary survivors through its inclu-
sion of “or any of your family members.” Secondary survivors are at an increased
risk of adverse health outcomes because of their vicarious exposure to the torture
through the survivor.

Another reason to consider screening refugees for torture early in the resettle-
ment process is that it allows referral to appropriate specialists while the patient is
still covered by Refugee Medical Assistance (up to 8 months after resettlement in
most states.) This may be less urgent if most states opt to implement the Affordable
Care Act, which includes a Medicaid expansion. A recent study found that 46.5 %
of refugees with chronic health conditions did not have health insurance beyond the
initial resettlement period [54].

Some physicians may be uncomfortable or fearful about asking a patient about
torture. Clinicians are asked to address many difficult issues. However, identifying
this history will allow more effective treatment for refugees’ health conditions.
Tragically, most of the 3 million refugees living in the US have suffered human
rights violations in their journeys to safety. Within these refugee communities,
many torture survivors live and continue to suffer from their past histories of severe
trauma. By bringing a survivor’s history to light and not shying away from this
darkness, we can help our patients regain their health. If we do not screen for tor-
ture, we will never know our patient’s past. By not understanding our patient within
the context of torture, we perpetuate the vast injustices that a survivor has already
suffered.

Women and Violence

Unfortunately, women and girls across the world face many types of violence
regardless of socioeconomic strata, age, or ethnicity. One in three women across the
world have been beaten, coerced into sex, or otherwise abused in her lifetime [55].
The largest worldwide study on the prevalence of violence in women and girls was
conducted by the World Health Organization (WHO) in 2005. The WHO Multi-
Country Study of Women’s Health and Domestic Violence Against Women included
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24,000 women across ten countries and assessed their experience with intimate
partner violence as well as non-partner violence including physical abuse and sex-
ual assault. Thirteen to sixty-one percent of women experienced intimate partner
violence (IPV), while 5-65 % of women experienced non-partner violence combin-
ing physical and sexual assault [56].

Violence against women is largely based in unequal power relations, which per-
petuate and condone violence within the family, community and state [56, 57].
Refugee women, depending on their country of origin and migration pattern, may
be particularly vulnerable to gender-based violence during armed conflict, flight
from conflict, and in refugee camps [58, 59]. Rape has been used as a weapon of war
throughout history, and has been widely documented in recent conflicts including
Bosnia, Cambodia, Congo, Liberia, Peru, Somalia, and Uganda [60, 61].

Intimate Partner Violence

IPV is defined as a pattern of assaultive and coercive behaviors designed to establish
control by a person who is, was, or wishes to be involved in an intimate or dating
relationship with an adult or adolescent. Assaultive and coercive behaviors can
include physical, psychological, emotional and sexual abuse, stalking, threats,
social isolation. Intimate partners include current and former spouses, common-law
spouses, and dating partners of either sex. Intimate partners may or may not be
cohabitating [62]. IPV can affect all women regardless of socioeconomic status,
educational background, and culture. It can carry serious and long lasting conse-
quences in that it tends to be repetitive and accompanied by psychological and sex-
ual violence as well [63]. While recent reviews of the current literature did not find
the prevalence of IPV higher in refugee communities [64, 65], the data is very lim-
ited, and most agree that refugees may be particularly vulnerable to IPV. Some
studies suggest that lifetime rates of IPV in women living in refugee camps are close
to 50 % [66, 67].

In the US, nearly one-third of American women experience physical or sexual
abuse by a husband or boyfriend at some point in their lives [68]. In addition to pos-
sible IPV before arrival, refugee women may be more vulnerable to IPV once in the
US for several reasons. Refugee women experience limited English proficiency
(LEP), which may limit their ability to seek help. While most refugees have official
refugee legal status in the US, women may still have fears about jeopardizing their
immigration status or that of their partner-perpetrator by reporting IPV. Many refu-
gee women lack social networks that would encourage help-seeking, despite
attempts by the US State Department to resettle refugees as families and even com-
munities. Many refugee women are impoverished and possibly dependent on the
perpetrator for economic survival. Refugee women may lack an understanding of
US laws around IPV [65].
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Some recent studies have failed to show benefits from universal IPV screening, and
the US Preventive Task Force neither supports nor rejects the concept [69]. However,
The US Department of Health and Human Services has endorsed the Institute of
Medicine’s recommendations that IPV screening and counseling be a core part of
women’s health visits [70]. The American Congress of Obstetricians and
Gynecologists (ACOG) also recommends that all women be screened at periodic
intervals [71]. Screening may be particularly important in refugees due to their
numerous barriers to seeking help. A number of IPV screening tools are used in
clinical practice [72]. To our knowledge, none have been validated for use across
cultures and languages, or specifically in refugee populations [73]. It is critical that
screening take place privately in the context of a trusting relationship, in a culturally
and linguistically appropriate way. Clinicians should be familiar with [PV reporting
laws in their state, and be prepared to provide immediate assistance and safety plan-
ning for victims of IPV.

Resources

National Domestic Violence Hotline
1-800-799-SAFE (7233)

www.thehotline.org

Futures Without Violence
www.futureswithoutviolence.org

National Coalition Against Domestic Violence
www.ncadv.org

National Resource Center on Domestic Violence
www.nrcdv.org

Office on Violence Against Women
www.usdoj.gov/ovw
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Chapter 15
Refugee Women’s Health

Geetha Fink, Tara Helm, Kaya Belknap, and Crista E. Johnson-Agbakwu

Introduction

Women'’s health encompasses care provided to women across their reproductive life
course and involves not only their reproductive health but also sexual function, can-
cer screening, and overall psychosocial health. The emphasis placed on women’s
health is a reflection of available resources and the value placed on women in soci-
ety. In many war-torn countries, where medical care is limited, women’s health
hardly exists. In discussing refugee women’s health it is prudent to recognize that
there are a host of pre-migratory and post-migratory stressors that may impact a
woman’s health throughout her process of resettlement from conflict regions around
the world [1]. Beyond the psychosocial challenges of immigration and assimilation,
these women have suffered traumatic experiences, often have been abused as victims
of war, and have not received appropriate medical care in their country of origin.
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Many refugees have lived in refugee camps for years prior to emigration. In these
camps they have suffered physical violence, malnutrition, and unsanitary living
conditions, as well as rape, sexual abuse, extortion, and physical insecurity [2].
Consequently, there is a high incidence of post-traumatic stress disorder
(PTSD) [3].

Post-migration, refugees suffer from increased barriers to care including poverty,
insurance status, transportation, language barriers, and lack of understanding of its
importance [4]. Additionally there are social differences that may impact health-
seeking behavior, such as conservative cultures in which a pelvic exam is unaccept-
able, or the belief that only the sick need to seek care [5]. Refugees underutilize
preventive and primary care, as these facets of health care may not exist in develop-
ing countries [6]. Moreover, this lack of familiarity with navigating the health care
system increases patient anxiety when faced with accessing care in the hospital
setting.

Sweeping generalizations can be made regarding refugee health because of the
shared experience of war and immigration. However, it is important to distinguish
that refugees come from many different countries, ethnic and cultural backgrounds,
have highly varied experiences in their host countries of resettlement, and have
widely varying beliefs on reproductive health. The following list delineates impor-
tant risk factors that may impact women’s health and should be identified when
caring for refugee women:

e Identify a patient’s host country and endemic risks.

*  What was her path to immigration? Was she imprisoned in a refugee camp prior
to reaching the US?

e Was she a victim of violence or rape?

* Has she lost family in the war (specifically children or her husband)?

* How many children has she already had and how many more does she want? Is
she interested in contraception?

* How is her mental health? Is she suffering from PTSD or depression?

e What kind of psychosocial support does she have?

* Does she have religious beliefs that may impact her health or health-seeking
behavior?

* Has she been screened for cervical cancer or breast cancer in the past?

* Has she undergone Female Genital Cutting (FGC)? Is she interested in defibula-
tion, if indicated?

* Has she utilized preventive care in the past? Does she have a primary care
provider?

Identifying these key factors will guide patient care. Additionally, a keen under-
standing of her psychosocial background and risk factors can facilitate in providing
culturally sensitive and medically complete care.
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Preventive Health

Pelvic Exams

Pelvic exams can be stress-inducing for any woman. For refugee women, pelvic
exams can be even more anxiety-provoking due to histories of sexual violence or
abuse, FGC, and cultural backgrounds that demand modesty and deem such an
exam inappropriate. Some cultures view a pelvic exam as a violation of virginity
[7]. A history of sexual trauma has been shown to decrease cervical cancer screen-
ing due to an aversion to pelvic examination [8]. Suggestions to improve the experi-
ence include fostering appropriate communication, safety, trust, and patient control
of the situation [8]. A professional interpreter is highly recommended when needed.
It is standard practice to have a chaperone present for patient comfort and liability
concerns. Female health care providers are preferred when possible. While a pelvic
exam may be deferred on the initial visit if the patient is uncomfortable, if indicated,
it should still be performed once trust has been established between the patient and
her provider. A pelvic exam is essential in identifying pathology, classifying cul-
tural practices such as FGC, performing a Pap test, and testing for sexually transmit-
ted infections. At the time of a pelvic exam, providers should also educate the
patient on the value of preventive care [9]. Although a pelvic exam is standard in the
female physical exam, patient autonomy and the right to refuse should be respected,
provided the patient is appropriately counseled on its importance.

Sexually Transmitted Infection Screening

Screening for Human Immunodeficiency Virus (HIV) is not mandated except in
prenatal care. Prior to January 2010 refugees were required to be screened for HIV
prior to entry into the US [10]. Current practice is to offer such screening; a poten-
tial diagnosis may be missed due to stigma, cultural taboos, and lack of awareness
[11]. Given the prevalence of HIV and rape as a weapon of war in refugees’ native
countries, they are considered a high-risk and vulnerable population. Thus, patients
should be screened for these risk factors and tested when indicated. However, there
is minimal data in regard to incidence of gonorrhea, chlamydia, and syphilis in refu-
gee populations. A recent study in Minnesota of 18,000 refugees showed very low
incidence of these STIs. Thus, routine screening may not be indicated [12]. For a
discussion on STI testing in refugees, see Chap. 9.
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Cancer Screening

Female cancer screening is primarily composed of pap tests for evidence of cervical
dysplasia and mammography for breast cancer. Many refugee women have never
had any screening prior to immigration, primarily due to lack of access to care.
There is limited data on screening rates in the refugee population. However, immi-
grants in general tend to be under-screened post-migration due to secondary barriers
to care [13]. These barriers include fatalistic attitudes regarding cancer, lack of
knowledge about cancer itself and the screening modalities available, fear of Pap
tests threatening one’s virginity, as well as beliefs that a Pap test is not indicated
unless one is ill [7]. Access to a regular source of primary care and, ideally, access
to a female health professional have been advocated as a means to increase screen-
ing rates [14]. Moreover, patient education about the importance of cancer screen-
ing can promote regular health-seeking behavior and reduce the stigma of such
screening [15]. Pap tests are regularly performed as part of prenatal screening.
Breast cancer screening is less taboo than cervical cancer screening. However, refu-
gee women are still under-screened [16, 17].

Mental Health

Refugee women are at increased risk for depression, anxiety, and PTSD [18]. Given
the additional obstacles refugee women face in maintaining their health and well-
being [19], high rates of violence and trauma persist post-migration [20]. When
appropriate, women should be referred for psychiatric services and/or therapy [21].
There is lack of a valid screening measure for common mental health conditions
across multiple refugee populations; however, a new validated screening modality
holds promise for utility across varied ethnic and linguistic refugee populations in
primary health care settings [22].

Reproductive Health

Nutrition

For pregnant refugee women, malnutrition may be observed due to lack of access to
food in war-torn areas and refugee camps. These women are at high risk for nutri-
tional deficiencies such as folic acid, iron, and vitamin D. Iron-deficiency anemia is
also commonly seen among Sub-Saharan African refugees arriving in host coun-
tries [23]. Anemia is of specific concern during pregnancy and could result from
chronic blood loss due to intestinal parasites, menstruation, malabsorption, high
parity, prolonged breastfeeding, sickle cell anemia, and malaria [24].
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Lower amounts of physical activity and poor diet are commonly seen among
refugee populations as they adjust to a “westernized” lifestyle and diet [25], and may
give rise to obesity. A lack of familiarity with or knowledge of healthy foods and
food preparation techniques are also concerns [26]. Providing nutritional support,
counseling, and early intervention will promote healthy diet choices and physical
activity, which could prevent obesity and diabetes as well as fetal macrosomia [27].

Cultural and religious practices may create challenges for pregnant women.
During Ramadan, providers should assess for any medical and pregnancy-related
conditions that may be contraindicated for safe fasting. Education regarding proper
nutrition and hydration during fasting periods is also important [28]. Other dietary
factors such as vegetarianism or food restrictions during the antepartum, intrapar-
tum, and postpartum period should also be discussed to determine any risk for poor
outcomes.

Prenatal Care/Antepartum

An opportunity arises to improve maternal and neonatal health outcomes prior to
pregnancy with preconceptional care. Infectious disease is an important area to
assess prior to pregnancy with refugee populations as infections in the preconcep-
tional period can affect fertility. Spontaneous abortions and fetal congenital birth
defects due to infections can also occur [29]. In some cultures, marriage and child-
bearing begins at an early age [30, 31]. Higher rates of teenage pregnancy among
recent arrivals have been seen among refugee populations from Africa and Asia
[32]. High parity may also be common as societal importance is placed on women’s
ability to have many children [5, 23].

Due to the lack of health care infrastructure and preventative care in some devel-
oping countries, refugee women may not understand the importance of prenatal
care. Refugee women may have had prior pregnancies without prenatal care with
good outcomes in their countries of origin. Some women may also delay or avoid
prenatal care due to a fear of unnecessary tests or interventions that will cause prob-
lems during pregnancy and adverse birth outcomes. Providers should also be aware
of the fear that women may have in regard to cesarean delivery causing severe com-
plications, even death. This fear leads some women to avoid and/or delay seeking
care as well as refuse interventions that could involve cesarean delivery [33].

During prenatal visits, providers should assess patient expectations and provide
education and counseling on topics such as the importance of prenatal visits, the
delivery room experience, pain medication options, interpreter services, and the
possible indications for cesarean sections, as well as the risks and benefits of this
surgical procedure. Tours of the hospital should be organized and highly encour-
aged as well [34]. Prenatal care visits are also an appropriate time for providers to
discuss mental health and nutrition practices. Attention should be given to obtaining
information regarding complications with prior pregnancies and deliveries,
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abortions, or issues with menstruation [24]. Providers can also begin to discuss
postpartum issues such as postpartum depression, contraceptive options, and
breastfeeding.

Pelvic and cervical examinations can cause extreme shame and embarrass-
ment for some refugee women and there may be confusion regarding the neces-
sity of these exams [5]. A pelvic examination may need to be deferred, particularly
in women who have undergone infibulation (the most extensive form of FGC) as
use of a speculum exam may not be possible or may cause extreme pain to the
patient [27].

Routine laboratory tests according to the American College of Obstetricians and
Gynecologists standards should be performed [35]. Additional tests recommended
for refugee populations include: [27]

* Domestic violence/intimate partner violence or other forms of gender-based vio-
lence (see Appendix).

* Immunization history including verification of vaccines for influenza (seasonal
vaccine administration is safe during pregnancy), measles/mumps/rubella
(MMR), varicella, and tetanus/diphtheria/pertussis (TDaP). If there is no evi-
dence of vaccination or immunity, provide all of the above mentioned vaccines
except MMR and varicella, which are live vaccines and thus should be given
postpartum.

* Hemoglobin Electrophoresis (for women of African, Southeast Asian, and
Mediterranean ancestry) to screen for thalassemia or sickle cell anemia.

e Tuberculin skin test (TST) or Interferon-Gamma Release Assay (IGRA), as indi-
cated, and screening for symptoms. Any patient suspected of having TB disease
should receive a complete evaluation that includes medical history, physical
examination and chest X-ray. Pregnant women with a positive TST or IGRA
should have a shielded posterior—anterior chest X-ray. If asymptomatic and in the
first trimester of pregnancy, the chest X-ray may be postponed until the second
trimester [36].

* Malaria screening if patient recently emigrated from malaria-endemic region and
displays clinical signs and symptoms such as fever.

* Substance use including exposure to tobacco, alcohol, and illicit drugs. Also
check for exposure to herbal and other traditional/alternative medications or
substances.

Intrapartum

The experience of delivering in a hospital can be extremely overwhelming for refu-
gee women who may be experiencing childbirth in a Western health care setting for
the first time. Refugee women who have had successful deliveries at home in their
countries of origin with very little to no assistance may find this experience unnec-
essary or overwhelming. Multiple pelvic examinations, intravenous lines, fetal
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monitoring equipment, and blood pressure cuffs may be considered disruptive and
cause major distress during the birthing process. Aversion to interventions such as
labor induction and augmentation, epidural placement, and cesarean delivery pro-
cedures may be expressed. A growing number of studies demonstrate that refugee
women have a profound fear of cesarean delivery [33, 34, 37]. There is also a com-
mon misconception that epidurals will cause paralysis or chronic back pain.
Providers should strive to provide anticipatory guidance, education, counseling,
and appropriate language interpretation, while empowering refugee women to
incorporate traditional health behaviors and/or practices such as walking during
labor or specific delivery positions as long as it is deemed safe for both the mother
and fetus [27].

Verbal informed consent for procedures in lieu of written consent should be
allowed through the assistance of a trained medical interpreter for those patients
who have low literacy in English or in their native language [27].

The presence of family and social support should be encouraged. Evidence also
suggests that the support of labor coaches or doulas may be beneficial to some refu-
gee women in terms of increasing a positive attitude and experience with labor
while decreasing the likelihood of obstetrical interventions [38]. Special attention
should be paid to the role of men as it may or may not be culturally appropriate for
men to be present during delivery [39, 40].

Decision-making in some cultures may be very different than in US. Health care
decisions affect the patient, the family, and the community. Gender roles in some
cultures also dictate that men are the decision-makers for the family. During labor,
health care providers should assess the level of autonomy of the patient in decision-
making and the role that a pregnant woman’s spouse and/or matriarchal familial
support may play in decision-making [20].

Maternal and Infant Outcomes

While there is conflicting evidence regarding maternal and infant outcomes among
refugee populations, some studies have demonstrated poorer maternal and infant
outcomes for certain refugee populations [1, 41]. For example, evidence shows that
Somali women may be at increased risk for adverse maternal obstetrical outcomes
including emergency cesarean delivery for fetal distress, failed induction of labor,
post-dates delivery, oligohydramnios, perineal lacerations, and gestational diabetes
[34, 42-44].

Adverse neonatal outcomes have been reported including prolonged hospitaliza-
tion, lower 5-min Apgar scores, meconium aspiration, and assisted ventilation [41,
43, 44]. Low birth weight has been seen among neonates born to some refugee
groups, and this trend has continued among refugees following immigration possi-
bly due to psychosocial factors and social determinants of health [41, 45].

Higher infant morbidity and mortality are also seen among certain refugee popu-
lations [46]. While the reasons for this association are unclear, differences in
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mortality are not described solely by maternal risk factors [47]. The association
between poor neonatal outcomes, poor access to care, and late prenatal care may
explain some of these higher rates among refugees [23, 48].

Postpartum

Refugee women may bring postpartum customs, rituals, and remedies from their
home countries. In some cases this dictates when women may leave home, when the
infant may be exposed to the sun (40 days for some cultures in Africa and 28 for
some Asian cultures), and when it is appropriate to resume intercourse [28]. This
period may be disrupted due to economic strains or medical appointments [28].
Speaking with women regarding their cultural rituals and having some flexibility
and/or explaining why the appointment timeline is important can go a long way
towards enhancing compliance with follow-up care.

Recovering from c-sections may be a new experience for many refugees as they
may have neither personal experience nor historical social traditions. Educating
women on what to expect during recovery from a c-section is important. A decrease
in fertility has been noted after c-sections in Somali women [49]. It is postulated
that this may be attributed to the considerable fear of death from c-section in Somali
women, but the data to substantiate this is inconclusive [33].

Inquiring about certain variables that put women at risk for poor infant health
outcomes (i.e., worry about their infant’s health, a mother’s educational level, pre-
natal class attendance, marital status and their comprehension of the host country’s
official language) may result in effective use of postnatal home visits [50]. Having
an open discussion with patients both in the prenatal period and the postpartum
period, and providing anticipatory guidance about expectations and worries can
help to dissuade fears or misinformation [51].

Postpartum Depression

Underlying mental health issues are relatively high in refugee women in relation to
traumatic events in their home country or on their journey to their host country.
They may also be under considerable stress to acculturate and adapt to the customs,
language, culture, and daily life of their adopted new home [52]. In addition, social
isolation and domestic violence may trigger significant distress [52]. The addition
of an infant to this environment, without the familiar assistance and social support
from family and community members, and the cultural rituals surrounding child-
birth, may precipitate a crisis or significantly increase stress levels. However, deeply
religious perspectives among some refugees may facilitate greater resiliency and
decrease the risk of harming the infant [53].
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It is important to note that refugee women with distress or psychosocial disorders
may often present with somatization and physical findings rather than complaints of
affective or psychological symptoms [52, 54]. Cultural and religious stigma towards
mental health issues may adversely affect women’s access to therapy or medication.
Providers should be aware of this and provide a comfortable place for communica-
tion of stressors and incorporate stress-relieving strategies realizing that they may
be the patient’s only source of intervention [53, 55].

Breastfeeding

In general, breastfeeding is more common among refugee women than among
American women. Depending on the region of origin, women may be accustomed
to breastfeeding for up to two and a half years [53]. However, there is a noted
decrease in the percentage and length of breastfeeding in relation to how long
women have been in US [5, 56]. This has been related to changing economic activity
and sociocultural values, the need to return to work, and the discomfort refugee
women may experience with pumping. Newly arrived refugee women may believe
that formula is better for their infant because they see American children as larger
than infants born in their countries of origin, while refugees who have been in the
host country for a period of time may feel that breastfeeding is socially unaccept-
able and thus minimize the practice in order to acculturate [53].

Women may be accustomed to using breastfeeding as a form of natural family
planning. However, they should be educated on its failure rate and the availability of
additional contraceptive methods. This is especially true for women who are sup-
plementing with formula [28]. Muslim women will often continue to breastfeed
during the fasting period of Ramadan and providers should monitor the nutritional
status of both the mother and child and encourage women to consume extra liquids
before and after fasting [57]. Inquiring about breastfeeding practices with previous
children, expectations for breastfeeding and assessing progress at visits will yield
valuable information.

Contraception

Refugee women have variable exposure to contraceptive methods which may vary
based on their region of origin and previous access to health care. Some women may
have religious objections to manipulating their fertility, while for others fertility
may be a sign of pride and wealth in a community [28]. Furthermore, it may be
necessary for women to consult their husbands regarding contraception in order to
conform to cultural ideals in decision-making and gender norms [20]. Providers
should offer time and space for this to occur and reengage the conversation on sub-
sequent Vvisits.
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Women may be more open to discussing contraception if “family spacing” or
“family planning” is used instead of “birth control.” However, many women, due to
cultural or religious beliefs, may still have an extreme aversion to any form of birth
control. Refugee women have been shown to be more successful in using the calen-
dar rhythm method and keeping track of their menstrual cycles very closely [5].
Offering support for this method and providing cycle beads or calendars for women
to use can be helpful. However, it is still important to educate women on the failure
rate of natural family planning methods.

If women are interested in initiating a hormonal method of birth control and have
never previously used one, making sure to outline potential side effects and expected
changes in menstruation is important. Unwelcome changes may perpetuate the fear
and misinformation surrounding contraception use and side effects, and lead to non-
compliance [28, 58].

Intimate Partner Violence

Violence against women is a global public health phenomenon that affects millions
of women across racial, ethnic, social, economic, religious, and cultural lines [59, 60].
There are many different kinds of violent acts against women [61]. IPV is the most
prevalent form of violence among women, and comprises a pattern of assaultive and
coercive behaviors which may include physical assault, psychological or emotional
abuse, sexual assault, progressive social isolation, stalking, deprivation, intimida-
tion, and threats. There is some evidence showing high prevalence of I[PV among
refugee populations, and it often occurs within the context of immigration, accul-
turation, and rapid changes in family and social structures [62]. Refugee women are
distinctly vulnerable in having survived pre-migratory experiences of sexual vio-
lence during war/armed conflicts. Upon resettlement in host countries, refugee
women may continue to face risks of IPV within the context of language barriers,
confusion over their legal rights, and the stress of acculturation to new cultural and
social norms.

Beyond the immediate trauma of violence, IPV can have a profound impact on a
woman’s overall health and well-being. Women who have survived IPV may dis-
play psychological symptoms of fear, anxiety, depression, PTSD, insomnia, feel-
ings of hopelessness, and somatization, while physical symptoms may manifest as
chronic pelvic pain, menstrual irregularities, sexual dysfunction, musculoskeletal
symptoms, and distorted body image. Providers may face difficulty managing
chronic illnesses such as diabetes and hypertension, and alcohol and substance
abuse issues may become apparent. General perceptions of poor health and wors-
ened health status are also common [61]. While maintaining cultural beliefs and
norms may confer protective coping mechanisms through community-centered
values, resiliency, and social support, cultural context may also exacerbate the
consequences of violence by imbuing psychosocial conflicts in traditional gender
roles. Moreover, cultural values and practices may constrain women from seeking help,
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which when compounded by stigma and shame, may limit women’s health-seeking
behavior and health care utilization. Institutional racism, sexism, and socioeco-
nomic barriers may further contribute to disparities in refugee women’s health.

Hence developing trust with refugee communities is critical. Survivors of [PV
need culturally appropriate interventions and programs that address the many chal-
lenges specific to refugee communities. Female providers and female interpreters
are often at the front lines in being able to help identify concerns for IPV [63].
Culturally tailored interventional programs should support women’s self-sufficiency,
offer comprehensive services including shelter, safety planning, coordination with
police and the judicial system, medical as well as social support (including employ-
ment, housing, and services for children) [64].

There are many challenges encountered by health care systems, service organi-
zations, and programs addressing IPV in refugee communities including difficulty
getting victims to talk about personal and shameful experiences and convincing
them of availability of support and safety if they confront their abusers. Some strate-
gies include changing cultural norms regarding IPV and using advocates who can
provide leadership and raise awareness in the community [65].

A growing body of evidence supports the efficacy of routine screening in identi-
fying women who are victims of or at risk for IPV, which provides a primary start-
ing point for early identification of IPV in order to reach women regardless of
whether symptoms are immediately apparent. In addition, screening for IPV pro-
vides an opportunity for disclosure and provides a woman and her health care pro-
vider the chance to develop a plan to protect her safety and improve her health. The
Family Violence Prevention Fund has developed National Consensus Guidelines on
Identifying and Responding to Domestic Violence Victimization in Health Care
Settings [66]. Health care providers and health systems should be aware of and have
collaborative relationships with culturally competent resources in the community
that are specific to patients’ cultural groups and countries of origin [61].

Female Genital Cutting

Female genital cutting (FGC), otherwise known as Female Genital Mutilation
(FGM) or Female Circumcision (FC), is an ancient cultural practice that has gained
global attention due to immigration from FGC-affected regions of the world. FGC
is defined as any procedure that involves partial or total removal of external female
genitalia or other injury to female genital organs whether for cultural or nonthera-
peutic reasons [67]. FGC is often performed as a ritual initiation into womanhood:
ensuring one’s chastity and eligibility for marriage and instilling pride, honor, value,
and aesthetics. FGC affects up to 140 million women worldwide. Each year three
million girls are at risk of undergoing this practice [67]. FGC is documented in 28
countries throughout sub-Saharan Africa, and in regions of Southeast Asia and the
Middle East. Prevalence rates vary between and within nations, with some regions
possessing rates higher than 90 %.
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Table 15.1 2007 WHO classification of female genital cutting

Type Definition

1 Partial or total removal of the clitoris and/or the prepuce (clitoridectomy)
Type la—removal of the clitoral hood or prepuce only
Type Ib—removal of the clitoris with the prepuce
I Partial or total removal of the clitoris and the labia minora, with or without excision
of the labia majora (excision)
Type Ila—removal of the labia minora only
Type IIb—partial or total removal of the clitoris and the labia minora
Type Ilc—partial or total removal of the clitoris, the labia minora, and the labia majora
I Narrowing of the vaginal orifice with creation of a covering seal by cutting
and appositioning the labia minora and/or the labia majora, with or without excision
of the clitoris (infibulation)
Type Illa—removal and apposition of the labia minora
Type IlIb—removal and apposition of the labia majora
v Unclassified: All other harmful procedures to the female genitalia for nonmedical
purposes (i.e., pricking, piercing, incising, scraping, and cauterization)

World Health Organization. Eliminating Female Genital Mutilation: An Interagency Statement.
Geneva, Switzerland. 2008. Accessed 2/12/13: https://docs.google.com/a/asu.edu/viewer?url=http://
www.unifem.org/attachments/products/fgm_statement_2008_eng.pdf

FGC is divided into four categories (Table 15.1; Fig. 15.1). Type I is the partial
or total removal of the prepuce or clitoris (clitoridectomy). Type II is the partial or
total removal of the clitoris and the labia minora, with or without excision of the
labia majora (excision). Type III involves cutting and appositioning the labia minora
and/or majora to create a covering that restricts the vaginal introitus (infibulation).
This is the most extreme category, but only comprises 10 % of all cases of FGC
[68]. However, recent immigration and refugee resettlement from countries where
Type III FGC predominates (e.g., Somalia) have resulted in an increased prevalence
of females with Type III FGC throughout North America and Europe. Type IV
includes other alterations to the genitals that do not remove tissue, such as piercing,
pricking, or cauterization [67].

Women who have undergone FGC may experience short and long-term compli-
cations. Immediate complications may include pain, infection, laceration of adja-
cent structures (i.e., the bladder, urethra, vagina, or rectum), and uncontrolled
hemorrhage. Long-term complications, seen mostly in women with type III FGC,
include chronic urinary tract infections, severe dysmenorrhea, and dyspareunia,
which in severe cases may lead to infertility. The extent of long-term morbidity
depends on the type, extent, and severity of tissue excised [69—71]. A prospective
study across six African countries has demonstrated a trend towards adverse obstet-
ric and neonatal outcomes with increasing severity of FGC when compared to those
without FGC; including cesarean delivery, postpartum hemorrhage, extended
maternal hospital stay, resuscitation of the infant, and inpatient perinatal death [72].
Sexual function may also be affected [73]. However, more research is needed to
further elucidate the impact of varying types of FGC on a woman and her partner’s
sexual health.


https://docs.google.com/a/asu.edu/viewer?url=http://www.unifem.org/attachments/products/fgm_statement_2008_eng.pdf
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Fig. 15.1 Classification of female genital cutting

For women with Type III FGC, a defibulation procedure can relieve FGC-related
morbidity prior to coitus or pregnancy, or during the antepartum or intrapartum
period. Defibulation entails the surgical release of the vulvar scar tissue by making
a vertical incision along the infibulation to expose the urethral meatus and introitus,
followed by approximation of the raw edges on each labia majora. Reconstructive
surgery can also be performed to restore clitoral anatomy and function. Local anes-
thesia should be avoided as this may cause posttraumatic stress symptoms [74, 75].
Excellent postoperative results have been reported with improvement in both sexual
function and pain [76].

For pregnant women with type III FGC, cesarean delivery should only be per-
formed for obstetrical indications, and precautions taken to ensure a safe vaginal
delivery. Counseling is needed during the antepartum period to discuss what to
expect during labor, as well as to determine the most appropriate timing of defibula-
tion (antepartum during the second trimester or intrapartum). Antepartum defibula-
tion avoids excessive blood loss at the time of delivery, facilitates the assessment of
cervical dilation, and allows for urethral catheterization and the placement of intra-
uterine devices, while minimizing patient discomfort.

Counseling should be provided in a nonjudgmental manner; engendering trust
and encouraging open dialogue. Women suspected of being at risk for or who have
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undergone FGC should be asked about their history in a culturally sensitive matter,
with careful use of the patient’s own terminology [77]. An exploration of the
cultural significance ascribed to FGC should ensue along with elicitation of any
medical sequela experienced. An interpreter should be available if necessary along
with the woman’s partner to aid in medical decision-making. During the physical
exam, it is important to gain the trust of women who may feel uncomfortable with
gynecologic exams. Pelvic exams may pose a challenge in women with a narrowed
opening, and a pediatric speculum may be needed. Likewise, performing a biman-
ual exam may be difficult, and a rectovaginal exam may be required. Visual aids/
diagrams illustrating vulvar anatomy should also be incorporated, and sexual health
counseling made available for both the woman and her partner.

Legislation and educational campaigns against FGC have led to a significant
decline in its prevalence over the last 25 years, although support for its continuation
varies widely between and within countries [78]. In December 2012, the United
Nations General Assembly passed a resolution banning FGC which is intensifying
global efforts to eliminate the practice [79]. Notwithstanding, intense controversy
abounds surrounding the medicalization of genital cutting performed on minors
(whether male or female) [80]; the confluence of double-standards around female
genital cosmetic surgery and an adult woman’s ability to choose genital modifica-
tion procedures [73]; and the Western media’s portrayal of FGC without attention to
rigorous evidence-based research and balanced public policy debates [81]. Thus,
FGC provides a window of opportunity through which health care providers can
impart culturally appropriate counseling and education, enabling women to make
informed decisions regarding their reproductive health care and circumcision of
their daughters.

Appendix: Suggested Assessment Questions and Strategies for
Routine Screening of Violence Against Women

The following sample assessment questions can also be used to develop a strategy
most comfortable for each individual:

Framing Questions

e “Because violence is so common in many people’s lives, I've begun to ask all my
patients about it.”

e “I am concerned that your symptoms may have been caused by someone
hurting you.”

e “I don’t know if this is (or ever has been) a problem for you, but many of the
patients I see are dealing with abusive relationships. Some are too afraid or
uncomfortable to bring it up themselves, so I've started asking about it
routinely.”
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Direct Verbal Questions

e “Are you in a relationship with a person who physically hurts or threatens you?”

e “Did someone cause these injuries? Was it your partner/husband?”

e “Has your partner or ex-partner ever hit you or physically hurt you?”

* “Do you (or did you ever) feel controlled or isolated by your partner?”

e “Do you ever feel afraid of your partner? Do you feel you are in danger?”

e “Is it safe for you to go home?”

e “Has your partner ever forced you to have sex when you didn’t want to? Has your
partner ever refused to practice safe sex?”

e “Has any of this happened to you in previous relationships?”

Effective Assessment Strategies When Working Cross-culturally

It is important to adapt your assessment questions and approach in order to be cul-
turally relevant to individual patients. Listen to patients, pay attention to words that
are used in different cultural settings and integrate those into assessment questions.
Focusing on actions and behaviors as opposed to culturally specific terminology can
also help, or some groups may be more willing to discuss abuse if you use general
questions. Be aware of verbal and nonverbal cultural cues (eye contact or not, pat-
terns of silence, spacing, and active listening during the interview).
Some examples include:

* Use your patient’s language: “Does your boyfriend disrespect you?”

e Be culturally specific: “Abuse is widespread and can happen even in lesbian
relationships.

* Does your partner ever try to hurt you?”

* Focus on behaviors: “Has you partner ever hit, shoved, or threatened to kill you?”

e Begin by being indirect: “If a family member or friend was being hurt or threat-
ened by a partner, do you know of resources that could help them?”

(Adapted from the National Consensus Guidelines on Identifying and Responding
to Domestic Violence Victimization in Health Care Settings. The Family Violence
Prevention Fund, 2004. Accessed 2/12/2013: http://www.futureswithoutviolence.
org/userfiles/file/Consensus.pdf)
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Chapter 16
Health Issues in Refugee Children

Sural Shah, Meera Siddharth, and Katherine Yun

Introduction

In the past decade, an estimated 200,000 children have come to the US as refugees
[1]. Their exposure to health-related risk and protective factors varies by nationality,
socioeconomic status, and time period. In 2005, the majority of US-bound refugees
originated in Cuba (12 %), Laos (16 %), Russia (11 %), and Somalia (19 %) [2]. In
2011, individuals from Bhutan (27 %), Burma (30 %), and Iraq (17 %) predomi-
nated [2]. Even within the same ethnic or national group, children’s experiences and
exposures vary. For example, access to early childhood nutrition or preventive
health services is often different for children born in refugee camps or other transi-
tional settings when compared to their older siblings. Similarly, disease risk for
children from the same camp or region may wax and wane over time as outbreaks
flare or preventive health programs, such as micronutrient supplementation or pre-
sumptive deworming, take root.

After arriving in the US, growth and nutrition, communicable conditions, vac-
cine catch-up, and entry into primary and specialty care are the focus of health care.
Over time, psychosocial needs and chronic disease management may predominate.
Psychosocial support is likely to be particularly important for survivors of violence
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and for those who have come to the US without their parents or legal guardians,
receiving assistance as unaccompanied refugee minors [3].

This chapter will focus on refugee groups who have arrived in the US in the prior
decade. The intent is to review core information and concepts, bearing in mind that
children’s specific health needs, exposures, and experiences are heterogeneous.
Because most studies have focused on children’s health during the time immedi-
ately following arrival, known as reception and placement, the majority of recom-
mendations focus on this period.

Nutrition and Growth

Nutrition and growth are among the most common concerns for health profession-
als caring for refugee children in the US. The social forces that uproot families can
also disrupt access to food; expose children to infectious diseases associated with
malnutrition; and limit access to medical care. Children may also come to the US
from regions where childhood obesity is an emerging concern.

The prevalence of growth and nutrition problems among refugee children varies
by population. In a study of children who resettled in Massachusetts in the late
1990s, wasting (low weight-for-height, which is often associated with acute malnu-
trition. For additional information about anthropometry, see Table 16.1) was present
among 8 % of children from developing regions in Africa and Asia but few other
children.! Similarly, stunting (low height-for-age; often associated with chronic
malnutrition) was present among a high proportion of children from Africa (13 %),
the Near East (19 %), and East Asia (30 %) but very few children from Yugoslavia
and the former USSR [4]. These findings are consistent with more recent studies
from refugee camps in Africa and Asia. A survey of five long term refugee camps
in East and North Africa demonstrated wasting in 9-21 % of children aged 6-59
months [5]. Similarly, a 2007 survey of Bhutanese children aged 6-59 months liv-
ing in one of seven refugee camps in Nepal found that stunting was present in 27 %
of children and wasting in 4 % [6].

Children from other regions may be at higher risk of overweight and obesity. For
example, an analysis of pre-departure data from Jordan found that 14 and 11 % of
US-bound children from Iraq were overweight and obese, respectively [7]. Children
may also experience excessive weight gain subsequent to resettlement, either
because of increasing food availability, adoption of an “American” diet, or decreased
physical activity [8, 9].

Children of any weight and stature may experience malnutrition in the form of
micronutrient deficiencies (Table 16.2). Among refugee children, common
micronutrient deficiencies include vitamin A, iron, vitamin B12, and vitamin D

'n this study, each region predominantly comprised children from one or two national or ethnic
groups, as follows: Africa (89 % Somalia), Near East (98 % Iraqi or Kurdish), East Asia (90 %
Vietnam), former Yugoslavia (96 % Bosnian), former USSR (41 % Ukrainian, 27 % Russian).
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Table 16.1 Selected anthropometric assessment of children’s growth and nutritional status

Growth
classification® Measurement® Definition Limitations
Wasting® Weight-for-height Z-score below -2 on the
sex-specific weight-
for-height WHO
growth chart
Stunting® Height-for-age Z-score below =2 on the ~ Requires accurate
sex-specific height- assessment of age
for-age WHO growth
chart
Stunting? Height-for-age Below the 5th percentile ~ Requires accurate
of the sex-specific assessment of age
height-for-age CDC Based on US norms
growth chart
Underweight®  Weight-for-age Z-score below —2 on Requires accurate
the sex-specific assessment of age
weight-for-age WHO
growth chart
Underweight Body mass index (weight ~ Below the 5th percentile ~ Requires accurate
in kilograms divided of the sex-specific assessment of age
by the square of the BMI-for-age Based on US norms
height in meters; BMI) growth chart Applicable for
children 2-19 years
Overweight’  Body mass index (BMI) 85th to less than the 95th  Requires accurate
percentile of the assessment of age
sex-speciﬁc BMI-for- Based on US norms
age growth chart Applicable for
children 2—19 years
Obesity! Body mass index (BMI) Equal to or greater Requires accurate age
than the 95th assessment
percentile of the Based on US norms
sex-specific BMI-for-  Applicable for

age growth chart

children 2-19 years

*The CDC’s Division of Global Migration and Quarantine recommends that clinicians use WHO
standardized growth references for children younger than 2 years of age and CDC/NCHS refer-
ences for older children (CDC 2012)

°In children under 2 years of age, recumbent length is measured rather than standing height
‘WHO (1995) Physical status: the use and interpretation of anthropometry, WHO Technical Report
Series #854; WHO (2007); WHO. Child growth standards. http://www.who.int/childgrowth/en/
4CDC (2002) CDC growth charts. http://www.cdc.gov/growthcharts/cdc_charts.htm; Barlow SE
et al. Expert committee recommendations regarding the prevention, assessment, and treatment of
child and adolescent overweight and obesity: summary report. Pediatrics. 2007;120:S164-92

[5, 6, 9—12]. Studies on refugees in Africa and Asia have highlighted the suscep-
tibility of children dependent on long-term food aid [5, 11, 13], demonstrating
rates of vitamin A deficiency of 21-62 % and iron deficiency of 23-75 % among
young children aged 6—-59 months. Vitamin B12 deficiency has been less widely
studied. However, data from the CDC Migrant Serum Bank suggest that 32—-59 %
of adolescents and young adults (15-29 years) from Bhutan may be affected [14].
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Table 16.2 Brief overview of micronutrient deficiencies in refugee children

Micronutrient

Clinical presentation

Screening and treatment

Todine

Iron

Vitamin A

Vitamin B1
(Thiamine)

Risk: residence in mountainous and inland
areas with little naturally occurring
iodine in the soil

Symptoms: thyroid disease, mental retarda-
tion (congenital)

US-bound refugees: Iodine deficiency has not
been reported in children following
resettlement in US, but data are limited.
Many refugee camps provide iodized salt

Risk: one to three quarters of children in
refugee camps in Asia, Africa, and the
Middle East [5, 6, 11, 80]

Symptoms: microcytic anemia,
neurocognitive delay

US-bound refugees: Iron deficiency is
common, with variable risk by age and
region of origin. Care should be taken
to distinguish iron deficiency from
hemoglobinopathies and G6PD deficiency

Risk: one in five preschool-aged children
worldwide; up to 62 % of young children
in some refugee settings [5, 74, 81]

Symptoms: infection; vision problems,
including irreversible corneal damage

and retinal problems, e.g., night blindness.

Physical exam findings include dry skin,
hair, or eyes, and Bitot spots

Prevention: periodic oral supplementation
programs

US-bound refugees: Vitamin A deficiency has
not been reported in children following
resettlement in US, but data are limited

Risk: altered metabolism (e.g., thyroid
disease), losses (e.g., chronic diarrhea)

Symptoms: dry beriberi, characterized by
progressive weakness and peripheral
neurologic abnormalities; wet beriberi, a
cardiomyopathy that can progress to
congestive heart failure; infantile beriberi
(congenital), which mimics shock;
Wernicke encephalopathy, a triad of
ophthalmoplegia, nystagmus, and ataxia

US-bound refugees: Vitamin B1 deficiency
has not been reported in children
following resettlement in US.
Data are limited

Thyroid exam. Laboratory
screening is not currently
recommended for
asymptomatic children

Screening for iron deficiency
begins with assessment of
hemoglobin or hematocrit
concentrations

Deficient children should be
treated with oral iron
supplementation

Measurement of serum retinol.
However, routine screening
of asymptomatic children is
not currently recommended

Oral supplementation is highly
effective, but severe eye
findings may require
parenteral treatment and
monitoring for toxicity

Measurement of whole blood
transketolase activation.
Laboratory screening is not
currently recommended for
asymptomatic children

Mild beriberi in older children
is treated with oral
supplementation (10 mg/
day). Severe beriberi and
infantile beriberi require
parenteral therapy

(continued)
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Micronutrient

Clinical presentation

Screening and treatment

Vitamin B3
(Niacin)

Vitamin B12
(Cobalamin)

Vitamin C
(Ascorbic
acid)

Risk: diet dependent on corn or millet

Symptoms: pellagra, characterized by
“diarrhea, dermatitis, and dementia” or GI
symptoms (glossitis, angular stomatitis,
cheilitis, diarrhea), skin lesions (beginning
as painful erythema on sun-exposed
surfaces, skin eventually becomes rough
and hard), and neurologic symptoms (e.g.,
irritability, depression, fatigue, memory
impairment)

US-bound refugees: Vitamin B3 deficiency
has not been reported in children
following resettlement in US. Data are
limited

Risk: one in three adolescents from Bhutan
[14], maternal vitamin B12 deficiency
(breastfed infants), intrinsic factor
deficiency, severe gastritis (e.g., H pylori)

Symptoms: macrocytic anemia; pancytopenia;
peripheral neuropathy; nonspecific
neurologic symptoms, e.g., fatigue,
irritability; severe congenital cases may
lead to profound neurocognitive regres-
sion, development delay, or obtundation

US-bound refugees: Vitamin B12 deficiency
is common among adolescents from
Bhutan. Data are limited for other national
groups

Risk: limited access to fruits and vegetables,
as vitamin C is not stored in the body and
must be continually replenished

Symptoms: early symptoms include fatigue,
aching lower extremities, and follicular
hyperkeratotic papules (often on the
shins); later symptoms include bleeding
gums, perifollicular hemorrhage, and
frank scurvy

US-bound refugees: Outbreaks have been
reported in refugee camps. Deficiency has
not been reported in children following
resettlement in US. Data are limited

Measurement of 24-h urine

niacin and N;-
methylnicotinamide
excretion. Laboratory
screening is not currently
recommended for
asymptomatic children

Treatment with oral nicotin-

amide supplementation is
effective

Presumptive supplementation

is recommended for
refugees from Bhutan.
Many clinicians also screen
using serum cobalamin
levels

In adults, high dose oral

treatment (e.g.,1000 mcg/
day) is effective. Data on
optimal dosing in children
are limited. Children with
severe neurologic
symptoms may require IM
or parenteral treatment.
High dose therapy has not
been associated with
toxicity

Laboratory screening is not

currently recommended for
asymptomatic children

(continued)
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Micronutrient

Clinical presentation

Screening and treatment

Vitamin D

Zinc

Risk: refugee status, diseases associated with
fat malabsorption

Symptoms: bone pain, dental caries and other
tooth defects, impaired growth, rickets
US-bound refugees: Vitamin D deficiency and

insufficiency are highly prevalent,
affecting approximately three-quarters of
children [12].

Risk: children with limited access to zinc-rich
foods (e.g., meats) are believed to be at
risk for mild-to-moderate deficiency [82]

Symptoms: zinc deficiency is characterized
by immune dysfunction and disruption

Measurement of serum
25-hydroxyvitamin D.
Many clinicians screen or
provide presumptive
supplementation

Oral supplementation with
2000-5000 IU of ergocal-
ciferol (vitamin D2) is
effective. Chronic overuse
can result in complications
from hypercalcemia

Laboratory screening is not
currently recommended for
asymptomatic children

Oral supplementation is
effective

of mucosal integrity, resulting in acro-
orificial skin lesions, diarrhea, susceptibil-
ity to infection, and poor growth

US-bound refugees: Deficiency has not been
reported in children following resettlement
in US. Data are limited

Younger children are less likely to be vitamin B12 deficient than adolescents.
However, infants with vitamin B12 deficiency—most often breastfed infants
with vitamin-deficient mothers—are at risk of severe neurocognitive regression
and hematologic abnormalities [15-18].

Micronutrient deficiencies are not exclusive to children who arrive in the US
after living in refugee camps. In a diverse sample of refugee children who had
recently resettled in Massachusetts, nearly 70 % of young children (<5 years) and
80 % of school-aged children (6-20 years) were vitamin D insufficient or deficient
[12]. Vitamin D abnormalities were common even among individuals from the
Middle East, Europe or Central Asia, and Latin America or the Caribbean, many of
whom move to the US after living in urban areas rather than refugee camps’.
Table 16.2 demonstrates the significant impact micronutrient deficiencies can have
on childhood health and development and emphasizes its importance in evaluations
of resettled youth.

2In this study, demographic data were not disaggregated by age. However, individuals from Iraq
(28 %), Burma (20 %), and Bhutan (15 %) were the three largest national groups in the overall
sample. The majority of individuals from the Middle East were from Iraq, while individuals from
Europe/Central Asia were predominantly from Moldova, Ukraine, and Russia and those from
Latin America/Caribbean were predominantly Cuban.
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The causes of growth abnormalities and malnutrition are multifactorial. In refugee
settings, perishable foods can be difficult to transport and store, and movement or
financial restrictions may prevent individual foraging or purchases in food markets.
Even when children receive an adequate number of calories, they may lack food
diversity or access to outdoor activities. As a result, micronutrient deficiencies may
be present even when a child’s growth has been normal. Children living in refugee
settings are often also at risk of acquiring comorbid communicable conditions asso-
ciated with poor nutrition and growth. These include tuberculosis and Helicobacter
pylori, which may impair micronutrient absorption [19, 20]. The relationship
between growth and intestinal parasite burden is less clear. Research by Geltman
et al. in Massachusetts found no association between intestinal parasite infection
and the growth of recently arrived refugee children after taking into account demo-
graphic characteristics, such as country of origin [4]. This finding is consistent with
a Cochrane review of intermittent de-worming, which found minimal association
with growth improvement [21].

Growth is also highly dependent upon heritable factors, although population-
level variation between national or ethnic groups remains an area of investigation.
Early childhood growth potential appears comparable for all children, provided
that they have access to optimal nutrition [22]. Data on adolescent growth are less
clear, and it is possible that interpopulation variation explains at least some differ-
ences in growth between adolescents from different regions [23, 24]. At present,
however, children from all groups are evaluated using standard WHO or CDC
growth curves.

The CDC has proposed thorough guidelines for the evaluation of nutritional sta-
tus in recently arrived refugees, including reviewing past medical history, a detailed
dietary family and social history, anthropometry, physical examination, and labora-
tory screening (Table 16.3). Because most anthropometric references provide age-
specific standards, clinicians should use ancillary records (e.g., vaccination cards)
and narrative history (e.g., season and location of birth, age in relationship to other
children) to try to accurately assess the age of children whose birth date is unknown.
Children aged 6—59 months should be prescribed an age-appropriate multivitamin
with iron. Practitioners should be alert for signs and symptoms of micronutrient
deficiencies among children of any age, including children who have exhibited nor-
mal growth.

Infectious Conditions: Consideration for Children

As described in earlier chapters, the diagnosis and treatment of communicable con-
ditions is a core component of primary care for recently resettled refugees. While
many aspects of diagnosis and care are similar for adults and children, in this sec-
tion we highlight issues specific to children.
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Table 16.3 Evaluating refugee children for problems of growth and nutrition

History

Exam
Growth

Micronutrient
Deficiencies

Medical

Dietary

Social

Family

Anthropometry®

Oral cavity

Eyes

Skin

Endocrine
Cardiac

Musculoskeletal

Neurologic

Birth history (e.g., prematurity, SGA)

Major infections

Blood transfusions

Surgical procedures

Chronic diarrhea

Rashes

Vision problems

Hearing problems

Dental or gingival problems

Fractures

Developmental milestones

Prior malnutrition diagnosis and/or treatment

General habits

Breast-feeding (where age appropriate)

Dietary restrictions

Cultural dietary norms

Food allergies

Prior micronutrient supplementation

Food insecurity

Economic support

Maternal history of malnutrition or micronutrient
deficiency (for breast-fed infants)

Weight-for-height (wasting)
Height-for-age (stunting)
Weight-for-age (underweight)
Body mass index (underweight, overweight)
Caries

Gingivitis or gingival bleeding
Bitot spots

Xerophthalmia

Dermatitis

Alopecia

Stomatitis

Purpura or petechiae

Goiter

Flow murmur

Stigmata of heart failure

Bone pain

Bony deformities (skull, ribs, extremities)
Muscle weakness

Tetany
Cognition/development
Ataxia

Peripheral neuropathy

(continued)
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Table 16.3 (continued)

Labwork
General Complete blood count with differential
Iron studies®
Lead®
Vitamin D¢
Population specific Vitamin B12¢
Supplementation
Population specific Multivitamin with iron (children 6-59 months)
Vitamin B12 (refugees from Bhutan)®
Referral
General National school lunch program
Supplemental nutrition assistance program (SNAP)
Population specific Women, infants, and children (WIC; children
<60 months)

Based upon the CDC’s Guidelines for evaluation of the nutritional status and growth in refugee
children during the domestic medical screening examination (April 16, 2012) unless otherwise
noted

“The CDC recommends that clinicians use WHO standardized growth references for children
younger than 2 years of age and CDC/NCHS references for older children (see Table 16.1 for
details)

"Evaluation for iron deficiency is recommended as a secondary screening test in children with
anemia. Failure to respond to iron therapy should prompt evaluation for other causes of anemia,
including hemoglobinopathies and G6PD deficiency

‘Blood lead levels are recommended for all children 6 months to 16 years at the time of arrival in
the US. Follow-up blood lead testing is recommended 3—6 months later (CDC DMQ, Lead screen-
ing during the domestic medical examination for newly arrived refugees, April 16, 2012)
dAlthough routine screening for vitamin D deficiency is not currently recommended by the CDC,
insufficiency and deficiency are common [12] and clinicians commonly practice routine screening
or presumptive supplementation

*The CDC recommends oral vitamin B12 supplementation for all refugees from Bhutan (CDC
DMQ, Refugee health profile, Bhutanese refugees, nutrition, June 22, 2012). Although routine
screening for vitamin B12 is not recommended, some clinicians engage in either targeted screen-
ing of infants, adolescents, and adults from Bhutan or universal screening of all newly arrived
refugees

Tuberculosis

Although there is variation by country of transit and origin, most studies report
tuberculosis prevalence rates of between 14 and 33 % among recently arrived refu-
gee children, the vast majority of whom have latent tuberculosis [25-28].
Tuberculosis is less common among refugee children from Iraq than among refu-
gees from sub-Saharan Africa, where tuberculosis among the general population is
also significantly more common [29]. Data are not available on US-bound refugees
from Burma or Bhutan. However, studies of tuberculosis treatment programs in
camps on the Thai—-Burma border and in Nepal suggest that tuberculosis is prevalent
amongst refugees arriving from these settings [30, 31].
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Tuberculosis screening begins prior to US arrival during the Overseas Medical
Examination (OME), and protocols differ for younger and older children [32].
Screening evaluation for those <2 years depends upon history and exam alone.
Toddlers and younger children (2-14 years) receive Mantoux tuberculin skin tests
(TST) or are tested using interferon gamma release assays (IGRA) (see Chap. 5 for
details). Older children (>15 years) are screened using chest radiograph without
TST or IGRA. The use of TST or IGRA to screen younger children was initiated in
2007 and has been implemented on a rolling basis [33]. As a result, there may be
increasing concordance between screening conducted overseas and that conducted
in the US. Previously, however, children aged 2—14 years were screened using his-
tory and exam only. Consequently, many children with normal screening results
overseas were diagnosed with tuberculosis after arrival in the US [25]. Thus, the
CDC recommends that any child without documented TST or IGRA in their over-
seas examination should be screened at the domestic evaluation.

Amongst children who undergo screening in the US, diagnosis with latent infec-
tion is far more common than active disease [25, 27, 28]. Either TST or IGRA may
be used for screening older children, although the latter, which does not cross-react
with Bacillus Calmette—Guerin (BCG) vaccine antigens, may be preferred when
screening older children who have received BCG. However, the CDC recommends
caution in using IGRA for children <5 years, as there are limited data about test
performance in this age group and young children may rapidly progress from latent
infection to severe forms of active disease, e.g., tuberculosis [34]. TST may be per-
formed in children of any age, though there may be more false negative results in
the younger population.

When TST is used, interpretation is the same for children who have and have not
received BCG [34, 35].

Although the diagnosis of latent tuberculosis may seem commonplace for clini-
cians, it is important to remember that even latent tuberculosis can be a source of
fear and stigma for families. Adequate explanation about the difference between
latent infection and active disease is particularly important, as are assurances about
confidentiality and reassurance that tuberculosis is not caused by poor parental care
[36-38]. Parents may also be skeptical when children who have received BCG are
diagnosed with tuberculosis. However, BCG is effective only in preventing dissemi-
nated disease and tuberculosis meningitis in children. It does not prevent primary
infection or the reactivation of latent infection.

Parasites

As noted in Chap. 6, pre-departure presumptive treatment for intestinal helminths,
schistosoma, and malaria have significantly decreased the risk of infection among
children arriving from endemic or holoendemic regions [39, 40]. However, primary
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care providers should remain alert to signs and symptoms of infection in children.
Children with age-based, weight-based, or medical contraindications may receive
partial or no pre-departure presumptive treatment® [41], or pre-departure treatment
may not have been implemented as recommended [42]. Additionally, some com-
mon infections, e.g., Giardia intestinalis, are not susceptible to single dose
Albendazole, currently the most common pre-departure presumptive therapy, and
even susceptible organisms may not be eradicated in all children [40]. Similarly,
presumptive pre-departure treatment for malaria is not effective against the intrahe-
patic life-stage of non-falciparum species, including Plasmodium ovale and
Plasmodium vivax. Finally, parasitic infections may also be present among children
from groups who are not currently recommended to receive pre-departure presump-
tive treatment. For example, southern Nepal and the Thai—Burma border are both
malaria-endemic regions [43], and strongyloides may infect upwards of 10 % of
children in endemic areas of Africa [44, 45].

Hepatitis B and C

Hepatitis B prevalence rates for recently arrived refugee children in the US range
from <1 to 12 %, with significant variation by age group and region of origin [25,
26, 28, 46, 47]. The addition of hepatitis B vaccination to many national childhood
vaccine programs in the 1990s and 2000s has likely led to a decrease in childhood
prevalence over time and lower risk relative to adults from the same communities
[47]. Regardless, the severe long-term sequelae of childhood infection, risk of
household transmission [48], and availability of treatment support routine serologic
screening for children from endemic regions [49].

The prevalence of hepatitis C is also believed to be higher in regions of Africa
and Asia than US [47, 50]. Relative to children in the US, refugees are at higher
risk of having acquired hepatitis C through unsafe medical procedures or maternal-
child transmission. However, screening is not routine, and as such data are limited.
Although hepatitis C is not currently included in the CDC’s recommended screen-
ing guidelines for recently arrived refugees, many providers screen children with
risk factors, including arrivals from regions where the prevalence exceeds 3 %.

3Children <1 year of age, pregnant adolescents in the first trimester, and children with known or
suspected cysticercosis (e.g., unexplained seizures) do not receive presumptive treatment with
single dose Albendazole. Children <4 years and those with known or suspected cysticercosis (e.g.,
unexplained seizures) do not receive presumptive treatment with Praziquantel. Children <15 kg or
measuring <90 cm and pregnant adolescents do not receive presumptive treatment with Ivermectin.
(CDC Overseas Guidelines).
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HIV and Sexually Transmitted Infections

HIV/AIDS has not been commonly reported among recently arrived refugee chil-
dren in the US, although data are limited [27]. However, extant data on HIV among
adults from Iraq and the Thai—-Burma border suggest that the prevalence of HIV
among recently arrived children from these regions is relatively low [7, 28, 51]. As
noted in Chap. 7, screening for HIV is recommended for all children after arrival in
the US [52]. Subsequent to the reception and placement period, screening practices
should be in accordance with guidelines for the general population, which recom-
mend routine periodic HIV screening in all adolescents and risk-related screening
for other STIs [53].

Psychosocial Issues: Considerations for Children

Refugee children are typically exposed to a broad range of social and emotional
stressors both prior to and during the resettlement period [54-56]. The prevalence
of traumatic stress reactions and other forms of psychological distress vary consid-
erably by prior exposure to adverse life events [57-59]. Although the best available
estimate of the PTSD prevalence among refugee children resettled in Western coun-
tries is 11 % (7-17 %) [60], strong lines of evidence suggest that the prevalence of
psychological distress differs greatly between different waves of refugee arrivals.
Children who have been exposed to violent conflict and unaccompanied refugee
minors may be at particularly high risk [54, 57, 58, 61].

Equally remarkable is that the majority of refugee children manifest good psy-
chological adjustment. And while longitudinal data are limited, there is also evi-
dence that the prevalence of distress decreases over time after arrival [59].
Additionally, even those with PTSD, generalized anxiety, somatization, traumatic
grief, and generalized behavior problems may be at relatively low risk for engage-
ment in substance abuse, criminal activity, or self-harm [61]. Stable resettlement,
family cohesion, and access to social supports may be particularly important as
protective factors [54, 62]. As might be expected, perceptions of broader social
acceptance, as well as support from peers, are associated with self-esteem and
improved psychological functioning. Acculturation is both difficult to define and to
measure, but having some degree of alignment with both the host culture and with
the child’s original culture may be beneficial.

As described by Betancourt and Williams, treatment for children experiencing
emotional distress or mental health problems may be conceptualized as psychoso-
cial or psychiatric [63]. Psychosocial interventions are intended to help children get
back to “normal” by restoring routines and building/rebuilding a child’s social envi-
ronment. Psychiatric approaches start by identifying children with mental disorders
and delivering therapeutic interventions designed to address specific diagnoses.

Access to both psychosocial and psychiatric interventions is often challenging
for refugee children. After resettlement, little about a child’s setting may be
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familiar, and even family relationships may undergo changes. For example, parents
may become increasingly dependent on their children, who often learn English
more quickly, or relationships may shift when children are separated from or
reunited with extended family members. Consequently, restoring routines and
reconstituting a familiar social environment can be difficult, particularly when par-
ents and caregivers are also under strain.

Accessing psychiatric interventions can be equally challenging. Families may be
asked to complete screening intake questionnaires using standardized instruments
that have not been translated or validated for a wide variety of languages or cultures
[64]. Access to bicultural interpreters or counselors is often limited, and in small
communities interpreters and patients may derive from the same social milieu. This
may raise concerns about confidentiality or stigma. Increasingly, however, refugee
resettlement agencies and primary care providers are collaborating with mental health
providers in order to ensure that refugee children are able to access needed care.

At present, the evidence base for both psychosocial and psychiatric approaches
is limited but growing. Approaches to mental health care for refugee children are
typically based upon the broader evidence base for children’s mental health treat-
ment, with special attention to issues of language and culture [55, 56]. Empirically
evaluated approaches that show promise among refugee children include school-
based mental care and group-based interventions. Data are limited on family and
expressive arts approaches. A thorough overview can be found in Resilience &
Recovery After War: Refugee Children and Families in the United States [56].

General Primary Care

The clinician must take care to address primary care issues as they would with any
child. The periodic screenings performed by the primary care physician are of special
importance to refugee children, as most often they have not had prior periodic screen-
ing. Key components include development, growth/nutrition, lead, and anemia. In
infants, it may also include newborn screening for genetic and metabolic disorders.
Developmental screening is important to assess any motor or language delays, as
well as any behavioral health issues, including but not limited to autism. Currently,
commonly used tools in US, such as the Ages and Stages Questionnaire (ASQ), the
Parents’ Evaluation of Developmental Status (PEDS), and the Modified-Checklist
for Autism in Toddlers (M-CHAT), have been validated in only few languages, e.g.,
English and Spanish. However, validation efforts for other national and ethnic
groups are ongoing, and translations are often available in a wide variety of
languages.*>° These include Arabic (M-CHAT; PEDS), French (ASQ-3, M-CHAT,
PEDS), Somali (ASQ-PTI, M-CHAT, PEDS), and Vietnamese (M-CHAT, PEDS).

“http://www?2.gsu.edu/~psydlr/Diana_L._Robins,_Ph.D.html.
Shttp://www.pedstest.com/Translations/PEDSinOtherLanguages.aspx.
Shttp://agesandstages.com/what-is-asg/languages/.
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After the initial assessment of growth and nutrition mentioned previously, the
primary care provider needs to continue to assess these on an ongoing basis.
Children whose charts show wasting upon arrival need to be followed carefully for
catch-up growth. For all children, weight gain also needs careful follow up to assure
that it does not result in increasing BMI. After arrival in the US, children may adopt
a high-calorie, low-nutrient diet as well as a more sedentary lifestyle.

Periodic lead and anemia screenings are also of great importance for refugee
children. The prevalence of elevated blood lead levels (defined as >10 mcg/dL in
existing studies’) ranges from <2 % among children from Iraq to >20 % among
children from sub-Saharan Africa [28, 65], with intermediate levels (5 %) observed
among children from Burma [66, 67]. A study of refugee children under 7 years of
age arriving to Massachusetts between 2000 and 2007 demonstrated that 16 % had
elevated lead levels, as compared to 1.4 % of US children between 1995 and 1999
[65]. Using the more recent cut point of 5 mcg/dL [Ref: http://www.cdc.gov/nceh/
lead/ACCLPP/Final_Document_030712.pdf], one study from the Thai—-Burma bor-
der found that 73 % of children had elevated blood lead levels. Sources of environ-
mental lead exposure that may be unique to refugee children include lead-alloy
cookware, car batteries used as household generators, and contaminated foods, cos-
metics, or traditional medications.

Because children of all ages may be exposed to contaminated products, labora-
tory screening is recommended for all newly arrived refugee children and adoles-
cents (6 months to 16 years). In urban areas with older housing stock, children may
also be exposed to environmental lead after arrival in the US [65, 68]. For this rea-
son, repeated screening is recommended for all children <6 years between 3 and 6
months after arrival [69]. Additionally, children <6 years should receive an age-
appropriate multivitamin with iron, as individuals with malnutrition and micronutri-
ent deficiencies are at increased risk for lead poisoning.

The treatment of elevated blood lead levels focuses on removing the source of
lead contamination and, in severe cases, chelation and decontamination. Although
blood lead levels <10 mcg/dL may impair neurodevelopment [70], acute symptoms
are typically present only with levels of 45 mcg/dL or higher. These include head-
ache, abdominal pain, constipation, and neurologic impairment, such as clumsiness
or lethargy. Severe acute neurologic effects include ataxia, seizures, coma, and
death. Detailed management of elevated blood lead levels is beyond the scope of
this chapter, but should be consistent with established guidelines (www.cdc.gov/
lead/scientificandeducation.htm; www.cdc.gov/nceh/lead). Educational materials in
different languages are available from many state and local childhood lead poison-
ing prevention programs, including Minnesota (http://www.health.state.mn.us/divs/
eh/lead/fs/) and  Philadelphia  (http://www.phila.gov/health/childhoodlead/
EducationOutreach.html), as well as refugee-serving organizations (http://www.
refugees.org/resources/for-refugees--immigrants/health/healthy-living-toolkit/).

"The majority of publications on elevated blood lead levels among refugee children predate the
CDC’s decision to revise the blood lead level reference value to 5 mcg/dL.
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Anemia is also variable among refugee children in the US, affecting 4-43 % of
newly arrived children, with significant variability between age groups and regions
of origin [4, 27, 28, 65, 68, 71, 72]. Recent data offer limited detail but suggest that
the overall prevalence of anemia is 10-20 % among children arriving in the US and
may be higher among children from Bhutan and Burma than those from Iraq [28,
65]. Prior population-based studies from refugee camps in Nepal suggest that ane-
mia is more common among infants than older children and, among adolescents,
more common among females than males [6, 73, 74].

Causes of anemia include micronutrient deficiencies, for example iron or vitamin
B12, and hereditary forms of anemia, such as G6PD deficiency, thalassemia, and
sickle cell anemia. Unlike children born in the US, refugee children have not under-
gone newborn screening, and they may have limited information about their fami-
ly’s medical history. As a result, hereditary anemias may be diagnosed at a later age
than might be typical for other primary care patients. Children at risk for hereditary
anemias include those from the Middle East (thalassemia, G6PD deficiency, rarely
sickle cell anemia) [75, 76]; Burma and other regions of South and South East Asia
(thalassemia) [77], and sub-Saharan Africa (G6PD deficiency, thalassemia, sickle
cell anemia). For each of these diseases, the prevalence rates differ by population
but may be as high as 20 %. As a result, clinicians should have a high index of sus-
picion for hereditary etiologies when evaluating anemic children from these regions.

Refugee children, like other immigrant children, are especially at risk for dental
problems, particularly caries [4, 46, 72, 78]. In a detailed examination of oral health
for children who resettled in Massachusetts in 2002, caries were notably common
among all refugees, however prevalence varied by region of origin. For example, chil-
dren from Africa (predominantly Somalia, Liberia, and Sudan) were least likely to
have any caries. Nonetheless, one in three African children was affected and 1 in 20
required urgent dental care. Caries were significantly more common (88 %) among
children from Europe (predominantly Bosnia), the largest comparator group [78].

Primary care providers should survey a refugee child’s teeth as part of routine
health surveillance and refer any acute dental issues immediately. They may also
apply dental varnish if available, and review the basics of dental hygiene. Most
importantly, they should refer all refugee children to a primary pediatric dentist for
routine dental care as soon as possible after arrival in the US.

In addition to managing primary care conditions, clinicians for recently resettled
children must simultaneously strive to provide linguistically and culturally appro-
priate care. This is of particular importance when treating adolescents, as some
aspects of adolescent health care in the US are not routine components of the
patient—doctor relationship in many other regions of the world. Adolescents and
their parents often do not expect the physician to complete a breast or genital exam
or to ask questions about social functioning, substance use, or sexual and reproduc-
tive health. Orienting adolescents and their parents beforehand can help to normal-
ize these experiences, as may giving adolescents the option of having a gender
concordant provider.

Similarly, clinicians may collaborate with community leaders and other experts
to develop anticipatory guidance that is consistent with a refugee community’s
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frame of reference, opportunities, and expectations (i.e., culturally relevant), as
well as parents’ literacy level. For example, dietary guidance may be most effective
when based upon foods that are both familiar to families and accessible in the US
and can often build upon parents’ existing beliefs regarding healthy and unhealthy
nutritional practices. In contrast, anticipatory guidance regarding home safety, e.g.,
use of smoke and carbon monoxide detectors, may require that clinicians introduce
an entirely new set of concepts and objects for families who have come from refu-
gee camps or agrarian regions with limited access to electricity. Similarly, families
with low literacy levels may require visual aids, such as pictograms or marked
syringes, to safely administer medication to their children, while those with very
high literacy levels may prefer written or even online information in their preferred
language.

In general, approaches characterized by cultural humility, defined by Tervalon
and Murray-Garcia [79] as a long-term process of engagement and reflection with
the intention of learning to work respectfully and effectively with patients from dif-
ferent cultural groups, can help clinicians develop strong therapeutic relationships
with children and families. Working with families in this way is a unique learning
experience for the provider and a critical point of engagement for children and fami-
lies who may be intimidated or overwhelmed by the complexity of the US health
system. Primary care providers, who are often a child’s first point of contact with
US health care, play an indispensible and often formative role in determining how
children will experience all subsequent care.
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Chapter 17
Medical Evaluation of Asylum Seekers

Katherine C. McKenzie

Introduction

An asylum seeker is a refugee who enters the US without legal status, fleeing perse-
cution and torture. Asylum seekers have suffered physical and/or emotional trauma
in the country and believe that they will be in danger if they return. Every year,
thousands of victims seek refuge in the US, and apply for asylum; in 2011, nearly
25,000 people were granted asylum in the US [1]. A medical forensic report from
an expert clinician can provide strong support in immigration court.

Asylum Seekers

As defined by US law, a refugee is an alien in the US “who is unable or unwilling to
return to ... [his or her] country ... because of persecution or... fear of persecu-
tion... on account of race, religion, nationality, membership in a particular social
group or political opinion [2].

Sometimes torture survivors enter the US with a tourist or student visa. Once
they stay beyond the time allowed on the visa, they choose to apply for asylum so
that they are not sent back to the countries from which they have come. While asy-
lum seekers are awaiting a court decision, they are not able to work legally and are
not eligible for government assistance. Other asylees enter the US through an air-
port or at a land border, without a visa. Under these circumstances, they are placed
in a detention center near this entry point and the evaluation occurs there.
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Torture

Torture is officially condemned by most nations but continues to be carried out in
almost 150 countries; it is widespread in more than 70 [3].

In 1984, the United Nations General Assembly Convention Against Torture and
Other Cruel, Inhuman or Degrading Treatment and Punishment (CAT) defined tor-
ture as:

“Any act by which severe pain or suffering, whether physical or mental, is intentionally
inflicted on a person for such purposes as obtaining from him or a third person information
or a confession, punishing him for an act he or a third person has committed or is suspected
of having committed, or intimidating or coercing him or a third person, or for any reason
based on discrimination of any kind, when such pain and suffering is inflicted by or at the
instigation of or with the consent or acquiescence of a public official or other person acting
in an official capacity. It does not include pain or suffering arising only from, inherent in or
incidental to lawful sanctions” [4].

The CAT also requires that no member UN state “shall expel, return ... or extra-
dite a person to another State where there are substantial grounds for believing that
he would be in danger of being subjected to torture” [5].

While torture is the intentional infliction of severe mental or physical pain, per-
secution covers a wider spectrum of hardships [6]. Torture is a form of persecution,
and both are considered valid reasons for granting a client asylum.

Physical and psychological sequelae from common forms of torture are listed in
Table 17.1.

Types of psychological torture include deprivation and inhumane conditions dur-
ing detention, humiliation (especially sexual), proximity to torture of others, threats,
blackmail, harassment, and interrogation. Victims subjected to psychological tor-
ture can demonstrate anxiety, depression, posttraumatic stress disorder (PTSD),
failure to thrive, insomnia, nightmares, and sexual dysfunction.

Female genital mutilation/cutting (FGM) as a form of torture is a manifestation
of gender inequality. It most commonly occurs in African countries, but is practiced
in India and the Middle East as well. FGM is a practice entrenched in the social,
economic, political, and religious institutions of the communities where it occurs.

Table 17.1 Sequelae of torture [7]

Common forms of physical torture Common physical and psychological sequelae
Burns Scars
Blunt trauma/beatings Chronic pain
Genital cutting/skin mutilation Infertility
Sexual assault and female genital Sexual dysfunction
mutilation/cutting
Forced positioning Chronic pain; functional neurological symptoms
Suffocation and waterboarding PTSD and anxiety

Electrical torture Scars
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It is inflicted most commonly on girls between the ages of 0—15 and in some cases
is part of a “coming of age” ceremony for girls. Families perceive that the societal
benefits outweigh the harm to the girls and their families; families and daughters
can be ostracized if they refuse to allow FGM. For example, a girl whose family
refuses to allow FGM may never be allowed to marry.

The severity of the cutting varies in each society, but in many cases the practice
allows the girl’s virginity to be ascertained, decreases her ability to experience sex-
ual pleasure, and enhances male sexual pleasure. FGM is classified into four types
[8]. See Chap. 15 for more details.

Role of the Expert Clinician [7]

Asylum seekers present to physicians and other clinicians seeking professional
evaluation of emotional and/or physical trauma. Medical care is explicitly not pro-
vided during this evaluation; the clinician must gather objective evidence to be used
in the legal case for asylum. Consequently asylum seekers are considered clients,
not patients. This evaluation requires clinical judgment and medical expertise of the
physician or mental health professional.

Clinicians interview the client, determine whether the client’s physical and/or
psychological sequelae are consistent with the alleged ill treatment, and produce a
written report of these findings. The clinician evaluator is not responsible for verify-
ing a client’s identity, confirming the veracity of the client’s report, determining
whether claims of torture meet CAT criteria, predicting what would happen if the
client returns to their country, or deciding whether a client qualifies for asylum.

Client Referral

Clinicians of any specialty can be trained by advocacy groups to perform asylum
evaluations. These training meetings typically last for a half to a full day. Advocacy
groups also provide ongoing mentorship for expert clinicians. Asylees are referred
to trained clinicians from private lawyers (some of whom see clients pro bono and
some of whom charge a fee), from advocacy groups such as Physicians for Human
Rights or HealthRight International or from law schools. An attorney will interview
the client and a report that outlines the persecution or torture will be shared with the
clinician prior to the medical evaluation. A background report on the country of
origin of the asylee may be provided as well, to outline details of the political cli-
mate of the country. When necessary, the law office or advocacy group will arrange
for a translator to accompany the client.
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Interviewing the Client

Meetings with the client usually last 60-90 min and begin with acknowledgement
of the alleged trauma the client has experienced. Clinicians must strive to provide
the client with a sense of control during the encounter; to this end, a client can be
told that the interview can be paused or halted if the discussion becomes too trau-
matic. Although the client has already been informed that the purpose of the meet-
ing is to gather medical information to provide in court, expectations regarding the
interview are reviewed with the client. The client is again informed that medical
care will not be provided.

The information that was sent from the attorney is reviewed, with emphasis on
the details of the torture and persecution. Note should be made of post-injury treat-
ment as well, including medical care provided, medication given, procedures, hos-
pitalization, or surgery. The client is asked to be as specific as possible when
describing the incidents of torture. A detailed account is considered to be more
credible in court.

Nevertheless, some survivors of torture have poor recall due to head trauma,
sensory deprivation during detention, or post traumatic stress disorder. If the client
is nonspecific in describing the trauma, a cause should be elicited and outlined.
Although many clients are seen also by a mental health professional, it is appropri-
ate to investigate persistent psychological symptoms during the medical interview.

Examining the Client

The physical exam is focused on areas of the body where there are scars from the
trauma. Other scars that are unrelated to trauma are noted, with description of the
unrelated injury mentioned in the report.

In some cases, there is no physical evidence on exam. This can happen if torture
occurs, but the area of trauma heals entirely. Rape, especially in a parous woman,
often leaves no scars. Nevertheless, documentation of the history along with an
exam from an internist still has value, and should include commentary from the
internist regarding any psychological symptoms related to the torture or rape.
Internists usually assess psychological distress based on a client’s affect and explicit
symptoms. More thorough and objective psychological evaluations occur with men-
tal health professionals.
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The Report

After the interview and exam, the clinician writes a report outlining the findings.
This report takes the form of a declaration, which does not require notarization, or
an affidavit, which does. The attorney determines which form is required.

The clinician begins with a brief outline of the client’s life preceding the torture,
any medical history and background about country conditions. The clinician then
outlines the details of the alleged torture, while providing a detailed history of
exactly what the client remembers of the torture or persecution. For example, if a
client was detained and tortured, details such as the number of abductors, the type
of weapons or instruments of torture that were used, and the number of days in
detention are all important.

Physical findings are noted in the report. They can also be documented on body
diagrams (see Figs. 17.1 and 17.2) [9], with photos or both. Scar documentation
should be as precise as possible, with specific measurements and explicit descrip-
tions. The report outlines any psychological findings as well.

The trained clinician must use medical expertise to determine specificity of phys-
ical findings and characterize them as outlined in Table 17.2.

Fig. 17.1 Line drawing, male
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Fig. 17.2 Line drawing,
female

Table 17.2 Expressing degrees of consistency [10]

Not consistent The lesion could not have been caused by the trauma described

Consistent with The lesion could have been caused by the trauma described, but it is
nonspecific and there are many other possible causes

Highly consistent The lesion could have been caused by the trauma described, and there are few
other possible causes

Typical of This is an appearance that is usually found with this type of trauma, but there
are other possible causes

Diagnostic of This appearance could not have been caused in any way other than that
described

Court Testimony

The client’s attorney or the government attorney may request testimony in court
from the clinician; this usually lasts less than 30 min and can be provided telephoni-
cally in most cases. During testimony, attorneys may review the clinician’s creden-
tials. Both the client’s attorney as well as the US government attorney can ask
questions based on the information in the affidavit or report. The clinician provides
an expert opinion regarding whether the history, physical findings and psychologi-
cal symptoms are consistent with the reported torture.
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Summary

An expert forensic medical exam by a trained clinician can be invaluable to an
asylee applying for refuge in the US. Objectivity and credibility along with detailed
physical descriptions can greatly enhance the chances that a torture victim will be
allowed to obtain asylum.

Immigration courts explicitly indicate that clinicians are not responsible for
determining whether a client’s report of abuse is true, nor are they required to deter-
mine if a client meets the requirements for asylum. It is only necessary to use medi-
cal expertise to judge how consistent a client’s history is with the injuries and
emotional state. Most cases referred from law clinics and advocacy groups have
been well vetted, and the findings strongly support claims of torture or
persecution.

Performing evaluations of torture survivors allows clinician to use their training
and medical skills in an unusual manner. It is not often that a clinician can impact a
person’s life in this unique way. The experience of interviewing and examining
people who have suffered such profound trauma is emotionally and intellectually
challenging, but deeply rewarding.
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