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Background and epidemiology: The es-
calating violence in the Middle East
draws attention to the plight of interna-
tional refugees escaping persecution and
to Canada’s role in helping them to re-
settle and rebuild their lives. Physicians
have a major role to play in this process.

Of the more than 10 million refugees
and asylum seekers counted worldwide in
1997, more than half (5.7 million) came
from the Middle East, with the next
highest numbers coming from Africa (2.9
million), Europe (2 million) and South
and Central America (1.7 million).1

Canada signed the 1951 Geneva Con-
vention Relating to the Status of
Refugees and has adopted its definition
of a refugee: a person “with a well-
founded fear of persecution based on
race, religion, nationality, political opin-
ion or membership in a particular social
group.”2 In 2001 Canada received 26 513
refugees, of whom 7321 were sponsored
by the federal government. Another
3560 were privately sponsored, 3746 ar-
rived to be reunited with their families,
and 11 996 arrived on their own.3

People who arrive with no assistance
or permission have their claims for
refugee status reviewed by members of
the Immigration and Refugee Board
(IRB), who are trained in refugee law and
have access to up-to-date information on
conditions in the various refugee-
producing countries. Refugees who meet
the selection criteria must demonstrate
an ability to eventually re-establish their
lives in Canada and pass medical, security
and criminality assessments.2

In recent years the federal govern-
ment has started to redefine Canada’s
Refugee and Humanitarian Program be-
cause the refugees most in need of pro-
tection have difficulty meeting selection
criteria and because private sponsorship
rates are declining, refusal rates are high
and processing time is lengthy. Citizen-
ship and Immigration Canada has shifted
the balance toward protection rather
than ability to settle successfully, and it
has striven to undertake concurrent pro-
cessing of all members of a refugee fam-
ily as well as an expedited way to process

people requiring urgent protection.2

As part of the process of being ac-
cepted into Canada, each claimant is ex-
amined by a designated medical practi-
tioner working for Health Canada.2,4

Routine screening of adults includes
chest radiography, a laboratory test for
venereal disease and urinalysis. Selective
screening of children for intestinal para-
sites, on the basis of the children’s coun-
try of origin, is also recommended.4 Es-
sential health services are available to
claimants under the Interim Federal
Health Program; IRB-confirmed
refugees become eligible for provincial
health coverage within 3 months after
acceptance in most provinces.2

Once a claim is accepted the refugee
is expected to apply for permanent resi-
dent status, but this may be refused if
the applicant has unsatisfactory identity
documents (e.g., passport and birth cer-
tificate) or if the person or any depen-
dant is inadmissible for criminal or se-
curity reasons. The waiting period to
apply for permanent residence for
refugees who lack identity documents
has recently dropped from 5 to 3 years.

Clinical management: Refugees arriving
in North America have a relatively high
incidence of hepatitis B, and positive re-
sults for purified protein derivative and
parasites are common. Depression, post-
traumatic stress disorder and difficulty
adapting to a new culture are also com-
mon.1 With help from a cultural inter-
preter, a history should be taken that ad-
dresses family health and nutritional
status, childhood immunizations, mental
health, pain, infectious diseases and pre-
ventive screening.4,5 Physical examina-
tion targets should include vision and
hearing deficits, dental caries, anemia,
asthma, orthopedic problems, and signs
of trauma and torture (e.g., scars, burns
and old fractures).

The Canadian Paediatric Society has
recently produced a health care guide
for children and youth new to Canada.6

Guidelines are also available for the
management of immigrants and refugees
under surveillance for tuberculosis.7

Prevention: The primary prevention of
war and the promotion of civil liberties
are agendas that move through and be-
yond medicine. Once refugees reach
Canada it is imperative that they re-
ceive care that is culturally appropriate
and competent.8 To accomplish this,
the preferences of displaced popula-
tions need to be incorporated into the
planning and delivery of health care at
the local level. Barriers to healthy set-
tlement include poverty, unemploy-
ment, illiteracy and social isolation.
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