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ABSTRACT

o This guide covers program components and aodels for
*he ‘provision of health and health related services to refugees. The

- .document identifies the necessary components in a health services
continuum and outlines a range of health care approaches for refugees
that are ‘reflective of successful programs in the Onited states. This
pamphlet is intended to aid in the sglection of health services that
vill suit each community. In addition, it serves as a guade for
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Dear Culleagues in Refugee Resettlement:

Enclosed you will find a document on program components
and models for the provision of health and health-related
services to refugees. The document identifies the compo-
. nents "inh a health services continuum, and delineates a
st range of health care approaches for refugees. These ap=.
proaches are reflecti e of successful health care programs
currently administered in the United States for refugees.

The document.is meant to.be of use in identifying the ar-

‘ rangement of health services that will best fit 'your com- .
munity. 1in addition, it will serve as a guide for eval-
uating current health care efforts, strengthening existing
programs and/or developing new proposals. .

This document is the second of. seven work products being
produced in the Practitioner Workshop Project conducted

by the Indochinese Refugee Action Center (IRAC). These
documents are the work of local service providers who have
innovative ways of meeting the needs of refugees. The Of-
fice of Refugee Resettlement wishes to thank the partici-
pants of the Health-Related Services workshop for donating
their time and energy. They have made possible a document
which will be of assistance to others throughout this coun-
tiy who are working in refugee resettlement.

o S~

. o/%erely., ! ‘ E

Roger P. Winter
Director — e

Office of Refugee Resettlement




Indochina Refugee Action Center.
1025 Hfteenth Street NW, Suite 600 |
Washington, D& 20005
) (202) 347-8903

. March 1, 1981
‘bear Friends:

In September, 1980, sixteen individuals with expertise in
providing health- related services to refugees met in Somerville,
Massachusetts, a suburb of Boston. The task of the workshop
participants was to set forth nrecessary program ¢pmponents and
effective models for providing health care to r eés. In two
and one-half days of meetings they began a pro¢ess which has
resulted in the documeaps before you.

In the meetings, conducted by Sandra DuVander, lead consultant,
~the participants described their experiences and the programs they
-~ represent. Using the format and material developed in the meetings,

the lead consultant wrote a draft of the document and circulated
it to..the participants for revision. A second draft was then sent.
to the Practitioner Workshop Project staff for final editing, prior
to submitting the document to the Office of Refugee Resettlement.

We owe a.debt of gratitude to Sandra DuVander and the other
participants who have worked so hard on this document. They are
extremely busy people #ho have donated a good deal of time and
energy to this project. They have looked beyond their own
individual interests and specialties to describe in a systematic
way, the health care continuum which includes identification and
intake, health assessment and ongoing health care.

The Qffice of Refugee Resettlement has given excellent support
to this endeavor we especially want to &£hank Kay Rogers (Chief)
and Kathy Do (PrOJect Officer) of the Program Development unit for
their contribution. Dr. Laurence Farer, a workshop participant,
and Kathy Rufo and G. Russell Havlak of the Center for Disease )
Control, U. S. Public Health Service, have also given encourage-
menit and many helpful suggestions.

Werhope this document is of use to you. We welcome your
comments on it, and have included a short questionnaire, should
you wish to respond.

Sincerely

Roger Harmon, Ph.D.
> . ____Project Director N

Practitioner Workshop Progect

7
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. ;,5 The provisipn of health care to refugees is often viewed as
being distant or even separate from.the services commonly
. associated with resettlement. Nonetheless, the ability of '
refigees to successfully hold a job, study English, and pursue
3kills training is highly dependent on their state ¢f health.
) Meeting the goal of refugee self-sufficiency and well-being
presents a challenge to comminities to provide effective. and
appropriate hdlth cace. This calls for the partnetship of -, G
health care providers-and other resettlement service providers -
to coordinate the planning and delivery of necessary services
for refugees.

? o .

The purpose of this document is to identify the service

components necessary in a health care program for Indochinese
(and other) refugees, and to discuss various approaches and
delivery considerations for providing these health services. It
is hoped that the document will prove useful beth -to health care

. providers-seeking to enhance program capacity and effectiveness,
as well as to state and local program administrators faced with
planning and funding decisions.

~ A legislative and contractual framework is now in place

that will promote fiore effective health care for refugees. The .

“ g Refugee Act of 1980 (Public Law 96-212) contains provisions for '
the identification and moritoring .of refugees who arrive-in this
country with significant health problems. It also includes
provisions for 10C percent federally-reimbursed medical assistance
to income-eligible refugees for the first three years after their
arrival. -

Current program instructions from the Departmgent of Health
and Human Services, Office of Refugee Resettlement, dated Au3ust
24, 1979 (SSA-AT-79-33) outline a range of health-related
services that are allowable under Refugee Resettlement Program
social service funding. These health-related services include
the folliowing: . ) -

v ' : v .

v, ..Information, referral to appropriate resources;

assistance in scheduling appointments and obtaining
v services; and counseling to individuals or families

to help them understand and identify their health
needs and maintain or improve their health."

Other allowable Refugee Resettlement Program services that 1
might be incorporated into a refugee health program include
outreach services, translation and interpreter services (including
staff training to improve the ability of bilingual staff to
deliver services), and nutrition couriseling as a home-management
service. '

. The latest reception _and placement contracts between the -
Department of State and voluntary and state resettlement agen-
cies spgc;fy Fhat resettlement agencies have the following
responsibilities in helping refugees gain access to an - adequate

 EnTe source of health care. ‘

ERIC 8
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(1) "-Encourage and assist the ‘refugees as—sgbn as possible
after arrival to seek health services available P
ugh the local health~system (public or private)
wssist refugepes with known health preblems to -
secure\follow-up treatment as necessary.

' (2Y cCoordinate witl. the local health authoritizs”on

programs which assist in health care,- orientation and
' education of the refugee about the health care system.

In addition, the U. S. Public Health Service (PHS) has
statutory responsibilities relating to the screening, immuniza-
tion, and processing of refugees migrating to the United States.
The Center for Disease Control (CDC) is primarily responsible
for these activities, and also administers a grant program to
help states and comminities--address refugee health problems and
provide general med:-~al screening (see Appendix D).

Finally, refugees are eligible for a variety of health and
health-related services that are available - assuming necessary
criteria are met - to the general populace. :

This document addresses the spectrum, or continuum, of
refugee health services and identifies a variety of funding
resources being used by communities throughout the country. The
document supports the perspective that states or communities can
- best plan and deliver refugee health services when, first of all,
i they understand the full spectrum of health services that should
‘ be considered and, secondly, can identify the necessary resources

.

to provide any given part of ghose services. - .

This document is the result of an intensive, three-day

health workshop held in Somerville, Massachusetts (a Boston

suburb) on September 11-13, 1980. The second in a series of

seven practitioner workshops on various resettlement service

topics, the Health-Related Services Workshop included 16 partic-

ipants involved in refugee health services around the country.

These participants represented state and local health departments, .
o voluntary agencies, state refugee offices, community health centers,
university programs, private practices, and federal hospitals and
health agencies. Several bicultural health personnel also partic-
ipated. The participants' principal experience has been with
Indochinese refugees but the basic service components described
in the document should apply to programs for other refugee
populations as well. o

While this dccument outlines rationales, guidelines, and
program suggestions to help communities make better, ‘more informed .
decisions in developing health care services for refugees, it does
B not represent all the approaches or models for delivering health —
_care. The document is a starting point. It is hoped it will help |
comhunities meet their responsibilities of improving and maintain- _‘

—~—ing the health status of refugees 50 they may more quickly become - ’
self-sufficient and well-adjusted members of our neighborhoods,

towns, and cities.

Q - 9

———




L(iid)
$ =. ; ’ ]
‘ , ' TABLE OF CONTENTS T e .
. T - -
. o : Lo - - Page
. I. INTRODUCTION  ,_ - ‘
L R A. General Background . . . . . . . . .« 2 . . . .. . . .1

B. Document Format - Service Components . . . . . . . . .3

o CHART I: Refugee Health Services Continuum. . . . . . . .5
/‘ ‘/
II. ‘IDENTIFiCATION AND INTAKE .
A. Background . . . . . . 4 4 i e aie e e aage e e e e T

B. Service Activities . . . . . . +. ... .. ... . .8

& .

& - 1. Identification and Intake of . -
Specific Target Groups . . . . « « « « « « « . « .8 °

a. Newcoming Refugees with Class A
or B Tuberculosis. . . . . . .. .. .. .. .8
b. Newcoming Refugees without
Class A or B Tuberculosis. . . .. . « « « . .9 =
' C.. Secondary Migrant Refugees . . . . . . . . . .11
2. Outreach to the Réfugee Community. . . . . . . . .1ll
3. Orientation of Refugees and Sponsors . . . . . . .12
C. Delivery Censiderations . . . . . . S B
l. Location of Health Services. . . . . . . . . . . .13
2. Transportation . . . . .+ 4+ 4 4 4 4 4 4 4 . . . .13

3. Financial Access to{ﬁealth Services. . . . . . . .14

; CHART II: Suggested Roles and Responsibilities
- T = in the Identification and Intake Process: . . .16

III. HEALTH ASSESSMENT OF REFUGEES

A. Background . . . . ¢ ¢ ¢ ¢ ¢ o e o e s e e s e o o o 17

L B. Service Activities . . & . . ¢ & ¢ i 4t 4 e e e s o ;19 v
; Bzief‘ﬂistoryi—%‘T‘. R I A e 1.
?

. Physical Examiiation ;.1/. e o e e e e e e el ——

2
%. Laboratory Procedures. . . . . . +. v ¢ v« o o« « o 221 .
4

. Needs Aasessﬁént for Referral to
Supportive Health Services . . .

99‘1()\.

. . L] . . . L] 022




.. b ] . »

‘\(S o - |

.s(l' .Q'| LN
Table of Contents - Cont'd.

.

c.

LN

L

Detivery Considerations . . . .

1. State Planming Structure. .-

2. Local Planning.StruchféQ}.,

.

© . . 3. Direct Service Providersg. . .
CHART III: Service Provider Options for
" Health Assessment . .
. IV. ONGOING CAéE OF REFUGEES .
"A. Background . _. . . .f.;. o« e e e .
. , B. Service Activities . . . . . . ..
' l. Essential Services . . , . . :
2. Important Services . . . . . .
3. Desirable Services Coe e e e
’ C. Delivery Considerations. . . . . .
1; Coordinated Community Services
. 2. Specialized Services for Refugees.
3. Personnel. . . . ; e s s e o e
4. Interpreter/Translation Services . .
C?ART IV: Components of dngo;ng Care.
& ) -
. V. IMPORTANT SUPPORTIVE SERVICES-

- W

Bilingual/Bicultural Personnel .

B. Financial Megpanisms“: e e e e e .

<

" APPENDICES: -

PRGSSI

N —

List ogl@;tiﬁm—’o—'wo . . . . . . . o

~—~~¢=1-- Program Descriptions . . . .
.C=2 -~ Resource Outline . . . . . .
Center for Disease Control:

D -

Refugee Act of 1980:

Health Service References. .

-~ +.. Program Description. -, -. i-.-.-

A :---'*T‘r‘a?:fifi'b‘ﬁ‘ér'm#kshcg Projeot. .. . .7

.44
.507

".53




. I. INTRODUCTJON o e T ‘
flg Background ) - »

Refugees come to ‘this cauntry w1th a variety of problems
prodaced in part by harrowing escape ékpériences and long-term
encampment. Illness and disease often accompany such experiences.

The'Morbidity and Mortaligx,WeeklyﬁReport (MMﬁi), published bf

.the Center foT Dlsease Control, ‘contains data that document' the

4

high prevalence of problems that need to ke addressed. - 30- -60% -

of the Indochinese refugees have positive tuberculin-tests$

60~ 70%'have one or more parasltes, 12 -21% are hepatltls B anxlgen .

c

pos1tLve, 3-16% have pos1t1ve VDRL's; 20- 40% have anem;as*and

u!r .

" malnutrition; 70-95% need 1mmed1ate dental/care lG 15%~have

skin problems- and s1gn1f;canf’numbers of refugeec havye been

/)/ .

seen with oE;;;s’medla, eye . .problems, hearing loss and malarla."

LI

ngle/fhese problems for the most part only Rose personal health

threats'to the refugees, some oondltlons (tuberculosis," for

example) may pose potential public‘health,fhreats if lefﬁ ‘: e

untreated. ! ~

The provision of'appropriate and effective‘healtn care
services to refugees is complicaued hy a myriad of cultural-and
lingquistic barriers reflecting the many fundamental differences
between traditional Indochinese health care concepts and practices
and those to whith they are infroduced in the United States.

F

These barriers include the following:

1 - -
e Health practltloners “3hd refugees are frequently unable
to commupicate about comman health conditions angd the

appropriate methods of treatment. ®

<8
. - —
- R . —

iﬂ; @ Treatment regimens prescribed by physicians are frequen%ly :

.not carried out (e.g. medications are not taken correctry,
or not taken at all.)- - -

o 1123
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e -Refugees often seek medical help only after their _
‘condition has become quite serious, theréby complicating
ltreatment. :

_ o . Refugees often distrust health services owing to a lack
& » '  of understanding of medical terminology and practices,

| a resistance to physical exams and laboratory tests, and
“w . a fear of being deported if a serious health problem is
identified. - .

and procedures for preparation and storage; there @s
often a lack of understanding about the relationship

between nutrition and diet-related disease.
. 4

}j e Refugees are\frequently unfamiliar with American foods

“j'e Limited income often prevents refugees from pbtaining
\\f a basic, adequate and balanced diet.

jh e Refugees often lack knowledge of personal health and
+ ..  safety practices (e.g. dressing warmly enough in winter,
. Jase of electrical appliances, etc.).

° Somatic symptoms (headaches, stomach aches, chills, etc.!
are sometimes indicative of underlying emotional traumas
and adjustment problems.

® Sponsor attitudes towgrd health care often affect consider-

- Ption of appropriate health measures.

Ve

L)

' 9n~over¢ominq cultural barriers to health care.

- / - -

Sbmé'of these specific areas of sensitivity are further

explorgd below along with discussion of appropriate responses; -

however, this document does not attempt to be a detailed guide

v

‘'
¥

To properly address the specific-health needs of refugees,

well-pléhned and coordinated®’ services are required, but these

;efQices need not be either elaborate ofhexpensive. The
following factors have been identified as being crucial to the
proY%sion of effectiye health care to refugees:

° f’apning‘and cdbréipation at the state level;

e establishment of a continGium of health services that are
culturally, geographically and financially accessible;.and

° /development of linkages with other resettlement services,
and with supportive physical and mental health services.
[ 4




. The establishment of a continuum of services is. an objective
shared by all health care programs whether or not they serve
refugee populations. As outlined in this document, ‘the health
services continuum includes the three bgsic coﬁponagts of _

1) identircfication and intake, 2) héal;h assessment, and 3) ongoing

care (see Chart I, page 5 ).
While each component has its own service structdre and

responsibilitieé, it is vefy iniportant that all three be given

due consjderation by a community in planﬁiég and developing its

refugee health services. Isolating and invésting heavily in one

component may be far more detrimen{al to meetfng refugee health

needs than developing a more simplified structure that addresses

all three components ﬁinimal;x. Each coﬁpbnebf is interlinked

‘ with the next. A state or community should examine the mary
1 ’

facets of the®ealth services continuum to determine the most

effective arrangement of services for that area. Some of the

e e — = — - -
- “local factors that should be considered:in determining effective

approaches are as follows:
- 1. the location and arrangement of existing health services;

. . 2. the size of the refugee population and its geographical
distribution; and

- 3. the availability of other resettlement resources in the
community to whom referral§ can be made and from whom
support can be drawn (e.g.,'social adjustment services,

. ’ voluntary agencies, MAA's, etc.,

B. Document Format

This document has been organized in terms of the three
Q'\
basic components of identification and intake, health assessment,
‘ and ongoing care. In addressing each of these essential

components, discussion is given on (a) service activities and

14




(b) delivery considerations. A fourth section of the document

gives expanded éonsideration to *wo critical supportive components
(tre use of bilingual/bicgltural personnel ané available finan-r
cial mechanisms); these considerations have a particularly
strong impact on any community's ability to deliver services to v
refugees. ° : ) .

The Appendices contain names, addresses and telephone
numbers of the participants; brief descriptions of programs
represented by the participants; and an outline which matches
the topical categories of the document with specific areas of
expertise of the programs represented at the workshop.

-

In sharing their experiences, the workshop participants
articulatedxtheir belief that the meetiggﬁof”health care needs
of refugees can be approached in a systematic way. The models
addressed in this document represent the various approaches
dévelopeu by some of the established health programs for refugees
throughout the United States. They reflect the range of

resources available in different geographic areas and the
¢

di-ersity of innovativ inlutions to sometimes unusual situations.

frones.
h
J




® SUPPORTIVE
SERVICES

® SECONDARY -
TERTIARY CARE

CHART 1I: REFUGEE HEALTH SERVICES CONTINUUM
IDENTIFICATION .
T " H
g AND INTAKE HEALTH ASSESSMENT JONGOING CARE i
F - - N T A
U e IDENTIFICATION OF 1 BRIEF HISTORY { @ INITIAL TREATMENT L
G SPECIFIC TARGET OF IDENTIFIED PROB- T
E GROUPS PHYSICAL E.AMINA- LEMS INCLUDING COM- H
E e OUTREACH TO THE T _ON MUNICABLE DISEASES .
E _ REFUGEE COMMUNITY LABORATORY PROCE- e EMERGENCY CARE ) o
N. DURE
T | |® ORENTATION FoR o PROMARY Car :
E SPONSORS ASSESSMENT FOR L
R REFERRAL TO SUP- e USE OF HEALTH F
S PORTIVE SERVICES AIDE/INTERPRETERS S
USE OF HEALTH @ DENTAL CARE U
c AIDE/INTERPRETERS F
0 _ | @ MENTAL HEALTH i
M
M ® FAMILY PLANNING C
U I
N @ NUTRITION E
I N
T ® HEALTH EDUCATION S
Y

»
=




1.

of the refugees' arrival and their specific medical needs.

Document routing and notification procedures vary for newcoming

O
If. IDENTIFICATION AND INTAKE - o j

plan and develop refugee health services, they must be able to 1

The first part of this section relates to newcoming refugees
and briefly describes the procedures for overseas screening and
immunization, and the process of advance notice and documentation

by means of which state and local health departments are informed

The first component of the health service continuum is

identification and intake. In order for a state or community to

determine how many refugees they are going to have to serve,
where the refugees are located, and how they can best be served.
In terms of identification and intake procedures, many communities

must deal with two very different types of refugee populations:

|

|

Newcoming refugees, who arrive in this country from 1
overseas with documentation of overseas medical screening |
3

|

|

and immunization activities, and advance notification of
their arrival, and

Secondary migrants, that is, refugees moving into a
community from other parts of the state or country -
who generally arrive without notice and with little
or no record of health care that may have been provided
elsewhere. 4

“ i

refugees, depe.ding on whether or not these refugees have Class A

!
F or B medical conditions (see discussion below).
l
I

The routing and notification procedures for newcoming

| refugees, as well as suggestions for the identification of

Y

. ) secondaryv migrants ian a community, are described below in the

discussion on "Identification and Intake of Specific Target

“Groups.“ .FﬁIIBWTﬁ@‘tETﬁlaéﬁéfTpttbﬁ}“éhis“sectiUﬁ‘ccnsiders:

o




e outreach'to the refugee community,

*® health orientation, and

A.

® geographical and financial access to health care.

Background

1. Overseas Screening

#““”Ffiaf"EB‘IIﬁEI”EIEéf&HEé_féf“fé§étf1éﬁéﬁf‘iﬁ‘fﬁé‘nﬁitéa"“
States, refugees in Southeast Asian camps must undergo a
medical screening for tuberculosis, venereal disease,
1eprosf: and mental disordgrs. Immunizations are also
initiated in' these overseas camps~§0r the seven childhood

diseases -- diphtheria, pertussis, tetanus, polio, measles,

'mumps: and rubella.

;
‘ 1

i

‘

2.  Advance Notice and Documentation

Refugees coming from the Southeast Asian camps arrive

in this country with advance notice and documentation. The

following four documents contain biographical and medical
information that is of primary importance to state and local

health departments and other health providers.

American Counci. of Voluntary Agencies (ACVA) Form
#1. -This form contains the refugee's name, INS
alien registration number, age, sex, date and place
of birth, number in family, and sponsor's address.
If the refugee has gither Class A (active, non-
infectious) tuberculosis or Class B (inactiwve)
tuberculosis, that is also indicated on the form.

a.

OF-157 Medical Examination of Visa Applicants.
This form dctuments the results of the overseas
screening: procedures, and indicates those health
conditions that warrant prompt attention, partic-
.ularly Class A (active) and Class B (inactive)
tuberculosis.

Chest X-ray for tuberculosis.

. I
immunization record. This form documents the
immunization schedules that were initiated in the
overseas camps.
19




It is likely that local health providers may receive

several copies of the same form (ACVA-1, OF-157, Immuniza-
tion Records, etc.), depending upon whether they arrive
from U.S. Quarantine Stations, state heal.h departments or

resettlement offices, or voluntary agencies. The establish-

—ment of -an—identifieation and intake structure focusing on

the specific target groups discussed below will greatly
facilitate the information flow and the delivery of services

to refugees.

\\1

B. Service Activities o
1. - Identification and Intake of Specific Target Groups
B The screening and documentation described above are
— — —carried—outfor ail Indochinese refugees entering the
‘ United States, regardless of their medical status. kK There -
are, however, variations in the routing procedures for
- Optional Form-157 (OF~157) and other variations in the
| N . .idertification and intake process, that apply to the
following specific refugee groups: N
a. Newcoming Refugees with Class A or B Tuberculosis
; v
For refugees arriving with Class A or B tuberculosis .
(TB) ,* the following identification and intake :
procedures chould be carried out:
(1) The state health department should inform the
Quarantine Division, CDC of the specific local
health departments that should be receiving
information about the health status of arriving
refugees to ensure prompt receipt of the OF-157 )
. form. The Quarantine Division will, in turn,
be able to provide the port-of-entry Quarantine
Stations with updated information on the local
-health departments. ‘
. * Otheg Class A or B medical corditions include venereal disecase,

mental disorders, and - extremely rarely - leprosy. Tubercu-
losis is by far the most common Class A or B medical condition
- and is, therefore, highlighted in this document.




(2) The Quarantine Officer at a U.S. port-of-gntry
. maiis copies of the OF-157 and ACVA-l forms of

- - "~ the arriving-refugee to the: — SRR TR T T

® state health department,
* ’ ® local health department, and
° Quq;antine Division, CDC.

{3) 1In cases of Class A conditions only, the
Quarantine Officer notifies the local health
department by phone so that necessary prepara-
tions can be made.

(4) The state and local (city or county) health
departments should review the ACVA-1 and
OF-157 forms to identify refugees with Class
A or B conditions.

(5) The state and local health departments should
establish appropriate routing procedures for
the ACVA-1 and OF-157 forms so that local
health care providers get this information
promptly.

{6)  Retugees with Class A or B status have been
instructed to present their own copies of the
ACVA-1 and OF-157 forms, along with their
chest x-ray film, to the local health depart-
ment and/or other health care providers.

(7) The local health department should initiate
outreach procedures if refugees do not come
in within a short t1me of their arrival in the
comminity.

b. Newcoring Refugees without Class A or B Tuberculosis

(1) Refugees arriving at a U.S. port-of-entry
without Class .A or B conditions are instructed
by the Quarantine Officer to present.their
. chest x-ray film and one copy of the OF-157

ST to their local health department (or other
: health care provider). They should keep a
copy of the OF-157 for their personal use.

-

(2) The Quarantine Officer mails only the ACVA-1
form to the state and local health departments.
The copy that goes to the local health depart-
ment has the refugee's Immunization Record ;
attached.

N 21~
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. . Special Considerations:

R B The -ACVA=1-form provides state and local— —
health programs with the ability to monitor
refugee flows into their area and do more
o, : adequate planning for services. The following
procedures are recommended regarding this form:

* - ® The state health department or the state
refugee office should organize the ACVA-1
form chronologically, by date of the refugee's
entry to the U.S. This information should
e - T - o ) be useful for epidemiological analysis and
computing of monthly arrival figures.

® Either of the above state offices or the
local health department should prepare a
listing of refugees for follow-up, billing,

B etc. Such a listing should enhance the

capability of tracking refugees and planning

services. The information listed can

include name, identification (alien registra-

tion) number, sex, date and place of birth,

date of entry into the U. S. and voluntary

i agency sponsor.

I

r . Note: Since this information is . both per-
= sonal and confidential, distribution should
be limired. (Rules and requlations_relating
to the Refugee Act of 1980, stipulate -that
distribution should be only for purposes
directly relating to the administration of
the program.)

’ ) Registration'staff should be instructed:

(1) on the importance of confidentiality,
and

(2) on the proper order of Irdochinese

) names so that record keeplng will be

B . ) consistent.

‘ - e The state or local health department, or
. ] © the state refugee offxce, should prepare
. periodic data summaries for distribution to
) appropriate program administrators and
~ . service -providers.' The data summary might
. ’ . ’ include age, sex, family size, voluntary ¢
: agency sponsorship, and country of birth 1
(or ethnic group if known). Such data )
summaries should be useful for planning 1

. ) purposes. o
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c. Secondary Migrant Refugees

Refugees moving from their initial resettle-
ment location to another part of the state or
.country, arrive in a community generally without
notice and with no record of health care that may
have been provided in other communities.

The state or local health department and/brA\
the state refugee office should do what is possible

to track secondary migration into and within their

jurisdiction. To reduce the possible duplication
of health assessment services provided elsewhere,

a local health department might consider developing
a portable health card which identifies where,
what, and when tects were performed. Refuygees can
then take such a card with them if they move or as
they visit various health providers within the

community. &

Since secondary migrants are difficult to
identify, assistance should be sought from a wide
variety of service providers and community organiza-
tions including refugee self-help groups or mutual
assistance associations (MAA's), voluntary agencies,
ESL and vocational training programs, Office of
Family Assistance, AFDC, Medical Assistance, SSI,

. Food Stamps, WIC, Job Corps, WIN, Handicapped-
Children's Bureau, educational institutions, and
refugee businesses.

2. Outreach to the Refugee Community

State and local health programs should develop
procedures by which they can effectively publicize

available health services and encoﬁrage participation:

~ o Information networks should be established with
* voluntary adencies, sponsors, mutual assistance
associations (MAA's), related health agencies
and welfare offices.

e Health programs should disseminate information
through the media, community agencies, refugee
businesses, and professional organizations.

e Information and publicity materials should be
developed in the languages appropriate to the
local refugee population. Content should include
the services offered, location, schedules and
transportation information.

23




Refugee health advocates should be used to
publicize programs and direct refugees to -
appropriate health services.

Local refugee health forums can be an effective
channel for information.

Health Orientation for Refugees and Sponsors

-It is critical -that health 1ssues be included as a

cr—r"

topic in general orientation for refugees and sponsors

to reinforce the nq}ion‘that healthvcare is an integral

part of the resettlement process.

Both refugees and

/

sponsors need to be provided with a greater awareness

of the fsllowing health-related topics:

T a.

b.

Health conditions common among Indochinese

refugees. ,

Appropriate use of health facilities.

This

7shou13*1nc1ude:

Information on available health
services in the community.

(1)

(2)
what constitutes ‘a medical emergency,
and when to make use of the various
types of healthr facilities.

For refugees, cross-cultural orienta-
tion should be provided to American
health concepts and practices. Topics
should include making and keeping
appointments, taking medication, health
screening procedures (physical -exam,
lab tests, etc.). .

(3)

Benefits of health care;participation.

The-benefits of the refugee's prompt
participation in a local health care program
should be made known to both refugees and
sponsors. These benefits include:

(1) Prompt attention and appropriate
treatment for existing health problems

(ranging from treatment of communicable

¥

diseases to prescriptions for eye~
glasses).

24
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(2) Assurance of sensitivity to Indochinese .
cultures and customs (this would .
include availability of interpreters,

. . © 7 " as well as approprlate testing and

T e T referral). @ e -

3 T . (3) Continuation or initiation of immuniza-
tion schedules to ensure -prompt admit-
tance of children to schools. .

C. Delivery Considerations: Accese'to Health Services -

-

1. L-~cation of_Health Bervices . ’

LU In planning refugee health services, a community needs
to carefully consider the location of these services,
~ particularly the health assessment services. Differept

approaches would includg: ) o

h (a) Centralized services which offer the advantages
of pooling of resources; central mcnltorlng,
- *  control &nd follow-up opportunities; and minima
confusion for the refugees in identifying
) appropriate health facilities. Thi
o _ be particularly adaptable for- highly 1mpacted
) urban areas and regional programs serving adjacent
] couﬂtles.
- (b) Decentralized services which minimize transporta-
tion needs and facilitate the geographical
distribution of health services to meet specialized
needs. This approach may work well for small,
rural communities and large identifiable ethnic
populations located by neighborhood in metropolitan
areas.

may

2. Transportatlon 7 B -

@ransportation is always a problem inﬂhealth outreach,

but needs special consideration for refugees because of

language barriers and lack of information regarding American
public transportation systems.

Every effort should be made to assist the refugees in
learning to use exlstlng public transit systems It is

suggested that maps in the various refugee languages be

made available.

et e



‘ Where public tra,'zsportation systems are inadequate,

the following resources should be explored: '

o
N

Voluntary agencies .
1

Sponsorse : R
MAA's and/or ocher refugees !
Health clinjc transportation

Contracted dutreach services

The choice of options should ce determined by the
refugee's knowledge of English and level of'self—confidence'
as well as by the‘avai}ability of. public transportatién and \\\\

- the locatlon of the bealth facility.

3. FinanC1a1 Access ta Health Services.

Financial access to health cere haswiﬁbqrtant ramifica—
tiops for refugees as they are frequently encouraged by
their voluntary agency and/or spoﬁsor to take :low-level

. émployment as an initial step towerd self-sufficiency.
' This employment usually does not prov1de health insurance
and the income level is just hlgh enough to prevent reruqees'
from qualiffing fpr,other—forms of medical assistance.
State and local health providers need to consider all
| : ~ available health.service options for their jurisdiction

/e.g., WiC (Women, Infants, and Children), EFSDTﬂ(Early

Periodic Screening, Diagnosis and Treatment),'community

clinics, etc.‘7 and should identify thesp801flc eligibility .
criterla refugees must meet in .order to gain access to re
? . ¢ .
. these services. e 3‘

i

- " It is recommended that refugees be enrolled if ellglble .

P
-

in some type of—medical assistance program. Voluntary

!

» - .
. agencies and sponsors are frequéntly resistant to the idea

LY

.

g i
w



/ﬁto receive medical assistance. This enrcllment should be

- o : . - S~

-"// seen as a short-term "insurance policy" to protect sponsors
o : P - :

) ' I/ : from Iarge medical bills for the refugee, and to provide

. i

4

éiggssa:y health care to the refugeeés. _ —

r

. ' Voluntary agencies, sponsors, refugees, health care
provasers;:ahd welfare staffs need td be informed about

retroact;vq coverage for medical assistance reimbursements.
i . e

This 'should lHelp to prevent refugees fﬁbm being without

<. | . | s *
o a' medical cd?é while the¢ are applying for medical assistance. -

4. Summary. ‘ ' ' . ' ,
Suggested roles <iresponsibilities of the state health T
department, local he;€2h deparﬁment, the gtate réfugee .

office, 1ldcal voluntary agencies and communitj'ﬁéalth"

\ s ; '

inciuded in Chaft II. *

A

|

|

I

|

l

} ﬂ\ " programs in the identif;éation and intake process are ) .
|

|

‘5
|

l

|

|




CHART IX: SUGGESTED ROLES AND RE'SEWSISILITfﬂg IN THE IDENTIFICATION AND INTAKE PROCESS
IDENTIFICATION AND INTAKE OF SPECIAL TARGET GROUPS l
, AGENCY/ OUTREACH ORIENTATION
N ORGANIZATION REFUGEES WITH | REFUGEES WITHOUT 1 N

" ‘- / appropriate local §{ forms, prepare identificatio cl’earinqhouse for] mation to° orienf
: health juris- rofuhqoo lists efforts % information re- | tation services
STALE dictionp,‘ check (fox_".“m in--pro= . v garding the and health pro-
3 HEALTH ACVA forms, es- gram operations), availability of | viders
DEPARTMENT tablish routing prepare periodic * medical ssrvices -
procedures for data sunparies
follow-up . for planning pur+ .
poses and dis- .
tribution e
' . establish routing| prepare refuges | participate in publicize source g.on‘duct health
prr cedures for - lists, and data | identification of health care, [oriéntations
follow-up on ° | summaries efforts, provide publhh'and dis-
LOCAL * Class A ] information to tribute infor-
HEAL™H conditions - B state offices mation, co-
DEPARTMENT * : oxdinate or pro- -
) . ’ vide transpor-
- . . . - tation, identify .
xefuges advo- — | ———— ~ -]
' ) . _ . . ca.Js .
[ ' ’ ] organizq ACVA | ceordinate coordinate and/ | coordinate ¢
| Ve . N forms, prepare | identification | or‘Wnitor out- | information
t , refuges lists °* forts, dis~ resch efforts | flow ta orien--
: STATE . - and datp T -.-;‘lngtmnforw . tation pro-
* REPUGEE . ~ uw-::iu ~ Lngt:im viders
' . OFPICE -
N S ) .
Assist in direct-] assist in direct- participate in Jprovido or co- condung orien=-
ing refugees to | ing refugees to |identification , [ordinate trans- |tation to health

health as:<as-
VENT PICGIANS
RGANIZATIONS ment and ongoing
kincluding waa's, care
’ mental health

locai health local health efforts, ‘provide |[portation, assist|services, stress
LOCAL VOLUNTARY || ePartment department or iAformstion to |in identifying |ing benefits of
AGENCIES/ other health * state offices refuges advocates|psrticipation
SPONSORS pruviders who R .
N offer health * .
assessmacnt . .-
. ’ services .
“Iparticipate in coordingte trans-|publicize infor
ensuring access |portation, pub- jmation and
. to appropriate licisze source: of] fources, of
COMMUNITY health care, pro-~| health care health care, 1
HEALTH ~ vide informatiqn | | © . jcould provide
PROGRAMS to state offices{: .. . + '|lorientation *
(3 . { v
. L Ny

£

CLASS A or B
CONDITIONS

CLASS Aor B
CONDITIONS

ISECONDARY MIGRANT
REFUGELS

inform CDC of

organize ACVA

participate in

establish a

provide infor-

OTMER RESETILE-

servioks, etc.)

assist in ensur-
ing access *2

assist in ensur-
ing access
appropriat
health care

MAA'S ,cou'ld pfo-
vide outreach
services and
serve as refugee
advocatss '

.

health services
could prdvide
uulth-toptcd
orientation "‘a

‘s and mental

ERIC

Aruitoxt provided by Eic:
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ITI. THE HEALTH ASSESSMENT OF REFUGEES

‘A. Background

The basic pﬁrpose of the initial health assessment or health

screening is to evaluate and imprbve the I .1th statux of the
refugees. Screening fqr communicable diseases that could

constitute a public health hazard is carried out overseas before

the refugees depart for the U. S. Health assessment programs
developed in the U. S. provide follow-up on the conditions
identified overseas, and offer an opportunity to detect other -

public and personal health probiems in the refugees.

It is strongly recommended that all refugees should have

access tc an initial health assessment.  The importance of

e T

—_EE;éening has particular significance for the Indochinese refugee
populations. With the general American pogulace, screening is
usually carried out to identify asymptomatic problems. With the
rqguéee populations, screening generally picks up symptomatic
diseases. Indochinese ‘refugees are not accustcned to sharing
infog&ation about health problems, pa;ticularly when, they do not
consider them of great importance. As a consequence, refugees

frequently do not present themselves for treatment until their

problems are quite serious. ‘
| Additional suggestéd guidelines on initial héalth»assessments

for refugees are as follows:

® Interpretive services are an absolute necgssity in most °

‘cases and can be provided in a variety of ways ava&ilable to most
communities. Health assessment’ and treatment per%ged without

interpretation/translation to clarify what are undoubtedly

. _ 28
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B
~

~

confusing and perhaps frightening procedureé\ferxssfugees, runs

the risk of negating the positive effects of the ex;;\shdigpating
a 1

- —

barriers to any subsequent usage of services by the refugees.

® Health assessment serviées should be culturall§accep£ab1e

- L : . . . a
& to the refu  zes 'or they will not be used. Health providers need
. - u

to be aware of ehe mosk significant differences between Indochinese
and American health care concepts and bractices. some of these

differences are identified in the narrative below. It should be

5

emphasized again, exéerience has clearly identified the harm
done in subjecting refugees to unfamiliar and perhaps frighéening

physical examination procedures without paying appropriate atten-

. tion to the cultural expectations that might resist such procedures.

® Health assessment services should always be provided in

conjunction with treatment and follow-up. Screening without ' .

treatment and follow-up Can generate distrust and disruption of
the réfugee - provider relationship, and wastes the resources
qut into, the screening effort in the first place. Communities
need to assess their capabilities to treat problems that are

identified.

Discussion-in the sections below focuses on serYiqe guide- - - -
lines and rationa}es thg;,can~assisf'd6ﬁmhﬁitiés#;5 their choice
- Uf’whéﬁ.td pré&ide in health screening programs for refugees.
An inirial health assessment for refugees should include:
1. A brief history

. 2. A physical examination

3. Certain laboratory procedures, and

4. A special needs assessment for referral to supportive
health services. - ’ v

o " )
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. B. Serv1ce Act1v1t1es ] P - «

- ! 1, Brlef History -

¢
-

» The practice of using an expanded pq;ién; history to . __
assess health problems is not appropriate with the refugee,

RN : “client.. It'is extremely difficult to obtain useful and

appropriate informaticn for the following reasons:

® Language bar.iers may prevent the refugee and health
provider from accurately 1dent1fy1ng past or present
n~dical problems.

v

s ® Refugees, especially in their medical interviews with - -
7 American providers, tend to deny or minimize previous
= - illnesses and current symptoms. This may be due to

__cultural reticence in discussing personal preblems;— =
" or fear that they may be deported for a severe 111ness.

. Subsequent viesits may yield more accurate information about

a patient's medical history, once a feeling of trust has

' been established. Interviewers may need to word their

questlons in different waYs to derive adcurate information.

The br1ef histozy could cover the following areas:
| a. Ethnic group, age, Ssex, size of family, and previous
Lo occupation’ (previous occupation might provide gn

' ‘ indicator of previous medical-eenditions and/or
l' -with Western health care; e.g. if a

I _ refugee had had military duty, the interviewer
r - might inquire about battle experience, wounds, etc.).

b. Migration history (location of refugee camp and
length of stay).

¢c. Medical history which focuses on:
(1) surgery and hospitalization

} (2) medication (including herbs and other folk-
\ medicines) ‘

/ (3) significant medical conditions (Use of des-
criptive rather than technical terms to elicit
. information in the interview may prove fruitful;
‘ e.g., describing malaria in terms of fevers,
chills, mosquito bites. Technical terms for




some medical conditions either do not exist
in the various refugee languages, or are not
known by the refugees.)

d. Tuberculosis

e. Allersgies (any reactions to food or drﬁgs)

f. Gastrointestinal (problems with diarrhea)

g. Immunizations

h. History of smoking and drinking

i. Review of all available records

2. Physical Examination

a.

Refrgee medical conditions.

To facilitgte the exaﬁinatiop, the physician
should be aware of medical condit%ons that are
prevalent in the refugee population. fhese include:
skin conditions (inclﬁding scabies, lice, fungal
infecti;ns, and impetigo); parasitic diseases
(intestinal, ‘liver, lung); malarié?ltuberculosis;
otitis media; conjunctivitis; anemias; congenital
and rheumatic heart disease; thyroid goiter; dental .
disease. ’ -

»

Experience has shown that the prevalence of

problems generally occurs across a&e groups and
sexes, and therefore screening should be provided
for all refugees.

Appropriate procedures.

Certain procedures in a routinely performed
physical cxam would be inappropriate with newly

arriving refugees. Yor example, examination of




o 3.
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genitalia would be unacceptable to most Indo-
. i

chinese women, including those who have had

children.

Examination content.

The physical' examination could cover the
following:
(1) 'Vital signs (general appearance, blood

pressure, height, weight,, pulse, respiration,
temperature) o

(2) skin
(3) Lymph nodes

(4) Head, Eyes, Ears, Nose, Throat, Mouth, Neck

(5) ~_th;.art: -
(Gi Lungs

(7) abdomen

(8! Spine

(9) Extremities

(10)

-

Neurological exan.

Laboratory Procedures

a.

Cultural factors.

Physicians and clinical personnel need to

be aware of the reluctance among some of the

, refugee ethnic groups to have laboratory tests

performed. There-is particularﬁfear and
resistance to the drawing of blood (venipunc-
ture). Many refugee patients do not understand.

that the body reproduces blood, and they feel

that the withdrawzl of blood will endanger their -

lives and health.

33

Consideration should be
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given to performing only the most minimal
procedures necessary (finger prick, for example).

b. Recommended procedures.

The following laboratory procedures are

recommended as addressing the above cultural
concerns, as well as being relatively cost-
effective.

. (1) Skin test =- 5 TU PPD for those 35 years
and under, and for those over 35 with an
abnormal X-ray and a doubtful or‘*undocumented
tuberculln status. —_—— e

(2) P.A. chest X-ray -- for those 15 years and
older, and if previous X-ray is more than
90 days old or is of poor quality.:

(3) Parasites -—- one stool specimen for ova
and parasites. .

- - (4) Urine-dip stick -- if poéitive, micro.

(5) Thick blood smear -- if indicated by fever,
headache, enlarcement of the liver or
spleen, and if malaria is suspected.

(6) CBC (Clinical Blood Count).

(7) Hepatitis B antigen -- necessary for |
pregnancies only and therefore would be
conducted under primary care (Testing for
hepatitis B antigen in those refugees
needing dental care is felt to be an
individual community option reflecting .
particular local- concerns.) '

4. Needs Assessment for Referral to Supportive Health - - - --
- - 8ervices

Health assessment programs should include the
capability for identification’ of other health needs
of the refugees, and ¢ocumented referral to

appropriate services, including primary care clinics,

34




a.

and secondary and tertiary care providers.

health needs include:

4

These

23 J

Family Planning -- The following considerations

need to be addressed in assessing and referring
the refugee:

(1) willingness to participate

(2) family size ] |
(3) past and currert pregnancy

{4)

Dental Care -- All refugees should be given

an oral inspection. Medical personnel
(physician, nurse practitioner, or a physician's

assistant) could perform this inspection if

appropriate dental personnel are riot available.

Vision and Hearing -- All refugees should be

screened by means of a brief history, Snellen
chart, gross hearing observation, and.audio-
metry if available.

Nutrition -- All réfugeeé should be screened
a - . <

|
|
1
i
age and physical condition - i
|
3
|
|
|
|
|
i
|
|

by means of a brie% history, and .examined for
anem.a, height and weight (norms may need’to

be developed for refugee populations), skin
folds,‘éféés'hélﬂutfitiéﬁ;;;é‘vitamindeficiency.
Age inaccuracies on refugee medical and biodata
forms may have produced understated nutri’ ional
deficiencies (see MMWR, Oct. 3, vol. 29).

.

Menial Health -- Physicians and other clinical

personnel need to he aware of, and sensitive

to, the potential adjustment problems caused

35 ° 4
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by the stress of resettlement, Tamily dissolution

and disruption.- Wherever possiﬁle, consulta-
tion should be Agranged with trained bi}ingual/
bicultural personnel, before a referral is made,
botﬂ to ensure accuracy of the assessment and
appropriaténess of the referral.

i

C. Delivery Considerations R

- T M-
Planning and development of health assessment services can

take place ét more than one level. Overall direction is needed
‘#0 facilitate the delivery of services. The two most common

structures exist at the state level and 1ocai levels.

1. State Planning Structure

,— The state approaéh involves state-wide ilanning for
health assessment services (not the a&tual delivery of these-.
services). The Refugee Act of 1980 promotes the deveiquént
of state-wide planning - a tasivmanj states are undertaking
Jfor the firséitime. A state-wide approach and structufe

can provide overall direction for:

a. meeting state and local service needs,

b. assessing the populatiorn shifts,
”é;>macééiééiﬁéﬂér;t;;;ia for service deiivery,

d. promoting coordination of efforts,

e. oataﬁlishing one central office for informatioq,
f. monitoring and directing funds,

g. providing technical assistance, and

n. maintaining close relationships with the central

and regional federal refugee offices, and a working
knowledge of .their policies and procedures.

<
. |
v
1

1
< ;
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Possible agencies which c.uld provide state direction

for refugee services include: A

@ State Health- Department

® State Refugee Resettlement Office

® State Department of Public Welfare e —
- @_.Voluntary-Agency Statewide activities 7

2. Local Planning Structure _ e T e

The local structure often combines both planhing and
delivery of health assessment servicee within the same
agency or organization. One loeel agency/group can take
the lead in bringing about the coordination and linkage of
several local health care providers. The lead agency would
identify local neads, and encourage the use of ongoing C
services and facilities. The lead agency could be a:

e local health department

@ hospital

e private clinic ‘

® local medical organization

3. Direct Service Providers

The number of refugees in a given geographlc area as

[ =

well as the projected refugee arrival rates, are major
. ‘ —
factors in determining the health assessment service
approach that is most appropriete.

a. A large, highly-impacted urban area can consider

various alternatives:

(1) Centralized health asseBsment service with —
pooled resources, including full-time, on-site
interpreters at a city/county health department



(2) Permanent community clinic space, associated _
with defined neighborhoods and ethnigc groups Q

(3) Hbspital out-patient clinic

(4) Mobile. teams of screening personnel using
clinic space on a temporary_yggggv

e

- -+45)— Volunteer clinics run by voluntary agencies

(6) Private. physxcxan/clxnic offices using mobile
" interpreters

T BN V) ‘Barly Periodic Screening Dlagnosis and Treat-
ment {EPSDT) clinics for children

(8) U. S. Public Health Service hospltals and
clinics

1

|

f (9) National Guard or Army reserve medical units
(10) Federally-assisted community health centers

(11) Others. .

E b. Smaller cities or contiguous counties with refugee

families living in close proximity may be able to
utilize some of the same services as identified
above. However, their main sources of services
could probably be drawn from local health depart-
ments, hospitals, physicians in private practice

and volunteer clinics.

c. Small rural communities with scattered refugee

families may be limited to relying heavily on

physicians in private practice; or they may be
. able to coordinate with larger nearly communities
for regional screening clinics on a scheduled

basis, using héspigals, health departments,fegsrally-

-

supported rural health initiative clinics, or college " .

\

¥ clinics as sites. Regional arrangement often means

) . Jthat,bi}ingual interpreters are more readily available.

| 38 : ,
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CHART III: SERVICE PROVIDER OPTIONS FOR HEALTH ASSESSMENT

HIGHLY-IMPACTED URBAN AREA

° 'Centralized Health Assesament Services (for Pooling
of Resources) o .

" De-Centralized Services (for Geographic Accessibility)
" Permanent Community Clinic Space
Hospital Out-Patient Clinics
Mopilg‘Screenihg Teans
Voluntary Agency Clinics
Privdte Physician/Clinic Offices Using Mobile Interpreters
EPSDT Clini:s for Children

e U. 8. Public Health Service Hospitals and Clinics

e National Guard or Army Reserve Medical Units
. ® Pederally-assisted Community Health Centers

SHALLER CITIES/CONTIGUOUS COUNTIES

Some of the services listed above may be utilized.
options for services would probably:be:

‘® Local Health Departments
e Private Practitioners

e Hospitals

e Voluntary Agency Clinics

Regional screening clinics on a scheduled basis may also be
possible, using hospitals, health departmantu or college
clinics as sites.

Primary

/ ) . T . - h |
RURAL' AREAS/SCATTERED POPULATIONS

Primary option would probably be private practitionerl,
although regional screening clinics may be possible thdough
coordination with larger nearby cqgmmunities. Federally-
supported rural health initiative clinicl may provide,.
additional resources.

39 .°
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. @ IV. ONGOING HEALTH CARE FOR REFUGEES

‘A. Baékground

The concept of ongoing care for refugees includes both the:

a. initial treatment of problems identified in health
assessment and V B —

- 4,b.—uthe—enroiiméﬁf“af’iéfugees_{ﬁﬁéievention and maintenance -
. programs. : .

There are several key issues for communities to consider in
their planning and development of this last part of the refugee

4

health care continuum. Chief among thesce issues are the-avail-'

ability, accessibility and accépéability of the ongoing care
/ services. |
| The cautions raised above regarding the need for appropriate
""health assessment services for fefugge; are equaliy important for
' ongoing care. The need for understanding and sensitivity on the
part of the American health care proyidgr, and the importance of
interpreters and bilingual/bicultural health workers and profes-
.8ionals, cannot be overemphasized strongly enough.
t . Ongoing health services for refugees are divided below into
: » three categoriesE 1 :
| N

1. Essential Services

2. Important Services

s l// " -3, -Desirable Services . . :
,1 These categories can be considered by communities in planning
- *. and developing aggfopriate.ongoing seivices, according/to community
needs and available resaurces. '
- "y ~ R R
7 velk | k . T . ¢
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B. ~ Service Activitieé

1. Essenti!l Services

The services listed in this category are viewed as

-

+ absolutely essential for any ongoing care program. They

'Jihcihdéﬁ_i

a. Emergency care on a 24-hour basis (including
emergency dental care).

_ b..-Primary medical care, including the follow-up of
*  communicable diseases like tuberculosis, venereal
disease, etc., and the diagnosis and treatment’
of common problems. Primary care would also include
the following types of care: )

e Pediatric (including CDC protocols for immuniza-
tions, and well-baby programs)

e Adult ’ -

e Ob-gyn (Obstetrics-Gynecology), including pap
smears and pre-natal care.

13

c. Interpreter services incorporating a bilingual/
bicultural approach.

d. Transportation services.

e. Enrollment in some type of payment program (public
or private). ’

f. Home services.
g. Information on WIC and Food Stamp programs.
h. Referral as necessary.

. i. Follon:?p for all services.

2. Important Services

~_The services'liated in this category are viewed as

-

.

important for‘é%géing care programs, . They include:
'a. Timely dental care. :
‘ ' .
b. Family planning, involving both partners and choiqe~
of method. . ' _

c. Mental health care.

_ERIC . 41




. d. Health education, including general otientation
and instruction in'hygiene, sanitation, first aid,
ard living skills, utilizing live presentations,
as well as printed and audio~-visua mate.ials.

. e. Nutrition information, inc¢luding meal planning,
food purchasing, use of foud stamps, food equiv-
alents, and diet-related diseases.

¢ f. Standardized records for refugees to facilitate
continuity of care (patient informatjon records
could take the form of a card for refagees to
carry).

-~ $

3. Desirable Services

The services listed in this category are viewed as

desirable for ongoing care programs. They include:

a. Linkage of primary éare with secondary and tertiary
care.

b. Linkage of primary care with hospital care ”
refugee's choice.

: . ) c. Services to special groups needs:{e.g., day care).
d. Periodic health assessment. '

C. Delive;y,COnéideratione

Most communities want a comprehensive approach in providing

HREEEE O e L L L

health sérvices to refugees; the reality isgthat‘services must
often he improvised on short notice in response to crises, and
little planniﬁg and coordination isbposs%ﬁle.

Communities can use the suggested %éeal service options and
. alternatives identified@ below as guideyines for adaptirg available
resources to meet refugee health needs. : .

l. Coordinated Community Serviﬁes

»

a. A unified system offering comprehensive health
services with full- time bilingual/bicultural staff
is the ideal. .

- *

; ‘ : 0

N



31 .

b. Alternatives for all geographlc areas could
- include:

e Involvement of voluntary agencies and other social
services ag suppcrtlve linkages to primary care
programs. ° .

e Developing a resource directory giving guldance
to refugees on appropriate ways to select
appropriate options from the array of iw.calth
serVice options which exist in many_ communities.

e Orientation of refugees and providers on cultur-
ally sensitive health issues, and education for
providers on appropriate referral patterns.

2. Sgecialized Programs for Refugees

a. Specially designed programs that are targeted only
for refugee clients are ideal for many communities.
An example of this is the recently funded WIC
demonstration projects which have combined regulAar
nutrition services with outreach, data collection,
and development of culturally appropriate materials.

b. Alternatives could include special piggy back or
add-on refugee service components to already existing
programs. These programs could include the following
elements:

e Centralized intake for refugees.

e Easily recognizable medical forms and referral
slips alerting personnel to the refugee's special
needs.

® Outreach and transportation.

e Interpreter services. \

3. Personnel
neighborhood health center or some other co nity

based setting have been found to be most efféctive
to some communities.

a. Bilingual/bicultural health providers servinE in a
f

b. Alternative staffing patterns could include the
.tollowing:

e Health department personnel (preferably with
cross-cultural experience).

e Hospital outpatient clinic staff.

4r\ ,,,,,
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® WIC-certified physicians cooperating with school
or hospital dieticians to provide nutrition
education.

® Culturally sensitive individuals, such as former

Peace Corps volunteers, to provide outreach.

®° Refugee volunteers.

e Comrunity volunteers, including health providers.

® Private providers.
R4

® Any of ;he above, linked with bilingual inter-
preters.

4. Interpreter/TLanslatlon Services

a.

Full-time, trained, bilingual/bicultural‘staff is
the ideal. This is most feasible in high density
areas.

Alternatives (and/or additional approaches) could
include:

® Part-time or on-call bilingual interpreters.

® Hotline providing telephone links between
bilingual health interpreters in high density

areas and services in low density or rural areas.

® Volunteers from the refugee community.

® Audio-visual materials featuring spec1f1c
instructions and information.

e Explanatory phrase books and illustrations.
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CHART 1IV:

COMPONENTS OF ONGOING CARE

ESSENTIAL
SERVICES

EMERGENCY (24-HOUR) MEDICAL CARE
(including dental care)

PRIMARY MEDICAL CARE

- Follow-up of Communicable Diseases -
Pediatric: ' Immunizations

Adult

- Ob-Gyn: Pre-natal

INTERPRETER SERVICES
TRANSPORTATION SERVICES
FINANCIAL PAYMENT PROGRAM
HOME SERVICES

WIC, FOOD STAMPS INFORMATION

FOLLOW-UP

IMPORTANT
SERVICES

DENTAL CARE

FAMILY PLANNING
MENTAL HEALTH

HEALTH EDUCATION
NUTRITION B

STANDARDIZED PATIENT INFORMATION
RECORD \\

DESIRABLE
SERVICES

.\
' . \
T.INKAGES WITH SECONDARY-TERTIARY CARE
LINKAGES WITH HOSPITAL CARE
SPECIAL-GROUP SERVICES {e.g., Day Care)

PERIODIC HEALTH ASSESSMENT




|

’ ‘ V. IMPORTANT SUPPORII‘IVE SERVICES d !
The options for service delivery as presented in the sections |

on Identification-Intake, Health Assessment, and Ongoing Care are j

dependent on two extremely important supportive\services. The !

first, bilingual personnel, has been referenced throughout the i

/////////i document. This section secondly explores the various financial _%

mechanisms that may be available to a health care program.

A. Bilingual/Bicultural Pevrsonnel

The importance of bilingual/bicultural personnel has been

Le

discussed above. Communities need to consider the number and

types of bilingual personnel which could be utilized and their

need for training.. Interpretive services may be provided throuah %

the following kinds of personnel:

‘ 1. Translators - Their function is to translate simple, |

straightforward materials used in orientations and
patient instructions, etc. Translators require little

—

or .no previous background in health. : ‘

2. Interpreter/health aides - Their function is to provide
interpretagidn between patients and health care providers,

do outreach and direct patient education and orientation,

aﬁd'bicultural training of staff. Persons may have had
health training in their own country or may receive
specialized health training here.

3. Bilingual/bicultural providers - Their function is to

y assist American health care providers or provide direct

. services. Persons may be in the process of becoming
E ,

licensed here in America after being initially trained
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in their own é%untry. They may work in positions such

as medical assistants while in the licensing process.
Others may have already completed their examinations and
training programs ang are qualified to practice their
professions. .

Training programs for the interpréter/hgalth aide should be
part of the planning considerations. Options can includg on~the-~
job’training, seminars and workshops and formalized traiqing
programs. Subject matter neéds‘to address:

e language and’cﬁltural differences '

e - medical terminology

e medical ané health care philosophy

® local healﬁh service systems and structures

° ‘sensitivity to and advocacy for refugee needs.

B. Financial Mechanisms

The abili*y of a community to plan and develop health

-

services is directly related to the availability of financial

resources. Limited resources may sometimes find community

agencies in the dilemma of shrinking services for one population
while trying to find add;tional resources fof the steadily
increasing number of refugees. .

Listed below are the kinds of financial supports utilized
by the health practitioners in developing their programs:

1. Refugee social service funds from the Office of Refugee

Resettlement, Department of Health and Human Services.
Formerly identified as IRAP dollars, these funds are now

available under the regulations of the Refugee Act of 1380.
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. The funds are tied directly to Title XX categories and can

provide funding for suppcrtive and health-related activities.
These funds usually are not used for hands-on care by -
physicians, nurses, laboratory technicians, etc. The
categories under which services can be funded inclﬁde:

® Outreach services.

® Social adjustment services, including information .and

referral, emergency services, health-related services,

home management services.

e Translation and interpreter services, including
training of these personnel.

2. Medical Assistance including both Title XIX and non-

Title XIX. Presumptive eligikility is currently being
considered and may provide additional assistance in getting
refugees into health assessment programs without having to
waitifor the enrollment procedures to be completed.

3. Hill Burton funds available through hospitals ‘for those

patients who have limited ability to bay.

’ 4. Special designated funding, usually one time demonstra-

»

tion' money (for example, refugee WIC monies).

5. Foundation grants, usually available for seed money to

get new programs or 'services started.

6. EPSDT (Early and Periodic Screening, Diagnosis and

Treatment funds available for health assessment of children.
Clients must be Title XIX-eligible. The program may
reimburse for outreach and follow-up.

7. Urban and Rural Health Initiatives -- Comprehensjive care

. providers are funded under Section 330 of the Public Health

Service Act.
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8. Public Health Service grants have been made available by . ]
application through the Center for Disease Control to assist

states in meeting public health needs and in providing initial

s -
e
)

- health assessments.

i

9. Sliding fee scales in public facilities, based on the

client's ability to pay.

10




: . - ' @ develop models to stimulate ac.eptance and to serve as
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/ Appendix - A/

- The Practitioner Workshop Project
Health-Related Services Workshop

¢ The Practitioner Workshop Project is a project of the
Indochina Refugee Action Center, conducted under a grant from
the Deparémenﬁ‘of Health and Human Services, Office of Refugee
Resettlement (HHS/ORR) (Grant #96-?-10003—3-01;, _
A series of seveén workshops is being held. Each workshop
deals with a different social service or services which can be
provided Indochinqge and other refugees through Department of

Health and Human Services Title XX and/or Refugee Resettlement

Program social services funding. The workshops are:

, . Orientation ~ August 1980 ?

Health-Related Services - September 1980
Social Adjustment -~ September 1980

Vocational Training and Skills
Recertification - October 1980

Employment Services - October 1980

' Outreach, Information
and Referral - Ncvember 1980

Refugee Resettlement Service - December 1980
Delivery Approaches

The goals and objectives of these intensive workshops

pe - o " are to:

® develop practical models and approaches to scrve as
examples of effective programs and as stimulants to
new, quality project development in resettlement com-

munities; ) .

a guide for state human service administrators charged
with making refugee sociab service funding decisions;
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. e facilitate communication between resettlement workers
. regarding approaches used in other locales; k

® provide input from knowledgeable local resettlement
practitioners into national program operations; and

® increase the very limited body of knowledge on effec-

tive resettlement practice in very pragmatic terms --
to move forward the state-of-the-art.

Each workshop is comprised of approximately ten service
providers who are involved in delivering social services to }
| Indochinese refugees. Each'workshop is three days in length,

‘ and is directed by a lead consultant designated by project
staff. The lead consultan? has primary responsibility for
drafting a workshop report. For each of the workshops, the oo
report includes an introduction, with a definition of the

. service(s); necessary program considerations; afaéécription

of apﬁropriate delivery settings; and various models of

- approaches for delivering-the service(s). The report is

reviewed by project staff, workshop participants and by
HHS/ORR, and then distributed by IRAC to major refugee

resettlement practitioners.

The Health-Related:Services Workshop was held in Somerville,
Massachusctts, September 11-13, 1980. The lead consultant was
Sandra DuVander, who is Hcalth Coordinator for the Minnésota
Office of Refugee Resettlement. The workshop was attended by
fifteen participants, all of whom are closely involved in the
provision of health services to refugees. An observer from
the Centar for Disease Contrnl wac aleo nresent The namesg

rti ts are att . i £
of the participan re attached See Appendix C for furtﬁgf;”ﬂ,f,i~“

/’/
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Implementation Phase

This gecond six-month phase of the project will implement
the practical models of service delivery Héveloped in the work-
shops. Short-term, on-site assistance will be available to
local resettlement practitioners who express a need for assis-
tance in the program development areas covered in the workshops. .
Practitioners involved in the workshop pﬁase will be linked :
with communities requestiné implementation support.

. The objectives of this implementation phase are to:

1. stimulate the development of effective refugee services

in areas where services are either inadequate or non- °’

existent;

2. encourage coordination among service progra:.ig, partic-
ularly in high-impact areas; and

3. assist specific groups (e.g., MAA's, voluntary agencies
‘ and other local service providers) in enhancing their
‘capacity to provide service to refugees.

The implementation phase of the project will be directe

by a coordinator. The coordinator yill assist speci agencies

and/or communities.who indicate a need of program development

by matching them with experienced lo resettlement practi-

tioners: identified’ through the workshop process. These prac-

titioners wii}/gpovia;/;;-site technical assistance in a number

—

og/gommﬁﬁiiies around the country. Services provided on-site
o

ﬁay include the following:

a. 'identiginaeivﬁ“Sfﬂthe delivery model (s) appropriate
e agency/community and- its specific needs

/ b. development of service delivery plans, including
- specific modifications and implementation concerns

c. fo}low-up assessment and evaluation.

o 52
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/ Appendix -B__/

N

PRACTITIONER WORKSHOP PROJECT

HEALTH-RELATED SERVIbES WORKSHOP PARTICIPANTS

.September 11-13 ¢
Holiday Inn .
Somerville (Boston), Massachusetts

FRANCIS CHANG
- South Cove Community Health Center W
/ . 885 Washington Street - -
Boston, Massachusetts 02111
(617) 482~7555 _ ~

KHAMCHANH CHANTHARANGSY
International Institute .
421 Elmwood Avenue ™

Providence, Rhode Island 02907 °
(401),461~5940 . .

SANDRA DUVANDER (Lead Consultant)
Health Coordinator

. Office of Refugee Resettlement

2 Minnesota Department of Public Welfare

Space Center Building, 2nd Floor -
444 Lafayette Road

- St. Paul, Minnesota %3}55
(612) 297-2777

~ )
DR. LAURENCE S. FARER !
Director, TB Control Division
Center for Disease Control

Atlanta, Georgia 30333

(404) .329-2501

r
3

ALVIN B. GRANT

Chief, Division of Local Health Adm.
Illinois State Dept. ‘'of Public Health
535 West Jefferson Stre

Springfield, Illinois" 62761 .
(217) 785-4357 : .
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BYRON HASLAM

Disease Control Specialist
Epidemiology Program

Utah State Dept. of Health

150 West North Temple - Room 460
P. 0. Box 2500

Salt Lake City, Utah 84103
(801) 533-6191

DR. GIAO NGOC HOANG
Central Connecticut Medical Group

771 Main Street N * J
. East Hartford, Connecticut 06108
. (203) 528-4191 (Private Practice)

(203) 566-9374 (Burgdorf Clinic - Tuesdays only)
~ <

SR. BRENDA LEGE, RN
" Indochinese SOCial Services
Associated Catholic Charities

2929 ‘South Carrollton . .
< New Orleans, Louisiana 70118 . a}~
(504) 821-5390 N > e

CARLOTA de LERMA, M.D.
Dire%ﬁbraqﬁ Pediatric Public Health
Pinellas County Health Department
500 7th Avenue, South

B St. Petersburg, FL 33701

JEFFREY NE&&AN. M.D. M.P.H. o
Public Health Service Hospital

15th Avenue ‘& Lake Street

San Prancisco, California 94118

(419) 752-1400’ext. 562

MRS. TIN PEN S ' - ]
2-H East Manoa Road : : 1
|
E
|

Havertown, Pennsylvania 19083
(215) 466-5689 ‘
(215) 382-5252 H

JOHN RIESS,{Project Coordinator

Indochinese \Refugee Screening Project }
Seattle/King County Health Dept. .
1200 Public Safety .Building !

Seattle, Washington 98104 s . ‘
(206) 625-5785

~ .

o~ . , .. | 94 y




CHOUA THAO

Lutheran Social Services

2414 Park Avenue
Minneapolis, Minnesota: 55416
(612) 871-0221

MOUA THONG

Employment Counselor

IOEP

1400 Park Boulevard

San Diego, California 92101
- (714) 232-=2148 -

AMY TONG

Nutrition Consultant
1523 16th Street, N.W.
Washington, D.C. 20036
(202) 857-2028 ot 3657

HENRY C. YANG, M.D.

Medical Director

South Cove Community Health Center
885 Washington Street

Boston, Massachusetts 02111

’

CONFERENCE FACILITATORS

ROGER E. HARMON

Project Director

Practitioner Workshops Project
Indochina Refugee Action Center .
(202) 347-8903

W. COURTLAND ROBINSON

Project Coordinator’
Practitioner Workshops Project
Indochina Refugee Action Center
(202) 347-8903
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Appendix C is divided into ‘two parts. The first part
contains brief summaries of programs represented by participants
in the workshops. The second part is an outline whic¢h matches
the various programs represented \with the topical categories
into which the document‘isﬂdixiﬂéd*__mhusT—t -one wishes, for :
example, to learn more about healkh assessment programs, one can
check the outline to see if there are materials and expertise

.'veloped by programs represented in “he workshop.

FRANCIS CHANG

HENRY C. YANG, M.D.

South Cove Cormmun.ty Health
Center

Boston, Massachusetts N

For many years a community health center primarily serving
Boston Chinese-Americans, the South Cove Communiiy Health Center
p:ovides compreherisive health services to Indochinese refugees,
with a full complement of health and mental health services.
These include internal medicine; pediatrics; ob/gyn; dentistry;
eys care; family planning; nutrition; health education; school
health; adolescent, adult, and child mental health, mental
retardation, and community outreach.

KHAMCHANH CHANTARANGSY ) )

International Institute of
Rhode Island

Providence, Rhode Island

1

Refugees sponsored by the International Institute of Rhode
Island use the Providénce Health Centers, which have four special
Indochinese clinics funded by Federal monies tlLrough the Khode
Island Department of Health. One Cambodian t<male case aide and

ne .r.nong case aide from the International Institute serve '
regularly at the Centers, in the Pediatric, Pre-natal, and
Gynecological clinics. The International Institute and the
Providence Health Centers- cooperate in planning health classes
for the refugees.

Recently, the Institute has provided financial administra-
tion for a community project aimed at providing emergency inter-
precing gervices during weekends and after office hours, through
use wf 3 24-hour multilingual hotline. :




SANDRA DUVANOER

State Refugee Office

Health Coordiration Program
St. Paul,; Minnescta

Minnesota has a state coordinated, locally administered
refugee health prograr involving close cooperation with both
the public and private sectors. The urban areas utilize linked
public health department clinics and county hospital -out-patient
clinics offering screenlng, primary care and outreach to refugees.
The rural areas utilize private physic1ans with support from
public health services and nursing services for outreach and data
collection.

211 programs are supported by specially trained refugee
health interpreters, state-wide assessment protocols, refugee
packet medical cards, a state-wide hotline for health providers,
an on-call interpreter service for after hours and on weekends,
and centrally coordinated educational materials.

A state health advisory committee composed of health care

providers in both the public ‘and private sector, provides

direction for the progranm.

DR. TAURENCE S. FARER ’ .

Director, TB Control
Divisiorn

Center for Disease Control

Atlanta, Georgia

* -

The maior responsibilities of the CDC Tuberculos1s Control \
Division related to the health care of Indochinese refugees are to:
(1) provide technical consultation and assistance to state and
local health %epartments regarding the management of individuals -

in the refugee population who have tuberculosis or may have

been exposed to tuberculosis; (2) collect and analyze data \
regarding tuberculosis infection and disease rates among Indo-

chinese refugg§s, and disseminate the results of the data to \\
state and local health departments for their use in planni \
tuber "ulosis control activities; (3) proviae advice to the ‘ ‘1
Quarantine Dlvgaion of CDC and the Refugee Health Project Grant g i
program concerning the policies and procedures for the managment : ]
of tuberculosis. Other CDC activities specifically related to ' |
refugees, both domestically and overseas, are uescribed in :
Appendix D. . |

-

S ‘ :




ALVIN GRANT
Primary Care Program
Illinois State Department
of Public Health
Springfield, Illinois

4
—t-

The Illinois State Department of Public Health has taken the
following specific measures to meet the health needs of refugees:

1. Established state-wide and local registries which will
facilitate a tracking system for the settlement and
resettlement of refugees and the scheduling and follow-
through of appointments; a base for morbidity data
retrieval; and a clearinghouse for information regarding
the availability of medical services.

~

2. Identifies willing prdviders to assure that thorough
medical examinations are available.

3. Expanded the Illinois Department of Public Health and
the U. S. Public Health Service Clinic Laboratory
capabilitles to accomodate the submission of extra
specimens.

. y 4. . Made provision for translation services to providers.

- 5, Established referral linkages with local sponsoring
voluntary agencies.

6. Prgovides treatment information for tropical medical
conditions.

7. Provides state and local coordination so continuity
of services can be achieved without duplication.

BYRON HASLAM N\
Epidemiology Program N
Utah State Department of N
Health : AN
Salt Lake City, Utah

During the period of October 1, 1979 through September 30,
1980, the Utah State Department of Health contracted with local
health departments to provide basic screening and treatment
services and follow-up, including completion of immunizations,
monitoring of medications, health education and counseling, and
referral to a source of ongoing care.
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. During this fiscal year, the main emphasis of the state's
refugee health policy will be on tuberculosis contronl, but all
medical problems will be evaluated and/or referred for follow-up
and treatment.

GIAO NGOC HOANG, M.D.

s Burgdorf/University of Connecticut
Indochinese Clinic

East Hartford, Connecticut

The Burgdorf/University of Connecticut Indochinese Clinic
prorides health assessment services for both newly-arrived
refugees as well as refugees already resettled in the area who
have not found a sogrce of health care. The clinic provides
comprehensive care including both adult and pediatric clinics,
treatment, follow-up, referral, and assistance to clients in
enrolling in a long-term health maintenance program. The

~ Burgdorf/University of Connecticut Indochinese CliDiS maintains
close cooperation with ‘sponsoring voluntary agencies, and other
health-care delivery organizations.

Sr. BRENDA LEGE, RN
Indochinese Social Services
Associated Catholic Charities
New Orleans, Louisiana : - - -

The Health-Related Services Staff of the Indochinese Social
Service Program provides comprehensive health counseling and
referral on a weekly basis:'in community settings, local health
facilities, and on an individual basis by appointment. Inter-
preter services are provided at the local public hospital on a
24-hour basis and to private health facilities as requested.
Health education is provided on an individual or group basis,
through home visits, and via the phone upon request. New arrivals
are instructed regarding health facilities offering free screening
and the means for follow-up care.

CARLOTA DE LERMA, M.D.
Indochinese Refugee Division
Pinellas County Health Department
St. Petersburg, Florida .

Since early 1979, the Pinellas County Health Department has
provided medical services to approximately one thousand Indochinese
refugees through three c'inics: 1) the General Medicine Clinic
2) the TB Clinic, and 3) the Immunization Clinic. Refugees are
provided with basic screening and treatment services and follow-
up. Referrals are made for maternal and child health care, WIC
supplemental foods program, family planning, dental care, and
mental health services. :

3




. - On October 1, 1980, the Pinellas County Health Department, -~
Indochinese Refugee Program received a grant from CDC's Bureau
of State Services. The program has hired three interpreters and
will shortly rent space and hire medical and para-medical staff.
With this extra staff, the program will be able to do physlcal
examinations on every refugee (prior to this, physical examina-
~ . tions were given to refugees under 21 years of age), follow-up
) on delinquent appointments, and enhance health educat1on and
nutritional counseling. o,

b4 SJEFFREY NEWMAN, M.D., M.P.H.

Public Health Service Hospital,
San Francisco -

IrM@ochinese Health Intervention
Program (IHIP)

San Francisco, California

The U. S. Public Health Service Hospital in San Francisco
(PHSHSF) has entered into a contractual agreement with the
.. Indochinese Health Intervention Program (IHIP) ‘of Catholic
Charities of San Francisco, Inc., to establish an integrated
program of screening and foilow-up of disease. (primarily acute
and infectious) among Indonchinese refugees arriving in the San
. Francisco area. PHSHSF provides basic screening and treatment
services and referral to an appropriate source of continuing
health care including mental and dental care. The Indochinese
Health Intervention Program provides the following services:
outreach; transportation; on-site health workers and translators
(mu1t111ngua1/mu1t1cultura1), translation of health education
materials; recruitment of, and referral to, health care providers
and facilities; appointment scheduling; follow-up coordination
with sponsoring voluntary agencies; and assistance in record
keeping and statistics.

JOHN RIESS

Indochinese Refugee Screening Project
Seattle/King -County Health Department
Seattle, Washington

The Indochinese Refugee Screening Project is a decentralized,
multilingual mobile health team offering initial screening for
communicable diseases and medi  al/dental problems including
referral to approprlate sources of continuing care. The team
provides screening, primarily during evening hours, in five
geographically-~dispersed health clinics, chosen because they are
logical choices for ong01n§'care. T.e project 'piggybacks' onto

. - a successful, neighborhood-based, primary care system which has
the capacity to offer comprehen51ve F -lthservices and which has
established links with other human ‘ice agencies.

ERIC o




AMY TONG, M.Sc. , [
Nutrition Consultant e ’
Washington, D.C. S ’

Amy Tong organizes and addresses workshops and training
. sessions in nutrition and diet for Southeast Asia refugees,
including special emphasis on Southeast Asian food habits and
pr&ferences, as well as ways. to make American foods more
acceptable and palatable to refugees. )

Presentations are based on the principles of good nutrition,
and the role of good nutrition in the overall health care program
and the prevention of certain diseases. Specific health and
food beliefs and prejudices are described since they must be
reckoned with in planning health education programs for refugees.
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;
' The outline below identifies workshop participants' programs
with specific reference to refugee health issues and services

as discussed in the various sections of this document. Com-
munities may wish to contact the appropriate program for ad-

ditional information and materials.

I. Introduction

A, Prevalence of Disease
. " 1) "Burgdorf/University of Connectlcut Indochlnese
- Clinic - . i
2) Utah State Department of Health
3) Seattle/King County Health Department |

II. Identification and Intake. .

’ A. Monitoring and Data Analysis - Seattle/King County
. "Health Department {(Computer System)

B. Outreach .
‘ 1) . Indochinese Health Intervention Program (IHIP), i
. San Francisco
2) - Indochinese Social Services, Associates Catholic
Charities of New Orleans
C. Orientation - Indochinese Social Services, Associated
Catholic Charities of New Orleans

III. Health Assessment

A. Screening Protocol
1) Illinois State Department of Health
2) Minnesota Office of Refugee Resettlement

L, B. State Planning Models
; . 1) 1Illinois State Department of Public Health
2) Utah State Department of Health
3) Minnesota 0Office of Refugee Resettlement

C. Local Planning Models
1) sSeattle/King Caunty Health Department | v
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D, Direct Services

1) South Cove Community Health Center

2Y Public Health Service Hospital, San Francisco

3) Pinellas County Health Department

4). Indochinese Refugee Screening Project, Seattle/King
County Health Department

5) Burgdorf/University of Connectlcut Indochinese
Clinic

6) Indochinese Social Services, Assoc1ated Catholic
Charities of New Orleans

¢ . ¥

IV. Ongoing Care

A. Dental Care - Minnesota Office of Refugee Resettlement

B. Mental Health - South Cove Community Health Center
C. Standardized Patient Information Card - Minnesota
Office of Refugee Resettlement

D. Community Coordinated Services - South Cove Community
Health Center
1) Supportive Linkages - Indochinese Social Services,
Associated Catholic Charities of New Orleans
2) Health Education Materials - Minnesota Health
Education Resource Center

E. Specialized Programs for Refugees - Minneapolis Health
Department, Minnesota
. 1) 'Piggy-back'- programs - Seattle/Klng COunty Health
Department .
F.. Manpower
1) Bilingual/Bicultural Health WOrkers = South Cove
Community Health Center .
2) Health Aide/Interpreters
- Minnesota Office of Refugee Resettlement .
- Indochinese Refugee Screening PrOJect, Seattle/
King County Health Department -
- Indochinese Health Intervention Program (IHIP),
San Francisco

V. Supportive Services

A. Training of Health Aide/Interpreters - Minnesota
Of¢fice of Refugee Resettlement.

B. Finarcial Mechanisms
1) Title XX - Indochinese Social Services, Associated
Catholic Charities of New Orleans
2) Public Health Service Monies
- Minnesota State Department of Health
- 1Illinois State Department of Health
- ‘pPublic Health Service Hospital, San Francisco

b,
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3) Early Periodic Screening Diagnosis and Treatment -
. Minnesota Office of Refugee Resettlement
4) Medical Assistance - Non-Title XIX
- Seattle/King County Fealth Department
-~ Utah State Department of Health
5) Foundation Grants - Minnesota Office of
Refugee Resettlement. J
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Center for Disease Control .

Contact Person 7

‘Joseph Giozdano
. Director
 Quarantine bivision -

Bureau of Epidemiology

Center for Disease Control .

Atlanta, GA 30333

(404) 329-3674

'[Tﬁi‘ifbg;am |

The Center for Disease Control is reponsible for a range of

activities relating to the immigration of refugees into the

United States. These activities include the following:*

[Overseas Screening for Excludable Health Conditions | ’,

Refugees must be screened overseas for health conditions
+ which, as a matter of immigration law, may prevent them from
obtaining a visa to enter the United States. 'CDC, in support
of the Immigration and Naturalizatibn Service (INS), is responsible
for overseeing the procedures for screening. The actual screening
is perfcrmed under a Department of State contract with the Inter-

governmental Committee for European Migration (ICEM).

[ Overseas Immunization]

CDC has participated in the development of an overseas immﬁni-

zation program for Indochinese refugees immigrating into this
country. Immunizations are also carried out in cooperation with
the Department of State and ICEM.

4
* U.S. Dept. of Health and Human Services, U.S. Dept. of State.

Refugee Resettlement Resource Book (Washington, D.C.: Indochina
o Refugee Action Center, October 1980) pp. 123-125,

6

(4]
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[ Quarantine Service |

CDC has full responsfbility for Quarantine Service at U.S.
ports of entry. 1In response to the influx of Indochinese
refugees into this‘éountry, CDC has:

® Hired an additional 15 quarantine inspectors and
assigned them to guarantine stations which serve as
primary ports of entry for Indochinese refugees; and

e Revised procedures for quarantine officers to stipulate
that telephone notificatlon to public health departments
be made immediately -- followed by written notification
withir 24 hours -- for all refugees who enter with
active (but noninfectious) tuberculosis. Written
notification is also made for individuals who enter
with inactive tuberculosis. A tracking system for
tuberculosis referrals has also been established and
includes telephone.and written follow-up from CDC head-
quarters to health departments during the 90- day period
following entry into the United States.

e ) e .

[Project Grants - Health Pfograms‘for Refuggeé!

CDC administers a gfant proéram to hélp states and communi-
ties address refugee problems of public health significance,a
provide general medical screening to refugees, and identify.ogher
medica -problgms, particularly those which might affect the
Achievement of economic self-sufficiency. A total oq $4.§
‘million is available for this purpose in FY '80. Funds will be

allocated to the regional health administrators for award.

——— [National Disease Surveillance and Control |

CDC conducts national disease surveillance to develop stra-
tegies to control tubercplosiS, venereal disease, parasitic disease
and immunizable childhood diseases (measles, mumps, rubella, polio,

diphtheria, pertussis, and tetanus). Through grants and technical

66
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.

assistance to state and local health departments, CDC supports a

variety of research, immunization, and other disease control

programs.

Lgelevant'?ublzpations1

CDC periodicdlly publishes statistical results of sample
'héplth asgsessments of Indochinese refugees in its Qeekly MMWR

(Morbidity and Mortality Weeklgrnggort)., The August 24, 1979

issue (Vol. 28, No. 33) made treatment recommendations concerning
sigﬁificant infectious disease problems ‘among refugeées. The .
Ocﬁgber’SQ 1979 and November 2, 1979 issues (Vol. 28, Nos. 39 -
and 43), respectivel}, provided infdrmation regarding ﬁepatitis
and diphtheria. Other relevant issues inqlugg Vol. 28, Nos. 43,

46 and 48; and Vol. 29, Nos. 1, 4, 19, 20, 29, 34 and 37.

-
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Refugee Act of 1980:; References to Health Services

’
The Refugee Act of 1980 (P.L. 96-212) (gstabllshesg.the j‘ ’r
follow1ng respon91b111t1e§ and prov191ons for the dellvery of .
health services for refugees.
First of all, in submitting a state plen for the delivery
_of domestidxresettlement services, the state mgst include

- . s,

L
provisions

" . >
.o mé\qg‘resettlement in the State ag®determined
. 'to, hav® medical conditions requliring’ or medical

1

|

1

|

o

"for the identification of refugees who at the " _%
1

;

l

— histories indicdting a need for, treatment or ob-
servation and such monitoring of such treatment |
or observation as may be necessqry." . :

o - TheQSecretary of the Department of Health and Human Se£V1ce§_ﬁ

has the following responsibilities in the identifitation
A . \ ’

and monitoring of refugee health needs: .

“WThe Secretary, in consultation with the Coor-

dinator, shall --

(A) assure that an adequate numper of trained
staff are available at the location at ‘which
the refugees enter the United States to assure

that all necessary medical records are available ¢
and in proper order;

(B) provide for the identification pf refugees
who have been determined to have medical condi-
tions affecting the publlc health and requiring
treatment; ‘

ten otbic
(C) assure that State or local health ficiails
at the resettlement ¢ stination withift the United
States of each refugee are promptly nctified of
the refugee's ang.val and provided with all ap~
plicable medical records; and .

(D) provide for such monltorlng of refugees
identified under subparagraph (B) as will insure
that they receive appropriate and timely treat-
ment.

. The Secretary shall develop and implement methods

- for monitoring and assessing the quality &f med-
ical screening and related health servicés provided
to refugees awaiting resettlement in the United
States.” 68
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— -~ In addition the Director of the Office of Refugee Reset-

tlement, HHS, is authorized to:

"...make grants to, and egter into contracts
with, public or private nonprofit agencies
for projects specifically designed...to _
N . provide, where specific needs have been shown
. ——and recognized by the Director, health .
| : ) (including mental’health) services."

t -

. The Director of the Office of Refugee 'Resettlement is

<

also authérized ‘to:

"provide assistance, reimbursement to States,
and grants to, and contracts with, public or .
private nonprofit agencies for up to 100 per . . . [
centum of the cash assistance and medical 4
assistance provided to any refugee during the ' .
thrity-six month period beginning with the
first month in which such refugee has entered
the United States and for the identifiable and .
- reasonable administrative costs of providing '

: this assistance.”

hl

Further;

"The DirectoY is authorized to allew for the |
provision of medical assistance under paragraph 1
(1) to any refugee, during the one+year period
of entry, who does not qualify for assistance A 1
under a State plan approved under title XIX of |
. ) .~ the Social Security Act on account of any - ]
' resources or income requirement of such plan,
but only if the Director determines that -

. ~ (A) this will (i) encourage economic self-

‘ . sufficiency, or (ii) avoid a significant
— burden. on State and local governments;

) and

- (B) the refugee mcets such alternative .
financial resources and income require- v
ments as the Director shall establish."

No determination has been made as' yet regarding this -

1)
"presumptive eligibility" for medical ,assistance. . .

v ry o
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