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Abstract 

Certain members of society are disproportionately affected by the COVID-19 crisis and 

the added strain being placed on already overextended healthcare systems. In this article, we 

focus on refugee newcomers. We outline vulnerabilities refugee newcomers face in the context 

of COVID-19, including barriers to accessing healthcare services, disproportionate rates of 

mental health concerns, financial constraints, racism, and higher likelihoods of living in 

relatively higher density and multigenerational dwellings. Additionally, we describe the response 

to COVID-19 by a community-based refugee primary health center in Ontario, Canada. This 

includes how the clinic has initially responded to the crisis as well as recommendations for 

providing services to refugee newcomers as the COVID-19 crisis evolves. Recommendations 

include: (1) considering social determinants of health in the new context of COVID-19; (2) 

providing services through a trauma-informed lens; (3) increasing focus on continuity of health 

and mental health care; and (4) mobilization of International Medical Graduates for triaging 

patients based on COVID-19 symptoms; and (5) diversifying communication efforts to educate 

refugees about COVID-19. 

Keywords: COVID-19; Refugee; family medicine; trauma-informed care; culturally and 

linguistically appropriate care. 

 
 
 
 
 
 
 
 
 
 
 



Family Medicine with Refugees During the COVID-19 Crisis 

Amidst the evolving COVID-19 crisis, healthcare systems are being pushed beyond their 

capacities and access to healthcare is of growing concern across communities and nations. These 

challenges are significant for all citizens, as the crisis threatens the timely and adequate provision 

of care to those affected and those who are most vulnerable. Additionally, there are many who 

are disproportionately affected by the profound disruption in accessing services in the context of 

pre-existing experiences of marginalization and trauma. In this article, we specifically outline 

some of the vulnerabilities of refugee newcomers (which may also apply to other vulnerable 

groups), while sharing the initial experiences of a general practice devoted to community-based 

healthcare for refugee newcomers in a mid-sized urban setting in Ontario, Canada. The purpose 

of this article is to provide an illustrative example for other family health teams and public health 

organizations who serve refugee newcomers during the ongoing fight against COVID-19.  

Challenges for Refugee Newcomers During COVID-19 

Like other vulnerable groups, refugee newcomers are particularly affected during the 

COVID-19 pandemic due to the exacerbation of factors that already hinder their access to the 

healthcare services. Barriers include lack of linguistically and culturally appropriate/sensitive 

care, low socioeconomic status (SES), and fear of accessing care.1,2,3 Additionally, refugees 

experience disproportionately higher rates of mental health concerns due to their exposure to pre-

migration traumas.4,5,6 During the COVID-19 crisis, the capacity of healthcare systems to address 

these barriers and provide care sensitive to linguistically and culturally diverse patients is 

reduced as emergency measures increasingly take priority.  

Low SES poses a significant barrier to accessing healthcare.7,8,9 For people living in 

countries without universal healthcare coverage (like the United States), the costs of accessing 



treatment and healthcare insurance can be insurmountable. In countries that provide universal 

healthcare coverage (like Canada), there are transitional periods during which newcomers are 

ineligible for health insurance. Beyond the direct costs of healthcare, individuals and families 

may also deal with challenges related to transportation to and from healthcare facilities, 

especially those who live in rural communities or other areas not serviced by public transit.  

In the context of COVID-19, prohibiting the presence of family members or trusted 

friends during appointments can be an important deterrent due to patients’ perceived sense of 

safety or other cultural factors, such as the importance of receiving same sex care, or other 

assumptions about the role of medical professionals.10 Beyond cultural reasons, fears related to 

concerns about being denied services or being sent back to one’s country of origin if they seek 

help can also lead refugees to avoid accessing care, even when desperately needed.11 Such fears 

are particularly notable for refugees without healthcare insurance and those who are 

undocumented or without legal status. Further, refugee newcomers may be uniquely affected by 

COVID-19 due to the relatively higher rates of mental health concerns related to their 

experiences of forced displacement and pre-migration exposure to trauma (war, torture, 

persecution, and other human rights abuses).4,5,6 Refugee newcomers’ mental health concerns are 

likely to be compounded by the heightened levels of collective and individual anxiety and 

uncertainty during this time. Moreover, anxieties about seeking emergency services in a 

healthcare system that is already viewed as inaccessible, biased, or stigmatizing can add to 

peoples’ distress—not to mention without in-person support from trusted family or friends. Other 

factors include limited interpretation services, limited help in understanding and navigating the 

healthcare systems, and delays in processing claims for asylum and applications for benefits. 



These challenges are exacerbated for patients who are responsible for children or child patients 

who are navigating care with adult caregivers encumbered by psychosocial stress.12,13  

Describing the provision of care for immigrants in the Bronx, New York during COVID-

19, Ross et al. (2020) added numerous challenges to the myriad factors disrupting care for 

newcomers, including reduced use of bedside or in-person interpreters (including family 

members) and difficulties with conveying empathy and making a human connection through 

masks.13 The authors also noted that immigrants are disproportionately affected due to their 

susceptibility to misinformation (particularly those with limited English language proficiency), 

increased likelihood to have employment deemed essential (requiring in-person work), and 

tendency to live in multigenerational households, where shared spaces (such as bathrooms) 

precludes social distancing and isolation if someone becomes sick. While not explicitly 

discussed, these challenges are certainly relevant to refugee newcomers. 

Of course, many of the aforementioned barriers may be experienced to some extent by 

other marginalized groups (e.g., immigrant, visible minorities, Indigenous, and homeless 

community members).9,15,16 That being said, tendency for these factors to aggregate and combine 

within-persons suggests that particular attention to the experience of refugee newcomers is 

warranted. Indeed, the perspective of amalgamating and exacerbating risk factors is 

commensurate with the perspectives of intersectionality17,18 and cumulative risk,19,20 whereby 

single health risks in isolation convey little harm, while many combined risks convey great harm. 

At the best of times, these barriers pose challenges to refugee newcomers’ access to care, though 

there are many healthcare professionals who do their best to accommodate their patients’ needs. 

It is important to note that this article is focused on the experience of refugee newcomers in 

suburban and urban contexts. Presently, we do not cover the experiences of the millions of 



refugees residing in camps around the world, who are at additional risk due to ethno-religious 

and political reasons, the dense concentration of displaced people, and the severe lack of 

resources.21 

Waterloo Region (Ontario, Canada) and Sanctuary Refugee Health Centre 

Consistent with research on the social determinants of health amongst refugee 

newcomers, a 2019 study of 1,090 immigrants (N = 339 refugees) living in Waterloo Region 

found that newcomers experience language (44%), lack of sufficient information (25%), lack of 

knowledge of services (47%), high cost of services (14%), and unfriendly staff (8%) as barriers 

to accessing services.22 Additionally, refugees in Waterloo Region are more likely than other 

immigrants to have five or more people living (39% versus 27%) and two or more generations 

living in one household (73% versus 61%).22 Moreover, 60% of refugees reported a household 

income of less than $30,000.22 In this context, Sanctuary Refugee Health Centre (Sanctuary) 

operates as a not-for-profit primary care clinic and hub for health and mental health services 

solely for refugee newcomers in Kitchener-Waterloo, Ontario. Sanctuary strives to provide 

culturally sensitive, trauma-informed, and appropriate services for refugees.23  

As of May 2020, Sanctuary provides healthcare services for more than 5000 registered 

patients with more than 1000 individuals on the waiting list—all of whom came to Canada as 

refugees. Sanctuary’s patients identify 84 different countries of origin and 77 different first 

languages, the most common of which are Arabic, Tigrinya, Spanish, Somali, and Turkish. 

Consistent with previous research on the physical and mental health of refugees,2 the majority of 

Sanctuary’s patients come from settings with a high burden of tuberculosis and other underlying 

medical conditions (e.g., heart disease, hypertension, diabetes, chronic respiratory diseases, 

cancer) as consequences of hardships and traumatic situations they endured before, during, and 



post-migration (high burden countries, refugee camps, etc.). Their chronic health conditions 

heighten their risk for serious complications arising from COVID-19.  

Among Sanctuary’s patients, 45.3% are under 20, compared to 23% of Ontario’s 

population; and only 3.1% are 65+, compared to 16.7% of Ontario’s population. Given the age 

profile, added risk comes from the fact that Sanctuary’s patients are proportionally more likely to 

be ambulatory carriers of the COVID-19 virus. Emerging evidence shows that, while younger 

people who contract COVID-19 have a lower mortality rate, they are still vulnerable to 

contracting the virus and are thus vital in the fight to reduce the spread.24 Further, the fact that 

refugee newcomers are likely to live in more populated and multigenerational dwellings presents 

concerns regarding the adherence to social distancing policies and the potential for increased 

rates of exposure for Sanctuary’s older patients.  

Consistent with the younger demographic, the Sanctuary clinic has a high birth rate. 

Based on the number of Sanctuary’s pregnant patients, more than 350 births are projected for the 

2020 calendar year. This is of particular concern at the clinic, given the uncertainty regarding 

potential long-term consequences and transmissibility if pregnant women contract COVID-19. 

Notwithstanding these important risk factors, it is important to simultaneously acknowledge the 

many strengths and resilience factors of many refugee newcomers in relation to the COVID-19 

crisis. These may be related to past experiences of dealing with disease, conflict, disaster, and 

social disruption in their homelands and other countries through which they have journeyed on 

their pursuit of refuge.25 For example, research has shown that refugee women tend to have a 

lower crude birth rate, infant mortality rate, maternal mortality rate, and percentage of low birth 

weight than women in both their host country and their country of origin.26 



Sanctuary has always been committed to making services accessible to refugees, even 

when they are not covered by health insurance. While most sponsored refugees will come under 

the Interim Federal Health Program (IFH)27 on arrival for the first year, some must apply for 

coverage. Eligibility for coverage from the Ontario Health Insurance Plan requires residence in 

Ontario for a minimum of three months and that too involves completion of an application 

form.28 For those refugees seeking asylum, their access to health coverage and social services 

depends on their preliminary claim being accepted, which can take up to three weeks. Sanctuary 

has provided care for refugee newcomers during this waiting period at no cost or has facilitated 

their access to care from other providers as a charitable organization. For example, Sanctuary 

cared for a pregnant woman who showed up at Sanctuary in acute crisis, septic with a malaria 

flareup, three days after arriving in Canada. Despite the woman’s lack of health insurance and 

her not being a patient of the clinic upon arrival, Sanctuary was able to quickly triage her, 

facilitate her admission to hospital, coordinate her care with the hospital’s infectious disease and 

antenatal care programs and, with the help of Sanctuary’s volunteers, provide childcare at the 

clinic for the woman’s young children for the four days she was in the hospital. Notably, Ontario 

has temporarily suspended the three-month requirement during the COVID-19 pandemic.28  

How Sanctuary has Responded to COVID-19 

The number of patients seeking care in the clinic dropped by approximately 50% in the 

days following the Government of Ontario’s declaration of a state of emergency on March 17.29 

The decrease is important for reducing the spread of COVID-19 and has been facilitated by the 

Province of Ontario releasing new temporary physician billing codes for telehealth services.30 

However, this presents its own set of challenges, with regard to trauma-informed, patient-

centered care for families with diverse cultural and linguistic backgrounds. Sanctuary has 



implemented a number of measures to continue services and to maintain a safe environment for 

staff and patients. Sanctuary has cancelled all non-essential clinic activities and has adopted 

Ontario’s billing codes for telemedicine. Where possible, appointments are conducted over the 

phone or video and interpretation is provided when needed. Efforts are made to serve patients’ 

needs remotely and to see a patient in person only after a provider has had a virtual consult. To 

facilitate this, Sanctuary staff now phone each patient who has an appointment early in morning, 

triage problems and complaints, and establish a time for a virtual consultation. They advise 

patients to stay at home in the interim and call immediate attention to a service provider when 

there might be an emergency. Walk-ins of patients who do not have appointments have been a 

longstanding challenge and there are those who seek help in person regardless of the advice 

given. Patients in distress are appropriately screened at the entrance and escorted to an isolation 

room for further examination if showing symptoms of COVID-19. Administrative staff are 

working remotely and most volunteers, especially those who are older, are taking vacation. 

Beyond these relatively standard measures, the emerging crisis has led to the following 

recommendations for providing services to refugee newcomers during the COVID-19 crisis: (1) 

consider social determinants of health; (2) provide services through a trauma-informed lens; (3) 

increase focus on continuity of health and mental health care; (4) mobilize support from 

International Medical Graduates; and (5) diversify communication efforts. 

Consider social determinants of health 

Economic insecurity, racism, stigma, problems related to documentation, employment, 

interpersonal and relationship distress, domestic violence, child abuse, and related challenges are 

likely to be exacerbated in times of crisis.31,32 Thus, it is particularly important to continue to pay 

attention to these social determinants of health for refugee newcomer patients in the context of 



the COVID-19 pandemic. Having open communication about patients’ situations and how 

COVID-19 has affected their socioeconomic circumstances and social and familial relationships 

can provide important insight into the factors that may be affecting their health status. Asking 

relevant questions can demonstrate caring and removes the onus of initiating the disclosure of 

challenges from the patient. It can also enable the patient to share information that can inform a 

discussion about potential resources and additional supports that might be available to them in 

their community. 

Provide services through a trauma-informed lens 

The provision of services through a trauma-informed lens is an important consideration 

for providing care to refugees. Trauma-informed care ensures that services foster a sense of 

safety, security, and trust and that the services are informed by the patient’s history of trauma. 

This is particularly critical during COVID-19 due to the fact that the conditions and emergency 

policies may resemble those from which they fled in their home countries and may thereby pose 

risk of retraumatization.33 Unfortunately, the emerging crisis challenges the culture of welcome 

and safety that is so important to staff and patients alike. To overcome issues of mistrust and 

perceived lack of safety, the staff at Sanctuary dedicate a substantial amount of time to 

developing trusting relationships with their patients, including taking time to listen to the patient 

and get a thorough understanding of their past and current experiences and needs and ensure that 

the patient retains a sense of control and involvement in decisions about their care.   

Increase focus on continuity of health and mental health care 

Lockdowns and infections may worsen the emotional situation of refugee patients. Many 

community programs that normally support refugee newcomers, such as food banks, shelters, 

children’s camps, language classes, sports activities, and community gatherings have been 



cancelled. The overarching crisis, coupled with resultant economic stressors, closures of 

important community programs, and social isolation may influence other aspects of health, 

personal care, and interpersonal relationships in addition to compliance with COVID-19 

preventative efforts. It is recommended that, whenever possible, people with preexisting health 

and mental health conditions should continue with their treatment and be aware of new or 

worsening symptoms.34 Telephone and video interventions can include brief assessment and 

motivational interviewing around mental health strategies during the state-of-emergency as well 

as full therapy sessions. Virtual platforms can enable the continuation of care while minimizing 

in-person appointments, though challenges related to technological skills and interpretation 

services and costs are certainly a barrier. It is also important to be mindful of technological 

access barriers. For example, it is often the case that newcomers do not have a landline or mobile 

plan but can connect via other online platforms that comply with privacy standards. In some 

cases, in order to access patients virtually, use of platforms that are not compliant with the 

jurisdictional health information protection acts may be necessary as a first step to provide 

telemedicine for virtually hard-to-reach patients.  

Mobilize support from International Medical Graduates 

During COVID-19, Sanctuary has used the expertise of two International Medical 

Graduates (one nurse and one physician) to triage patients over the phone. Sanctuary has been 

able to redeploy the help of one internationally trained physician and nurse from administrative 

positions, which they had filled while working to acquire Canadian credentials for practice. 

These individuals triage the nature and expressed urgency of a patient’s problems based on 

federal guidelines35 and make a referral to Public Health if patients exhibit COVID-19 

symptoms. They have language skills, cultural sensitivity, and medical backgrounds that enable 



them to respond with patience and empathy to each patient seeking an appointment over the 

phone. 

Diversify communication efforts 

Many refugee newcomers do not have linguistic competence in the vernacular, making it 

difficult or impossible to read and understand official information and announcements with 

regard to reducing the spread of COVID-19. Graphics and translations of official correspondence 

can help ameliorate this challenge. The UN Regional Risk Communication and Community 

Engagement Working Group36 has recommended diversifying communication tools and format, 

simplifying messages, and testing messages with refugees. Accordingly, Sanctuary has produced 

educational materials with basic public health and prevention guidelines regarding COVID-19 in 

the most common languages (see supplemental materials). As of April 11, 2020, materials have 

been made available in English, Spanish, Turkish, Arabic, Tigrinya, and Amharic. Sanctuary has 

posted the materials at various locations onsite and on Sanctuary’s website. 

Conclusion 

The rapid spread of COVID-19 has led to tremendous difficulty for healthcare providers 

across the world. While all citizens are at risk, refugee newcomers have a unique constellation of 

risk and protective factors that must be considered to ensure the appropriate provision of primary 

care during the COVID-19 crisis, in addition to the delivery, access, and uptake of all health and 

social services. These challenges are sweeping and cut across layers of organization in the 

healthcare system, from primary care services, to emergency, intensive, and tertiary care, to 

public health initiatives and global prevention efforts. To support the wellbeing of refugees in the 

midst of the COVID-19 crisis, it is critical for healthcare service providers and practice briefings 

to adhere to principles of trauma-informed, linguistically tailored, and culturally sensitive 



healthcare. In the coming weeks and months, these principles will become increasingly 

important, in addition to considerations regarding the management of existing medical problems 

and prevention efforts for other, long-term conditions interacting with COVID-19 related illness. 

We remain hopeful and optimistic for these goals, as the response from medical and allied health 

professionals has been nothing short of remarkable.  
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