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Canada has a long-standing history as a safe-haven
for refugees, accepting, on average, 25,000 to 30,000
annually."* The United Nations High Commissioner for
Refugees defines a refugee as “someone who is unable
or unwilling to return to their country of origin owing
to a well-founded fear of being persecuted for reasons
of race, religion, nationality, membership of a particular
social group, or political opinion.”®

In 1957, the Interim Federal Health Program (IFHP) was
created to provide basic health care, dental care, vision
care, prescription drug, and medical device coverage
to refugees not qualifying for provincial or territorial
health insurance plans.*® On June 30, 2012 the federal
government made cuts to the IFHP, eliminating all
health care for refugees except for urgent care and care
for transmissible diseases that pose a risk to public
health (e.g., tuberculosis).*” This decision was made,
in part, to save money for taxpayers, with government
reports estimating savings at $100 million over five
years.® Overall, expenses for the IFHP were $85
million per year, representing a fraction of total health
care expenditure in Canada at 0.04%.° In addition,
the annual cost of the IFHP per refugee was $660,
roughly 10% of the average $6141 cost per Canadian
citizen.*?® Although government-sponsored refugees
are excluded from these cuts, the majority of refugees
who are privately sponsored or make their claim after
arriving in Canada are affected.*

Refugees Have Poorer Health

Refugees are at high risk of communicable and chronic
diseases due to their exposure to harmful living
conditions in their home countries such as violence,
torture, trauma, and starvation.>”*! Many refugees come
to Canada with significant health care burden, never
having experienced first world health care in their home
country.'> Refugee health care burden is dependent on
a variety of factors from their past including: exposure
from vectors of disease (e.g., mosquitoes transmitting
malaria), trauma from war (e.g., post-traumatic stress
disorder), poor living conditions (e.g., malnutrition,
poor sanitation, no access to water, crowded camps),
inadequate social determinants of health (low income
and education), and limited or no access to preventive
care (e.g., lack of immunizations and screening
programs, language and cultural barriers to care).?

Refugees have statistically significantly higher rates
of treatable and preventable diseases compared to
the general Canadian population.'*" Refugees are
susceptible to vaccine preventable diseases because of
under-immunization in their home country, waning
immunity from previous immunizations, or both.?
The most common vaccine-preventable illnesses
afflicting refugees are tetanus, measles, mumps,
rubella, varicella, and hepatitis B.>'* Many refugees
also struggle with mental health conditions such as
post-traumatic stress disorder, depression and anxiety
as well as chronic conditions such as type II diabetes,
iron deficiency anemia, dental disease, and poor vision
health.>!* Other common illnesses include hepatitis C,
tuberculosis, HIV/AIDS, malaria, and complications
from intestinal parasites.'* Female refugees may also
require contraceptive medications, vaccination against
human papillomavirus, and screening for cervical
cancer.?

Short Term Gain for Long Term Pain

Initial short-term savings may result from cuts to the
[FHP, however, long-term costs may increase as refugee
health care is shifted from preventive and primary
care to emergency and urgent care.”** Those that do
not access primary care for their health conditions
typically delay seeking medical treatment, do not use
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preventive health care services, and are at greater
risk of complications from their illnesses.'® They also
tend to enter the health care system sicker, later, and
stay for a more prolonged period of time, putting an
increased financial burden on other parts of the health
care system such as an excess number of emergency
department visits.'*!® Refugees that are unable to pay
for basic health care may get sicker and suffer from
complications of unmet health care needs, forcing
them to use more costly emergency and urgent care.*'
Confusion among health providers on what services
refugees remain eligible for has led to refugees being
turned away from emergency departments.*

The prevalence of physical and mental health
conditions may increase for refugees due to inadequate
monitoring and undiagnosed conditions.’® Refugees
may also suffer from higher mortality rates from their
medical conditions compared to the general population
due to a greater degree of undetected and untreated
cases.® Contagious and deadly conditions that remain
undiagnosed until they have already posed a public
health concern may also increase financial burden on
taxpayers.'®

Refugees who are not treated for their physical and
mental health conditions may have worse health
outcomes later in life.” This is concerning for refugees
that eventually become Canadian citizens and become
eligible for their respective provincial or territorial
health insurance. Once Canadian citizens, previous
communicable and chronic health conditions that were
not diagnosed or treated may result in long-term and
costly chronic care.”

Conclusion

Many refugees enter Canada suffering from a variety
of communicable and chronic diseases, mental health
problems, and/or women’s health issues. Eliminating or
restricting refugees' access to primary and preventive
health care may lead them to delay seeking timely
treatment until their health conditions require urgent
medical attention. Although cuts to the Interim Federal
Health Program may save costs initially, as refugee
care is shifted from preventive and primary care to
emergency care, there may be an increased financial
burden in excess of the anticipated savings.
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