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Overview

* Define refugee
* Origins and Destinations

» Life prior to refugee status, as a
refugee, and after resettlement

e Common medical conditions

¢ Interaction of culture and
healthcare

* Challenges of medication
compliance

 Strategies for improving care
and medication compliance

¢ Conclusion and discussion




Numbers, Origins and Destinations

¢ 15.4 million refugees worldwide in 2010
— Additional 26 million displaced persons (UNHCR)

e 75% of refugeesin 2010 resided in a country
neighboring their own

» 80% were hosted by devel oping nations

e
A

Top countries of Origin and Asylum
for Refugeesin 2010

Iraq: 1,683,600
Syria:1,005,500 ~~~y X 4« Afghanistan: 3,054,700
Irzn:1,073,400 ™ Pakistan: 1,900,600

Nsomalia 770,200




Life Prior to Refugee Status

Country | USMR 'm"g":’t‘_‘ GNI $lyr a'(‘p'; ’:;‘::r"_ vf:{;
Afghanistan 109 134 $370 w | 48
SierraLeone 102 123 $340 48 20 | 40
Somalia 180 100 | 50 | 20
Liberia 112 80 $160 59 88 | o8
Sudan 108 69 $1,230 58 60 | 57
Bhutan 79 52 $2,020 66 53 | o2
Burma 71 54 3 62 w2 | 7
USA 8 7 $47,240 79 | %

Under 5 Mortality Rete by Country
Unicef Data 2011
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Life as a Refugee

Loss and Trauma

Loss of home, land, and possessions

Death of family members and friends,
and separation from family.

Traumatic physical injuries such as
gunshot wounds, amputation of limbs,
rape, and torture.

“About 1,400 Tamil refugees are
dying every week at the giant
Up to 35% refugees world-wide may Manik Farm internment camp”

have experienced physical or
psychologica torture[4].

Refugee Camps: |nadequate Healthcare

*Baidoa refugee camp:
3,897/10,000 individuals died in
232 days, and 74% of children

under 5 died in seven months
[MMWR Dec 1992]

*11,000-14,000 refugees per
primary health clinic in camps
surveyed in 2006 [11]

*Most deaths due to diarrheal
disease, acute respiratory
infections, measles, malaria, and
other infectious diseases




Refugee Camps: Overcrowding and
unsanitary conditions

* 30% of refugee camps do
not have appropriate
latrines and waste
disposal facilities [14]

¢ Dadbaab refugee camp:
designed to house 90,000
people, houses 261,000,
as many as 30 people
living in a 12X13 meter
space [13]
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Refugee Camps: Limited Access to
food, water, education

*50% of refugees do not receive
minimum water allowance set by
UNHCR (5 gallons/day) [11]

*Food ration standards met in some
camps, fall short in others

*At least 30% of youth not enrolled in
school

Refugee Camps: Limited Mobility and
Rights

*Most host countries do not allow s
refugees freedom of movement to
leave the camp

*Many refugees are forced to rely
solely on humanitarian aid, setting
up a cycle of dependence.




Durable Solutions for Refugees
* Repatriation to country of origin- benefits the most refugees
* Integration into country of asylum- variable

* Resettlement to athird nation- 1% of the world’ s refugees
— UStops number of citizenships granted in last 10 years

Refugee Numbers and Resettlement
15301200 = Total not resettled
= Resettled to US
Resettled elsewhere




Refugees Resettled to Rochester, NY 1/2008-12/2010
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Challenges of Resettlement

¢ Dealing with past trauma
¢ Low socioeconomic status
¢ Culture Shock

¢ Language barrier

¢ Transportation

¢ Healthcare

¢ Housing

Common Health Problems in Refugees

* Infectious disease:
-tuberculosis: 6.9% active TB in Somali patients
- hepatitis B: 8-30%
- parasitic infections

Afghanistan

- H. pylori

¢ Mental health [39]: US depression prevalence = 6.7%

-post-traumatic stress disorder (PTSD): 9% in adults, 11% in
children- much higher than in general US population

-major depressive disorder (MDD): 5% in adults
-anxiety: 4% in adults

Common Health Problems in Refugees

* Pain: back pain, neck pain, abdominal pain, whole body pain,
headaches

* OB/GYN: pelvic pain, fistulas, female circumcision

¢ Dental caries (61%) and malocclusion (78%)

 Iron deficient anemia

* Dermatologic: Tinea, eczema, etc.

¢ Chronic conditions: diabetes mellitus type 2, hypertension,
dyslipidemia, vitamin D deficiency, asthma

Presentations are highly variable based on country of origin, age,
gender, flight experiences, resettlement experience, and other
factors




NY State Data

Hepatitis B Carriersin NYS Refugees

Arrivals 2007 - 2011
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Clinical Case

« Liberian woman, DOB of 01/01/78, brings her 3 children,
needs interpreter

« First born child died shortly after birth, another child died at
2-3 years of age from measles and diarrhea. Husband killed
by government soldiers in front of family, her oldest son
taken by rebels.

« Fled her home in rural Liberia in 1996. Spent the last 14
years in a refugee camp in Ivory Coast

« Past medical history: Malaria, worms, G6P600?3

« TB clinic paperwork shows PPD+, CXR=old scarring, on
INH

« Patient complains of headache, abdominal pain, rash on feet,
tooth pain, trouble seeing, malaria.

Physical exam:

« Thin, appears tired, flat affect when not engaged, facial scars

o Ht-5ft, Wt—87 lbs, BP - 97/55, HR-92, T - 37.1

« HEENT: Left TM perfed and wet, pterigium both eyes to iris
border, deviated nasal septum, multiple teeth missing and dental
caries.

« Neck: + goitre, shotty lymph nodes

« Pulm & cardiac essentially normal

« Abd: thin, +BS, soft, NT, + hard stool LLQ, no mass, liver down
2 cm, spleen firm but normal size.

« Skin: Multiple 1 cm linear scars on lower back, hyperpigmented
ankles, feet - thickened cracked scaling, with white between toes

Many refugees are from developing countries, have multiple health
problems, years of untreated pathology and routine and exotic
potential health problems

Potential Diagnoses So Far

« Malaria « Perfed TM with chronic

« Abdominal pain ouitis externa

« Malnutrition + Pterigium

. Visual problems « Deviated nasal septum

« Dental problems

« PPD+
. « Goitre
« PTSD/Depression
. Headache « Tinea pedis

« Hepatomegaly

Intestinal parasites




Treatment:
« Stool Ova & Parasite Screen:
« E. histolytica — Flagyl and Paromomycin
« Hookworm — Mebendazole or Albendazole
« Hymenolopis nana (dwarf tapeworm) - Praziquantel

« Blastocystis hominis, Entameba coli — generally non
pathogenic

« Urinalysis:

« E. coli — tx with antibiotic of choice

« Schistosoma hematobium — Praziquantel
¢ Anemia: Iron sulfate

Clinical Case 2

e 47 year old Nigerian woman, in the US for 7 years, spent 3 years in
a refugee camp in Benin

e Works, takes care of 7 children, dealing with domestic violence

¢ Medical problems at arrival: anemia, hookworm, dysmenorrhea,
migraines

¢ Medical problems recent visit: Obesity, hypertension, migraines,
dysmenorrhea, back pain, GERD, depression, allergic rhinitis

¢ Medication: atenolol, ranitidine, ibuprofen, loratadine, meloxicam,
counseling

¢ Blood pressure in clinic fluctuates, as do weight and other symptoms

Multiple clinic visits to address symptoms and how to take
medications properly:

» Patient not interested in weight loss

» Patient forgets to bring in medications

» Patient can’t remember which medication she takes

* Patient brings in medications and physician goes over what
each medication is and how to take it

* Patient comes in again, does not remember what each
medication does, is taking medicines at random at onset of
symptoms until she feels something is working....




Culture: Defining Health

*Obesity as an ideal in some
African countries

*No experience with or
understanding of preventive health
care

*Different beliefs about dietary
intake, physical activity,
environmental hazards

“Fat, rich, and beautiful”

“If its not broke, then don’t fix it”










Medication Compliance

Use of complementary and
alternative medicine

Limited understanding of
chronic conditions

Different prior experiences with
medication

No understanding of the refill
process

M edications

Cannot read
Use daily meds as PRN

—  SSRI taken only when feel down

— OrthoEvraapplied only during sexual activity
Lies of omission, or active
misdirection
Limited mental capacity
Fear of medicines

— Too many medicines

— Become dependent on medicines

—  Western medicines too strong
— Too many side effects

Medicines as magic, do not
understand need for timely
administration




Improving Medication Use

e | anguage —— o s
= A imwassTREET  (BOD) 555-5555
e,

ATTCUN,

— Simple English LU M o T
. AMQXICILLIN 500MG CAPSULES
— Phone interpreter BTSSR RO,

v 0060023-08291

~ Family member (be Breusorumcngmomee B
uSE BEFORE 06/23/12 S—
Carefu' hefe) yinka Daroogada d da OTC

—If |iterate, atta‘npt to waxay u eeg tahay sidan.
Waxyaabaha ay ka kooban tahay daawadu

pl’int out insructions (active ingredient) waxay si

in the| r |anguage cilmiyeysan kuugu sheegayaan inta ku jirta
kiniin kasta, kaabsool ama
— Teach-back dawada dareeraha ah.

Isticmaalka (Uses) waxay kuu sharxaysaa
calaamadaha (xanuunka ama
dareenka) ee dawadu dawaynayso.

hitp:/iwww healthy e bels.pdf

Improving Medication Use

* Literacy
— Meet lega requirements, but then must find method that

actually works

Patient Name: [Medicine:

DOB MRN: Dose:

How to take: Reason to take:

g Moming Noon/Early afternoon _*, Bed time/night time
Patient Name: Hawa Ali Medicine: Chlorthalidone
DOB: 1/1/60 ‘V[RN 594173 Dose: 25 mg
How to take: 1 tablet each moming Reason to take: high blood pressure

¥ PR SR 4
~D/s  Moming ey, Noon/Early afternoon  [*. * Bed time/night time

S BE

Improving Medication Use

* Cultura (Most challenging)

e Trust!
— Takestime, slow and easy wins
— Get to know the person
— Avoid judgments and responding to your own biases
— Try to understand where the person is coming from
— Show compassion and understanding
— Let the patient guide you in appropriate behavior

» Engage other family members when possible

and helpful

— Redlize that parents sometimes do not listen to their
children (and of course vice — versa)




Resources

* www.Healthyroadsmedia.org
e www.ethnomed.org

e www.nlm.nih.gov/medlineplus/languages/medicines.html
¢ www.healthtranslations.com
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Just some thoughts

| might ch ind how the ph: stuff i (if you are not already doing this). Offer that
i thers h; jested. This group could probably come up with some solutions and

then ize acrossthe area. talk about options. “I realize many pharmacists are too

busy to breathe let alone address the needs of “difficult’ patients. However, | suspect you arelikeme and it
iswhen apersonal connection is made with a patient and wehdp tha patient, that makes our]ob

worthwhile. For many of you, you desil than di ions, you went into the pr

to help others.

Need per | stories and ples of some of th happen when working with
refugees.

| like backdrop photos, but ing. | like i ithi ion at

various levels. | find it interesting seeing photos while listening to speaker’s stories.
‘We should discuss gmaalond dlvlddga) and how rapidly it grows. Kids learn language first and

first. Thi of family. E.g. 14 yo male now rules house by controlling flow of
information in and out of house, to/from parents.
Highlight many single/widowed women in avery male dominant culture. Causes troubles between
boys/young men and their mother.
Possibly delve more into aculturation stuff: early adopters, non-adopters, etc.
Would some pharmacists consider locating or creating common medication instructionsin various
languages?




Inter-generational Challenges
Children adapt first (often become the functioning boss outside
the home)

Older people often never adapt

Lack of male head of household

Adolescence: often worse parent child problems than US
Young adult/adolescent supporting extended family

Traditional adult vs Americanized young
* Young person can be lost between 2 worlds

Arranged marriages (examples)

Parenting styles

Schooling,

+ How can children excel when no parent to
help with homework, etc.?

Observations

 Cultural assimilation vs segregation vsintegration
— Older refugees often maintain their traditional ways (segregation)
— Younger children often go native (assimilation). Often cannot even
speak language of parents
— In-between ages and some adults achieve integration.

* Thelarger the cultura difference between country of origin
and the US, the larger and more robust the local community,
thelesslikely US culture will be adopted.

» Refugeesthat integrate are more successful and self sufficient
— higher employment rates and less depression.

» Refugees often support family still overseas




