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Abstract

The Interim Federal Health Program (IFHP) was initiated in 1957 by the Canadian government
to provide basic health insurance for refugees and refugee claimants. After a series of budget
cuts in 2012 and reinstatement of services in 2016, the IFHP has been met with confusion
by healthcare professionals. Complex administrative processes have led to reluctance in
providing care for refugees, including refugee claimants, by various healthcare providers.
Refugees already face several barriers that hinder their ability to access care. Given the lack of
awareness around the IFHP amongst professionals, this paper outlines recommendations and
actionable steps for various key stakeholders to improve their knowledge of and commitment
to the IFHP. Potential strategies include advocating for a simplified administrative process,
holding government officials accountable for poor policy implementation, and enlisting the
help of civil society organizations to raise awareness about the IFHP. These interventions are
the first step in ensuring that the values of equity and multiculturalism are embraced in the
healthcare system.
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Background

Across the world, millions of refugees leave their homes in
search of new ones, free from slavery, war, and persecution.
Canada has been at the forefront of providing a safe haven
for many refugees over the decades (1). In 2019 alone, there
were over 60,000 people that claimed refugee status in
Canada (2). The Interim Federal Health Program (IFHP) was
initiated in 1957 to provide basic health insurance for the
vulnerable refugee and refugee claimant populations. The
IFHP covered basic healthcare (i.e., in-patient and out-patient
care, services from licensed healthcare professionals in
Canada, and limited prescription drug coverage) for refugees
and refugee claimants in the period before they received full
provincial healthcare support (3).

As of 2012, large cuts to the IFHP services and budget were
introduced by the Canadian Conservative government, which
severely impacted the coverage of crucial healthcare services
for many refugees and refugee claimants. The IFHP cuts
prevented many refugees with chronic and life-threatening
conditions from receiving medication and care for their
treatment (4). These cuts were deemed to be in violation of

the Canadian Charter of Rights and Freedoms and were seen
to be a consequence of the othering narrative constructed
towards refugees by government officials and media sources
(4). In response to reduced funding and cuts in IFHP services,
many healthcare workers and civil society organizations
(CSOs) such as Canadian Doctors for Refugees (CDR) and
Canadian Council for Refugees (CCR) launched nation-wide
protests and legal challenges to the federal government (5). In
response, some changes such as cuts to supplementary care
(i.e. vision and dental services) and the IFHP’s limited drug
coverage were reversed in 2014, leaving behind an aftermath
of confusion among healthcare workers, organizations, and
refugees themselves about the workings of the program (6).

Key Stakeholders involved with IFHP

When analyzing the IFHP, it is important to consider the
role of different stakeholders in this program. From previous
research, four main groups of stakeholders have been
identified (5):
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1. Refugees:

Refugees are people who are forced to flee from persecution
and who are located outside of their home country. Refugee
claimants are people who are asking for protection, but their
refugee status has not yet been decided by the Immigration
and Refugee Board (IRB) (7). For the purposes of brevity
referring to the research in this paper, we will be using the term
refugees to refer to all of these populations homogeneously.
These groups of individuals generally have poorer health
statuses, often having various acute and chronic diseases
like malaria, hepatitis, nutritional deficiencies, diabetes, and
hypertension (8). However, their access to healthcare is
dependent on the practitioner’s knowledge of the IFHP, not
by their need for it. Refusal of practitioners to treat refugees
not only leads to poor health outcomes in the short-term,
but also has a long-lasting impact on the patients, such as
making them less likely to seek out help from practitioners in
the future (9).

2. Healthcare Professionals

Healthcare professionals have a duty to treat patients in need
of urgent care regardless of their country of origin, residency
status, or their ability to pay (10). However, in practice, this
does not seem to be the case. To cater to patients that are
covered by the IFHP, healthcare professionals must first
become registered providers under Medavie Blue Cross
(MBC), an insurance company that administers governmental
programs. At each visit, professionals must ensure that
patients are covered by the IFHP by verifying documentation
such as the Interim Federal Health Certificate of Eligibility
(IFHC) or a Refugee Protection Claimant Document (RPCD)
(11). If this documentation is not provided or if patients have
any private insurance that can cover even minimal costs
associated with healthcare, they are considered ineligible
for the IFHP and would have to pay for services out-of-
pocket. Once they pay out-of-pocket, there are currently no
systems in place for MBC to reimburse the patients directly
for the cost of these services. If patients are deemed eligible,
healthcare providers must submit claim forms to MBC within
six months of providing services to receive reimbursements
for their services, a process that can take another month.
The additional paperwork and time commitment involved
in registering for the IFHP, along with waiting to receive
reimbursement, has resulted in some clinics refusing patients
with IFHP coverage (12).

This reluctance to provide care has only been compounded
by a lack of comprehension surrounding the IFHP. On
interviewing healthcare professionals in Hamilton, Canada,
one study found that many practitioners were reluctant
to take patients covered by the IFHP due to the increased
paperwork and lack of knowledge surrounding the program
(13). Another study examined the extent of the lack of
knowledge that healthcare practitioners in Montreal,

Canada, had about refugee health. Results of the survey
they conducted shows that 39% of the practitioners did not
get a single answer (out of the three multi-part questions)
correct (12). As such, these alarming statistics bring to light
that the first problem that must be tackled to better refugee
healthcare is providing healthcare workers with accurate and
accessible information about the IFHP.

3. Government Officials and Policy Makers

Government officials have one of the largest influences in the
decision-making process on the delivery and accessibility of
healthcare. Many policy makers were the subject of scrutiny
by healthcare workers and CSOs after the 2012 IFHP cuts
were made. However, even after the reforms in 2014, policy
makers have constructed an overly complex system and
have rolled out substandard implementation procedures.
Moreover, there has been an absence of accountability in
policy implementation, and more specifically in information
circulation surrounding the policy, as indicated by the poor
uptake of knowledge about the IFHP system by healthcare
workers (12, 13).

4. Civil Society Organizations (CSOs)

CSOsdedicated to refugees, such as the CCR, provide services
to refugees through settlement aid, and activities to welcome
newcomer families into the community. The organizations
also advocate for refugee rights, and promote refugee
participation in government decision-making (13). While the
direct influence of CSOs in policy making vary widely, these
organizations are extremely valuable for increasing awareness
through social media and media relations that can get the
attention of more influential stakeholders to take action (14).

Most recommendations thus far for IFHP implementation
are geared towards physicians or government officials (10,
15) or are long-term policy-level recommendations (5) at
the population level. The lack of awareness that healthcare
workers, organizations, and government officials have
about the IFHP in terms of their legal and ethical duties is
astounding (12, 16). Effective dissemination of information
and awareness-raising is needed before any systemic changes
can take place. These actions necessitate the inclusion of other
groups such as civil society organizations. These organizations
are involved in the settlement, sponsorship and protection
of refugees and immigrants and are committed to the rights
and protection of refugees and other vulnerable migrants in
Canada and around the world. Our article consolidates and
expands on previously made recommendations and outlines
novel suggestions aimed at key stakeholders involved in the
provision of healthcare access for refugees.

Barriers in Healthcare for Refugees

The current Canadian healthcare system is built on the
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principle that the need for healthcare, not the ability to pay for
it, dictates access to healthcare services. At a policy level, the
IFHP is aligned with this principle. The IFHP aims to provide
health services free of charge for all refugees. However, in
practice, IFHP implementation has been far from equitable.
Refugees already face various barriers in healthcare that
are further exacerbated by the confusions surrounding the
IFHP. We have identified three main themes in the hurdles
that refugees must overcome in order to access healthcare:
communication, administrative, and socio-political barriers.

Communication Barriers

Refugees face an information deficit around the topic
of health insurance and coverage when they attempt to
access the healthcare services available to them. There has
not been any significant communication directed to the
providers, refugee lawyers, refugee-serving organizations,
or the refugees themselves, even after the changes from
2012 to 2016 (17). There have been no additional efforts or
guidelines implemented by the government to disseminate
this vital information, even though the IFHP directly impacts
healthcare access to refugees.

Although refugees may successfully sign up for the IFHP on
landing, many refugees do not know how to provide proper
documentation for the use of this program and struggle
to find willing healthcare providers that are registered to
MBC. Additionally, there has been little to no funding for
interpretation services for refugees. A scarcity of access to
same-language workers that are the first point of contact for
refugees entering into Canada, like Canadian Border Services
Agents and settlement workers has left many refugees with
unanswered questions and unmet needs (9).

Administrative Barriers

Gaining insurance with the IFHP is not automatic upon
landing in Canada. In addition to many post-migratory stress
factors including finances, housing, and loss of support
networks, individuals must also apply for this coverage by
the IFHP. They must complete the requisite forms correctly
and have legal documents sent to the Immigration, Refugees
and Citizenship Canada (IRCC) office either online or through
mail, all while facing language barriers in an unfamiliar
country (9). Many refugees have reported being turned away
by community health clinics because they simply do not
meet enrollment requirements such as adequate proof of
identifying documents or evidence that the individuals reside
within the clinic’s prescribed geographical radar (15).

After a waiting period of three months since landing,
refugees with the exception of refugee-claimants are eligible
for provincial insurance - a process that echoes similar
administrative barriers. In light of the COVID-19 pandemic,

provincial governments temporarily waived the waiting
period, allowing for uninsured refugees to receive testing and
treatment for the pandemic (9). However, it is unclear if this
change in policy will be retained for urgent care even after
the pandemic.

Social-Political Barriers

Even with multiculturalism at the center of the Canadian
identity, an othering discourse has persisted in contemporary
society. The perception of refugees as foreign or unwanted
in Canada has resulted in a refusal of full provincial coverage
upon arrival and widening the gaps between them and the
Canadian population. With the media portraying bogus
refugees as line jumpers to gain entry into Canada, programs
such as the IFHP have been poorly implemented and have
been fraught with budget cuts, overly complex administrative
processes, and very little information dissemination (18).

Furthermore, the denial of healthcare services to refugee
patients coupled with a lack of mandatory cultural training
for healthcare professionals has been detrimental to the
quality of life of refugees. These factors combined explain
how providers refuse new refugee clients given the increased
paperwork and new reimbursement processes (6).

Recommendations for Stakeholders
Government Officials

1. Government officials must reduce the complexity of the
IFHP.

Every aspect of the IFHP from eligibility, coverage, service
provision to reimbursements are plagued with confusion
from both patients and professionals (6). Government
officials must streamline IHFP claims processes for patients,
CSOs, organizations, and professionals. Some steps may
include every refugee or refugee claimant automatically being
eligible for the IFHP (instead of needing them to first apply
to the IRCC) and creating one piece of documentation that
refugees can use to prove their identity, residency status, as
well as their insurance coverage. While it is unlikely that they
can use a single application to apply for both IFHP (federal)
and provincial insurance, both applications must be provided
at the same time with clear instructions on submission steps.

Ultimately, reducing the complexity of the IFHP is only a band-
aid solution to combat the confusion and barriers faced by
refugees to access healthcare. In the long term, government
officials must aim to provide refugees with provincial health
insurance cards on landing in Canada. This would eliminate
the need for having providers sign up with MBC, bill a
separate company, and thus increase access to physicians
for refugees. The provincial governments may then bill the
federal government for the services provided, which would
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reduce the complexity in administrative processes.

2. Governmental bodies must effectively disseminate
information for refugees.

Professionals in the government should help refugees
and refugee claimants integrate into the new country by
effectively disseminating information. This could be achieved
through improving their websites. Remodeling current
websites to increase clarity, making in-built translations of
that website in several common languages, and having a chat
function or helpline that can assist clients one-to-one get
answers to queries that otherwise would be harder to access.

Governmental bodies must use traditional social media
platforms as they have been shown to be an effective tool
to drive awareness and educate patients who may not
have high health literacy (19, 20). As many refugees and
refugee claimants themselves often have low levels of health
literacy (9), multilingual campaigns with posters, videos, and
information sheets on social networking sites or forums
that refugees use will greatly help disseminate important
information such as locations for support, resources for filling
out applications, and answering frequently asked questions.

3. Governmental bodies must effectively disseminate
information for healthcare providers.

Similarly, directives to healthcare providers must be simple
and easy to understand. It is the responsibility of the
government to ensure that information about their social
programs are being dispersed to physicians. Currently, the
IFHP handbook for professionals is twenty-five pages long
and details eligibility of clients, reimbursement processes,
auditing information, and terms and conditions for different
specialties including primary healthcare, and dental and
vision coverage. Even with this comprehensive handbook,
literature has shown that the knowledge of refugee health
in Canadian healthcare workers is alarmingly low (12, 13).
The key points of the handbook must be summarized into
key points in deliverables, which must then be distributed to
primary care physicians (such as family health teams or walk-
in clinics). Additionally, workshops regarding the same must
also be made available in primary care physician circles. This
can be achieved through a collaboration between the IRCC,
provincial governments, and the MBC to increase knowledge
provision in healthcare providers.

4. Government officials must adopt a “Health in all Policies”
approach.

While the above recommendations help tackle specific
issues faced by refugees in Canada, the federal government
must adopt a cohesive and synergistic approach for refugee
healthcare. The “Health in all Policies” (HiAP) approach
carefully considers all health and social implications of any

policy and aims to minimize harm to the population (21).
Downstream consequences, both direct and unintended, are
carefully examined and concerns are addressed before any
policyis passed. One crucial aspect of the HiAP is the attention
to root causes of poor health, which include poor physical
infrastructure (e.g. hospitals, centers for refugee information,
etc.) and accessibility to services and supports (21). Adopting
a HiAP framework during the genesis of refugee health policy
would have ensured that proper infrastructure and funds
were in place to reduce administrative, communication, and
socio-political barriers. This approach, for example, would
recognize that increased migration and cultural diversity can
lead to reduced access to care and poor health outcomes
due to cultural and language barriers. Therefore, it would
have prompted potential solutions to ensure increased
funding of community translators and culture-specific system
navigators and the passing of anti-discriminatory legislation
preemptively (21). There are large gaps between providing
healthcare for refugees on paper and the reality of it (15).
Therefore, officials must adopt the HiAP framework to bridge
this gap in future policy making.

5. Government officials must increase funds for refugee
health.

Lastly, government officials mustincrease funding for the IFHP
to accomplish the above recommendations about effective
policy implementation, information dissemination about the
IFHP, and interpretive services. This must also include having
public grants for CSOs that are often underfunded and rely on
private donations in order to help this vulnerable population.

Physicians and Practicing Professionals

1. Professionals must educate themselves and their peers.

Professionals must keep informed on the policies regarding
IFHP by engaging with educational sessions provided by
governmental bodies within their professional communities
on the topics of cultural competency, refugee health, and the
IFHP. As knowledge sharing was one of the primary reasons
physicians cited for using social media (22, 23), they must
use their platforms to then share information about training
workshops as well as about resources about refugee health
produced by CSOs, MBC and other organizations.

Additionally, it is the responsibility of educational institutions
in Canada to provide their graduates with knowledge of
the healthcare policies and programs in place, including the
IFHP. Currently, there is no literature describing the level
of knowledge of refugee health in professional educational
programs. The benefit of educating budding professionals
before the completion of their training is two-fold. Many
of these trainees work at various hospitals, clinics, and
counseling sites during their training years, which could inform
more practitioners about registering as MBC providers. It
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would also be beneficial to have future professionals already
familiar with the challenges faced by refugees so that they
are able to provide informed and culturally competent care.

2. Professionals must hold each other accountable.

They must ensure that their peers in the hospitals, clinics,
and pharmacies they work at are registered under MBC. In
addition to using social media, they must use professional
channels such as the hospital administration and conferences
to urge other practitioners to become MBC providers
themselves. Health professionals must further put into place
measures of accountability so that refusing patients based
on residency or insurance status has negative consequences
(such as financial deductions or legal consequences) that hold
them accountable.

3. Professionals must try to provide culturally sensitive care.

Many refugees have described how culturally insensitive
interactions with the healthcare system deter them from
seeking out care in the future, which has further led to poor
health outcomes (9). Cultural competency training has shown
to have positive impacts on patient satisfaction, health
outcomes, and physician knowledge (24-26). This training
should be mandatory and must equip practitioners with
strategies to provide care for people from different cultures
with limited knowledge of English or French, reflection
spaces to detect one’s own biases, and first-hand stories
from refugees. In addition to attending mandatory training,
professionals must ensure that they are able to provide some
level of same-language care. Asystematic review on theimpact
of language interpreters in a healthcare setting showed that
the presence of interpretive services or a bilingual healthcare
professional positively affected patients’ satisfaction, quality
of care, and health outcomes (27). Professionals who serve a
large number of refugees must ensure that they or members
of their staff can speak languages spoken predominantly
by refugee populations or have access to interpreters.
With the scarcity in interpretive services in Canada, it is of
utmost importance for physicians and all others involved in
the delivery of care to be comfortable working with culture
brokers, patients’ families, and CSOs that can aid in culturally-
appropriate care (28). In the long term, professionals must
advocate for access to interpreters available in the healthcare
system.

4. Professionals must advocate for the improvement of the
IFHP.

Physicians can advocate for individual patients by ensuring
that all staff are equipped with the competencies to deal
with refugees. They must also advocate on an institutional
level to ensure that all practitioners in their organizations are
MBC registered providers and at the regional level by calling
for more funding for refugee health, for example, for more

interpretive services. To make changes at the policy elevel,
they must also communicate with government officials and
authorities through one-on-one discussions, letter writing,
social media campaigns, and legal procedures - all of which
were demonstrated when protesting the 2012 cuts to the
IFHP.

CSOs

1. CSOs must hold cultural competence training workshops.

Many studies have shown that cultural competence training
increases professionals’ knowledge, patient satisfaction, and
mutual understanding between patients and professionals (21
- 23). Cultural competency training specific to refugee health
would be very beneficial to make professionals cognizant of
struggles faced by refugees in navigating various barriers
to healthcare. Providing these workshops during medical
school would be especially impactful. This would aid them in
providing more sensitive care to their patients and prevent
their patients from feeling othered during their interactions
with the system. While CSOs have ties with the communities
that make them well placed to achieve this, they are often
underfunded. For example, most of the funding for the CCR
is through private donations and membership fees (29).
Public grants organized by the government and professional
institutions would aid in sustaining these organizations.

2. CSOs must connect with local communities.

CSOs must form branches of outreach programs to their local
communities, especially in areas with high immigrant and
refugee densities. With the paucity of interpreters, CSOs also
must try to provide same-language administrative support
for incoming refugees to combat the communication barriers
they face. This may also provide opportunities for resettled
refugees and immigrants to work for the CSOs in helping other
newcomers to Canada and allow them to form connections
to prevent the social isolation that many refugees face. Once
again, it is imperative that there are public grants for these
refugee serving organizations.

3. CSOs must advocate for the improvement of the IFHP.

CSOs must use social media campaigns, media relations,
and governmental ties to call for the improvement of the
IFHP. They must push for the release of easily accessible
and informative resources from MBC, simplification of
the administrative process surrounding application, and
promotion of the IFHP to hospitals and local community
partners. Finally, they must advocate for the restoration of
services provided before the 2012 cuts (30, 31).

Discussion

Our study has contributed two important items to the
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discussion of the IHFP: common barriers as well as pointed
recommendations for stakeholders of the IHFP. Refugees
face communication barriers due to a lack of multilingual
resources, administrative barriers due to complex application
processes, and socio-political barriers primarily caused by an
othering narrative.

We have also attempted to make concrete recommendations
based on previous literature to multiple stakeholders to
address these barriers. Compared to previous studies that
have made recommendations to combat the inefficiency of
the IFHP by focusing mainly on physicians or governmental
bodies (5, 10, 15), we have attempted to consolidate
recommendations for multiple stakeholders, including CSOs.

Limitations

Although our article provides recommendations and has
reviewed the literature, there has been no measure of
effectiveness of programs that provide refugee health
training related to the IHFP to healthcare professionals.
This article has also focused primarily to address the most
common barriers to healthcare access. As such, more
research is needed into other aspects of refugee experiences
such as financial stability, impact of the COVID-19 pandemic,
and consequences of surge in refugee intake (such as the
2021 Afghanistan refugee crisis (32)) to gain a more holistic
view of the population. Lastly, the phrase refugees was
used as a homogenous term even though the population
is anything but homogenous. It is imperative that future
research differentiates between different populations of
refugees so that each population’s voice and unmet needs
are represented and explored.

Conclusion

The IFHP provides crucial healthcare insurance to the
thousands of refugees in Canada each year. However,
research has demonstrated that the gap between coverage
and the actual access to healthcare is extremely wide.
Healthcare professionals, CSOs, and government officials
must work in tandem to provide a more simplified process
that improves refugee health and integration. CSOs must
target local communities and raise awareness to tackle
misinformation and dismantle the othering narrative that
stigmatizes refugees. Healthcare professionals must engage
in knowledge uptake and have accountability measures in
place so that individuals are provided with care regardless
of their residency status. Finally, government officials
must bridge the gap between policy writing and policy
implementation by simplifying the process and adopting
a HiAP approach when making decisions about refugees.
Canada and its healthcare system were built on the values
of equity and embracing multiculturalism. For these values
to expand beyond performative, the political narratives and

biases deeply embedded in refugee health policies must be
reexamined and excised.

References

1. Dauvergne C. International Human Rights in Canadian
Immigration Law—The Case of the Immigration and
Refugee Board of Canada. Indiana J Glob Leg Stud
[Internet]. 2012 [cited 2021 Mar 12];19(1):305. Available
from: https:/www.repository.law.indiana.edu/ijgls/
vol19/iss1/11

2. Immigration R and CC. Asylum claims by year - 2019
[Internet]. 2020 [cited 2021 Mar 12]. Available from:
https:/www.canada.ca/en/immigration-refugees-
citizenship/services/refugees/asylum-claims/asylum-
claims-2019.html

3. Immigration R and CC. Interim Federal Health Program:
What is covered [Internet]. [Place unknown: Publisher
unknown]; 2012 [updated 2021; cited 2021 Feb 27].
Available from: https:/www.canada.ca/en/immigration-
refugees-citizenship/services/refugees/help-within-
canada/health-care/interim-federal-health-program/
coverage-summary.html

4. Antonipillai V, Baumann A, Hunter A, Wahoush O,
O’Shea T. Health Inequity and “Restoring Fairness”
Through the Canadian Refugee Health Policy Reforms:
A Literature Review. J Immigr Minor Health [Internet].
2018 Feb;20(1):203-13. Available from: https:/link.
springer.com/article/10.1007%2Fs10903-016-0486-z

5. Antonipillai V. Impacts of the Interim Federal Health
Program on healthcare access and provision for
refugees and refugee claimants in Canada: A stakeholder
analysis [Internet] [Thesis]. 2015 [cited 2021 Mar
10]. Available from: https:/macsphere.mcmaster.ca/
handle/11375/18202

6. Chen YYB, GrubenV, Liew JCY. “A Legacy of Confusion”:
An Exploratory Study of Service Provision under the
Reinstated Interim Federal Health Program. Refuge Can J
Refuge [Internet]. 2018 Dec 10;34(2):94-102. Available
from: https:/id.erudit.org/iderudit/1055580ar

7. Immigration R and CC. Terms and definitions related
to refugee protection [Internet]. 2013 [cited 2021 Mar
10]. [Place unknown: Publisher unknown]; Available
from: https:/www.canada.ca/en/immigration-
refugees-citizenship/corporate/publications-manuals/
operational-bulletins-manuals/refugee-protection/
terms-definitions-related-refugee-protection.html

8. Mishori R. Primary Care for Refugees: Challenges and
Opportunities. Am Fam Physician [Internet]. 2017 [cited
2021 Mar 12];96(2):112-120. Available from: https:/
www.aafp.org/afp/2017/0715/p112.html

9. Edmonds J, Flahault A. Refugees in Canada during the
First Wave of the COVID-19 Pandemic. Int J Environ
Res Public Health [Internet]. 2021 Jan [cited 20212 Mar
15];18(3):947. Available from: https:/pubmed.ncbi.nim.
nih.gov/33499071/

10. Barnes S. The Real Cost Of Cutting The Interim Federal

Volume Xl | Issue 1| 2022

15



MJGH

11.

12.

13.

14.

15.

16.

17.

18.

19.

Health Program. Wellesley Institute [Internet]. 2013 Oct
[cited 2021 Mar 31];19. Available from: https:/www.
wellesleyinstitute.com/wp-content/uploads/2013/10/
Actual-Health-Impacts-of-IFHP.pdf

Abdihalim HY. Interim Federal Health Program for
Refugees: Looking Back and Moving Forward. Univ Ott J
Med [Internet]. 2016 Nov 30 [cited 2021 Feb 26];6(2):33-
5. Available from: https:/uottawa.scholarsportal.info/
ottawa/index.php/uojm-jmuo/article/view/1793/1724

Ruiz-Casares M, Cleveland J, Oulhote Y, Dunkley-Hickin
C, Rousseau C. Knowledge of Healthcare Coverage
for Refugee Claimants: Results from a Survey of
Health Service Providers in Montreal. Kumar S, editor.
PLOS ONE [Internet]. 2016 Jan 20 [cited 2021 Mar
10];11(1):e0146798. Available from: https:/journals.plos.
org/plosone/article?id=10.1371/journal.pone.0146798

McKeary M, Newbold B. Barriers to Care: The Challenges
for Canadian Refugees and their Health Care Providers
[Internet]. J Refuge Stud. 2010 Dec 1 [cited 2021
Feb 24];23(4):523-45. Available from: https:/doi.
org/10.1093/jrs/feq038

Embuldeniya D. Exploring the Health, Strength, and
Impact of Canada’s Civil Society. Canadian Centre of
Philanthropy [Internet]. 2001 Jul 31 [cited 2021 Mar
23];53. Available from: http:/sourceosbl.ca/sites/
default/files/resources/files/civicus-country.pdf

Rink N, Muttalib F, Morantz G, Chase L, Cleveland J,
Rousseau C, et al. The gap between coverage and care-
what can Canadian paediatricians do about access to
health services for refugee claimant children? Paediatr
Child Health [Internet]. 2017 Nov [cited 2021 Mar
10];22(8):430-7. Available from: https:/pubmed.nchi.
nlm.nih.gov/29479260/

Motluk A. Some doctors unsure how to handle
undocumented patients. Can MedAssocJ News [Internet].
2019 Nov 18 [cited 2021 Mar 6];191(46):E1285-6.
Available from: https:/cmajnews.com/2019/10/30/
undocumented-patients-1095803/

Antonipillai V, Baumann A, Hunter A, Wahoush O,
O’Shea T. Impacts of the Interim Federal Health Program
reforms: A stakeholder analysis of barriers to health care
access and provision for refugees. Can J Public Health
Rev Can Sante Publique [Internet]. 2017 Nov 9 [cited
2021 Feb 16];108(4):e435-41. Available from: https:/
pubmed.ncbi.nlm.nih.gov/29120318/

Olsen C, El-Bialy R, Mckelvie M, Rauman P, Brunger
F. “Other” Troubles: Deconstructing Perceptions
and Changing Responses to Refugees in Canada. J
Immigr Minor Health [Internet]. 2016 Feb [cited 2021
Feb 27];18(1):58-66. Available from: https:/www.
researchgate.net/publication/260091236_Other_
Troubles_Deconstructing_Perceptions_and_Changing_
Responses_to_Refugees_in_Canada

Lapointe L, Ramaprasad J, Vedel I. Creating health
awareness: a social media enabled collaboration.
Health Technol [Internet]. 2014 May [cited 2021 Mar
26];4(1):43-57. Available from: https:/www.mcgill.ca/
desautels/files/desautels/creating_awareness_through_

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

social_media_-_health_and_technology_0.pdf

Kim SH, Utz S. Effectiveness of a Social Media-Based,
Health Literacy-Sensitive Diabetes Self-Management
Intervention: A Randomized Controlled Trial. J Nurs
Scholarsh Off Publ Sigma Theta Tau Int Honor Soc Nurs
[Internet]. 2019 Nov [cited 2021 Apr 4];51(6):661-
9. Available  from:  https:/pubmed.ncbi.nlm.nih.
gov/31622033/

Tonelli M, Tang K-C, Forest P-G. Canada needs a “Health
in All Policies” action plan now. CMAJ [Internet]. 2020
Jan 20 [cited 2021 Apr 8];192(3):E61-7. Available from:
https:/europepmc.org/article/med/31959656

Panahi S, Watson J, Partridge H. Social media and
physicians: Exploring the benefits and challenges. Health
Informatics J [Internet]. 2016 Jun 1 [cited 2021 Mar
25];22(2):99-112. Available from: https:/pubmed.ncbi.
nlm.nih.gov/25038200/

Chan TM, Dzara K, Dimeo SP, Bhalerao A, Maggio LA.
Social media in knowledge translation and education
for physicians and trainees: a scoping review. Perspect
Med Educ [Internet]. 2020 Feb 1 [cited 2021 Mar
23];9(1):20-30. Available from: https:/pubmed.ncbi.nim.
nih.gov/31834598/

Beach MC, Price EG, Gary TL, Robinson KA, Gozu A,
Palacio A, et al. Cultural Competency: A Systematic
Review of Health Care Provider Educational
Interventions. Med Care [Internet]. 2005 Apr [cited 2021
Mar 21];43(4):356-73. Available from: https:/pubmed.
ncbi.nlm.nih.gov/15778639/

Govere L, Govere EM. How Effective is Cultural
Competence Training of Healthcare Providers on
Improving Patient Satisfaction of Minority Groups? A
Systematic Review of Literature. Worldviews Evid Based
Nurs [Internet]. 2016 Dec [cited 2021 Mar 6];13(6):402-
10. Available from: https:/sigmapubs.onlinelibrary.wiley.
com/doi/pdf/10.1111/wvn.12176

Jongen C, McCalman J, Bainbridge R. Health workforce
cultural competency interventions: a systematic scoping
review [Internet]. 2018 [cited 2021 Apr 2]. Available
from: https:/bmchealthservres.biomedcentral.com/
articles/10.1186/s12913-018-3001-5

Flores G. The Impact of Medical Interpreter Services on
the Quality of Health Care: A Systematic Review. Med
Care Res Rev [Internet]. 2005 Jun 1 [cited 2021 Apr
41;62(3):255-99. Available from: https:/pubmed.nchi.
nlm.nih.gov/15894705/

Kirmayer LJ, Narasiah L, Munoz M, Rashid M, Ryder
AG, Guzder J, et al. Common mental health problems in
immigrants and refugees: general approach in primary
care. CMAJ [Internet]. 2011 Sep 6 [cited 2021 Mar
23];183(12):E959-67. Available from: https:/www.ncbi.
nim.nih.gov/pmc/articles/PMC3168672/

About the CCR [Internet]. Canadian Council for Refugees.
[cited 2022 Mar 19]. Available from: https://ccrweb.ca/
en/about-ccr

Changes to healthcare for refugee claimants and

16

McGill Journal of Global Heallth



MJGH

protected persons inhumane [Internet]. Canadian
Council for Refugees. [cited 2022 Mar 19]. Available
from: https://ccrweb.ca/en/bulletin/12/04/27

31. Interim Federal Health Program [Internet]. Canadian
Council for Refugees. [cited 2022 Mar 19]. Available
from: https://ccrweb.ca/en/interim-federal-health

32. Afghanistan refugees influx stresses support, resource
capacity. The Toronto Star [Internet]. 2021 Dec 14 [cited
2022 Jan 2]; Available from: https:/www.thestar.com/
news/canada/2021/12/14/afghanistan-refugees-influx-

stresses-support-resource-capacity.html

Volume XI | Issue 1 | 2022 17



