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Letter from the Director General 
 
Dear Delegates, Faculty, and Community Members, 
 
It is my absolute pleasure to welcome each of you to the inaugural Mason Model World Health 
Organization Conference. On behalf of the MasonWHO team, I am elated for you to join us! 
MasonWHO is a subproject of MedX GMU, a student organization focused on empowering 
undergraduate students to go beyond traditional health volunteer work to influence global health 
development. In Medx, students from all backgrounds, majors, and passions, are able to collaborate 
under the same belief that healthcare is a human right. As undergraduates, we often find ourselves 
talking about global problems in our classes and more recently on social media. However, we rarely 
have constructive opportunities to work in an interdisciplinary team and say, “Now that we’ve 
identified the problem, how can we use our unique skill sets and perspectives to produce a viable 
solution together?” MasonWHO is the product of a campus-wide demand for initiatives that allow us 
to analyze and contribute our ideas on current global issues and conflicts. The initiative coincides with 
George Mason Provost David Wu’s initiatives on multidisciplinary research and education in health 
and other disciplines. 
 
The international community is currently facing serious challenges due to refugee crises. According to 
the UN High Commission for Refugees, there are over 12 million refugees worldwide, 80% of which 
relocate into developing counties and 30% residing in refugee camps. Provision of public health for 
refugees is an immense obstacle. Displaced individuals endure abuse to their physical, mental, 
emotional, and spiritual well-being. They are at a greater risk for infectious and sexually transmitted 
diseases, mental health disorders, and nutritional disorders. With a crisis this complex, the key to 
addressing it is consideration of all stakeholder perspectives: the international community, 
nongovernmental organizations, pharmaceutical corporations, and the media. 
 
The power to pilot change in your global community is at your fingertips. When addressing 
such large-scale problems, it is key to remember that global change can start in local communities. 
MasonWHO will empower you to research and prepare, and to debate with and persuade your fellow 
delegates of your perspectives. The people you will meet at this event will be your partners in an 
effort to achieve universal access to health care and basic human necessities, even in the 
disheartening and complex situations. You will develop the traits essential to upholding the 
responsibilities that come with joining a network of proponents for international development: respect, 
patience, diplomacy, and sincerity. 
 
I am truly excited and humbled to welcome you to the inaugural MasonWHO 2016 Conference. At the 
very least, I hope to see each of you leave MasonWHO with new experiences, perspectives, and 
refined goals for the future. If you have any questions, comments, or concerns, please do not hesitate 
to email me at syusuf2@gmu.edu. I look forward to meeting each of you come April 9th! 
 
Sincerely, 
Sameen Yusuf 
Executive Director, MasonWHO 2016 
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Introduction to Refugee Health 
Sameen Yusuf 

I. Introduction to the Refugee Crisis  
According to the UN High Commissioner on 

Refugees, 80% of refugees seek asylum in the 
developing world. Families migrant from Asia and 
Africa to the European Union borders in an effort to 
escape social, political, economic, and 
environmental pressures and conflict. The current 
refugee crisis calls into question the legal status of 
refugees, the role of host countries in providing 
basic necessities and health care, and the barriers 
to domestic governance. Even countries that are 
not necessarily host countries are affected by the 
crisis due to donating aid. The logistics of funding, 
coordinating, and implementing domestic policies 
for migration crises influences the delicate 
international relationships and the global economy.  

 
Provisions of health care for displaced 

populations present unique challenges due to the 
mental, emotional, physical, and spiritual abuse 
they have endured while fleeing conflicts at home. 
Focusing on refugee health requires an 
understanding of the dynamics that caused migrant 
populations to flee their homes, thus an 
understanding of the historical forces. Overall, an 
appreciation for healthcare delivery in the most 
conflict-prone, low-resource settings is essential. 

 
In order to effectively address issues concerning 

migrant health, it is imperative to distinguish the 
types of refugees based on the stages and location 
of displacement. Part of the reason undertaking 
international refugee aid is because there is little 
consensus on the definition of refugee status. The 
1951 Convention and Protocol Relating to the 
Status of Refugees is a treaty detailing the rights of 
refugees and global responsibility in responding to 
refugee flows, and was amended in 1967. Under 
the Convention and Protocol, the national states 
have agreed “to cooperate with UNHCR in the 
exercise of its functions” and assume responsibility 
to protect the rights of refugees detailed in the 
international legislation. 

II. Key Definitions  

Refugee: The 1967 Refugee Protocol defines a 
refugee as someone who  

“owing to a well-founded fear of being persecuted for 
reasons of race, religion, nationality, membership of 
a particular social group or political opinion, is 
outside the country of his nationality and is unable, 
or, owing to such fear, is unwilling to avail himself of 
the protection of that country; or who, not having a 
nationality and being outside the country of his 
former habitual residence as a result of such events, 
is unable or, owing to such fear, is unwilling to return 
to it.” 

This definition is widely used in the international 
community and recognized by the UNHCR.  
 
Asylum Seeker: Those who meet the conditions 
described by the 1967 Refugee Protocol must 
recognized by their host country as a Refugee. 
Until they receive refugee status recognition, the 
host country and international community refuses 
them the rights and obligations that come with 
refugee status. In this case, these individuals are 
considered asylum seekers. Since it is the 
responsibility of the host countries to identify 
individuals as refugees, they often deny asylum 
seekers a legal refugee status for various reasons, 
which results in these displaced populations to be 
labeled as illegal immigrants in the country.  
 
Internally Displaced Populations: The primary 
difference between refugees and internally 
displaced persons is that internally displaced 
persons have migrated but remained within the 
borders of their home country. However, these 
individuals have still chosen to migrate in response 
to the pressures described by the 1967 Refugee 
Protocol. Once these migrants leave the borders of 
their host countries, they are eligible for legal 
Refugee status according to the 1951 Convention.  
 
Other Types of Refugees: Other types of 
refugees include humanitarian refugees and 
environmental refugees. Humanitarian refugees are 
those displaced due to forces related to religion, 
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race, policy, nationality, or ethnicity, while 
environmental refugees are those displaced due to 
a severe climate crisis, such as a natural disaster 
or famine. 

III. Refugee Health in Humanitarian 

Emergencies Overview 
 

The most important stage of a refugee 
emergency is the initial first two to three months of 
flight, and the WHO emphasizes a rapid 
assessment at the initiation of a new crisis. An 
assessment will provide insight into the target 
population's needs, the response capacity of 
neighboring countries, and potential solutions for 
the long term. Though the WHO and UNHCR have 
developed protocol for the emergency phase of 
refugee migration, the procedure is not always 
followed due to lack of resources, an overwhelming 
refugee influx beyond the response capacity of the 
host country, lack of funds, and other factors. It is 
essential that primary health care and emergency 
health care is free of charge to refugees during this 
stage of flight.  

 
Camps must be designed to preserve a sense of 

privacy, improve security, and reduce effects of 
overcrowding. Overcrowding and poor sanitation 
puts refugees in camps and informal camp settings 
in danger of contracting communicable and 
diarrheal diseases. During the emergency phase, 
approximately 60-90% of the deaths in both adults 
and children under the age of five can be attributed 
to acute respiratory infections, measles, diarrheal 
disease, and if endemic, malaria. The most integral 
aspects of communicable disease management are 
prevention and control of the disease, care for 
those infected, and disease surveillance. This 
requires ensuring access to clean water to avoid 
water shortages, spread of diseases and cholera. 
The community healthcare workers involved must 
be trained to assess these common infectious 
diseases and utilize complex laboratory tests, if 
available, to provide diagnostic feedback. This is 
particularly important for different strains of the 
communicable diseases, such as malaria, but not 
normally viable. Finally, acute malnutrition in such 
emergency settings sets up refugees for a greater 

to susceptibility to communicable and diarrheal 
diseases due to weakened immune systems. It is 
evident that management to food, clean water, 
generally private shelter, basic medication and 
diagnostic tools are vital in refugee camps.  

IV. Refugee Health in Urban Settings  
 
Refugees are often thought to primarily reside in 

camps, however, the reality is that only 33% of the 
world’s refugees live in camps. UNHCR has cited a 
shift in refugee populations relocated into cities in 
middle income countries. Relocation into the city 
presents its own challenges. The cultural and 
linguistic differences, stigma, discrimination, and 
being a new face in the city communities further 
isolates displaced persons. Their uncertain legal 
status makes them subject to harassment by 
authorities and excludes them from national 
financial support systems, such as social security 
and health insurance. The displaced populations in 
urban are typically of an older age group and 
affected by chronic diseases rather than 
communicable diseases, impacting the type of 
intervention and health care primary health clinics 
provide. Aside from the regular stressors that come 
with migrating to a new country, displaced 
populations experience these extra pressures that 
impact their physical, mental and emotional health.  

 
NGOs, UNHCR, and the WHO have developed 

numerous guidelines for intervening and 
addressing displaced persons in congregated camp 
settings. Nevertheless, refugee populations in 
urban and city settings have accelerated since the 
1950s and UNHCR published a Policy on Refugee 
Protection and Solutions in Urban Areas in 2009. 
The policy expands on the UNHCR’s mission to 
protect refugees regardless their location and 
demands that refugees hold Refugee Rights 
outlined in the 1951 Convention and Protocol 
Relating to the Status of Refugees. In response to 
this shift, UNHCR has developed a three-prong 
approach addressing refugee health care in urban 
settings, with a high emphasis on affordability and 
accessibility.  
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V. Utilizing this Theme Guide  
This theme guide is meant to provide an 

overview of WHO Regional Committees and 
participants, as well as the sources of conflict and 
political, social, and economic forces influencing 

migrant flow and health care today. The health 
technology in humanitarian emergencies section 
emphasizes advances in mobile and low-resource 
applications and their impact in connecting 
displaced populations with vital resources. 
  



 
 
 
 

 

 

 

 

 

REGION OF THE AMERICAS 
Contributing Authors: Nadia Busekerus, Dana Ek, & Aisha Shafi 

Executive Summary 
The Americas region consists of Latin American regions and the developed 
nations of Canada and the United States, each country having its own diverse 
history and health problems. Latin America has a long history of violent and 
structural conflicts, especially in Colombia, Guatemala, Honduras, El Salvador, 
and Mexico that has contributed to a refugee crisis in the region. Because of the 
political instability, issues such as sanitation and access to health care are often 
not addressed. Refugee populations struggle to integrate into host communities 
and have difficulty finding employment and health care services, in addition to the 
physical and mental difficulties associated with a refugee status. NGOs and 
government agencies such as the Centers for Disease Control, Medicins Sans 
Frontieres, and the United Nations High Commissioner for Refugees have worked 
together to create welcoming host environments.  

WHO AMERICAS REGION 
Contributing Authors: Nadia Busekerus, Dana Ek, & Aisha Shafi 
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WHO Americas Region 
Nadia Busekerus, Dane Ek, and Aisha Shafi 

I. Introduction to Region of the 

Americas 
In 1902, the International Sanitary Bureau was 

established. This organization eventually became 
the Pan American Health Organization (PAHO) and 
is associated with the World Health Organization 
(WHO). The self-described purpose of this body is, 
as stated in “The Basic Documents of the Pan 
American Health Organization,” is, “to promote and 
coordinate the efforts of the Western Hemisphere 
to combat disease, lengthen life, and promote the 
physical and mental health of the people.”1 

As a regional committee of WHO, PAHO abides 
by the World Health Organization Constitution, 
which declares “the achievement of any State in the 
promotion and protection of health is of value to 
all.”2 This attitude, along with the member-funded 
structure of the organization encourages 
cooperation between all member states of the 
Regional Committee and has led to great success 
in the work of the organization.  

Vision and Mission of the Regional 
Committee 
Vision: “The Pan American Sanitary Bureau will be 
the major catalyst for ensuring that all the peoples 
of the Americas enjoy optimal health and contribute 
to the well-being of their families and 
communities.”3 
Mission: “To lead strategic collaborative efforts 
among Member States and other partners to 
promote equity in health, to combat disease, and to 
improve the quality of, and lengthen, the lives of the 
peoples of the Americas.”4   

                                                        
1 Pan American Health Organization, “Basic Documents of the 
Pan American Health Organization,” (Washington, D.C.: 
PAHO, 2012), 9. 
2 Ibid., 34. 
3 Pan American Health Organization, “Values, Vision and 
Mission of the Pan American Sanitary Bureau,” Pan American 
Health Organization, Last modified September 2, 2015, 
http://www.paho.org/hq/index.php?option=com_content&view=
article&id=95&Itemid=40697&lang=en. 
4 Ibid. 

Proceedings of the Regional Committee 
PAHO meets regularly in various configurations. 

The Pan American Sanitary Conference occurs 
every five years and is attended by all member 
nations. All meetings are public and are led by the 
Executive Director, who is elected at Conference 
meetings. The purpose of these meetings is to 
discuss regional health issues as well as review 
current programs and budget along with reports of 
the Executive Director and Committee. The 
Executive Committee is made up of leaders from 
nine Member States, and is chosen by the Directing 
Council - a group consisting of a single delegate 
from every Member State. The Executive 
Committee meets twice yearly while the Directing 
Council meets every non-conference year. 5  The 
languages of the the Pan American Sanitary 
Conference are English, French, Portuguese, and 
Spanish.6 

PAHO implements its findings and proceedings 
through the use of resolutions. Resolutions emerge 
from points of discussion brought up by delegates 
at Bureau meetings. Any delegate may put forth a 
point of order7 to be addressed and, if desired, 
taken to vote to adopt a resolution. Both Member 
and Associate States may propose resolutions, 
along with amendments and other motions. If 
passed, the resolution is put in place for adoption 
by Member States. In this way, the entire region 
acts in unison for greater effect. 

Member States 
PAHO represents the Member Nations of 

Antigua & Barbuda, Argentina, Bahamas, 
Barbados, Belize, Bolivia, Brazil, Canada, Chile, 
Columbia, Costa Rica, Cuba, Dominica, Dominican 
Republic, Ecuador, El Salvador, Grenada, 
Guatemala, Guyana, Haiti, Honduras, Jamaica, 
Mexico, Nicaragua, Panama, Paraguay, Peru, 
Santa Lucia, Saint Vincent and the Grenadines, 
Saint Kitts and Nevis, Suriname, Trinidad & 
                                                        
5 Pan American Health Organization, “Basic Documents of the 
Pan American Health Organization,” 10-15. 
6 Ibid., 86. 
7 Ibid., 82.  
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Tobago, the United States of America, Uruguay, 
Venezuela, and the Associate Member, Puerto 
Rico.  

Each country that is a part of PAHO is known as 
a Member State. Each Member State is allowed to 
appoint three delegates to represent the country at 
PAHO meetings. All countries in North and South 
America are welcome to join the organization. 8 
Associate Membership, as held by Puerto Rico, is 
also permissible for those nations that are the 
territory or under the leadership of governments 
who are already Member States. While Associate 
Members are permitted to attend meetings of the 
Executive Committee, Directing Council, and 
Sanitary Conference without voting, they are 
allowed “voice and vote in technical commissions 
or committees.” 

“Participating” and “Observer States”9 
France, the United Kingdom of Great Britain and 

Northern Ireland, and the Kingdom of the 
Netherlands are Participating States. Though they 
lie outside of the regional boundaries, they have 
been granted the same rights as Member States 
with the exception of their delegates being elected 
to the Executive Committee.  

Nations may also attain Observer State status if 
they have an interest in health in the region of the 
Americas along with significant ties to the area and 
a willingness to contribute financially (p. 23). This 
allows such countries access to PAHO information 
and meetings, but does not allow them to vote or 
give direct input. Spain and Portugal have been 
granted the status of Observer States. 

Special Rules for the Committee 
Among others, committee rules include: 
● Each country must update other member 

countries at least every two weeks on the state 
of public health in the country and as soon as 
possible if in state of emergency 

● At conferences, the Council, which is comprised 
of one representative from each Member State, 
reviews budgets and annual reports, and votes 
on all proposed motions before implementation 

                                                        
8 Ibid., 10, 15. 
9 Ibid., 132. 

● The Executive Committee, elected by the 
Council, is made up of representatives from 
only nine states. The Council reviews the 
budget put forth by the Director of the Bureau 
and leads discussion on topics of interest 
brought forth by the Committee itself or other 
members.  

● Observer States and Associate States may be 
present at conferences, but may not vote.  

Country Outgoing 
Refugees 

Incoming 
Refugees 

Argentina 312 3,523 

Belize 45 0 

Bolivia 593 767 

Brazil 971 7,762 

Chile 604 1,798 

Colombia 346,125 219 

Costa Rica 418 3,475 

Cuba 7,058 313 

Ecuador 807 n/a 

El Salvador 11,120 48 

French Guiana 0 n/a 

Guatemala 7,467 202 

Guyana 703 11 

Honduras 4,312 23 

Mexico 10,664 2,158 

Nicaragua 1,434 361 

Panama 72 17,303 

Paraguay 94 161 

Peru 4,129 1,407 

Suriname 17 1 

Uruguay 125 289 

Venezuela 7,954 174,191 

Figure I. Flow of refugees by country  
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II. Refugee Health In Latin America 
Understanding refugee health in Latin America 

requires an understanding of the extensive conflicts 
creating refugees. Issues such as structural 
violence and systemic conflict perpetuate the harsh 
living conditions that cause people to flee their 
homes. For the purposes of this paper, Latin 
America is comprised of select countries from 
North, Central, and South America including: 
Antigua and Barbuda, the Bahamas, Costa Rica, 
Argentina, Chile, Ecuador, the United States, 
Guatemala, Trinidad and Tobago, Brazil, Canada, 
Mexico, Colombia, Haiti, Paraguay, Peru, and 
Puerto Rico. This section will frame refugee 
populations in these countries and the health 
challenges they face in a historical context to 
understand the nature of conflict in this region. 

Latin America has a long history of regional 
conflicts, the most prominent conflicts being those 
in Colombia, Guatemala, Honduras, El Salvador, 
and Mexico. Many of these stem from the region's 
history of European colonization, causing struggles 
with culture, identity, infrastructure, and the 
environment.10 As a result, many Latin American 
nations remain impoverished and lack the 
infrastructure to address challenges such as 
sanitation and access to basic needs.11 Ongoing 
problems and political events throughout modern 
history have caused outbreaks of violence in many 
areas of Latin America, stemming from failure to 
fulfill the basic human needs of those living within 
the region as well as economic control of resources 
and political power. 12  For those displaced by 
conflict, living conditions worsen and health, social, 
and economic problems arise as they are forced to 
assimilate into a new environment. 

Two key forces affecting the refugee health 
situations today are globalization and 
decolonization. Both have caused an increase in 
human mobility and migration. While these 
phenomena have led to freedom and opportunity 
for many, violent conflict persists and have 
                                                        
10 Duncan Green and Sue Branford, Faces of Latin America, 
4th ed. (New York: Monthly Review Press, 2013). “Culture, 
Identity, and Politics.” 
11 Ibid. 
12 Kees Koonings, Societies of Fear: The Legacy of Civil War, 
Violence and Terror in Latin America, (London: Zed Books, 
1999). 

perpetuated the refugee crisis in the Western 
Hemisphere. The increase in human travel due in 
recent years has created an issue of region-specific 
diseases, such as Chagas disease, to spread to 
new areas. As diseases spread throughout groups 
of lower socio-economic status, it becomes harder 
for institutions to combat them, due to limited 
access to aid and sanitation. 

Refugees face many challenges navigating the 
social and political climates of Latin America. 
Discrimination and anti-refugee sentiment are 
common, especially towards refugees coming from 
countries in conflict, such as El Salvador and 
Colombia. Larger groups of refugees add strain to a 
host-country’s already limited resources. The 
challenge of discrimination often makes it difficult 
for refugees to access food, health care, and 
education.13 Additionally, large populations may put 
strain on the physical environment and limited 
natural resources, such as clean water. This may 
cause physical health problems and the stressful 
nature of being a refugee may lead to mental health 
issues. Developing post-traumatic stress disorder is 
common in refugees fleeing violence, a problem 
only exacerbated as as refugees fleeing violence 
still may not be safe as gangs and militias often 
cross borders to pursue them. 1415 This is especially 
true in places like Guatemala and El Salvador that 
specifically target women.16 Simply having to move 
from place to place can cause acculturation stress, 
especially when facing discrimination and the lack 
of basic resources.17 

The status and wellbeing of refugees is rooted in 
historical trends of the region. Refugees are mobile, 

                                                        
13 Manuel Carballo and Aditi Nerurkar, "Migration, Refugees, 
and Health Risks," Emerg. Infect. Dis. Emerging Infectious 
Diseases, 2001, 556-60. 
14 Andres J Pumariega, Eugenio Rothe, and Joanne B. 
Pumariega, "Mental Health of Immigrants and Refugees," 
Community Mental Health J Community Mental Health Journal, 
2005, 581-97. 
15 "Colombian Refugee Fact Sheet," (accessed January 9, 
2016), http://www.rcusa.org/uploads/pdfs/Colombian Refugees 
Backgrounder, 5-4-09.pdf. 
16 Adrianne Aron, "The Gender-specific Terror of El Salvador 
and Guatemala," ResearchGate, 1991 (accessed January 8, 
2016), 
http://www.researchgate.net/publication/248329842_The_gend
er-specific_terror_of_El_Salvador_and_Guatemala. 
17 Manuel Carballo and Aditi Nerurkar, "Migration, Refugees, 
and Health Risks," Emerg. Infect. Dis. Emerging Infectious 
Diseases, 2001, 556-60. 
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often poor, and lack of access to health care and 
disease prevention measures, which  creates a 
variety of physical and mental health problems. 
Understanding the history of these conflicts is an 
important step in studying and finding a solution to 
the refugee health gap and crisis in Latin America. 

III. Refugee Health in the Region 

History of Refugee & Migrant Health 
Little is known about the health needs for most 

resettled refugees beyond a health assessment 
completed upon their entry into the country. 
Barriers such as cultural beliefs about health care 
and communication often prevent refugees from 
accessing the assistance they need. Usually 
refugees face a variety of acute and chronic 
diseases resulting from difficult conditions in 
refugee camps and incomplete medical care prior 
to resettlement. High rates of tuberculosis, malaria, 
hepatitis, intestinal parasites, and nutritional 
deficiencies have been documented in resettled 
refugees. 

Prevalent Diseases in Latin American 
Refugees  

During infectious disease screening when 
entering the United States, refugees coming from 
developing Latin American countries have been 
found to be suffering from gastrointestinal 
parasites. Though many are asymptomatic, 
prevalence has been found to be between 22% and 
56% of a given group of refugees in various areas 
of the country.18  

In a group of refugees from Latin America, 4.9% 
were found to have an HIV infection.19 The majority 
of the infected population were male with 59% of 
infections due to MSM (male sex with male) 
transmission and 33% due to heterosexual 
transmission, while mother to child transmission 
played a very small role in the prevalence of HIV in 

                                                        
18 Barnett, E. D. "Infectious Disease Screening for Refugees 
Resettled in the United States." Clinical Infectious Diseases 39, 
no. 6 (April 2004): 833-41.  
19 “Assessing the burden of key infectious diseases affecting 
migrant populations in the EU/EEA,” European Center for 
Disease Prevention and Control, 
http://ecdc.europa.eu/en/publications/Publications/assessing-
burden-disease-migrant-populations.pdf 

this population.20 Tuberculosis prevalence hovered 
around 7% of refugees originating from the Central 
and South America, which often was found to be a 
co occurring infection with HIV.21 

Hepatitis B virus (HBV) is a viral infection that 
infects the liver and can lead to conditions such as 
cirrhosis and liver cancer. In low-prevalence 
populations, such as North American refugees, 
transmission generally occurs later in life among 
high-risk populations such as IV drug users and 
MSM populations. 22  On the other hand, high 
prevalence populations, such as South American 
refugees, have much higher rates of vertical HBV 
transmission, or mother to child transmission. 23 
Another prevalent disease to note is Chagas 
disease.  

Chagas disease is a vector-borne disease 
endemic only in specific Latin American countries. 
However, because of the influx of Latin American 
refugees to other nations, Chagas disease has 
begun to move past the American borders. 
Transmission occurs through vertical transmission 
and blood/organ donation. Infected individuals can 
remain asymptomatic for up to 30 years but can 
eventually lead to heart failure if left untreated.24 
Studies in various groups of refugees have found 
prevalence of Chagas disease to be between 4% 
and 11%.25 The occurrence of these diseases is 
ever growing and spreading from refugee origin to 
host countries and their residents.  

Health and Host in Community Settings 
Refugees in the Latin American region face 

considerable health challenges and daunting 
barriers to accessing basic health care. Latin 
America is a racially, linguistically, and culturally 
diverse region. Refugees fleeing conflicts from 
countries such as Colombia, El Salvador, Honduras 

                                                        
20 Ibid. 
21 Ibid. 
22 Ibid. 
23 Ibid. 
24 “Chagas disease,” U.S. National Library of Medicine, last 
modified February 2, 2016, 
https://www.nlm.nih.gov/medlineplus/ency/article/001372.htm 
25 “Assessing the burden of key infectious diseases affecting 
migrant populations in the EU/EEA,” European Center for 
Disease Prevention and Control, 
http://ecdc.europa.eu/en/publications/Publications/assessing-
burden-disease-migrant-populations.pdf 
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or Guatemala often travel long distances to find a 
new place to settle. The contrast diversity often 
make it intimidating for refugees to seek out 
medical services in their host countries. Refugees 
often also live in fear of government and guerrilla 
tracking. The fear and distrust not only affect 
current refugees but also future incoming refugee 
populations and host countries residents.  

Community concerns have an important place in 
refugee health. An influx of immigrant populations 
can put significant economic strain on a host-
country, many of which face weak economic 
institutions and political instability. Existing 
hospitals and health care facilities may not be 
equipped to handle a large increase in the 
population. Less than optimal medical facilities and 
resources can lead to tension between locals and 
refugees that can result in potentially dangerous 
situations.  

Many refugees live in slums, where living 
conditions are terrible and not conducive to good 
health. According to a 2013 report by the 
International Organization for Migration, the slums 
of many South American cities house a greater 
concentration of migrants than of people from that 
country. Lack of economic ability or political 
motivation on the federal level of a host country to 
address these concerns keeps these refugees in a 
cycle of health risks and keeps the problem from 
being resolved.  

Refugee Health in Camp Settings  
Although many Latin American refugees blend 

into the urban environment of the region, some are 
forced into refugee camps which are often 
overcrowded, unsanitary, and have limited access 
to clean water and food. This combination of 
overpopulation and lack of nutrition, especially in 
this equatorial region, make disease common. Host 
countries often do not address growing health 
concerns within refugee camps. Political instability 
within host countries is disruptive to the process of 
sending aid as well as documenting refugees aid 
eligibility. Corrupt and inefficient infrastructure 
make it nearly impossible to control refugee 
assimilation.  

A large portion of the population of refugees is 
comprised of Colombians as a civil war continues 

to rage, displacing millions of people. As a result, 
Colombian refugees face discrimination and 
receive worse treatment by their host coutnries. For 
example, Panama forces refugees into camps in a 
region of the country where refugees are not 
competing with native Panamanians for limited 
natural resources. 26  Colombian refugees are 
rounded into refugee camps in dangerous, 
inhospitable areas the natives do not frequent. 
Here, their needs are largely ignored by the 
Panama government and its people. 27  Refugees 
are often not physically safe, which causes 
widespread mental health problems.28 The situation 
is further complicated by resentment from the local 
population from the economic burden of supporting 
large refugee populations, which limits Panama’s 
willingness to address refugee health problems.  

Another relevant example of camp conditions 
can be found in Haiti. Haiti has structural issues of 
economic inequality and inefficient government, 
which has left the nation impoverished and the 
poorest nation in the Western Hemisphere. 
However, most of Haiti’s refugees are fleeing from 
natural disaster and the resulting structural 
instability. The 2010 earthquake still cripples Haiti 
today, and the nation has been transformed into a 
massive refugee camp that replaces the missing 
infrastructure. Most Haitians live in refugee tent 
camps and lack access to clean water and 
nutritious food. The government and infrastructure 
are unable to support its population due largely to 
corruption.  

Refugee Health in Urban Settings 
The majority of refugees fleeing from violence in 

Colombia, El Salvador, Honduras, and Guatemala 
do not settle in refugee camps. In Panama, 
refugees are typically confined to camps. In 
countries like Ecuador and Venezuela, refugees 
are assimilated into the new country and many end 
up in urban environments to blend in with the local 
                                                        
26 "Colombian Refugee Fact Sheet," (accessed January 9, 
2016), http://www.rcusa.org/uploads/pdfs/Colombian Refugees 
Backgrounder, 5-4-09.pdf. 
27 "Still Living on the Edge: Colombian Refugees in Panama 
and Ecuador," Refugee Council USA, (accessed January 9, 
2016). 
28 Manuel Carballo and Aditi Nerurkar, "Migration, Refugees, 
and Health Risks," Emerg. Infect. Dis. Emerging Infectious 
Diseases, 2001, 556-60. 
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population. However, refugees living in an urban 
setting face their own challenges; the crisis of 
refugee health is not mitigated in an urban 
environment.  

 Even living in the same city, refugees face 
considerably more disadvantages in accessing 
health care addressing health issues than native 
low-income city dwellers. In the US between 2001 
and 2005, 5,090 refugees arrived in San Diego, 
making it the third largest resettlement site in the 
U.S. state of California. 29  56% of its members 
ranked health or health care as the most important 
issue facing refugees during their initial years in the 
U.S.30 Additionally, refugees resettled in the U.S. 
have 8 months to become economically 
independent before cash assistance from the U.S. 
government terminates and they become subject to 
standard eligibility requirements of Medicaid.31 

Coming to a new environment often means a 
lack of social  and community support. Living in a 
new community is not easy, and it is often done 
illegally. Refugees often lack the official 
documentation they need to have access to health 
care and facilities due to government inefficiency, 
leading to exclusion from social security systems or 
health insurance options. Cultural and linguistic 
differences propel stigma and prejudice, which 
reduces access to already overstretched 
government health services.  

 Refugee populations are harder to monitor 
in urban environments, and many refugees and 
their plights are lost in the crowd. To rectify the 
situation, authorities make public services such as 
healthcare and education available to refugees at a 
limited cost. Authorities also attempt to monitor the 
health, nutritional status, living conditions and 
general welfare of urban refugees to ensure that 
these do not fall below standards set by the 
international community. However, issues such as 
discrimination and fear permeate refugee 

                                                        
29 Morris, Meghan, Steve Popper, Timothy Rodwell, Stephanie 
Brodine, and Kimberly Brouwer. “Healthcare Barriers of 
Refugees Post-resettlement.” Journal of Community Health, 
34, no. 4 (2009): 529-538.http://www.unhcr.org/4b2789779.pdf 
30 Ibid. 
31 Department of Health and Human Services, “Divisions - 
refugee assistance,” Office of Refugee Resettlement, 
Published 
2012,http://www.acf.hhs.gov/programs/orr/resource/divisions-
refugee-assistance 

population. The health crisis within the refugee 
population remains as more people are displaced 
from conflict zones.  

IV. Actors & Stakeholders 

Government Agencies and Nonprofit 
Organizations 

Refugee Council USA: Founded in 2000, 
advocates for refugee rights as a group of 20 
related NGOs. They provide insight to government 
leaders in regards to refugee relations and their 
website provides the public with various resources 
to learn about refugees and the difficulties they 
face. Refugee Council USA is particularly working 
to improve the United States Refugee Resettlement 
Program, but also advocates for the rights of 
refugees around the world.32 

Doctors Without Borders (MSF): MSF 
recognizes that many refugees are incredibly 
vulnerable, susceptible to disease, and likely to lack 
access to healthcare. For this reason, the 
organization seeks to establish itself in locations 
where it can meet the needs of this population. In 
Central America, for example, MSF has set up 
several sites to serve those en route to countries 
like Mexico where they will seek asylum.33 

Centers for Disease Control and Prevention 
(CDC): The CDC is responsible for the guidelines 
directing refugee screening upon admission to the 
United States. The organization also advises 
United States and others about caring for the health 
of refugees, and serves as a central coordinator 
among other related organizations to coordinate 
care for the refugee population.34  

                                                        
32 Refugee Council USA, “About Us,” Refugee Council USA, 
Accessed January 10, 2016, http://www.rcusa.org/about-us. 
33 Doctors Without Borders, “Unsafe Passage: Treating 
Vulnerable Migrants in Mexico,” Doctors Without Borders, 
Published February 12, 2015, 
http://www.doctorswithoutborders.org/unsafe-passage-
webcast. 
34 Centers for Disease Control and Prevention, “Immigrant and 
Refugee Health,” Centers for Disease Control and Prevention, 
Published December 5, 2013, 
http://www.cdc.gov/immigrantrefugeehealth/.   
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United Nations International Children’s 
Emergency Fund (UNICEF): The focus of 
UNICEF is to care for children in the settings where 
they are most vulnerable. UNICEF has a set of 
Core Commitments for Children in Humanitarian 
Action (CCC)35 that relates specifically to children 
who are victims of complex humanitarian 
emergencies like the refugee crisis. Some focus 
areas include nutrition, sanitation, and health, 
among other things.  

United Nations High Commissioner for 
Refugees (UNHCR): Formed in 1950, UNHCR is 
responsible for managing the care of refugees 
around the world. A pivotal goal of UNHCR is to 
bring about long term solutions to refugee crises.36 
The organization provides assistance in the form of 
material necessities, meets transportation needs, 
and connects refugees to the appropriate 
resources. UNHCR especially focuses on spurring 
discussion of refugee crises in Guatemala, 
Honduras, and El Salvador.37  

Host governments 
The UNHCR recognizes the difficulty of the 

“protracted nature of many refugee situations and 
the absence of timely and safe solutions,” that 
makes providing asylum remarkably challenging for 
many countries. 38  This hardship is compounded 
when a country is already facing struggles of its 
own - whether civil strife, natural disasters such as 
drought or storms, or economic instability, among 
other things. 

                                                        
35 United Nations International Children’s Emergency Fund, 
“UNICEF’s Approach to Humanitarian Action,” United Nations 
International Children’s Emergency Fund, Last updated 
December 30, 2013, 
http://www.unicef.org/emergencies/index_68712.html. 
36 United Nations High Commissioner for Refugees, “General 
Assembly: Agenda for Protection Addendum,” Executive 
Committee of the High Commissioner’s Programme, Fifty-third 
session, June 26, 2002, http://www.unhcr.org/3d3e61b84.pdf, 
4. 
37 United Nations High Commissioner for Refugees, “Latin 
America,” United Nations High Commissioner for Refugees, 
Accessed February 7, 2016, 
http://www.unhcr.org/pages/49e45be46.html.  
38 United Nations High Commissioner for Refugees, “General 
Assembly: Agenda for Protection Addendum,” 3.  

A 2002 article by Sharon Russell of the 
Migration Policy Institute, 39  points out several 
additional challenges facing host countries and the 
governments responsible for admitting refugees. 
Not all countries recognize the same level of 
sufficient cause for flight in those seeking refugee 
status. Specifically, Russell notes that, “Most 
Western countries do not subscribe to the 
expanded ‘refugee’ definition of the OAU 
Convention or Cartagena Declaration, and are 
reluctant to recognize as refugees those in mass 
flight from generalized conflict.” Additionally, host 
countries take in refugees with the understanding 
that the arrangement is temporary; yet there is a 
lack of certainty that refugees will be able to 
resettle in their home countries. Russell notes the 
conundrum host governments may face if they 
decide to close refugee camps or settlements. How 
then can and will they fulfill international 
expectations of “non-refoulement”? 

Local Host Communities 
An article written by Don Barnett40 reveals several 
issues that, while observed in the United States, 
can likely be found in host communities throughout 
the region: 

● Local communities are not consulted before 
refugees are resettled there. Sometimes 
there is no outlet for communities to voice 
their concerns to the government.  

● Some refugees may not be interested in 
assimilating to the culture of the host 
country, making it difficult for the 
communities hosting them to welcome and 
relate with them. 

● The NGOs and sponsors that help refugees 
to enter host countries may not follow up 
after settling refugees, leaving the local 
communities to meet their needs. 

● Refugees may bring diseases with them 
that the community is not prepared to deal 
with. 

                                                        
39 Sharon Russell, “Refugees: Risks and Challenges 
Worldwide,” Migration Policy Institute, November 1, 2002. 
40 Don Barnett, “Refugee Resettlement,” Center for 
Immigration Studies, May, 2011, http://cis.org/refugee-system-
needs-review. While not unbiased, these observations are 
worthy of consideration. 



 MasonWHO | 16 

UNHCR also recognizes specific concerns for host 
communities:41  

● Need for greater respect for refugees within 
the communities they join. 

● Emphasis on the “positive social and 
cultural contributions that refugees can 
make.” 

● Local communities may be asked to take in 
children, per the UNHCR goal to support the 
cohesion of refugee family setups as much 
as possible. 

Refugee Community Concerns 
Little surveillance and support: Government 
support, healthcare and medical assessments42 are 
often temporary 43  as well as not psychological 
health comprehensive44. 

Language, Logistical, and Resource Barriers: 
Lack of access to transportation or financial 
resources may deter refugees from pursuing 
healthcare. 45  Additionally, language barriers may 
hinder even seemingly simple tasks, “from making 
an appointment to filling a prescription.” 46  As a 
result, a 2009 report on barriers to refugee health 
suggest that many refugees refrain from seeking 
health services except in the case of extreme or 
emergent health issues.47 

Violence: Violence is a significant issue in the 
Americas region. 48  Women are especially 
vulnerable, and the prevalence of drug trafficking in 
many countries in the region contributes to societal 
violence to those wanting to help as well.49  
 

                                                        
41 United Nations High Commissioner for Refugees, “General 
Assembly: Agenda for Protection Addendum,” 8. 
42 Morris, Meghan, Steve Popper, Timothy Rodwell, Stephanie 
Brodine, and Kimberly Brouwer, “Healthcare Barriers of 
Refugees Post-resettlement,” Journal of Community Health, 
34, no. 4 (2009): 529. 
43 Ibid., In the U.S., for example, refugees only receive eight 
months of government aid. 
44 Ibid., 532. 
45 Ibid., 533. 
46 Ibid. 
47 Ibid. 
48 Bliss, Katherine, “Health in Latin America and the 
Caribbean: Challenges and Opportunities for U.S. 
Engagement,” 15. 
49 Ibid.  

Stress: The very definition of “refugee” implies, 
great mental and physical stress is incurred by 
many of those fleeing their countries of origin which 
can “increases susceptibility to chronic diseases.”50 
 
Urbanization and Poverty: As of 2009, more 
than 75% of the people in the Americas region lived 
in “urban areas.”51 , 52 Urban living conditions are 
often suboptimal and may “contribute to sanitation 
deficiencies and road accidents,” while an urban 
lifestyle is linked with “higher rates of obesity, 
diabetes, and cardiovascular disease.” 53 
Additionally, urban expansion creates “conditions 
that may facilitate the emergence of new infectious 
diseases.”54,55  
 
Disease: The 2009 CSIS report on Central and 
South America mentions several communicable 
and noncommunicable diseases that afflict the 
region. Among these are pulmonary issues related 
to air pollution, 56  obesity, diabetes and 
cardiovascular disease 57 , 58  along with infectious 
diseases like yellow fever which have yet to be 
contained in spite of health authorities’ efforts.59 
Tuberculosis is also of concern, especially because 
the risk of contracting this disease is compounded 
by the poverty and poor living conditions mentioned 
previously.60  

                                                        
50 Morris, Meghan, Steve Popper, Timothy Rodwell, Stephanie 
Brodine, and Kimberly Brouwer. “Healthcare Barriers of 
Refugees Post-resettlement,” 536. 
51 Pan American Health Organization, “Health in the Americas: 
2012 Edition,” (Washington, D.C.: PAHO, 2012), 25. 
52 Bliss, K., “Health in Latin America and the Caribbean: 
Challenges and Opportunities for U.S. Engagement,” 
(Washington, D.C.: CSIS), 2009, 10.  
53 Ibid., 10-11. 
54 Ibid., 17. 
55 Pan American Health Organization, “Health in the Americas: 
2012 Edition,” (Washington, D.C.: PAHO, 2012), 36. 
56 Bliss, K., “Health in Latin America and the Caribbean: 
Challenges and Opportunities for U.S. Engagement,” 12. 
57 Ibid., 11, 14. 
58 Pan American Health Organization, “Health in the Americas: 
2012 Edition,” 29-30.  
59 Bliss, K., “Health in Latin America and the Caribbean: 
Challenges and Opportunities for U.S. Engagement, 13. 
60 Pan American Health Organization, “Health in the Americas: 
2012 Edition,” 28. 
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V. Strategies To Address Refugee Flows 

United States of America 
Since 1975, over three million refugees have 

resettled in the United States from countries that 
reach the extent of the globe.61 Due to an influx of 
refugees entering the US, the country has launched 
programs to facilitate and accommodate their 
needs for a smoother transition to a foreign country. 
In 2014, President Obama established the White 
House Task Force on New Americans, an 
interagency effort to develop a coordinated federal 
strategy to better integrate immigrants and 
refugees into American communities.62 As a part of 
the coalition, the Departments of Labor (DOL), 
Commerce, Housing and Urban Development 
(HUD), Justice (DOJ), Health and Human Services 
(HHS), and the Small Business Administration 
(SBA) will continue to promote economic 
integration, opportunities for linguistic assimilation 
and education, building welcoming communities, 
and civic engagement where refugees are 
encouraged to volunteer locally.63 

In addition, the Office of Refugee Resettlement 
(ORR) assists refugees in maximizing their 
potential in the US by linking them to critical 
resources that are helpful in becoming integrated 
members of American society. 64  ORR’s refugee 
health resources aim to ensure access to critical 
mainstream health resources; promote health 
literacy and information by awarding refugee health 
grants; provide culturally and linguistically 
appropriate materials on health insurance, 
emergency preparedness, refugee women’s health, 

                                                        
61 Office of the Press Secretary, "FACT SHEET: ‘Stand 
Stronger’ Citizenship Awareness Campaign," The White 
House, last modified September 17, 2015,  
62 White House Task Force on New Americans, "Welcoming 
Immigrants and Refugees from Around the World," The White 
House, last modified 2015, 
https://www.whitehouse.gov/issues/immigration/new-
americans 
63 Munoz, Cecilia and Rodriquez, Leon, “Strengthening 
Communities By Welcoming All Residents: A Federal Strategic 
Action Plan on Immigrant & Refugee Integration,” White 
House, last modified April 2015, 
https://www.whitehouse.gov/sites/default/files/docs/final_tf_ne
wamericans_report_4-14-15_clean.pdf 
64 "Home|Office of Refugee Resettlement," Administration for 
Children and Families, http://www.acf.hhs.gov/programs/orr 

and emotional wellness. 65  Moreover, ORR 
administers the Ethnic Community Self-Help 
program. It supports ethnic community-based 
organizations in providing refugee populations with 
services (language assistance, employment 
services, community outreach, resource production 
and dissemination, etc.) to assist them in becoming 
integrated members of American society.66 Active 
participation from refugees in resettlement plays a 
key role in the assimilation of the refugee 
community. 

Over the course of the coming years, integration 
is a key objective for refugees settled in the United 
States. Fostering greater understanding, promoting 
inclusiveness, encouraging economic success, will 
contribute to the success of refugee aid.67 

Central and South America 
Without a nationality, one forfeits the basic rights 

of a citizen. Statelessness creates communities 
that are alienated and powerless. Over time, 
stateless communities have been pushed further 
into the margins of society where their situation is 
marked by constant frustration and depression. In 
the worst cases, statelessness can spill over into 
conflict and cause displacement. 68 . It not only 
affects their ability to properly address the needs of 
society, but it also hinders them from providing 
sufficient aid to others coming into the continent, 
i.e. refugees. Despite this, Latin America desires to 
help those in need due to political or religious 
ideologies, and aspires to be recognized by the 
international community not as developing 
countries, but as emerging countries that can offer 
valuable contributions to the international 
community. Latin America also recognizes that its 
                                                        
65 Office of Population Affairs and Office of Refugee 
Resettlement, "Meeting the Needs of Refugees in the Family 
Planning Setting," Department of Health and Human Services, 
last modified December 2014,  
http://www.hhs.gov/opa/pdfs/refugee-health_webinar.pdf 
66 "Ethnic Community Self-Help," Office of Refugee 
Resettlement, 
http://www.acf.hhs.gov/programs/orr/programs/ethnic-
community-self-help 
67 White House Task Force on New Americans, "Welcoming 
Immigrants and Refugees from Around the World," The White 
House, last modified 2015, 
https://www.whitehouse.gov/issues/immigration/new-
americans 
68 "Is Statelessness A Problem?" UNHCR: The UN Refugee 
Agency, http://www.unhcr.org/pages/547740c86.html 
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nations have been built by many immigrants, many 
of which are of Middle Eastern descent. 69 
Accordingly, the United Nations High 
Commissioner for Refugees (UNHCR) is working 
throughout Latin America to deal with these internal 
displacement trends.70 It is also encouraging the 
government to become more involved in promoting 
integration and self-sufficiency, and in 
strengthening programs that provide legal and 
physical protection.71 

The largest refugee system in South America: 
National Committee for Refugees (CONARE: forms 
policies for refugees in the country and addresses 
eligibility issues and the integration of refugees. It 
also provides work permits, ID cards. and gives 
specialized assistance to vulnerable refugees such 
as unaccompanied children, via a case-by-case 
approach.72 

 UNHCR cooperates with Latin American 
governments on numerous facets of the refugee 
issue. The Argentina Regional Office, comprising of 
Argentina, Bolivia, Chile, Paraguay, Peru and 
Uruguay, provides legal and physical protection 
and resolves statelessness related issues. In 2003, 
Argentina changed its foreign policy to focus on 
human rights and allow asylum seekers to enter 
under refugee status. With the Solidarity 
Resettlement Program under the Mexican Plan of 
Action (addressed later in this section), Argentina 
took the initiative of addressing education, safety, 
and health issues.73 

 
Chile: UNHCR plays a large role in engaging local 
authorities to fund and implement programs for at-
risk women. Vicaria de Pastoral Social is an NGO 
                                                        
69 Brodzinsky Sibylla, "Latin American Countries Welcome 
Syrian Refugees," The Guardian, last modified September 9, 
2015,  
70  "2015 UNHCR sub-regional operations profile – Latin 
America," UNHCR The UN Refugee Agency, last modified 
2015, http://www.unhcr.org/pages/49e45be46.html 
71 “Global Appeal 2015 update, Latin America,” UNHCR, last 
modified 2015, http://www.unhcr.org/5461e60e0.html 
72 Nogueira, Maria Beatriz and Marques, Carla Cristina, "Brazil 
ten years of refugee protection," Forced Migration Review, 
Refugee Studies Centre, Oxford Department of International 
Development University of Oxford, 
http://www.fmreview.org/FMRpdfs/FMR30/57-58.pdf 
73 Tiralongo, Elena, "Latin America Unified in Addressing 
Refugee Crisis," Truth Out, last modified October 18, 2015, 
http://www.truth-out.org/news/item/33278-latin-america-unified-
in-addressing-refugee-crisis 

that welcomes refugees into the country and serves 
as a resource to connect individuals to existing 
social services. Chile signed a Memorandum of 
Understanding (MOU), which states that the 
country is committed to integrating refugees into 
Chilean society and to providing legal and physical 
protection for vulnerable groups, such as refugees 
with special needs, children, and victims of 
violence.74 

Costa Rica: UNHCR visits border patrols regularly 
and monitors airport activity for Central Americans 
in need of migration assistance. UNHCR focuses 
on community engagement, job placement, and 
strengthening relationships with the private sector. 

Ecuador: In Ecuador, UNHCR works with the 
government on resettlement and antidiscrimination 
programs and advocate for refugee employment, 
social security, education, and health care.  

Mexico: In Mexico, UNHCR informs refugees of 
their rights, protects them from human trafficking, 
offers protection to unaccompanied children, and 
addresses the legal status of stateless people in 
order to prevent detention.75 

Panama: The Central American UNHCR is located 
in Panama. This office concentrates on problems 
relating to the displacement of people because of 
criminal activity.76 

Brazil: UNHCR is working with the Brazilian 
government on the approval of a bill against 
statelessness. Brazil contributes financially to 
UNHCR operations to impart long-term solutions for 
refugees and encourage integration and 
protection.77,78  

                                                        
74 White, Ana Guglielmelli, "A pillar of protection: solidarity 
resettlement for refugees in Latin America," New Issues in 
Refugee Research: Research Paper No. 239, last modified 
June 11 2012, http://www.unhcr.org/4fd5d9c79.html 
75 "2015 UNHCR sub-regional operations profile – Latin 
America," UNHCR: The UN Refugee Agency, last modified 
2015, http://www.unhcr.org/pages/49e45be46.html  
76 Ibid. 
77 “Global Appeal 2015 update, Latin America,” UNHCR, last 
modified 2015, http://www.unhcr.org/5461e60e0.html 
78 Tiralongo, Elena, "Latin America Unified in Addressing 
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Thus, Latin America unified to create three 
important documents:  

a. Cartagena Declaration on Refugees: 
Countries train officials in ensuring the 
safety and personal rights of refugees in 
addition to strengthening programs 
facilitating integration, protection, self-
sufficiency, education, and health of 
refugees.79 

b. Mexico Plan of Action (MPA): Improve 
the asylum system, encourage social and 
economic development, and create new 
legislation to protect refugee status in Chile, 
Costa Rica, Ecuador, El Salvador, Mexico, 
Panama, and Uruguay.80 

c. Brazil Declaration and Plan of Action: 
Redefined the term "refugee" to consist of 
Displaced and Stateless Persons. The plan 
included 11 strategic programs and three 
additional programs focusing on human 
right violation in Central America, including: 
Quality Asylum, Borders of Solidarity and 
Safety Voluntary Repatriation, Local 
Integration, and Solidarity Resettlement, 
and Labor Mobility.81 

Successes  
All programs in place have led to some 

success but there is room for improvement. For 
example, Maria Cristina, a refugee in the U.S. from 
Colombia, was referred to Refugee Women’s 
Network (RWN), an agency helping refugee and 
immigrant women become self-sufficient in their 
new country. She was able to acquire a loan 
through which she created a small business for 
herself. She experienced success in the United 
States, however, she was unable to gain refugee 
                                                                                                 
http://www.truth-out.org/news/item/33278-latin-america-unified-
in-addressing-refugee-crisis 
79 "Cartagena Declaration on Refugees," Organization of 
American States (OAS), last modified  November 22, 1984, 
https://www.oas.org/dil/1984_Cartagena_Declaration_on_Refu
gees.pdf 
80 United Nations, "Mexico Plan of Action for refugees is 
world's most sophisticated, UN refugee chief says," UN News 
Centre, last modified October 7, 2005, 
http://www.un.org/apps/news/story.asp?NewsID=16137 
81 “Cartagena +30: Brazil Declaration and Plan of Action," 
UNHCR, The UN Refugee Agency, 
http://www.acnur.org/cartagena30/en/background-and-
challenges/ 

status in Costa Rica while staying there for 7 
years.82  

Shortcomings/Failures in the United 
States  

Though efforts are in place to engage refugees 
and assist with their integration, more work must be 
done to develop relationships and better practices 
for engagement with local communities. For 
example, the Department of State’s Bureau of 
Population, Refugees, and Migration (PRM) will 
enhance refugee engagement and integration by 
ensuring discussions on refugee integration at local 
quarterly stakeholder meetings and creating and 
disseminating welcome letters to refugees 
encouraging local community engagement upon 
their arrival.83 

Shortcomings/Failures in Latin America  
Latin America acts in unity to help refugees. 

However, despite comprehensive programs, many 
refugees feel abandoned to inefficient systems after 
initial period of support. The bottom line is that 
refugees feel "Latin warmth," that may not be 
enough to survive in a new country. 

In Uruguay, 42 refugees who had been living in 
the country for about a year want to leave because 
they have not been able to find jobs and see no 
opportunity to improve their lives. Despite the 
desire to help, Uruguay, like many other countries, 
has difficulty in ensuring employment for all 
refugees because of a lack of welfare programs.84 

  The Colombia-Ecuador border area 
continues to be affected by conflict. Monthly arrivals 
from Colombia continue to range between 900 to 
1,000 individuals, but access to asylum remains 
difficult due to legislation introduced in May 2012.85 
Many do not benefit from protection owing to strict 
                                                        
82 “A Refugee Woman Who Never Giver Up!” Office of 
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pre-admissibility procedures. For the more 
protracted and mainly urban refugee population in 
Ecuador, UNHCR is prioritizing durable solutions 
strategies under a comprehensive solutions 
initiative (CSI). 86  In Central America, violence 
caused by transnational, organized, criminal armed 
groups poses a major challenge to local 
populations, national institutions and regional 
security.87  

VI. Conclusion 
The Pan American Health Organization is a 

regional arm of the World Health Organization 
consisting of 35 member nations. The countries in 
the region taking in the most refugees as of 2013 
are Canada, Ecuador, the United States, and 
Venezuela. 88  Each country has faced unique 
challenges in dealing with the influx of those 
seeking aid. Additionally, refugees settling in the 
Americas face the task of assimilating into local 
culture and navigating an unfamiliar health system 
while bearing the burden of a variety of health 
challenges such as diabetes, cardiovascular 
disease, Chagas disease, tuberculosis, and HIV.  

Many programs are in place to better facilitate 
refugees arriving in the Americas. Prominent 
organizations in-charge of these programs in the 
United States include UNHCR and the Department 
of State’s Bureau of Population, Refugees, and 
Migration. Though efforts are in place to engage 
refugees and assist with their integration, more 
work must be done to develop relationships and 
better practices for engagement with local 
communities. 
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Executive Summary:  
Contributing to over a fourth of the world’s refugee population, the African region has 
seen large waves of migration due to civil wars, human right abuses, and climate 
changes. As a result, there have been numerous health implications including the 
increased risk of infectious diseases, sexual violence, and unaddressed mental health 
needs. Decolonization is a contributor to the political instability that still exists in many 
countries like South Sudan and the Democratic Republic of Congo. Still others such as 
Eritrea and Nigeria face violence and unrest due to oppressive governments and growing 
terrorists groups. Ethiopia, Chad, Tanzania, and Kenya are just a few of the countries that 
have opened their arms to refugees seeking shelter, but they are limited by the 
challenges associated with poverty and ethnic divisions. Local NGOs have stepped 
forward to address the needs of the refugees, and are one of the most effective tools for 
refugee relief as they are fast acting and seen as a voice of the people. 
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WHO African Region 
Alexis Bracey & Timothy O’Shea 

 I. Introduction to African Region 
The WHO African Region is one of the six 

regions of the WHO. Its mission is cited as 
“attainment of the highest level of health by all the 
people in the region.” 89   The organization’s 
presence in the region is comprised of the WHO 
Regional Committee for Africa, a Secretariat for the 
African region, three Inter-Country support teams, 
and WHO Country and Liaison offices.  

The main governing body of the WHO African 
Region is the WHO Regional Committee for Africa. 
It is responsible for preparing regional policies and 
programs and supervising the activities of the 
Regional Office. More specifically, the Committee: 

• formulates policies regarding matters of an 
exclusively regional character 

• intensifies efforts to develop regional health 
policies and programs in support of national, 
regional and global strategies and 

• provides comments and guidance on the 
work of WHO in the African region. 

The Program Subcommittee is a subsidiary body 
of the Regional Committee which assists the 
Regional Committee by reviewing the budget, 
strategies, reports, and proposed resolutions and 
advising on policy and governance matters. 

Regional Office 
The WHO Regional Office for Africa is located in 

Brazzaville, Republic of Congo. The WHO Regional 
Director for Africa is elected for a period of five 
years by delegates from African Member States 
during the Regional Committee and endorsed by 
the WHO Executive Board. 

Inter-country Support Teams 
The work of the Regional Office is supported by 

three inter-country teams based in Central, 
Eastern, Southern, and Western Africa who work to  

enhance the Regional Office for Africa’s technical 
support to countries and to strengthen partnerships 

                                                        
89

 WHO in the African Region, World Health Organization, 
http://www.afro.who.int/en/publications.html 

with United Nations agencies and other 
stakeholders. 

WHO Country and Liaison Offices 
WHO Country and Liaison Offices support 

countries in reaching their national health goals. 

Countries represented: The WHO African 
Region is comprised of 47 member states. 90They 
are: Algeria, Angola, Benin, Botswana, Burkina 
Faso, Burundi, Cameroon, Cape Verde, Central 
African Republic, Chad, Comoros, Congo, Cote 
d’Ivoire, Democratic Republic of Congo, Equatorial 
Guinea, Ethiopia, Eritrea, Gabon, Gambia, Ghana, 
Guinea, Guinea-Bissau, Kenya, Lesotho, Liberia, 
Madagascar, Malawi, Mali, Mauritania, Mauritius, 
Mozambique, Namibia, Niger, Nigeria, Rwanda, 
Sao Tome and Principe, Senegal, Seychelles, 
Sierra Leone, South Africa, South Sudan, 
Swaziland, Togo, Uganda, United Republic of 
Tanzania, Zambia and Zimbabwe. 

 

 

Figure I. Countries marked in yellow in the map are 
outside the WHO African Region. 
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The Regional Committee for Africa is required to 
hold at least one session per year.91 The Regional 
Committee for Africa is comprised of 
representatives, one from each of the Member 
States and Associate Members of the African 
Region of the World Health Organization.92 Each 
representative has one vote and the decisions 
made by the Committee shall be made by a 
majority of the representatives present and voting, 
with exceptions by the WHO Constitution or the 
Health Assembly.93 Any of the rules of the may be 
suspended by the Committee if at least forty-eight 
hours of notice of the proposal for a suspension 
has been given to the Chairperson and 
communicated by him or her to the representatives 
twenty-four hours before the meeting at which the 
proposal is to be submitted. 94 

 
The WHO African Regional Committee issues 

directives and resolutions during its annual 
sessions.  The most recent session occurred in 
Benin in November 2014.95 One resolution that the 
committee formulated involved analyzing the 
situation and perspectives of viral Hepatitis in the 
African Region (World Health Organization 
Regional Office for Africa). 96  Developing and 
implementing national strategies for preventing viral 
hepatitis based on local epidemiological context 
and establishing a strong and well-resourced viral 
hepatitis surveillance system are examples of what 
the Regional Committee urged Member States to 
do (World Health Organization Regional Office for 
Africa 2). 
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II. Topical History 
Approximately 2.9 million refugees reside in 

Sub-Saharan Africa (United Nations High 
Commissioner for Refugees). Altogether, they 
comprise 28% of the world’s refugee population 
(UNHCR).  There are several conflicts in the 
African region that have produced massive waves 
of refugees, displaced millions of people, and 
generally created protracted humanitarian crises. 
Oppressive governments, civil wars, human rights 
abuses, and the impact of climate change are just a 
few of the many reasons why Africans have been 
forced to leave their homes. 

The legacy of colonialism has also contributed to 
long-standing conflicts in Africa. Colonial rule 
distributed resources in non-egalitarian ways and 
created ruling elites based on ethnic affiliations that 
were allocated a disproportionate share of 
educational and economic resources 97 . 
Decolonization emphasized these divisive policies 
in power struggles over control of the state. For 
example, in Angola, Burundi, Chad, Rwanda, 
Sudan, and the Democratic Republic of Congo, 
post-independence state-building was marked by 
challenges relating to the inequalities fostered by 
colonial rule .98 

Refugees are among the most vulnerable in any 
society. They are often subject to or witness 
extreme violence and persecution that affects at 
least some aspects of their overall health, which is 
defined as “a state of complete physical, mental, 
and social well-being, and not merely the absence 
of disease or infirmity”.99 

Traumatic events such as extended periods of 
war, and displacement, can have a negative impact 
on a person’s mental health, which is “a state of 
well-being in which every individual realizes his or 
her own potential, can cope with the normal 
stresses of life, can work productively and fruitfully, 
and is able to make a contribution to her or his 
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community”.100 This is especially true for refugees 
who have witnessed atrocious events. 
Unfortunately, the mental health services of 
refugees in Africa are overlooked. This can be 
attributed to an “unavailability of mental-health 
specialists or [a] lack of resources”.101 

Diseases that arise in African refugee camps 
because of overcrowding and poor sanitation 
conditions include malaria, dysentery\diarrhea, 
cholera, measles, meningitis, parasites, and yellow 
fever102. Reproductive health and food and nutrition 
are also issues of concern to consider about when 
examining refugee health in Africa.103 

Refugee women are also particularly vulnerable 
to sexual and gender-based violence, which is a 
prevalent protection and security issue in refugee 
camps. 104  Access to contraceptive devices are 
extremely limited, increasing the likelihood of 
catching HIV\AIDS and other sexually transmitted 
diseases. 105  Preventive action to protect women 
from sexual violence and exploitation during all 
stages of their flight is urgently needed.  106  

III. Conflicts in the African Region 

Eritrea: Eritrea has one of the most repressive 
governments in the world. It has no constitution, 
functioning legislature, independent judiciary, 
elections, independent press, or nongovernmental 
organizations.107  All power has been concentrated 
in the hands of President Isaiais Afewerki since 
1993 after a three-decade long war with Ethiopia.  
Indefinite military service, torture, arbitrary 
detention, and severe restrictions on freedom of 
expression and religion compel Eritreans to flee 
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their country each month. According to the United 
Nation High Commissioner for Refugees, 
approximately 1,000 refugees from Eritrea are 
expected to arrive in eastern Sudan each month.108  

Ethiopia: Ethiopia is the largest refugee-hosting 
country in Africa. It currently hosts more than 
630,000 refugees fleeing conflicts in South Sudan, 
Somalia, Eritrea, and Sudan. 109Overcrowding and 
a lack of access to clean drinking water raises 
concerns of malnutrition and increases the chances 
of refugees becoming ill with Cholera, Measles, and 
Respiratory infections, especially children who are 
the most vulnerable to illnesses.110 

South Sudan: South Sudan established in July 
2011, became the world’s newest state after 
decades of civil war with Sudan. Soon after in 
2013, violence erupted over a political altercation 
between president Salva Kiirr, and former vice-
president Riek Machar, initiating the start of a civil 
war. According to the United Nations High 
Commissioner for Refugees, more than 730,000 
South Sudanese have been forced to flee their 
homes to Ethiopia, Sudan, Uganda, and Kenya 
since December 2013.111 
Central African Republic: Having experienced 
political instability since civilian rule was first 
implemented in the 1990s, the Central African 
Republic has been engaged in violent armed 
conflicts. 112The most recent being a coup ‘d’état by 
a Muslim rebel group, Seleka, in March 2013, 
whose brutal tactics opened the door for violence to 
take shape along religious lines. Both Muslim and 
Christian militias have committed brutal acts of 
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violence creating more than 500,000 internally 
displaced persons, and since December 2013, 
forcing more than 190,000 Central Africans to flee 
to Cameroon, Chad, the Congo and the Democratic 
Republic of the Congo.113 

Democratic Republic of Congo: Although it is 
the site of a vast amount of natural resources, the 
Democratic Republic of Congo has witnessed years 
of political instability and violent conflict. Having 
never fully recovered from a brutal colonial history, 
combined with ineffective systems of governance 
and foreign interventions, it is ordinary Congolese 
who have payed the price. Approximately 2.7 
million people are internally displaced within the 
country and 430,000 refugees from the Democratic 
Republic of Congo reside in Burundi, Rwanda, 
Uganda, and Tanzania (UNHCR). 

Nigeria: Nigeria’s on-going battle with terrorist 
groups such as Boko Haram as well as government 
corruption continues to create political instability in 
the country. These conflicts have left approximately 
1.5 million people internally displaced and forced 
more than 100,000 people to flee their homes.114 

IV. Refugee Health in the Region 
There are two notable background in conditions 

in Africa which affect the responses for 
displacement crises.  The first is the persistence of 
widespread poverty in the region, which affects 
both refugee and host populations and hinders 
responses to refugee crises on multiple levels.  
Chronic poverty inhibits refugee responses by not 
only reducing available resources for first wave 
responses but also contributing to long term 
obstacles such as corruption that stall response.  
Moreover, African demographics include tribal and 
cultural divides that do not necessarily coincide with 
national borders. These communities can create 
new avenues for cooperation or conflict depending 
on how they are accommodated during the 
response to a refugee crisis.   

The two relevant factors in African refugee 
crises which create the potential for future sources 
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of conflict.  The first is the possibility of 
radicalization.  Because of the often squalid 
conditions present in refugee camps and during 
other resettlement processes, refugees are often 
the easiest for recruitment into militancy and armed 
resistance groups115.  For example, in 2001, Tutsi 
refugees fleeing Rwanda formed the Rwandan 
Patriotic Army and eventually went back to Rwanda 
and re-escalated the conflict116.  Moreover, during 
civil wars in both Liberia and Sierra Leone, 
recruiters for rebel groups would commonly enter 
camps to recruit fighters117.   

The second possible avenue for conflict to 
emerge is by ethnic conflict.  Because of deep-
seated cultural differences and histories, ethnic 
divides have long been considered a cause of 
African conflict.  However, this risk heavily depends 
upon the region and groups involved.  For example, 
while divides in Rwanda precipitated violence there, 
Somali refugees in Kenya had a shared culture and 
language with their hosts.  In addition, the 25,000 
refugees from the Central African Republic that 
arrived in the Democratic Republic of the Congo in 
the 1990s were Yakoma, just as their hosts were.  
As a result, violence in both areas was minimal118.   

Africa has one of the worst refugee situations in 
the world, with 2.8 million current refugees 
throughout the continent119, with 2 million in Sub-
Saharan Africa alone120.  Moreover, there are often 
strong concentrations of these populations.  Four 
African countries are home to more than 100,000 
refugees from a single state of origin:  

• Kenya is home to 310,000 Somalis 
• Chad is home to 262,000 Sudanese 
• Sudan is home to 113,000 Eritreans 
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• Republic of the Congo is home to 103,000 
former citizens of the Democratic Republic 
of the Congo 

Unfortunately, the potential for the emergence of 
fault lines between refugees and their hosts can be 
high.  For example, in the Dadaab camp in Kenya, 
refugees created stronger competition for firewood 
and grazing land121.  This is often exacerbated by 
location: half of African refugees live in cities, 
where competition for land and water is highest.  
This has been the case in Cairo and Alexandria122.  
Moreover, perceived tradeoffs between government 
assistance to host communities and to refugees 
can anger local populations and also contribute to 
tensions 123 .  This can be worsened by ethnic 
divides insofar as horizontal inequalities in resource 
access which may coincidentally align with ethnic 
divides can provide drive for conflict124.  Refugees 
may also induce extra demand in the economy, 
which, in Tanzania, resulted in negative effects 
such as increased Tanzanian unemployment and 
higher food prices 125.  Luckily the community has 
methods of response: because of higher prices, 
Tanzanian farmers doubled their crop yields, 
helping to restore food prices to acceptable 
levels126.  Unfortunately, it seems that on the whole, 
the benefits of refugee flows tend to flow to the 
wealthier residents of host communities, such as 
large landholder farmers and storekeepers, and the 
costs of competition fall on the poorest127.  This 
ultimately creates serious risks for stability in 
communities, with inequalities and marginalization 
prompting xenophobia and anger against refugees 
and asylum-seekers who are blamed for the 
conditions that arose as they arrived.   
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Case study (Dadaab, Kenya) 
Home to much of the Somali refugee population 

within Kenya, Dadaab has experienced both 
benefits and challenges from its refugee population.  
On one hand, the concentration of refugees into a 
small area resulted in strain on the local ecosystem 
because of increased grazing from pastoral 
members of the population 128.  Moreover, the time 
necessary to set up and maintain the camp slowed 
down the development of sustainable land use 
rules, which further contributed to the degradation 
of the local environment129.  However, there are 
also benefits.  Refugees brought enough economic 
opportunity to create entire local markets within the 
camps130, and because of ethnic and tribal similarity 
between the refugees and their hosts, there was 
little xenophobia or conflict131.  Finally, commodity 
prices fell from the massive boosts in production 
created by the inflow of labor132 , resulting in a 
nearly 82 million dollar net benefit to the host 
community133.    

V. Actors & Stakeholders 
The U.N. High Commission on Refugees 

(UNHCR) has been very active in Africa, providing 
assistance to 6.9 million people including refugees 
and internally displaced persons, or IDPs134.  Their 
budget reflects this commitment, insofar as they 
spend 1.9 billion dollars a year carrying out refugee 
assistance programs in Africa135.   

Operations in Africa for non-governmental 
organizations, or NGOs, has risen in a niche 
created by fractures between them and the U.N.  
During the 1994 Rwandan refugee crisis, the U.N. 
refused to provide assistance to those who’d been 
involved in the genocide, a policy that NGOs 
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heavily criticized as politicizing humanitarianism 136.  
Indeed, multiple meetings between large NGOs 
and the UNHCR still haven’t resolved such 
philosophical divides137.  This has resulted in NGOs 
acting more as voices for civilian populations than 
as formal international bodies138 .  For example, 
NGOs have been quicker to assist rape allegations 
by refugees than most agencies because they don’t 
have legal connections to the government soldiers 
or UN peacekeepers that were accused139.  This 
role has proven to be beneficial for both civilians 
and the UN.  By demonstrating a quicker way to 
empower local populations, NGOs have garnered 
attention as an effective tool for refugee relief.  25 
percent of the UNHCR budget is dispensed as 
donations to 636 different NGOs, including 474 
national - level organizations 140 .  However, this 
relationship is not always even-handed.  Because 
the UNHCR holds all so much funding, negotiation 
over budgets and implementation priorities is often 
one-sided, with local NGOs only receiving funding 
for plans that coincide with existing UNHCR goals 
rather than for original ideas made in conjunction 
with local communities141 .  Successes still push 
through, such as the Reproductive Health Group in 
Guinea which helped spread awareness about 
reproductive health resources and family planning 
advice to refugees from Sierra Leone and Liberia 
142, becoming one of the strongest NGOs in the 
region specifically by recruiting local nurses and 
midwives who were culturally and socially familiar 
with the refugees. 75% of these NGOs are entirely 
local-run, exemplifying how the ground-level 
expertise of NGOs as voices for local populations 
remains their greatest strength 143 .  NGO’s can 
partner with more experienced and resourced 
international bodies, e.g. a vaccination program in 
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Tanzanian refugee camps was spearheaded by the 
partnership of Medicines San Frontieres (MSF) and 
the Tanzanian Red Cross144. 

In terms of demographics, Tanzania has 
received the highest concentration of refugees, 
made up of persons from Burundi, Congo and 
Rwanda145.  This culminated in 1.5 million refugees 
residing in the country between 1993 and 2000146.  
Host governments’ participation in solutions is often 
critical because certain policies must go through 
them first.  For example, the national government 
allowed the naturalization of 162,000 Burundian 
refugees, which helped shift bargaining power in 
peace negotiations and end the conflict in Burundi, 
reducing the threat to even more people’s health147.  
Moreover, it was the Ugandan Ministry of Health 
that first noticed a measles outbreak among 
Sudanese refugees in 2013, creating the necessary 
political will and authorization for the UNHCR and 
NGOs to start an immunization campaign148.   

Host communities have been highly focused by 
both research and policy implementation, mostly 
because the impacts on local communities can 
determine the welfare of both hosts and refugees, 
as well as determine if conflict relapses and the 
problem that created the refugees in the first place 
replicates itself.  As a result, UNHCR investment in 
local communities has focused on providing 
resources that both bolster local welfare and 
prevent resource strain.  For example, Malawi, in 
1989, received UNHCR funding in order to fill a 
public investment gap resulting from the strain put 
on government revenue from local refugees, 
building schools, hospitals, and roads149.  However, 
recent analysis has shown that the influxes of 
refugees into consumer and labor markets provides 
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large boosts to host communities, with an average 
of an 82 million dollar net benefit150.  For health 
resources specifically, there are high levels of 
resource sharing between host communities and 
refugees.  Refugees are usually able to access 
health infrastructure in the areas they arrive to, but 
because of proximity and recency, the health 
facilities in refugee camps themselves are often 
preferred151.  This attitude is also reflected by the 
locals.  In one camp in Tanzania, 30% of the 
patients in the refugee camp medical centers were 
actually locals seeking out higher quality care152.  
This reflects another external benefit to the host 
community that can foster a more prosperous 
community more conducive to stability and health in 
the future.  

Because of their relative little agency and 
autonomy during crises, refugees have mostly been 
analyzed as recipients rather than actors in past 
programs, including policies such as aid 
disbursement.  However, this is not the goal.  Since 
1984, agencies and organizations have focused on 
improving self-sufficiency of refugee 
communities153.  This can confer multiple benefits 
by both reducing clash with local communities over 
resources as well as improving the long term 
stability and health of the people impacted. 
Unfortunately, this has been inhibited in the ground-
level execution of aid policy by multiple bodies.  
The political rhetoric of refugees as “vulnerable” 
and “dependent” have caused efforts by individuals 
to largely undercover programs that give more 
individual responsibility to refugees, undermining 
the ability of refugee communities to protect their 
health in the long run154.   

VI. Strategies to address refugee flows 
There are two major strategies available to host 

countries looking to combat refugee inflows.   
● The first is a combination of camps and 

public investment.  UNHCR investment is 
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used to supplement government revenues 
that deplete in the face of higher population 
concentrations in certain regions, targeting 
infrastructure, medical services, and 
educational facilities to accommodate more 
users 155 .  This can be supplemented to 
investments in refugees themselves in order 
to integrate them into host societies as self-
sufficient citizens156.  Indeed, over the long 
term, programs can help to normalize 
refugees as residents, such as the 
government-funded system of naturalization 
for 162,000 Burundian refugees in 
Tanzania157.   

● The second is allowing refugees to integrate 
themselves rather than having to go through 
camps.  experts confirm that the 
reintroduction of the Open Door Policy in 
Tanzania could help alleviate strains on 
camps158.  Moreover, most environmental 
problems associated with refugees, such as 
resource depletion, only occur from the high 
population concentrations created by 
camps, so allowing refugees to disperse to 
further communities can reduce these 
harms159.   

Both strategies have had successes.  Tanzania 
successfully prevented any intergroup tensions 
between hosts and refugees using their strategy of 
targeted local investment 160 , and the Zambia 
Initiative, or ZI, provided funds for 100,000 citizens 
in host communities for Angolan refugees.  For the 
self-settlement strategy, President Sekou Torre 
successfully integrated Guinea-Bissauan refugees 
into Guinea using self-settlement, and Guinean 
refugees in Sierra Leone were treated the same 
way, with similar success.  Neither case had 
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extreme intergroup tensions or economic 
troubles161.   Both of these barriers are critical in 
ensuring long-term refugee health by preventing 
both poverty, which can restrict access to health 
resources, and conflict that could reduce the ability 
of health workers to arrive and help the sick.  
Simply put, more stable and resilient communities 
can act as a long-term buffer against health crises.   

 
Problems with refugee crises in the status quo 

can fall into two main areas: successful repatriation 
and long-term commitments.  Unstable conditions 
frequently prevent successful repatriation efforts, 
prolonging the problem for longer periods of time.  
Instability in Mali interrupts repatriation efforts for 
refugees from regions relapsing into violence, 
Ebola outbreaks in Cote d’Ivoire delayed thousands 
of refugees from returning home, and the 
repatriation of a million refugees from Kenya to 
Somalia has stalled because the system was 
voluntary 162 .  Moreover, some operations have 
suffered so many setbacks that they can take 
decades to properly resolve.  For example, 
operations to resolve the refugee crisis from the 
Rwandan genocide only ended in October 2015, 
and 48,000 refugees in the Democratic republic of 
the Congo have been placed in limbo, with no 
current initiatives for integration or repatriation163.  
Thus, these problems require not just more holistic 
aid efforts to improve conditions in surrounding 
areas, but long-term commitments to crisis relief in 
order to resolve health problems in a timely fashion.  
Indeed, without correct resolution, refugee camps 
can become hotbeds of disease and threaten the 
health of thousands of people164.  Without correctly 
resolving the central determinants of the 
persistence of the refugee crisis, the health 
problems are merely the symptom being treated 
and not the disease. 
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VII. Conclusion 
Research documenting the health of African 

refugees is severely lacking. Local, regional, and 
international members need to work together to end 
these devastating conflicts and begin the process 
of healing and rebuilding lives and communities. 
 

VIII. Additional Resources 

• Refugee Health: Making a Difference in 
Sub-Saharan Africa by Andrea Seiceann 

• Refugee Health: An Approach to 
Emergency Situations by Medecins Sans 
Frontieres 

• Camps and Freedoms: Long-Term Refugee 
Situations in Africa by Arafat Jamal 

• WHO in the African Region: Making People 
Health 
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Executive Summary:  
The longstanding Eastern Mediterranean region refugee crisis has left hundreds of 
thousands of refugees with undiagnosed mental health disorders and as well as a range 
of cardiovascular disease. Several governments in the eastern Mediterranean region play 
a key role whether by facilitating the health care process or inhibiting it. The harsh 
political climate in the Eastern Mediterranean region is not conducive to the health care of 
refugees. The most successful health care policies come from host countries Canada and 
Jordan and Iran for their Afghan refugees, whereas Kenya and Lebanon have been noted 
for mistreatment of refugees. Several NGO’s such as International Medical Corps, 
International Organization for Migration, and Medecins Sans Frontier collectively 
contribute to the health betterment of refugees living in conflict. 
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WHO Eastern Mediterranean Region 
Mitra Kashani & Zeinab Safi 

I.  Introduction to the Eastern 

Mediterranean Region 
The Eastern Mediterranean Regional Office 

(EMRO) is one of six regional offices of the World 
Health Organization around the world. The regional 
office located in Cairo, Egypt. EMRO oversees a 
population of approximately 583 million people in 
the respective regions of Afghanistan, Bahrain, 
Djibouti, Egypt, Iran (Islamic Republic of), Iraq, 
Jordan, Kuwait, Lebanon, Libya, Morocco, 
Occupied Territory of Palestine (West Bank and 
Gaza Strip), Oman, Pakistan, Qatar, Saudi Arabia, 
Somalia, Sudan, Syrian Arab Republic, Tunisia, 
United Arab Emirates, and Yemen. The official 
languages of the region are Arabic, English, and 
French, with other commonly practiced languages 
including Farsi, Urdu, Dari, Pashto, Somali.165(For 
special committee rules, see additional sources) 

The EMRO regional committee, headed by Dr. 
Ala Alwan, convenes every year at the beginning of 
October with attendance from each country. The 
resulting publications from the meetings include 
regional committee decisions, regional committee 
final reports, regional committee news, regional 
committee resolutions, regional committee 
technical papers, region director’s annual reports, 
and intercountry meetings reports. (Annual Report 
of the Regional Director 2014). 

II. Topical History 

Causes for Conflict 
The Eastern Mediterranean Region has seen 

years of internal strife and tension rooted in 
religious, ethnic, territorial, and political dissension. 

Three major religions exist in the Eastern 
Mediterranean Region: Islam (93.0%), Christianity 
(3.7%), and Judaism (1.6%)166. For centuries, the 
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lack of unity within the region’s largest practiced 
religion, Islam, has been a major source of conflict. 
Stemming from the Sunni versus Shiite (Shia) 
divide, the dispute between the two major branches 
of Islam ignited a history of ongoing violence within 
the region, and has subsequently turned the EMR 
into a breeding ground for  
radical fundamentalist groups, such as ISIS 
(Daesh). ISIS, an extremist militant coalition based 
on the Sunni sect, has targeted and killed 
thousands of Shiite minorities and others outside of 
Sunni Islamic faith. It has conquered territory in 
western Iraq and eastern Syria, and is a source of 
grave violence in the inhabited regions. 

In addition to religious friction, ethnic 
factionalism within the EMR has resulted in internal 
armed conflict, especially prevalent within the 
Kurdish and Sudanese populations.The Kurdish 
people constitute sizable minorities in the EMR, 
located in Turkey, Syria, Iran and Iraq respectively. 
For decades, Kurdish insurgent groups have 
demanded their separation, especially from Turkey 
and Iraq, in order to establish an independent state. 
This has brought violent uprisings and armed 
conflict into fruition, contributing to the 
displacement of thousands of Kurdish civilians.167  
In Sudan, a gruesome civil war from 1983-2005, 
sparked largely by the cultural marginalization of 
peripheries, left 4 million individuals homeless and 
displaced. Violent conflict still persists in the region, 
and tensions between Sudan and South Sudan 
continue to prevail due to unresolved issues, 
including borders and oil.168  Today, an ongoing 
genocide in Darfur (western region of Sudan) by 
government armed and funded Arab militias, known 
as Janaweed, has systematically destroyed 
Darfurians by burning villages, looting economic 
resources, polluting water sources, and murdering, 
raping, and torturing civilians.  
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    Territorial contention has also resulted in 
extreme violence throughout the EMR, particularly 
between Israel and Palestine. Since the partitioning 
of Palestinian land to create a Jewish state in 1948 
(UN Partition Plan, 1947), Palestinian Arabs have 
long fought for the ownership of their soil. Although 
many Palestinians came to terms with the 
boundaries of Israel set in 1948 after the Six-Day 
War (1967), Israel’s growing occupation of the 
remaining territories, including the West Bank, 
Gaza Strip, and East Jerusalem, has reinforced the 
land dispute, deepening tensions and violence 
between the two states. Palestinian insurrections 
against Israeli occupation have also led to further 
violence. 

       Other root causes of conflict include political 
uprisings and hostilities by non-EMRO actors.   
Today, about ¼ of all refugees worldwide are from 
Afghanistan, where political dissent has marinated 
for over 20 years since Soviet invasion of 
Afghanistan in 1979. Political conflicts in 
Afghanistan include civil wars after Soviet retreat in 
1989, the Taliban regime from 1996, and the air 
raids led by US armed forces following the Taliban 
terrorist attacks of September 11, 2001.169   

    Domestic security dilemmas also persist in 
EMR countries including Libya and Yemen. Volatile 
domestic conflict has led to 140,000 Libyans 
displaced within country due to recent fighting as of 
September 2014, while Yemen continues to face 
localized conflicts, water scarcity, and extreme 
poverty and malnutrition, leading to a continuous 
increase in the number of internally displaced 
peoples. 170 

    At the heart of recent conflict in the EMR is 
the Arab Spring, which began with a 2010 revolt in 
Tunisia, and led to uprisings in Egypt, Libya, 
Bahrain, Syria, and other Arab states. By 2013, 
conflict in Syria caused over 100,000 deaths, 2 
million refugees in neighboring countries, and 4 
million persons displaced within Syria. More than a 
quarter of Syrian refugees (27%) have fled to 
Jordan. In Iraq as of 2015, a deteriorating security 
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dilemma created by armed conflict in the Anbar and 
Ninewa Governorates also led to waves of internal 
displacement171.  

III. Refugee Health in the Eastern 

Mediterranean Region 
The following section is broken into mental 

health, communicable diseases, and 
noncommunicable diseases.  

Mental Health 
Situations of conflict and displacement, 

especially in war torn regions, is seen to adversely 
affect the mental health and well-being of those 
involved. Distressing psychological reactions 
include hopelessness, helplessness, and anxiety, 
as well as social and behavioral problems (see 
section 3, case study on Al Za’atari refugee camp). 

According to IRC, Iraqi refugees arrive in US 
with more emotional and mental health issues than 
many other refugee groups. IRC reported high 
prevalence of depression, anxiety, and PTSD 
among recently arrived Iraqis. In a 2012 CDC 
survey of Iraqi refugees who lived in US for 8-36 
months, 50% of participants reported anxiety, 49% 
depression, and 31% need for further assessment 
for PTSD. In Syria, 89.5% of interviewed Iraqi 
refugees reported depression, 81.6% anxiety, and 
67.6% PTSD. Of the individuals reported, air 
bombardments, shelling or rocket attacks (77%), 
witnessing a shooting (80%), interrogation or 
harassment by militias (68%), knowing someone 
close to them had been killed (75%) were among 
the reasons they attributed to their disturbed 
thoughts.172  

Refugees may not seek mental health care due 
to either cultural stigmatization of mental health 
patients, lack of access to facilities or services in 
countries of asylum, or lack of outreach education. 
Mental health problems may manifest into physical 
symptoms as well, including headaches, back 
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aches, body aches, and gastrointestinal problems 
without an underlying reason.173 

Communicable Diseases 
In Syria alone, 29,257 Influenza-like illness 

cases were reported in January 2015, a 41% 
increase from previous month. Overcrowded living 
conditions and poor sanitation and nutrition 
contribute to outbreaks of communicable diseases 
among IDPs and refugees. Of the cases, 3,242 
were reported for Acute Jaundice Syndrome (AJS) 
from sentinel sites in only one month period (Dec. 
28, 2014-Jan 24, 2015). There has been an 
increase of respiratory diseases such as SARI (788 
cases reported in Jan. 2015).  Leishmaniasis, a 
vector - borne parasitic disease caused by 
leishmania parasites spread by bite from sand flies 
has also taken hold of Syrian refugees 174. The risk 
factors include malnutrition, poor housing, 
population displacement, and poverty. There have 
been endemic diseases in parts of Syria (mainly 
Aleppo) for decades; conflict and displacement in 
recent years has significantly increased the 
incidence of vector-borne disease, with 52,982 
confirmed cases in 2012. These diseases are 
subsequently spread to neighboring countries, 
including Lebanon, which had no previous cases of 
the certain diseases before 2008. In 2013, 1,033 
confirmed cases existed, of which 96.6% were 
Syrian. Data shows the infection was likely 
transported to Lebanon via refugees. 175 
Lebanon: Primary Health Care and hospitals over 
capacity, esp. in areas of high concentration of 
Syrian refugees. There is a high risk of disease 
outbreaks (i.e watery diarrhea, tuberculosis, 
vaccine preventable and vector borne diseases) 
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and there are poor living conditions in informal 
tented settlements. 
 
Jordan: As of November 2014, registered Syrian 
refugees are no longer entitled to access free 
health services at MoH facilities; they are charged 
same fees as non-insured Jordanians 
 
Iraq: Tuberculosis: Iraq reported 8,664 new cases 
of TB in 2012 and a prevalence of 73 cases per 
100,000 population. Infectious Hepatitis: of 2,957 
Iraqi refugees screened for Hepatitis B in San 
Diego, 0.7% diagnosed with chronic hepatitis B 
virus infection. EWARN report for Iraq: Report from 
79 refugee and IDP campsites, 27,986 refugees 
consulted Leading causes of morbidity in camps as 
of December 2015: Acute Respiratory Tract 
Infection (10,341 refugees), Acute Diarrhea (786), 
and Skin Diseases (652)= leading causes (Dec 7-
13 2015) 
 
HIV/AIDS: EMR migrants in Europe constitute 
35% of new HIV cases in EU. Women and children 
become more vulnerable to the risk of HIV in 
situations of conflict and displacement. Due to 
refugees’ concerns of securing basic necessities 
such as food, water, and shelter, women and girls 
are often forced to exchange sexual services for 
money, protection, or food.  
 
ARI (Respiratory diseases/Influenza): 
Physical and mental stress and deprivation due to 
lack of housing, food and clean water can increase 
refugee’s risk of acquiring ARI’s. Influenza can 
cause severe disease in known risk groups (i.e. 
pregnant women, children under 5, individuals with 
chronic conditions and elderly). In South Sudan, 
number of MSF patients treated for respiratory tract 
infections. in Malakal, South Sudan UNPC camp for 
displaced persons, has increased by 80% in the 
course of one month (June 2015 to July 2015).  
 
Polio: Re-emergence  in northern Syria and Iraq 
as refugee populations experience limited access 
to basic health services such as child immunization. 
In October 2013, WHO reported polio virus had 
been detected amongst children of Syrian refugees. 
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Polio virus is particularly active in crowded, 
unkempt living conditions; lack of clean water, poor 
sanitation services, food contaminated with feces, 
speed of transmission is amplified when children 
exposed; common with places of refuge both inside 
and outside of Syria.  

Non-communicable Diseases and 
Health Concerns 

Iraqi Refugees (health as of December 2014): 
chronic, non-infectious health conditions176 
Cancer: breast cancer most common cause of 
cancer morbidity among Iraqi refugee women 
screened outside of Iraq 
 
Hypertension: Blood pressure measured during 
visa medical exam and domestic med. 
examinations in US. In Jordan, 13,299 US bound 
screened Iraqis >=15 years old, 33% (4,382) had 
hypertension, additional 42% (5,565) refugees were 
pre-hypertensive. 10% of Iraqi refugees >=15 
arriving in US from 2008-20013 reported having 
history of hypertension 
 
Diabetes Mellitus: “Of the 18,990 Iraqi refugees 
screened in Jordan in IOM clinics from 2007 
through 2009, 514 (3%) were diagnosed with 
diabetes mellitus. Of these, 11% (58) had type I 
and 89% (456) had type II diabetes. Of those who 
were diagnosed with diabetes, 84% (343) had 
hypertension, 22% (113) had pre-hypertension, and 
2% (8) had hypertension and a history of angina or 
myocardial infarction (28).” (CDC). 
 
Obesity:  Of 11,898 refugees >=20 years old 
screened in IOM clinics in Jordan, 38% (4,495) 
were overweight (BMI 25.5-29.9 kg/m^2) and 34% 
(3,982( obese (BMI >= 30 kg/m^2). Of 5,734 Iraqi 
refugees 2-19 years old screened, 10% (572) 
underweight, 14% (820) overweight, 11% (632) 
obese. 
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Malaria (Vector-borne disease) 
According to IDSR (Integrated Disease 

Surveillance and Response) Report on Republic of 
South Sudan: Malaria remains a major cause of 
morbidity in both non-conflict affected states (40%) 
and IDP sites (46%). High incidence of Malaria in 
Somalia/ total of about 10.5 million Malaria cases 
found in region. Two WHO European Region's, 
Tajikistan and Turkey, currently at risk for 
reintroduction of malaria due to importation from 
Afghanistan and Syrian Arab Republic. 

Cardiovascular Diseases 
A major cause of illness and death in EMR, 31% 

deaths, and almost 26% of adult population of 
region estimated to be affected by hypertension as 
of 2007.  

Weather Conditions & Refugee 

Health 
Cold weather: Extreme temps can threaten 
refugee health; sleeping outdoors in camps or in 
cold shelters at temperatures below 16 degrees 
celsius puts refugees at risk for hypothermia, 
frostbite, and other poor health conditions. risks 
increase due to lack of proper clothing, food, and 
medical care. elderly, children, and individuals with 
health problems are particularly vulnerable. 
 
Hot weather: Extreme heat can cause illnesses 
and death among refugees. Exhaustion, heart 
attacks, and confusion are also caused by extreme 
heat, as well as worsening of pre-existing 
cardiovascular and respiratory conditions. 

III. History of Refugees in the 

Eastern Mediterranean Region 
Main war torn nations with high refugee 

populations from EMRO are Afghanistan, Iraq, 
Somalia, Sudan, Syria. Yemen is already producing 
thousands of refugees with its civil war and outside 
air strike interventions. Yemen is a country to be on 
the look-out for a potential rise in internally 
displaced and refugee population as the nation 
continues into its civil war.  
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Afghanistan: “The return to power of discredited 
warlords, the marginalization of other groups, and 
the concentration of power in the presidency have 
contributed to a government that does not 
represent the interests of large numbers of 
Afghans. Afghan women remain cut out of political 
decisions, and many suffer violations of basic 
human rights such as healthcare, food, housing, 
and security” (Brown).  
 
Iraq: “The escalation of armed conflict across the 
central governorates of Iraq, and the constantly 
changing security situation, have resulted in new 
and secondary movements of internally displaced 
people (IDPs) across central Iraq and the Kurdistan 
Region of Iraq (KR-I)” 177 . The Iraqi government 
does not provide basic security to its citizens, and it 
functions under a lack of political and economic 
conclusion.  
 
Somalia: Tens of thousands of displaced people 
remain in dire conditions in Mogadishu and are 
subjected to evictions, sexual violence, and clan-
based discrimination at the hands of government 
forces, allied militia, and private individuals 
including camp managers. Al-Shabaab continues 
terrorist attacks in urban areas.  
 
Sudan: Those who live in the territory of the rebel 
group Sudan People's Liberation Movement-North 
are in constant vulnerability to food emergencies 
according to the Famine Early Warning Systems 
Network. Rich in ethnic diversity, inter-ethnic issues 
are not addressed by the government resulting in 
continuation of ethno-regional conflicts. 
 
Syria: Opposition forces and incoming terrorist 
organization, Daesh, causing IDP and refugee 
population to increase 
 
Yemen: “Violations in the context of several 
different armed conflicts, legally sanctioned 
discrimination against women, child offenders 
facing the death penalty, child marriage, child 
                                                        
177  "Iraq." UNHCR News. 
http://www.unhcr.org/pages/49e486426.html  

soldiers, attacks against journalists, unlawful 
detention, human trafficking of migrants, and lack of 
accountability for the previous government’s human 
rights violations all persisted.”178 

Potent Conflicts & Displacement 

Waves  
     More than 55% of the world’s refugee 

population comes from Afghanistan, Iraq, Somalia, 
Sudan, and Syria with Syria being a major factor. 
The remainder of the countries are outside of 
EMRO
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Country Current Conflict 

Afghanistan Outsider occupation including USSR, America, 
and terrorist organizations (al-qaeda, taliban, 
forthcoming daesh) forming an internal conflict 
in the nation179 

Iraq Internal armed civil war conflict between daesh 
and Iraq 

Somalia “The African Union Mission in Somalia 
(AMISOM) and the Somalia National Army 
launched two military offensives in 2014 to 
push armed insurgents out of the major cities 
in south-central Somalia. The ongoing military 
operation has led to an increase in the number 
of new internally displaced people (IDPs).”180 

Sudan 21 year civil war resulted in South Sudan 
gaining independence from Sudan. The civil 
war in Sudan and south Sudan continues 
today resulting in high IDP and refugee 
population.181 

Syria Civil war between the Syrian government and 
its rebels including Daesh. The Syrian 
government is backed by Russia, Iran, and 
Hezbollah. The rebels are backed by the US, 
Turkey, and Gulf States. 

Yemen Civil war between the Yemeni government and 
its rebels, the Houthi’s. As of December 2015, 
there have been more than 168,000 refugees. 



Status of refugee crisis  
Afghanistan: Refugee population at a steady 2.6 
million. Afghan refugees are fleeing to Pakistan and 
Iran. Second largest source country for refugees. 
Afghan refugees in Pakistan are currently being 
pushed out and back into war-torn Afghanistan 
 
Iraq: currently UNHCR CCCM Shelters provide the 
most IDP housing, Camp Hurriya in Iraq for the 
IDP’s. 
 
Somalia: Third largest source country of refugees, 
1.1 million refugees, Kenya, Yemen, and Ethiopia 
immediate host countries for refugees. 892,960 
internally displaced persons as of 2015 according 
to UNHCR planning figures. 
 
South Sudan: “Competition over scarce resources 
has in some places caused tensions and fighting 
between refugees and host communities”. Fourth 
largest source country of refugees. More than 
744,100 refugees in 2015. Fled to Ethiopia, Sudan, 
and Uganda. 
 
Sudan: Fifth largest source country of refugees. 
More than 640,900 refugees in 2015. “About 
400,000 new internally displaced people (IDPs) 
were registered between January and August 2014 
in the country. According to UN figures, 6.9 million 
people are in need of humanitarian assistance in 
Sudan. Latest estimates suggest that by the end of 
2015, there could be up to 460,000 refugees and 
asylum-seekers in the country” (UNHCR)  
 
Syria: The most recent refugee crisis. Largest 
source country of refugees with a refugee 
population of 4.2 million by mid-2015. Starting in 
mid-2014, Syria replaced Afghanistan as being the 
main source country worldwide, a rank Afghanistan 
had held for 3 decades. Syrians are fleeing to 
Turkey, Lebanon, Jordan, Iraq, and Egypt in the 
immediate region. Outside of immediate region: 
Germany hosts more than 66,000 Syrian 
refugees.182 

                                                        
182  "Syrian Arab Republic." UNHCR News. Accessed 
February 07, 2016. 
http://www.unhcr.org/pages/49e486a76.html  

Yemen: Yemeni refugees seeking safety in 
Djibouti refugee camps. “Since 2011, Yemen's 
transitional Government has been challenged by 
political instability and insecurity that have further 
weakened the country's social and economic 
situation. Internal conflicts - including tribal clashes, 
attacks and separatist movements - continue to 
create new displacement.” (UNHCR)  
 
Case study-Al Za’atari Refugee Camp in 
Jordan: (Adapted from the 2014 UNICEF and 
REACH Health Assessment and 2012 IMC and 
UNICEF Mental Health and Psychosocial Support 
Assessment). 183  184  The Al Za’atari (Za’atari) 
Refugee Camp in Jordan opened in July 2012. 
Za’atari is divided into 12 districts and houses over 
104,400 refugees mainly from the Dar’a region of 
Syria. The camp is mainly run by UNHCR in 
collaboration with the Jordanian government. 
Za’atari is also run in close collaborations with 
several other non-governmental organizations such 
as UNICEF and UNFPA. UNICEF focuses on 
pediatric health and UNFPA focuses on sexual and 
reproductive health (UNICEF and REACH Health 
Assessment Report 2014). Across all 12 districts, 
over 50% of women were not vaccinated for the 
tetanus toxoid. Over a third of women who were 
unvaccinated believed that they had already been 
vaccinated and 18% of women respondents did not 
know that such a vaccine existed. Out of a survey 
of 91 in the Za’atari Camp, refugees suffer from 
boredom, worry, aggressiveness due to camp 
conditions, and psychological distress and crying. 
Refugees in Syria worry about their family back in 
Syria, being left in the dark about the current 
situation in Syria, and inadequate health services 
for their infants and children. Psychological distress 
and crying is due to dealing with hassles like basic 
health issues and condition of the camp and having 
to take care of the family. Aggressiveness stems 
from the difficult living conditions of the camp. For 
women, providing hygiene products like sanitary 
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napkins can be utilized to lessen the psychological 
distress and worry as well as continue to inform 
and reach out to women about the tetanus toxoid 
vaccine.  

IV. Actors & Stakeholders 

UNHCR: Provides support for host countries 
governments and host communities that are 
providing assistance and support services for 
Syrian and Iraqi refugees in the EMR. Provides 
cash assistance for most vulnerable people of 
concern. Provide CRI’s including medical supplies 
to health facilities in areas of conflict 
 
UNICEF: UNICEF continues to support polio 
immunization to ensure Middle East remains polio 
free, responded to disease outbreaks, including 
cholera in Iraq and hepatitis A in Jordan. In 2015, 
UNICEF provided over 300,000 children in 
vulnerable families and areas with with cash and 
seasonal clothes and materials to meet basic 
needs. 
 
WHO: Facilitates delivery of medicines and medical 
supplies to hospitals and health facilities, such as in 
Gaza both during and after conflict in 2014. In Iraq, 
as of May 2015, 3.5 million people, including IDP’s, 
have been provided direct access to essential 
medicines and equipment, more than 5 million 
children have been vaccinated against Polio. In 
Yemen, provided medicine, sanitation kits, safe 
water, and other health equipment to health 
facilities for communities and internally displaced 
peoples. Provides health assessments and 
surveillance of health concerns across the region. 
 
UNAIDS: UNAIDS work has increased access to 
ART in the EMR, where almost 95% of refugees in 
region can now get access to ART at a level similar 
to the surrounding population. “The over half a 
million Somali refugees in the Dadaab camps in 
Kenya now benefit from comprehensive 
reproductive health and HIV services. These 
include ART, condoms, emergency obstetric 
interventions and programmes to eliminate new 
HIV infections among children. This is part of a 
multi-partner strategy covering refugees and mobile 
populations across the Horn of Africa.” 

UNWRA: Working for over 60 years providing 
health services and monitoring health status of 
increasing population of Palestinian Refugees in 
Jordan, Lebanon, Syria, West Bank, and Gaza 
Strip. Network of 138 primary health care clinics 
serviced by about 3000 health care workers and 
doctors who provide services free of charge as of 
2010. 
 

Non-governmental organizations & 

Private Foundations 
Eastern Mediterranean Public Health Network 
(EMPHNET): An independent organization which 
works closely with ministries of health, such as 
Jordan’s Ministry of Health, to strengthen the health 
systems of EMR refugee host country's health 
systems in order to adequately meet the needs and 
provide for refugee populations. Activities for 
supporting refugee health includes training health 
workers in providing health services during 
emergencies, assessing the health needs of 
displaced peoples, and supporting the region's 
Ministry of Health (MoH) in public health initiatives, 
such as immunization and health education 
campaigns. For example, EMPHNET collaborates 
with Jordan’s MoH, UNHCR, and other NGO’s to 
conduct mental health assessment of Syrian 
refugees in Jordan and a post-polio campaign 
evaluation in Za’atari and Azraq refugee camps, as 
well as holding training workshops for health 
workers serving refugees in Iraq and Jordan.185 
 
International Medical Corps, a global 
humanitarian nonprofit organization, provides 
primary health care in form of static health clinics 
established by national authorities, manages health 
centers in refugee camps, and operates mobile 
medical units to reach refugees and IDPs who do 
not have access to local health care. The IMC also 
provides mental health and psychosocial support 
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by addressing the mental health needs of children 
exposed to armed conflict.186 
 
The Global Fund is an international financing 
institution which provides funding for health and 
wellbeing services and organizations in regions 
hosting EMR refugees. The GFC provided APC 
(Asylum Protection Center in Serbia for refugees) 
with emergency grant to help provide immediate 
humanitarian aid in 2015.187 
 
IOM (International Organization for Migration) 
is an IGO that works closely with UNHCR and the 
WHO. IOM monitors migrant and refugee health, 
facilitates networks between refugee health 
facilities, establishes static health facilities in 
conflict regions, and provides information sessions 
to increase awareness and knowledge of various 
health risks while presenting preventative steps to 
avoid diseases in EMR, such as in the case where 
the IOM provided an information session on 
maternal child health in Iraq.188 
MSF (Medecins Sans Frontier),  a humanitarian 
non-governmental organization, provides primary 
health care, including treatment for acute and 
chronic diseases in regions of conflict within the 
EMR. MSF provides medical attention, medicine, 
and health care to conflict areas in EMR, such as in 
refugee communities in Lebanon. The MSF also 
explains to refugees and IDPs how to reduce 
spread of certain infections189 

Host government 
More than 800,000 asylum seekers and 

migrants have reached Europe by sea in 2015, 
most of whom are traveling to northern and western 
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EU countries. EU member governments, taking 
proposals from European Commision (EU’s 
executive body), are either already taking or are 
planning to take steps to address different aspects 
of refugee crisis. Most health work in the EU is 
done by humanitarian and private organizations.190 
Pakistan hosts a number of refugees, with some 
1.6 million registered refugees living within its 
borders, of which more than 1.5 million registered  
are Afghan refugees 191 . The Government of 
Pakistan, with help of UNHCR, has issued new 
refugee cards to registered Afghan refugees, 
allowing them to legally remain in Pakistan while 
being protected from risks such as extortion and 
arbitrary arrest. UNHCR and other humanitarian 
actors lead efforts to help refugees with 
assimilation and basic health needs. 

Turkey hosts millions of Syrian and Iraqi 
refugees. Iraqi, Iranian and Afghan asylum seekers 
are increasing within Turkey, with an estimated 
81,000 Iraqi refugees in 2014, expected to increase 
to more than 100,000. UNHCR works closely with 
government of Turkey to provide protective 
measures for refugees, as well as public services, 
health services, and assistance to people of 
concern192. 

Lebanon hosts more than 1.3 million refugees 
hosted in the region193. Refugees have access to 
most basic services through public institutions.  

Jordan provides asylum for a large number of 
refugees, including from Syria and Iraq. Refugees 
have access to services such as health and 
education in host communities 

Syrian refugee camps Azraq and Za’atari  are 
built on land provided by Jordanian authorities, 
ensuring the security of said refugees. Jordan 
continues to welcome refugees despite the strain 
on its national systems and infrastructure. The 
Government of Jordan recently proposed  the 
National Resilience Plan for 2014-2016; presenting 
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“proposed priority responses to mitigate the impact 
of the Syria crisis on Jordan and Jordanian host-
communities”194. 

The government of Canada plans to welcome 
25,000 Syrian refugees in the coming year. The 
current initiative is to allow Syrian refugees to 
resettle in the country, and includes privately 
sponsored refugees and government-assisted 
refugees 195 . Primary health care is provided to 
refugees once they enter Canada, such as by 
services like Crossroads or the Immigrant Health 
Clinic of Ottawa196.  

Yemen, which is also experiencing growing 
conflict within its own borders, continues to host 
about 246,000 refugees, 95% of which are 
Somalian. Syrians also find refuge in Yemen, 
although many of the Syrian refugees remain 
unregistered (only about 2,000 registered with 
UNHCR in 2014). Yemen continues to provide 
services to all refugees, including those who remain 
unregistered. Yemen provides land and security for 
Kharaz refugee camp, as well as access for 
refugees to public health system and education in 
urban areas. 

The Government of Kenya grants refugee status 
on prima facie basis to South Sudanese peoples 
fleeing violence in their country. The prima facie 
serves to ensure “admission to safety, protection 
from refoulement and basic humanitarian treatment 
to those patently in need of it”197. The government 
and host communities support refugees and asylum 
seekers by providing asylum space for the growing 
population of concern, as well as providing access 
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to basic services such as health care, education, 
markets, and livelihood opportunities198. 

The Islamic Republic of Iran also hosts one of 
world's largest refugee populations, most of which 
are Afghan and Iraqi. Previous sanctions in the 
nation have caused difficulty with supporting 
refugees, negatively impacting UNHCR’s ability to 
provide humanitarian assistance effectively. The 
Government of Iran is the primary contributor to 
country’s refugee programs through its ministries, 
while humanitarian organizations and semi-
governmental organizations provide additional 
support199. 

Local Host Communities 
Lebanon’s attitude towards Syrian refugees: 

negative attitudes; the host communities blame the 
refugees for any sort of economic decline200.  

Iran’s attitude towards Afghan refugees 
according to HRW: “most undocumented Afghan 
refugee children living in urban areas inside Iran 
are denied access to education...government 
statements have repeatedly associated 
unemployment, crime and drug problems in Iran 
with Afghan refugees in the country. Most Afghans 
do not have work permits and often feel obliged to 
work illegally in order to subsist.”201 

Kenya’s attitude towards Somali refugees: 
Widespread Kenyan police abuse towards Somali 
refugees “Kenya currently unlawfully confines 
refugees to camps, denying them their freedom of 
movement and choice of residence, in 
contravention of the 1951 Refugee Convention, 
although thousands have also registered in 
Nairobi.”202 

                                                        
198  "Kenya." UNHCR News. Accessed February 07, 2016. 
http://www.unhcr.org/pages/49e483a16.html  
199  "Islamic Republic of Iran." UNHCR News. Accessed 
February 07, 2016. 
http://www.unhcr.org/pages/49e486f96.html  
200  "Syrian Refugees in Lebanon Fuel Tensions - BBC News." 
BBC News. Accessed February 07, 2016. 
http://www.bbc.com/news/world-middle-east-22029136  
201  "VII. REFUGEE PROTECTION AND ASSISTANCE IN 
IRAN." Closed Door Policy:. Accessed February 07, 2016. 
https://www.hrw.org/reports/2002/pakistan/pakistan0202-
05.htm  
202  "Welcome to Kenya" | Human Rights Watch." Human 
Rights Watch. June 17, 2010. Accessed February 07, 2016. 
https://www.hrw.org/report/2010/06/17/welcome-kenya/police-
abuse-somali-refugees  



 MasonWHO | 40 

Refugee Community 
In Jordan, the Za’atari Refugee Camp is one of 

the main refugee hosting arrangements under the 
administration of the Jordanian government and 
UNHCR (see case study in section 3).  In Turkey, 
the most occupied refugee camps mostly reside in 
the Hatay Province in Turkey. These include the 
Reyhanli camp, Raylanli District, the Yayladagi 
Camp, Yayladagi District,  Boynuyogun Camp 
Merkez District, and the Apaydin Camp Merkez 
District203. 

Yemen refugee camps include the Kharaz 
Refugee Camp, which  hosts Somali refugees. IDP 
Camps include the Mazraq I and III- Hosting 
Yemenis displaced by conflict in neighbouring 
Saada Governorate.  

In Kenya, the Dadaab Refugee community, 
according to the UNHCR report, hosts thousands of 
registered Somali refugee. At current, 330,509 
Somali refugees reside in Kenya, with the 
Hagadera Refugee Camp hosting 102,659 
refugees, the Ifo Ref. Camp hosting 76,241 
refugees, the Ifo 2 hosting 48,959 refugees, and 
the Dagahaley hosting 83,083 refugees.  

V. Strategies to Address Refugee Flows 
Canada has established a health care plan for 

incoming Syrian refugees, ensuring that both 
registered and unregistered refugees have access 
to basic health needs. The health care plan 
includes resettled refugees, privately sponsored 
refugees, children, pregnant women, refugee 
claimants (awaiting refugee claim from IRB), and 
unregistered/rejected refugee claimants. All plans 
allow for basic health coverage, including 
necessary prescription medications and primary 
health care services204. 

In Pakistan, the Chamkani Project is a Basic 
Health Unit established in north-west Pakistan 
under Refugee Affected and Hosting Area Program 
(RAHA). The system allows Afghan refugees (as 
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well as Native Pakistanis) to get antenatal (before 
childbirth) and postnatal (after birth) services, such 
as ultrasound scans, in nearby clinics rather than 
making long and expensive trips to the district 
capital to access hospitals for such services. 
UNHCR established seven BHU’s outside 
Peshawar, Pakistan through construction of labor 
rooms, recovery rooms, and waiting areas, as well 
as renovation of health care buildings205. 

The International Medical Corps operates a 
health post in Kambioos, Kenya, home to about 
13,000 Somali refugees, providing primary and 
reproductive healthcare services, including routine 
immunization, integrated management of childhood 
illnesses, family planning, and nutrition services. 
The staff are also trained on gender-based violence 
and refers identified victims for care in Hagadera 
Camp in Kenya206. 

The Islamic Republic of Iran has also developed 
a refugee health care plan for the almost one 
million Iraqi and Afghan refugees residing in its 
borders. Known as the Salamat Health Insurance 
program, the Government of IR Iran provides 
refugees with a national healthcare safety net. This 
ensures that refugees have access to 
hospitalization and health services similar to Iranian 
nationals. This program benefits millions of 
refugees, and addresses the struggles of refugees 
having to pay high costs for basic health 
services207.  

In Jordan, currently, 4 out of 5 health care 
seeking Iraqi refugees receive care from a UNHCR 
funded program. The UNHCR plans to understand 
the health needs of Iraqi refugees via a surveillance 
and monitoring system designed to report all 
medical diagnoses and rates of health care 
utilization, as well as health data from large group 
of refugees, surveillance of disease and provision 
of appropriate medical treatments. The information 
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and data is then used to improve health status of 
Iraqi refugee population208 

Member states of the EU, including Bulgaria, 
Cyprus, Greece, Italy, Malta, Portugal and Spain, 
have  created a toolkit for assessing the capacity of 
their health systems to manage large influxes of 
migrants. The toolkit, according to the WHO, “is 
used assess the capacity of health systems for 
crisis management and was adapted to the 
complex, resource-intensive, politically sensitive 
context of sudden large migration flows”. This 
mission will eventually be used to identify any 
shortcomings or requirements in health provisions 
in the member states for refugees, with a final aim 
to improve the overall health profile of the countries 
in response to the recent influx of migration by 
vulnerable groups209 

Successes 
An example of a successful plan is the UNHCR 

Case Study- Kakuma Refugee Camp, Kenya. 
“Case Study - Response to anaemia in Kakuma, 
Kenya Anaemia in Kakuma refugee camp in Kenya 
has been regularly measured since 2003 showing 
unacceptable levels in children under 5 years old. 
In 2008 the anaemia strategy was activated to 
ensure improved coordination between nutrition 
and reproductive health programmers, as well as to 
reinforce diagnosis and treatment of anaemia and 
acute malnutrition. Concerted efforts were made in 
malaria prevention and control, improvement in 
infant and young child feeding and care practices, 
the use of specialized nutrition products and 
improved detection and treatment of malnutrition, 
improved vaccination programmes and WASH 
interventions. The most impressive reductions have 
been observed in the more clinically meaningful 
moderate and severe anaemia levels which have 
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reduced by virtually 70% with almost 
inconsequential levels of severe anaemia”210 

Shortcomings 
The Kenyan government does little to aid health 

care in Somali refugees. Lebanon does little to aid 
health care in Syrian refugees, as the health 
system in Lebanon is “highly privatized and 
expensive, leaving many refugees reliant on care 
subsidized by the UN Refugee Agency, UNHCR. 
However, due to a shortage of funds it has been 
forced to introduce a restrictive set of eligibility 
criteria for people in need of hospital treatment.”211 

Most middle eastern and African refugees seek 
asylum in Europe. However, little effort has been 
made to understand health implications of 
migration. More policies are required to reduce the 
inequalities in the refugee health care system in EU 
in order to improve health status of refugees.  

In Canada, where as many as 25,000 Syrian 
refugees are expected to enter in 2016: health 
provisions for refugees lack centralization; doctors 
across Canada have to organize themselves, no 
central coordinating office to organize and manage 
refugees to health care providers; health care 
providers connected to doctors through service 
provider organizations funded by Immigration, 
Refugees, and Citizenship Canada, their private 
sponsors, or refugee clinics.  

VI. Conclusion 
EMRO continues to work closely with partner 

organizations in order to ensure the health of 
refugees is continuously monitored and different 
health programs in such settings are implemented. 
Moving forward, EMRO and its collaborators should 
focus more on administering the proper 
vaccinations and medications specifically polio and 
measles to prevent spread of the disease in these 
close quarters. Mental health evaluations should 
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also be implemented. Moreover, the WHO will 
make a greater effort to run further mental health 
assessments in refugee camps across host 
countries  

VII. Additional Resources 
a. Meeting on establishing an outbreak alert 
and response network in the Eastern 
Mediterranean Region 
b. Iraqi Refugee Health Profile, U.S. 
Department of Health and Human Services 
c. Consequences of Ongoing Civil Conflict in 
Somalia: Evidence for Public Health Responses 
d. Syria’s Children: A lost generation? (Crisis 
Report) 
e. Tuberculosis control in the Eastern 
Mediterranean Region 
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 WHO SOUTH-EAST ASIA  
AND WESTERN PACIFIC REGION 
Contributing Authors: Emma Copeland & Asha Athman 

Executive Summary:  
The South-East Asia and Western Pacific Regions collectively contain 48 member states. 
Potent refugee crises that continue to impact the regions include the Bhutanese, Burmese, and 
Sri Lankan refugee crises. States in both regions contribute both financial and 
physical/structural assistance to manage refugee flows. The health of refugees is supported by 
host governments, UNHCR guidance, and the coordination of non-governmental and 
community based organizations. Refugees in camp-based and urban settings face different 
challenges, including legal status and access to social services like health and shelter. 
Addressing these discriminatory policies and disparities in health access is of the utmost 
importance for ensuring the equitable protection and health security for refugees in the region. 



WHO South-East Asia & Western Pacific Region  
Asha Athman & Emma Copeland 

 

I. Introduction to the South-East Asia & 
Western Pacific Regional Committee  

The World Health Organization’s Regional 
Committee in South-East Asia (SEARO) represents 
a quarter of the world’s population.212 The countries 
represented include: Bangladesh, Bhutan, 
Democratic People’s Republic of Korea, India, 
Indonesia, Maldives, Myanmar, Nepal, Sri Lanka, 
Thailand, and Timor-Leste.213 Established in 1948, 
South-East Asia was the first of the six major 
regions within the World Health Organization’s 
network. The committee is made up of 
representatives from each country, as well as 
“associate members” from the region, including 
territories that may not be globally recognized, or 
non-governmental organizations with stake in the 
health disparity in the region.214 SEARO works in a 
close partnership with the United Nations (UN) on a 
variety of topics from general health advocacy to 
fundraising for particular initiatives.215  

The rules of procedure at SEARO follow general 
protocol of other regional committees, in that the 
South-East Asian regional committee is made up of 
representatives from each individual member state 
in SEARO. When the South-East Asian regional 
committee meets over an issue that is salient for 
other regional committees, there may be a 
convening with said regional committee wherein the 
invited committee can participate without a vote. All 
regional committee hearings must be held in public 
and made accessible to the public unless expressly 
stated by the committee before the meeting. Each 
representative present at the time of the hearing is 
entitled to a single vote on the matter. Decisions on 
matters brought up in regional committee meetings 
will be decided on a majority vote by the 
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214 
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215 
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representatives present. In the event of a tie vote, 
the resolution at hand will not  be adopted.216  

The WHO’s Regional Committee in the Western 
Pacific region (WPRO) is home to nearly 2 billion 
people, also more than a quarter of the world’s 
population.217 There are thirty-seven member states 
in WPRO, including some of the world’s most 
developed economies alongside other countries 
struggling to develop and get accessible resources 
to their citizens. The member states include:218 

American Samoa 
Australia 
Brunei Darussalam 
Cambodia 
China 
Cook Islands 
Fiji 
French Polynesia 
(France) 
Guam (USA) 
Hong Kong (China) 
Japan 
Kiribati 
Lao People's 
Democratic Republic 
Macao (China) 
Malaysia 
Marshall Islands 
Federated States of 
Micronesia 
Mongolia 
Nauru  

New Caledonia 
(France) 
New Zealand 
Niue 
Commonwealth of the 
Northern Mariana 
Islands 
Palau 
Papua New Guinea 
Philippines 
Pitcairn Islands (UK) 
Republic of Korea 
Samoa 
Singapore 
Solomon Islands 
Tokelau (New Zealand) 
Tonga 
Tuvalu 
Vanuatu 
Viet Nam 
Wallis and Futuna 

 
During the first World Health Assembly in 1948, 

the Western Pacific region was defined and China, 
and subsequently the Philippines, offered to host 
the headquarters for the regional office.219 WPRO’s 
first session was not held until May 18, 1951 in 
Geneva, where representatives from Australia, 
Cambodia, Japan, Korea, Laos, Philippines, New 
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Zealand, Vietnam, France, Netherlands, Portugal, 
and the United Kingdom attended. At this session, 
the regional committee chose Manila as the home 
for WPRO’s headquarters, and the Philippines have 
been home to the operation of the regional office 
ever since. 

 WPRO as well as SEARO work in close 
conjunction with the UN, specifically with the United 
Nations High Commission on Refugees (UNHCR), 
due to the 7.7 million people of concern in those 
regions. 220  As well as working for multinational 
super powers like the United Nations, the Western 
Pacific regional committee for the World Health 
Organization convenes at a regular session at least 
once per year, barring extenuating circumstances 
that would require more or fewer meetings. The 
WPRO committee follows typical WHO rules and 
procedures with no proper veto power allotted to 
the representatives.221 

II. Topical History  
Due to its sheer size as well as the 

socioeconomic demographic data regarding the 
area, SEARO has faced many challenges in 
eradicating communicable and noncommunicable 
disease since its inception. The proximity of each 
country brings about new obstacles and issues - 
cultures, languages, and ideas change drastically in 
a matter of kilometers. This results in a difference in 
development, technological advancement, and 
healthcare access for people in each of these 
countries, providing a real challenge to regional 
agencies like SEARO to create holistic and 
comprehensive policies that address each issue in 
the region. 222  Additional coalitions amongst the 
governing bodies in each country provides better 
insight to the kind of hierarchy of needs for each 
community, but individual biases and desires tend 
to overwhelm collaborative spaces and 
conversations, leading to a heavy burden being 
placed on overarching regional committees and 
agencies.  

                                                        
220 http://www.unhcr.org/pages/4a02d8ec6.html  
221 
http://www.wpro.who.int/about/regional_committee/Rules
ofProcedureRCM63Sep2012EN.pdf?ua=1  
222 
http://csis.org/files/publication/090623_deBorchgrave_C
onflict_Web.pdf  

Social, Political, and Economic 
Regional Dynamics 

Understanding the context for refugee 
management and health in Southeast Asia and the 
Western Pacific requires a look at the social, 
economic, and political dynamics existing in the 
region. The countries and societies that make up 
South-East Asia and the Western Pacific  boast 
significant social diversity. The religious landscape 
in the 48 states is predominantly contributed to by 
Buddhism (i.e. Bhutan, Cambodia, Thailand, Laos), 
Christianity (i.e. Fiji, Philippines Australia), 
Hinduism (i.e. India), Islam (i.e. Bangladesh, 
Indonesia, Malaysia), and other faiths. 223  Ethnic 
diversity is found both between and within these 
nations. Countries such as Myanmar have multi-
ethnic and religious populaces. This Southeast 
Asian country is home to Burmans and over one 
hundred minor domestic ethnic groups led by the 
Shan, Karen, Rakhine, Indian, and Chinese 
minorities.224225 Myanmar also hosts a number of 
religions, most significantly Buddhism, Christianity, 
and Islam.226 Languages in the region range from 
Chinese, Japanese, Korean, Hindi, English, Thai, 
Filipino, Vietnamese, Indonesian and Malay.    

Economic development in the Asia-Pacific has 
rapidly progress in the last half-century and 
particularly since the turn of the century. Despite 
seen and projected dips in economic growth, the 
region maintains its status as the greatest driver in 
the global economy; and is home to a number of 
the world’s leading and emerging economies, such 
as China, India, Japan, and Indonesia. 227  The 
pursuit of regional economic integration has been 
underway since the 1980s, led by the Southeast 
Asian states. Trade agreements like the ASEAN+3 
and ASEAN+6, which broadened trade agreements 
between the ASEAN member states and China, 
India, Australia, New Zealand, Japan, and Korea, 
                                                        
223 https://www.cia.gov/library/publications/the-world-
factbook/fields/2122.html  
224  http://www.cfr.org/human-rights/understanding-
myanmar/p14385 
225 https://www.cia.gov/library/publications/the-world-
factbook/geos/bm.html  
226 Ibid.  
227 
http://www.imf.org/external/pubs/ft/reo/2015/apd/eng/pdf/
areo0415c1.pdf, 1-3, 19.  
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are representative of these efforts.228 Disparities in 
development capacity exist in the region, where 
states like Myanmar, Laos, and Cambodia face 
unique development challenges and barriers 
relative to their economically advanced partners 
(i.e. Japan, South Korea, China).229   

Political dynamics in Southeast Asia and the 
Western Pacific are equally as complex and 
diverse. States in the region fall into a variety of 
regime types, including: republics, parliamentary 
democracies, single-party regimes, and 
monarchies. 230  231  232  233  Regional 
intergovernmental organizations exist on the basis 
of mutual security and development for member 
states. The Association for Southeast Asian 
Nations (ASEAN) consists of ten Southeast Asian 
states aimed at promoting global economic 
integration, regional security, political development, 
and social and cultural promotion and study.234 The 
Economic and Social Commission for Asia and the 
Pacific (ESCAP) is the UN development organ 
responsible for states in Asia and the Pacific, and 
works on behalf of four billion global citizens. 
Representing the largest UN development regional 
commission, ESCAP works in sustainable 
development, disaster preparedness, information 
and communications technology, transportation, 
and social and environmental development 
initiatives.235 The member states in the SEARO and 
WPRO are party to the World Health Organization, 
and provide delegates to the World Health 
Assembly (the decision making body of the WHO). 
The United Nations High Commission for Refugees 
(UNHCR) is the UN organ responsible for the legal 
and social protection of refugees. The 1951 

                                                        
228http://www.keepeek.com/Digital-Asset-
Management/oecd/development/economic-outlook-for-
southeast-asia-china-and-india-2016_saeo-2016-
en#page24, 23.  
229 Ibid., 24.  
230 https://www.cia.gov/library/publications/the-world-
factbook/geos/nz.html 
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233 https://www.cia.gov/library/publications/the-world-
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Refugee Convention (and the 1967 Protocol) 
designates the status of refugee and the 
responsibilities of party-states to displaced 
individuals. 236  Of the states in the SEARO and 
WRPO: Bangladesh, Bhutan, Brunei, Myanmar, 
India, Indonesia, Democratic Republic of Korea, 
Laos, Malaysia, the Maldives, the Marshall Islands, 
Micronesia, Mongolia, Nepal, Palau, Singapore, Sri 
Lanka, Thailand, Vanuatu, and Vietnam, amongst 
others, are all non-signatories to the Refugee 
Convention and Protocol. 237  238  Recognizing the 
social, economic, and political dynamics impacting 
the greater Asia-Pacific region creates context for 
how refugee management and health has 
developed.  

Potent Conflicts & Displacement Waves 
Political Conflict Myanmar (Burma): Myanmar 
has been mired in ethnic conflict since the country’s 
independence from Great Britain in 1948. In the 
late 1970s and early 1980s, targeted federal 
violence and discrimination encouraged ethnic 
minorities (i.e. Rohingyas, Shan, Lahu, Akhu, 
Karen) to flee across Burma’s borders into 
neighboring states, including Bangladesh and 
Thailand. 239  Following military crackdown on the 
“8888” uprisings (political and economic protests by 
students and activists in 1998), a major flight of 
urban ethnic Burmans emigrated and joined their 
compatriots abroad in opposition to the regime.240 
In the 21st century, low to mid intensity conflict 
continues in Myanmar, and government 
perpetrated violence has furthered emigration 
across the Burmese-Thai and Chinese borders.241 
In 2008, Cyclone Nargis inflicted massive damage 
in Myanmar, killing and displacing thousands of 
citizens.242  
                                                        
236 http://www.unhcr.org/3b66c2aa10.html, 2-3.  
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238http://www.aph.gov.au/About_Parliament/Parliamenta
ry_Departments/Parliamentary_Library/pubs/rp/rp0001/0
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239 http://journals.sub.uni-
hamburg.de/giga/files/journals/4/articles/52/public/52-52-
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240 Ibid., 50-51.  
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Bhutan: The flight of Lhotshampa Bhutanese to 
India and Nepal in the 1990s was rooted in intra-
ethnic conflict in the nation between ethnic 
Bhutanese and the Nepalese Lhotshampa 
population in southern Bhutan. 243  Nepalese 
peoples migrated to Bhutan in the 1600s on the 
basis of economic opportunity, and were granted 
legal citizenship post-independence in Bhutan’s 
1958 constitution.244 The following decades were 
marked by increasingly discriminatory policies 
towards the Lhotshampa in Bhutan, including 
stricter citizenship laws, new land and settlement 
laws, and cultural homogenization.245 The flight of 
Lhotshampas was proximately triggered by 
interethnic violence and discriminatory arrests, 
detentions, and deportations surrounding anti-
government political protests in the late 1980s and 
early 1990s. 246  Bhutanese refugee flows were 
initially towards the Western Assam state in India, 
but were redirected to Nepal due to India’s 
abdication of responsibility for the refugees.247    
  
Sri Lanka: Ethnic conflict has plagued Sri Lanka 
since its independence from Britain in 1948. 248 
Discrimination and violence against the Tamil 
Muslim minority in Sri Lanka by the majority 
Sinhalese political authority is at the heart of 
communal violence in the country.249 The conflict 
namely features a parity between Sri Lanka’s 
Sinhalese government and the Tamil pro-
secessionist militant group known popularly as the 
“Tamil Tigers” (LTTE).250 From the 1950s to 1970s, 
insecurity in the state saw the flight of middle and 
upper class Tamils to Western nations and India.251 
Sinhalese violence against Tamil insurgency and 

                                                        
243 Ikram, Zubia. 2005. “Bhutanese Refugees in Nepal: 
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public in 1983 caused mass displacement of all 
ethnic communities in northern and eastern Sri 
Lanka. 252  This prompted regional Tamil, Tamil-
speaking Muslim, and Sinhalese communities 
residing to migrate to the Tamil Nadu state in 
India.253 The Sri Lankan refugee population in India 
is estimated to be upwards of 200,000 
individuals.254 
 

Country Refugees Originating 
from: 

Burma/Myanmar255 458,381 (2015) 

Bhutan256 21,392 (2015) 

Sri Lanka257 122,533 (2015) 

 

Causes of Displacement: Climate 
Challenges 

The Asia-Pacific region is at the epicenter of 
climate change adaptation and frequent natural 
disaster.  Higher recurring and intense heat waves, 
cyclones, dry spells, tornadoes, rainfall, 
avalanches, thunderstorms, and dust storms are 
documented in the region. 258   Severe natural 
disasters affect the region on an annual basis; 
some causing the greatest damage include: 2007 
Cyclone Sidr in Bangladesh, 2008 Cyclone Nargis 
in Myanmar, 2010/11 Japanese earthquake and 
tsunami, and 2013 Typhoon Haiyan in the 
Philippines. 259 260 261  These intensifying cyclical 
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climate events create humanitarian emergencies 
characterized by high mortality, morbidity, and 
displacement.  The sensitivity of states to climatic 
disasters relates to their geographical location, 
capacity level, and emergency response 
coordination. Relative to their developing 
counterparts, developed nations in the Asia-Pacific 
have a greater capacity to create environmental 
policies, and prevent and mitigate the impacts of 
natural disasters.262 The ability to invest in climate 
preparedness and environmental policies does not 
automatically translate into action, political and 
economic institutions’ dedication to investing 
resources in long-term development needs must be 
attained.263   

Supporting States 
Refugee assistance in Southeast Asia and the 

Western Pacific is intimately linked with ethnic 
conflict in Myanmar/Burma and Bhutan. 
Bangladesh, Myanmar’s western neighbor, absorbs 
flows of predominantly Muslim Rohingya refugees 
fleeing systematic sociopolitical discrimination and 
violent persecution in the Burmese state of 
Rakhine.264 Rohingya flight across the Bangladesh-
Myanmar border has grown exponentially since 
2013. 265  Refugee security remains precarious in 
Bangladesh, where poor living conditions prompted 
many Burmese refugees and Bengali nationals to 
brave dangerous boat journeys to Malaysia and 
Thailand in search of refuge and socioeconomic 
opportunities.266 267 Burmese refugees have fled in 
mass to Thailand, Burma’s eastern neighbor, 
periodically since the 1980s.268 Shan, Kachin, and 
Karen ethnic groups represent a majority of the 
Burmese refugee population in Thailand. 269 
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Refugee management in Thailand is a closed-camp 
scheme with nine refugee camps along the Thai-
Burmese border. 270  Malaysia also supports a 
significant Burmese refugee population, 
predominantly Mol, Chin, Rohingya and Karen 
ethnic groups.271 In Malaysia, refugees are urban-
based and the country is supporting upwards 
90,000 Burmese. 272  Nepal is the core nation 
managing the Bhutanese refugee crisis.273 Similarly 
to the Burmese refugee situation in Thailand, in the 
1990s Bhutanese refugees were transplanted into 
seven refugee camps in Southeastern Nepal. 274 
Resettlement of Bhutanese refugees to the US, 
Australia, Canada, and other states since 2006 has 
depreciated the refugee population, leading to the 
consolidation of refugee settlements into two 
camps. 275  India has also absorbed a significant 
number of Sri Lankan refugees into the Tamil Nadu 
state.276  In addition to refugee flow management 
and resettlement, nations in the Asia-Pacific region 
also economically support refugee settlement 
initiatives; Japan, Australia, Republic of Korea, and 
New Zealand are the leading financial government 
donors to UNHCR in the region.277  

III. Refugee Health in the Region 

Refugee Health Status 
Refugee Camps: Refugee flow management in 
Southeast Asian and the Western Pacific host 
countries takes two forms: camp-based or urban-
based accommodation. Exclusive refugee camp 
systems are found in Nepal and Thailand. In Nepal, 
health services are provided to refugees through 
the NGO the Association of Medical Doctors of Asia 
(AMDA). 278  AMDA relays pediatric care, 
immunizations, reproductive health services, 
psychiatric consultations, emergency medical care, 
                                                        
270 http://www.resettlement.eu/page/burmese-refugees-
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lab services, tuberculosis management, testing and 
treatment for HIV/AIDS, and nutrition programs.279 
Refugee health care in Burmese-Thai refugee 
camps is limited to basic service provision; 
malnutrition, stunting, and communicable disease 
outbreaks (i.e. dengue, malaria, and tuberculosis) 
illustrate remaining barriers to health. 280  In Thai 
camps, the provision of health services and needs 
is achieved through intra-camp committee 
coordination and external assistance from the NGO 
Border Consortium (TBC). 281  Host government 
funding cuts to refugee camps prompted health 
program cuts.282  

Health in camps is also affected by cultural, 
social, and systemic challenges. Gender-based 
violence in the form of sexual assault, domestic 
violence, and trafficking threaten the personal and 
health security of Bhutanese refugees; domestic 
violence is the leading form of gender-based 
violence affecting this refugee population.283 Food 
rationing is provided by external agents like the UN 
World Food Programme and TBC in camp-
settings 284  285  Additional rations are reserved for 
children, malnourished individuals, the 
immunocompromised, and/or pregnant women.286 
The availability of additional food at host community 
markets is limited by refugee’s poverty (Bhutan) or 
not permitted by law (Thailand).287 288 Mental health 
problems are common to refugee populations 
globally. Acute mental health issues face Burmese 
refugees in Thailand, where studies by Première 
Urgence – Aide Médicale Internationale and 
Human Rights Watch found half or more of the 
Burmese camp population suffers from mental 
illness, and antidepressants constitute the most 
popular drug prescribed to refugees.289 In an effort 
ameliorate socioeconomic and environmental 
disputes between camp refugees and their host 
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communities, host communities have been given 
access to refugee camp health services. For 
example, in Nepal UNHCR introduced open 
refugee health services to the host community in 
order to ensure equity and facilitate conflict 
resolution between the populations on a myriad of 
issues.290  

 
Urban Refugees: Urban refugee situations are 
present in Malaysia and India. 291 In metropolitan 
settings, refugee health is affected by unique 
socioeconomic, political, and cultural factors. Many 
urban refugees face scarce access to health 
services. In Malaysia (a non-signatory to the 1951 
Refugee Convention/1967 Protocol), ethnic Chin 
refugees are not recognized as legal migrants.292 
Accordingly, they face cramped living conditions 
and precarious job opportunities (exploited 
construction and service laborers). 293  These 
socioeconomic disadvantages can translate into 
communicable disease outbreaks, workplace 
hazards, and violence. Chin lack legal status in 
Malaysia, and are accordingly ineligible for 
federally-assisted health care.294 The poor health 
status of Malaysian. In India, a predominantly 
wealthier majority of Sri Lankan refugees live in 
urban spaces; while a minority elected to live in 
camps in Tamil Nadu.295  Urban refugees lack a 
legal status unlike their camp-based counterparts, 
because of this the former does not receive health 
care assistance while the latter does.296  

Refugee and Host community dynamics are 
variably in Malaysia and India. Some members of 
the host communities in Malaysia are perpetrators 
of labor rights violations against refugees, who are 
exploited in low-paying jobs with long hours; or 
abuse positions of authority as security figures and 
harass refugees. 297  The same health services 
available to the host community are not extended to 
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all Burmese refugees in Malaysia, because certain 
groups like the Chin are not recognized as legally 
residing. In India, Sri Lankan refugees have been 
met with mixed warm and cold responses from their 
host communities.298 Camp refugees have access 
to in-settlement health services, however urban 
refugees are illegal immigrants and are accordingly 
reliant on their own means and relations to achieve 
healthcare.299  

 
Tham Hin Case Study: Tham Hin is a Burmese 
refugee camp located in Western Thailand, it hosts 
(by a majority) displaced Christian Karen Burmese 
who fled to Thailand in 1997.300 Living conditions at 
the camp are cramped, and hot because plastic 
material is used for roofing.301 Health services are 
in critical condition. Available sanitation facilities 
can not support community demand, and the 
incidence of communicable diseases like malaria, 
dengue, and STDs is high relative to other Thai-
Burmese camps.302  Anecdotal evidence suggests 
that psychological health in the camp is affected by 
the confinement and limited work opportunities 
available to Burmese living at Tham Hin; 
discomfort, isolation, financial burden, immobility 
create the context for increased refugee health 
clinic patients with symptoms delineated as 
depression.303  

IV. Actors & Stakeholders 

Intergovernmental and 
Nongovernmental agencies 

The United Nations High Commission for 
Refugees (UNHCR) provides technical and 
physical support to SEARO and the WPRO through 
policy analysis, intergovernmental collaboration, 
and widespread budgetary allocation to the 
countries in these regions. Non-governmental 
organizations like the International Rescue 
Commission (IRC)304, Committee for Coordination 
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of Services to Displaced Persons in Thailand 
(CCSDPT)305, the Border Consortium (TBC)306, 
Association of Medical Doctors of Asia (AMDA)307, 
Medicins Sans Frontieres/Doctors Without 
Borders, 308  Première Urgence – Aide Médicale 
Internationale (PU AMI), 309  and the American 
Refugee Committee310 actively work in meeting the 
health needs of refugees in the Southeast Asia and 
Western Pacific regions. Their diverse deliverables 
include: clinical assistance, nutrition programs, and 
gender-based violence prevention and treatment.  

Host government and Local 
Communities 

The major nations in the regions engaged in 
refugee management include: Thailand, Malaysia, 
Nepal, India. All four states are non-signatories to 
the 1951 Refugee Convention, and accordingly 
refugee treatment and classification is a matter of 
domestic policy. Many of the states have engaged 
UNHCR, but refugee camp and urban refugee 
system and policies remain heterogeneous both 
within and between the host governments. India’s 
refugee camp policies exemplify this, where an 
estimated 132 camps were created to host Sri 
Lankan refugees in the Tamil Nadu and Orissa 
states; camp standards are not uniform and 
inequity in conditions exists between them.311  

States have typically provided health services 
for “legally-residing.” As referenced earlier, in 
Malaysia, Chin refugees among the Burmese 
refugee community are not considered legal 
residents and are accordingly ineligible for state 
welfare unlike their recognized compatriots. In 
India, the minority of Sri Lankan refugees who 
elected to live in refugee camps were extended 
legal recognition, and federal economic and social 
services; this is not the case for refugees residing 

                                                        
305 http://www.ccsdpt.org/structure/  
306 http://www.theborderconsortium.org/what-we-
do/thailand/nutrition-programme/  
307 CDC, 8. 
308 Barron et al., 48. 
309 http://www.ccsdpt.org/pu-ami/  
310 
http://www.arcrelief.org/site/PageServer?pagename=pro
grams_Thailand 
311 Hans, 30.  
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outside the camps.312 Host community actors have 
facilitated refugee access to health services in 
certain settings. In Malaysia, for example, the 
Obstetrical and Gynecological Society of Malaysia 
(OGSM) in partnership with the UN, adapted an 
existing free clinic event they run for 
underprivileged Malaysians to help Burmese 
refugees access prenatal and perinatal care.313 The 
importance of this event was magnified by the 
reactions of OGSM volunteers to the refugee 
patients; many were unaware refugees were settled 
in Kuala Lampur (Malaysia’s capital), and became 
familiar with the reasons women were afraid or 
unable to seek care.  

Many refugee communities in Southeast Asia 
and the Western Pacific created self-run health 
programs to meet their immediate needs. The 
communal committee governance system adopted 
by Burmese in refugee camps on the Thai-Burma 
border are critical examples of this. The Karen 
Refugee Committee and the Karenni Refugee 
Committee are popularly elected bodies that 
coordinate camp services; and work with the Thai 
government and security forces, nongovernmental 
organizations, and UNHCR on behalf of the refugee 
community. 314  Hundreds of Burmese serve on 
communal service committees, including health 
clinic maintenance and operations, and food 
distribution. In the Sri Lankan case, refugees 
similarly were tasked with the responsibility for 
intra-camp services. India did not encourage or 
invite International organizational assistance on the 
Sri Lankan crisis, and community-based 
organizations became the primal force assisting Sri 
Lankans in Indian refugee camps.315  The largest 
volunteer organization is the Organisation for 
Eelam Refugee Rehabilitation (OfERR). Their 
medical and healthcare program strives toward 
capacity building and addressing communicable, 
non-communicable, and mental health needs in the 
refugee community.316  

                                                        
312 Ibid.  
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315 Hans, 31.  
316 http://www.oferr.org/content.php?id=235 

V.Health strategies  

Successes  
A variety of health strategies are utilized by 

IGOs, NGOs, and CBOs in addressing refugee 
health in the greater regions. In Nepal, the 
Association of Medical Doctors of Asia (AMDA) is 
the leader in delivering Bhutanese refugees 
healthcare services. The NGO targets 
communicable, non-communicable, child health, 
and nutritional development in its programs. 317 
AMDA’s immunization and reproductive health 
services boast popular uptake amongst the refugee 
population, with prenatal care and a variety of 
major preventable disease vaccinations yielding 
90% or greater coverage community-wide.318 The 
American Refugee Committee (ARC) supports 
Karen Burmese refugees in western Thailand. The 
NGO has worked to: improve water and sanitation 
practices and infrastructure; accelerate 
reproductive, maternal and child health services; 
monitor and control infectious disease outbreaks; 
and, disseminate public health messages.319 ARC’s 
efforts have reached tens of thousands of Karen 
refugees.320 Their preventative care considerations 
in the form of health promotion marketing is critical 
in creating community conscientiousness on ideas 
and behaviors related to health. Organisation for 
Eelam Refugee Rehabilitation (OfERR) is CBO that 
supports Sri Lankan refugees in India.  OfERR 
works in preventing and treating non-communicable 
and communicable disease through clinical care, 
health education, screenings, and improved 
sanitation infrastructure; promoted safe 
reproductive and maternal health practices and 
education; mental health counseling; and health 
delivery capacity building (health resources 
training, technology, etc.).321 
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Shortcomings 
The efforts described above are all successful 

health strategies that improve the health status of 
refugee communities throughout Southeast Asia 
and the Pacific. The shortcomings that can be 
drawn from this brief survey are explained by the 
location and targets of care. All three NGOs feature 
work with camp-based refugees. This care is not 
available to or reaching refugees that exist outside 
refugee camps and live in rural or urban settings. It 
is critical to also recognize that refugees residing 
outside of camps in both India and Thailand are 
considered illegally residing residents, and are thus 
ineligible to receive state-based aid to support their 
social or economic needs. The lack of political 
agreement with the 1951 Refugee Convention/1967 
Protocol in India, Thailand, and several other 
nations in both regions creates dissonance over the 
definitions of a refugee and blurs the responsibility 
of states towards asylum seekers. This constitutes 
a serious problem in refugee security across the 
board, but has clear implications for access to 
health as discussed above.   

VI. Conclusion 
The South-East Asia and Western Pacific 

regions are home to a politically, economically, and 
socio-culturally diverse group of states. These 
nations have come together on a variety of fronts to 
promote regional development and security; one of 
those areas is managing humanitarian crises. 
States in the region contribute to the effort both 
financially and physically or structurally. Potent 
refugee crises that continue to impact the region 
include the Bhutanese, Burmese, and Sri Lankan 
refugee crises. India, Thailand, Malaysia, and 
Nepal are four frontline states that have taken 
responsibility for these refugee communities. The 
health of refugees is supported by host 
governments, UNHCR guidance, and the 
coordination of non-governmental and community 
based organizations. The success and depth of 
these efforts are variable and affected by host state 
policies. Camp-based refugee health programs are 
of a variably quality, but federal and private 
attention to refugee health is heavily concentrated 
on camp-based care in a number of states. 
Refugees existing outside of camps may face a 

compromised legal status and are disadvantaged in 
receiving healthcare. Discriminatory policies toward 
refugees based on their ethnicity marks another 
barrier to health, exemplified by the plight of Chin 
refugees in Malaysia’s urban sphere. Addressing 
these gaps is of the utmost importance for ensuring 
the equitable protection and health security of 
vulnerable displaced persons in the Asia-Pacific 
region. 

VII. Additional Resources 
 

a. 50 years of WHO in South-East Asia  
 

b. Nepalese Refugee Health Backgrounder 
 

c. Global Report Summary  
 

d. “High Rates of Pneumonia in Children under 
Two Years of Age in a South East Asian 
Refugee Population” 
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Health Technology in Humanitarian Crisis 
Contributing Authors: Kate Loving & Marissa Howard 

Executive Summary:  
Healthcare for refugees is one of the most critical aspects of humanitarian aid 
emergencies, and the rapidly advancing technology field has created new ways for 
organizations to disperse healthcare. Specifically, the rise of smartphones has greatly 
encouraged accessibility with though mobile health, or mHealth, defined as, “using 
communication devices such as digital personal assistant, mobile phones to gather and 
transfer health services information.” Some examples of health technologies include 
mobile apps, information databases, vaccine development technologies, and screening 
devices, all of which have played a major role in bridging the gap and allowing medical 
professionals to aid low income or inaccessible areas. Technology transcends borders, 
making its integration into healthcare essential for refugees. 
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Health Technology in Humanitarian Crisis 
Kate Loving & Marissa Howard 

I. Introduction 
Ever since the start of humanitarian relief being 

provided to countries and peoples across the world, 
organizations such as the World Health 
Organization (WHO), the United Nations (UN), the 
UN High Commissioner for Refugees (UNHCR), 
Médecins Sans Frontières, and many more have 
developed and researched innovative ways in 
which their relief efforts can be more effective and 
more efficient. With the various refugee crises 
occurring around the globe, these organizations 
have begun implementing new methods to 
communicate and provide healthcare to those in 
need, regardless of the environment or the 
situation. Healthcare for refugees is one of the most 
critical aspects of humanitarian aid emergencies. 
Refugees travel many miles and endure life-
threatening obstacles on their journeys to safety. 
Once placed in their host country or refugee camp, 
they then face the daunting task of maintaining 
health in horrible conditions and locating accessible 
healthcare facilities. Relief groups and host 
countries face additional challenges in providing 
services while complying with international laws, 
refugee registration, and emergency protocol.  

The rise of smartphones has encouraged new 
methods of ensuring accessible healthcare. 
mHhealth, or mobile health, is defined as, “using 
communication devices such as digital personal 
assistant, mobile phones to gather and transfer 
health services information”. 322  mHealth allows 
health professionals to communicate their needs to 
coordinate supplies as well as create a forum to 
inform peers about the current conditions and 
challenges being faced. Not only has mHealth 
changed the relief responses, but other innovative 
technologies like registration databases or medical 
devices to assist low skilled health workers, have 
been created to benefit these emergencies. 

                                                        
322 Tavakoli, Nahid, Mohammad Yarmohammadian, and 
Reza Safdari. “Role of Mhealth in Effective Response to 
Disaster.” International Journal of Health System and 
Disaster Management 3, no. 3 (2015): 129. 
doi:10.4103/2347-9019.157363. 
 

  For this specialized committee, it will be 
beneficial for delegates to understand the different 
types of medical technology currently being used in 
the current refugee crises. This paper attempts to 
give a brief description of health care related 
obstacles many refugees face. In addition, this 
background guide will highlight emerging solutions 
to helping refugees and organizations in the 
struggle to better obtain and provide humanitarian 
aid. 

II. Mobile Technology’s Use in Health 

Screening and Initial Assessments 
Upon arrival into most countries, it is 

recommended refugees should register into the 
United Nations High Commissioner for Refugees 
proGres Database. The proGres database was 
created in 2004 with the assistance of Microsoft. 
Though this program is owned by the UN, each 
host country is responsible for refugee registration. 
According to Microsoft, the database “has the 
capacity to issue identification cards, record 
addresses for refugees living outside of camps, 
issue voluntary repatriation forms and identify 
individuals with special needs like unaccompanied 
minors or the elderly”323. Once registered, displaced 
people are “officially” a refugee, making them 
eligible for aid and safeguarded by the UN. Other 
organizations use the data collected by the 
database to effectively allocate workers, money, 
food, and supplies.  

Currently, once Syrian refugees are registered 
they receive their aid in forms of vouchers and debit 
cards. These vouchers are typically handed out 
using biometric security systems to ensure the 
individual is a refugee eligible for the financial 
assistance. Iris scanners and fingerprint scanners 
are most commonly used, but this technology is not 
yet universally implemented. While the database is 
essential for refugees to receive aid, there are 
crucial areas of improvement for proGres and 
similar databases. More funding is necessary for 
                                                        
323 UNHCR: proGres Refugee Registration Platform.” 
Microsoft, UNHCR, n.d. 
unhcrprogressolutionoverview.pdf. 
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the use of these biometric devices in critical 
settings. Next, countries should all have policies in 
place to register refugees with this system to 
ensure that the database is up to date. Also, if 
multiple countries are using this database the 
security of the database needs to be enhanced to 
ensure refugees personal information is secure.  

III. Current Available Mobile 

Technologies  
  Mobile technology has been shown to 

enhance communication and improve existing 
emergency systems. For healthcare systems, 
mobile technology has been seen to aid in the 
communication of transporting medical equipment. 
It has also led to the development of new systems 
that detect epidemics and give medical attention, 
such as telemedicine. In addition to using 
communication technology in humanitarian health 
systems, new vaccination and communicable 
disease control devices have been created. The 
next three sections of this background guide will 
present new methods of reducing disease and 
improving healthcare delivery as well as call 
attention to areas of improvement.  

Vaccination Technology 
A major area of focus in regards to health of 

migrant and refugee populations is vaccinations. 
Vaccines are essential in reducing the risk of 
infection in an individual. When vaccines are 
administered, the individual becomes increasingly 
immune to the virus they are vaccinated against. 
Migrant populations and citizens of host countries 
are at risk of contracting viruses that may be 
carried by unvaccinated persons. The first step in 
improving the rate of vaccination and immunization 
is to communicate to refugees and people from 
host countries the dangers not being immunized. 
Secondly, effective systems need to be 
implemented to identify refugees who are not 
vaccinated and monitor their vaccination schedule. 
CommCare is an emerging mobile logistics app 
allows health workers to communicate their medical 
supply need. 324  Commcare additionally allows 

                                                        
324 “CommCare: Reaching the Last Mile”, CommCare, 
https://www.commcarehq.org/lang/en/impact/, (accessed 
February 8, 2016). 

health professionals to track their inventory by 
using SMS and other reporting technologies to 
various health facilities. 325  This application has 
been used in various ways across the world and is 
endorsed by many NGOs such as the Vodafone 
Foundation, the Bill and Melinda Gates Foundation, 
and the International Rescue Committee.326 

Not only does vaccination supply communication 
need to be improved and implemented, but new 
vaccine technology needs to be further researched 
and funded. Specific focus on delivery systems and 
methods of administering vaccines would be the 
most beneficial to current humanitarian aid 
situations. PATH, a non-profit organization focused 
on creating innovative global health technologies, 
has developed the SoloShot syringe. This 
revolutionary device discourages needle reuse by 
using a stopping mechanism built into the syringe. 
The mechanism  prevents the syringe needle from 
retracting and being used again.327 Decreasing the 
reuse of needles is vital to decreasing the spread of 
preventable bloodborne diseases. This specific 
device was first used worldwide in 1992 and has 
since delivered 6 billion vaccinations328. Another 
example of improved vaccination technology is 
PATH’s vaccine vial monitor (VVM) system. The 
VVM is a heat sensitive sticker that is placed on 
each vaccine vial to inform health workers whether 
the vial is viable to use on a patient. This 
technology is important in reducing vaccine costs 

                                                        
325 “Technology Helps Close the Immunization Gap.” 
Acting, Fast & Slow, October 22, 2015. 
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ot.pdf, (accessed February 8, 2016). 
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and effective in making sure each patient has a 
viable dose of vaccine329. 

An improved monitoring system to track 
vaccination needs in migrant populations and 
refugee camps would reduce the number of deaths 
and improve the health of the community as a 
whole. In addition, using innovative technologies to 
aid low skilled health workers and reduce costs will 
benefit health facilities and groups aiding refugee 
populations. 

IV. Communicable Diseases and 

Refugees 
As refugees enter many camps or temporary 

living encampments they become increasingly 
susceptible to disease. Communicable diseases, or 
contagious diseases, thrive in areas of densely 
populated people, especially when sanitation and 
water sources are poor. In particular, food and 
waterborne disease are of highest concern. 
Illnesses from these diseases could range from 
salmonella, intestinal food poisoning, to cholera, a 
waterborne disease causing extreme diarrhea. 
Respiratory illnesses, tuberculosis, and norovirus 
are other common communicable diseases seen in 
refugee camps. Finally, vector borne illnesses are 
highly prevalent in migrant populations. Vector 
borne diseases are those that are transmitted by 
insects or parasites from human to human or 
human to animal330. 

In general, most of these illness can be 
eliminated with good hygiene practices and proper 
sanitation. Making health education materials 
available to refugees that teach proper hand 
washing techniques, coughing etiquette, how to 
properly cook food, and ventilation techniques for 
their homes dramatically decreases communicable 
diseases and are relatively low cost 331 . Water 
sanitation is more complicated as it requires more 
                                                        
329 “World’s Smartest Sticker”,PATH, 
http://www.path.org/projects/vaccine_vial_monitor.php, 
(accessed February 8, 2016). 
330 “Vector-borne Diseases”, WHO, 
http://www.who.int/mediacentre/factsheets/fs387/en/, 
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(accesssed Februrary 8, 2016). 

money and materials to secure clean water. The 
techniques endorsed by the UNHCR range from 
chemically treating the water with either chlorine or 
iodine to using the sun’s UV radiation or boiling to 
effectively rid water of bacteria and other water 
borne illnesses. Using chemicals to treat water is 
more expensive than using basic methods of 
cleaning water, but it creates almost completely 
disease free water.332 Innovative devices that clean 
water with chemicals at a low cost would be the 
most beneficial to refugees living in camps. 

Another way that refugee camps have been 
using new innovative technologies to reduce the 
spread of communicable disease is by providing 
low-cost housing designs. The start-up Emergency 
Floor has created a new interlocking mat system 
that can be placed within refugee camp tents333. 
This mat system utilizes the leftover wooden 
delivery pallets from materials shipped to the camp 
and combines it with a comfortable recycled plastic 
that can be locked together like a puzzle. This 
system can reduce the risk of death from disease 
while also keeping refugees warm. Simple design 
changes that reduce cost and manpower to 
implement need to be further explored and 
funded.334 

A major communicable disease that has been 
affecting migrant populations for many decades has 
been the vector borne Leishmaniasis disease. This 
is a parasitic disease transmitted by the bite of 20 
different species of sandfly. The bite leads to 
possibly three different strands of the disease 
where fatality levels, if left untreated, vary. The two 
strands that are most common are cutaneous 
leishmaniasis which causes terrible, life-long skin 
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lesions, and visceral leishmaniasis which affects 
internal organs such as spleen and liver swelling. 
Leishmaniasis thrives in areas of poverty and 
environmental changes. According to the WHO, 
“An estimated 1.3 million new cases and 20,000 to 
30,000 deaths occur annually” 335 There is a 
treatment for the disease, but the diagnosis 
process is difficult especially for those with visceral 
leishmaniasis. The medicines used for treatment 
are very expensive336. Overall, research needs to 
be conducted to find better ways to diagnose and 
learn about which strains of sand flies carry this 
disease as well as developing a possible vaccine to 
combat this disease. Finally, government protocols 
and policies need to be created to effectively 
handle a leishmaniasis outbreak in different areas 

 Contagious diseases are difficult to contain 
once they infect a population. Recently, Google has 
started research on creating a system that can 
detect where disease outbreaks are likely to flare 
up before they become out of control. It searches 
the web for signs that point to potential outbreaks. 
The algorithm was used to detect the spread of the 
flu in the US and its system found the outbreak 
weeks before the CDC did337. If this technique was 
further researched and developed it could be used 
to monitor outbreaks around the world and in more 
contained settings such as a refugee camp. This 
program could save many lives and potentially 
inform health workers and groups about where they 
are most needed around the world. 

V. Telemedicine 
NGOs and health aid workers are beginning to 

use technology as a means of connecting health 
professionals in the developed world with patients 
in impoverished areas. The WHO defines 
telemedicine as, “the delivery of health care 
services, where distance is a critical factor, by all 
healthcare professionals using information and 
communication technologies for the exchange of 
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valid information for diagnosis, treatment, and 
prevention of disease and injuries, research, and 
evaluation, and for the continuing education of 
health care providers, all in the interests of 
advancing the health of individuals and their 
communities”.338 This form of delivering medicine 
has been especially beneficial to communities 
where the nearest hospital or health center is 
physically inaccessible. Telemedicine has allowed 
specialty doctors to aid individuals who would not 
have the ability or means to visit doctors such as 
dermatologists, radiologists, or psychiatrists.  

The WHO has seen beneficial results in the 
communities it has started using telemedicine in, 
but this technology is still new and faces many 
barriers in wide scale utilization around the world339. 
The WHO has expressed major concerns regarding 
telemedicine privacy law. The main concern is 
regarding confidentiality of patient data to the 
organizations and doctors who have access to the 
documentation as well as who holds responsibility 
when providing medical care. When multiple 
doctors provide input on handling a medical 
situation but a different doctor performs the test or 
procedure, there is an important question of liability 
and who is responsible for the patient’s 
prognosis 340 . Governments lack laws and 
regulations regarding these questions and doctors 
are unsure of how to proceed in these situations. 
Further development of patient data sharing and 
confidentiality as well as liability laws regarding 
telemedicine must be considered. In addition to 
legal development, the infrastructure to actually 
implement telemedicine must be in place and 
operational. Electricity and internet connection are 
key to telemedicine and if the bandwidth is not 
large enough or if an electricity source is not 
reliable the entire process is nonfunctional. Besides 
a weak bandwidth, on-site medical supplies are 
limited, and there is an overall lack of knowledge of 
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medical practices and software 341 . The most 
important barrier to telemedicine is funding. This is 
a high-cost operation that requires serious funding 
allocation before it can be implemented. 

If this technology were to move forward it could 
be very helpful to health workers in refugee camps 
and in humanitarian aid situations around the world. 
It could allow patients to receive care from 
specialists and doctors to seek recommendations 
from peers, but lack of funding and other 
aforementioned obstacles must be addressed 
before this type of healthcare could be provided. 

Refugee Aid Mobile Applications 
 An area in technology that has recently 

shown to be nearly as beneficial to refugees is the 
rise of mobile applications and easily accessible 
websites. Although this is more specific to the 
Syrian refugee crisis, the ways these apps are 
aiding  refugees, health workers, and organizations 
has been significant. Most of these individuals have 
access to a smartphone and have been seen to 
use them to find information about the country they 
are in, communicate with family and friends, and 
direct aid and supplies in areas of most need. The 
following applications have seen the most use, 
along with the messenger applications such as 
WhatsApp, Viber, and Skype, which have also 
proven to be beneficial in providing healthcare 
information. 
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Refugermany:  Refugermany is a mobile application 

created by the company Memorando to aid incoming 
refugees in the past year. This app provides users 
information about healthcare, transportation, 
banking, and cultural information. Currently, 
information is only available for the cities of Munich, 
Hamburg, Cologne, and Berlin. This application 
contains more information for refugees than most 
other mobile apps. This platform should be 
expanded to other countries that our experiencing 
an influx of refugees342. 

 
Google’s Crisis Info Hub: Google has created 
“Crisis Info Hub” for refugees residing on the Greek 
Island of Lesbos. This website provides a copious 
amount of information specifically made for 
smartphone users in a battery efficient way. For 
healthcare information, it lists nearby hospital 
locations and hours of healthcare groups on the 
island as well as a list of possible pharmacy 
locations. This “info hub” would be very useful if 
expanded to other islands or cities where many 
refugees are initially dropped off343. 
 
Kricket: Kricket is a smartphone app that provides 
refugee “crowdsourcing”. The app enables 
refugees and humanitarian aid workers to create a 
tagging system based on location to inform others 
about camps and their policies, health care 
locations, and general news. This app can be used 
globally, but it appears to primarily be used in the 
Balkans and East Mediterranean344.  
 
MedShr: The application MedShr connects 
doctors, nurses, and healthcare professionals 
around the world. With this app, medical 
professionals are able to upload data, after 
obtaining patient consent, to a secure cloud 
network where other health professionals are able 
                                                        
342 Memorado GmbH, “Refugermany”, Apple App Store, 
Version 1.0(2015), https://memorado.com/, (accessed 
10 Jan 2016). 
343 “Crisis Info Hub”, The International Rescue 
Committee with Partners, 2015, (accessed 10 Jan 
2016), https://refugeeinfo.eu/lesbos. 
344 Kricket LLC, “Kricket”, Apple App Store, Version 
1.3(2015), http://www.kricket.co/, (accessed 10 Jan 
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to provide insight or advice on a topic. This is being 
used in refugee settings similar to telemedicine 
applications, but on a much smaller scale345 

 
Refugee Aid App: The Refugee Aid App is an in-
progress mobile application being developed for 
Android devices similar to the Refugermany App. 
The purpose of the app is to create a place where 
refugees can use their smartphones to access 
information as well as act as a site for NGOs and 
nonprofits to post where they have resources and 
aid available.346 

VI. Areas for Medical Technology 

Improvement 
Even though this technology can be extremely 

beneficial to refugees across the globe, there are 
many barriers that must be overcome in order to 
make the technology accessible. First and 
foremost, funding must be allocated to maintain 
these applications, distribute medical equipment 
and supplies, and research better ways of better 
communicating and delivering medical attention to 
all migrant populations. Without additional funding, 
nonprofit organizations will continue to be stretched 
thin in this evolving humanitarian aid environment. 
Next, proper infrastructure must be available for 
this advanced technology to be used. Electricity 
and internet connection are the two biggest areas 
that need immediate improvement to make this 
technology widespread 347 . Mobile hotspots and 
battery recharge stations need to be provided to 
allow migrants to communicate and access 
information regularly. In addition, most of the 
mobile applications being created to aid refugees 
assume that all refugees have access or own 
smartphones. In regards to telemedicine, electricity 
and internet must be reliable and steady in order for 
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https://www.indiegogo.com/projects/refugee-aid-app-an-
app-to-help-refugees#/, (accessed Jan 2016). 
347 World Health Organization, ed. Telemedicine: 
Opportunities and Developments in Member States: 
Report on the Second Global Survey on eHealth. Global 
Observatory for eHealth Series 2. Geneva, Switzerland: 
World Health Organization, 2010, 11. 

doctors to give and receive proper medical 
diagnosis. Finally, there are many legal hurdles 
emerging medical technology and registration 
systems must address now in order to protect 
patients, doctors, and nonprofit organizations. 
Many of these legal hurdles are due to the lack of 
an overarching international regulatory group that 
enforces these laws. 

 

VII. Actors & Stakeholders 
The main organizations involved with promoting 

refugee health technological improvements have 
been the WHO and UNHCR. They have sponsored 
and created initiatives that aid in their efforts. These 
initiatives eventually reduce their need to help. 
Nonprofit groups and NGOs such as OxFam, 
Médecins Sans Frontières, the International 
Rescue Committee, and many others have a larger 
onsite presence and work alongside the WHO and 
UNHCR. PATH and other mobile application users 
create technological devices that are implemented 
and used by groups who are able to fund them. Not 
only are the public-private relationships important in 
supplying, creating, and organizing the various 
aspects of humanitarian relief needed in these 
refugee crises, but the state and international 
governments involved are equally crucial in 
facilitating change. To implement solutions to the 
aforementioned legal problems, policies addressing 
various aspects of aid efforts and disease 
prevention must be created. 

VIII. Conclusion  
As disasters and relief efforts continue, it is 

critical the technology used alongside those efforts 
is not only maintained, but improved. Refugee 
health is a priority issue that should be one of the 
first things addressed when they arrive in a host 
country. Disease is not limited to country borders 
and when refugees migrate to their host countries 
without up-to-date vaccinations or disease 
screenings, more people are put at risk simply 
because of their environment. The conditions of 
refugee camps must be hygienic and disease free. 
These standards of public health can only be 
maintained only if the technology, supplies, and 
knowledge are available. Access to these three 
things may be the difference between life and 
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death, not only for refugees, but for health care 
workers and those in their environment. Advanced 
communication technologies have allowed for 
better systems of handling emergency responses 
from organizations and governments providing 
refugee relief. The rise of new health care delivery 
systems, like telemedicine, are bridging the gap 
and allowing medical professionals to aid low 
income or inaccessible areas. Mobile applications 
are the newest methods of expanding knowledge to 
make the transition for refugees less burdensome. 
Though the partnerships between technology 
producers, organizations, and governments have 
led to dramatically better conditions in regards to 
providing healthcare to humanitarian emergencies, 
they would not be possible without the funding, 
research, and continuous introduction of new 
policies worldwide to protect refugees and health 
workers. 

Further reading for this specialized committee 
background guide is the following: The WHO’s 
Technical Report on the Control of Leishmaniasis, 
Disaster Relief 2.0 - The Future of Information 
Sharing in Humanitarian Emergencies, The Atlantic 

Magazine’s article “Coding a Way Out of the 
Refugee Crisis”, and the review article “The Role of 
mHealth in Effective Response to Disaster”. Each 
of these readings provide an in-depth explanation 
of the key details this background guide found to be 
most important in health technology’s role in 
humanitarian emergencies. 

IX. Additional Resources 
a. http://apps.who.int/iris/bitstream/10665/4

4412/1/WHO_TRS_949_eng.pdf 
 

b. http://www.theatlantic.com/international/a
rchive/2015/10/apps-refugee-crisis-
coding/413377/ 

 
c. http://www.unfoundation.org/assets/pdf/d

isaster-relief-20-the.pdf 
 

d. http://www.ijhsdm.org/article.asp?issn=2
347-
9019;year=2015;volume=3;issue=3;spag
e=129;epage=135;aulast=Yarmohamma
dian 

 


