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20th century, refugees were predominately of European ori-
gin.7 Thus, the refugee population in the U.S. is very diverse 
and tends to vary in ethnographic origin over time, posing 
cultural and linguistic barriers to settling refugees.

Additionally, the resettlement process distributes refugees 
to areas all throughout the U.S., which may result in a num-
ber of issues stemming from these differing environments.7 
California, Texas, and New York took in nearly 25% of all 
refugees last year.7 Thus, in addition to their diverse ethnic 
backgrounds, refugees are resettled in diverse environments 
and communities, which present additional challenges to 
policy interventions that can effectively and efficiently meet 
the needs of the various refugee populations throughout the 
country. The process of acclimating to a new society may 
have varying effects on social life, climate, access to food, 
job opportunities, and quality of education, amongst other 
health-related variables.10

REFUGEE SUPPORT DURING RESETTLEMENT

Following refugees being admitted into the country, the 
Refugee Processing Center works with private non-profit 

refugee assistance agencies (referred to as VOLAGs) to help 
new refugees settle in.6 VOLAGs assist with nearly any task 
related to the settlement refugees, including arranging for 
basic necessities such as food, housing, clothing, and medical 
care.6 Refugees are typically given a travel loan and are pro-
vided with $1000, English language training, and assistance 
with job search preparation.8 Refugees are also expected to 
find employment within 90 days of arrival, if they aren’t study-
ing.8 In the past fiscal year, the Office of Refugee Resettlement 
had a budget of $1.56 billion to screen, resettle, and support 
refugees.8 It is difficult to determine how much is spent per 
refugee, as factors that affect costs include the refugee’s coun-
try of origin, age, and the time spent screening them.8 How-
ever, up to $300 million was spent on medical costs alone in 
the last fiscal year — a cost that is expected to continually rise 
if a consistent flow of refugees persists.8

HEALTH OF REFUGEES IN THE U.S.

The resettlement process creates a difficult environment 
for incoming refugeess. Language barriers and drastic 

cultural adjustments contribute to a great deal of stress, in 
addition to that caused by the departure from their native 
land.9 As a result, mental health disorders are quite common 
amongst refugees.9 These include depression, anxiety, and 
post-traumatic stress disorder (PTSD), which can be a result 
of experiences prior to or during resettlement.9 Social isola-
tion may play a considerable role in refugee mental health, as 
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EVER SINCE CONGRESS PASSED THE REFUGEE 
Act of 1980, nearly three million refugees have settled 
in the United States — a process which has been a 

continuous topic of debate and political controversy since 
its inception.1 Nevertheless, due to the nature of their immi-
gration, which is often preceded by significant natural disas-
ters and political or religious conflict, refugees often suffer 
from unique mental and physical health issues during their 
resettlement.5 The Refugee Act of 1980 is intended to support 
refugees during resettlement so that they reach economic 
self-sufficiency as quickly as possible.2 As a result, the U.S. 
government provides refugees with legal, financial, and medi-
cal assistance.2 Yet, it has been a challenge to meet the diverse 
health needs of the refugee population under the current fed-
eral policy. This article will focus on the current services that 
address refugee health, the shortcomings of current policy, 
and potential solutions to these shortcomings. Furthermore, 
the executive order signed by President Trump on January 27, 
which temporarily suspended a majority of refugee admis-
sion, strongly suggests that the entry of refugees will decline 
significantly in upcoming years.3  This may signal a change 
in the relationship between government policy and refugees, 
thus highlighting the importance of better understanding the 
current state of refugee health and the necessary adjustments 
in policy needed to cater to these refugees. 

STATE OF RESETTLEMENT: DIVERSITY CHALLENGES

According to the United Nations Refugee Convention of 
1951, a refugee is defined 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 their national-
ity, and is unable to … avail themselves of the protection of 
that country …”4 Worldwide, there are estimated to be over 
15 million refugees, with only 250,000 refugees returning to 
their native land.4 Unlike other immigrants who apply for 
a visa, refugees must apply for resettlement and screening 
through the Federal Refugee Resettlement Program.5 Political 
asylum seekers also submit requests for refugee status.5 As a 
result, refugees and asylees make up the majority of displaced 
persons in the U.S.6 

Currently, the U.S. resettles more refugees than any other 
country, with nearly 85,000 admitted in the last fiscal year.7 
Historically, the number of refugees entering the country 
has fluctuated, reflecting both global events and U.S. federal 
priorities. For example, following the September 11 terror-
ist attacks, refugee resettlement dropped to 27,000 in 2002.7 
Today, the highest number of refugees come from the Demo-
cratic Republic of Congo, followed by Syria, Myanmar, Iraq, 
and Somalia.4 This shift in the most frequent refugee coun-
tries of origin has only recently taken place. For most of the 
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well.10 The general public has often held an unfavorable 
view of refugees in the U.S. over the decades.7 Cur-
rently, 54% of Americans oppose the idea of refugee 
resettlement in the U.S.7 Negative social environments 
detract from protective factors, which promote overall 
health in communities.9 

Physical health problems are also prominent in 
refugee populations. Similarly to immigrants, refu-
gees tend to be in better physical shape than the gen-
eral U.S. population prior to their arrival.10 However, 
largely due to major dietary changes, lack of knowl-
edge on proper nutrition, and physical inactivity, refu-
gees tend to develop chronic conditions at high rates.11 
These include type 2 diabetes, heart disease, obesity, 
and cancer.10 Decreased rates of vaccinations in refu-
gee populations predictably lead to a considerably 
high rate of vaccine-preventable infectious diseases, as well.12 
Finally, refugees with disabilities often struggle to have the 
needs of their disability met.13 This is often a result of refu-
gees being unaware of their disability rights and of cultural 
incompetency on the part of refugee service providers.13 Alto-
gether, these general trends illustrate that the health needs of 
the refugee population are not adequately met. 

REFUGEE HEALTH POLICY LIMITATIONS

One of the issues in caring for the health of refugee popula-
tions is the current Center for Disease Control and Pre-

vention (CDC) guidelines for screening refugees. As shown in 
a recent large-scale, multi-state profile of refugee children in 
the U.S., the prevalence of different health issues varied based 
on the refugee’s country of origin.14 This diversity illustrates 
how current CDC screening guidelines for refugees are lack-
ing in proper recommendations for the appropriate diseases, 
such as TB, anemia, and elevated blood-lead levels, which are 
common in refugees.14 This is important because these guide-
lines inform physicians who care for refugee populations and 
potentially non-refugee immigrant populations, as well.14 
The lack of proper screenings and follow-ups within the first 
90 days also increases the chance of untreated physical and 
mental conditions.15 The shortcomings of the CDC guidelines 
demonstrate a need for a more robust database with country, 
age, and gender-specific health data to reflect population-spe-
cific disease risks and support continuous healthcare. 

Additionally, the rate of medically uninsured persons 
is high in refugee populations. The Affordable Care Act 
expanded Medicare coverage; however, a general lack of 
knowledge on refugee eligibility for health insurance contrib-
utes to such a high rate.16 For example, 25% of Iraqi refugees 
lack insurance, compared to the mere 9% of nation’s popu-
lation that is medically uninsured.16 Additionally, the expan-
sion of Medicare was not equitable, as not all states opted-
in.16 These states are home to 44% of the refugees in the U.S., 
which means those who are eligible for health insurance can-
not receive it.16 The need for insurance is particularly high 
for refugees, since they suffer from a considerable burden of 
chronic diseases and mental disorders.

Lastly, health promotion policies are lacking for refugees. 
The Refugee Health Promotion Program was implemented 
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in 2015 in order to promote health literacy, access to health-
care services, preventative care, and interpreter services.17 
However, these programs rely heavily on self-sufficiency 
and oftentimes on the assumption that refugees or refugee-
assistance programs will come to seek out these services. This 
is not always a possibility for refugees, since they may have 
the burden of a lack of employment and health insurance, in 
addition to other cultural differences, including a perceived 
mistrust of physicians or a lack of understanding of mental 
health.14 A study that used a community-based participatory 
research model to help promote physical health in refugee 
women found a significant increase in rates of healthy life-
styles in terms of eating and activities.11 This culturally-appro-
priate model serves as a bidirectional approach that supports 
both the cultural needs of refugees and their communities. 
Federal policy recommendations have been made based on 
close studies of the interactions and experiences of refugees in 
healthcare programs, as well as refugee assistance programs.18 
Policies and interventions that take into account the migra-
tion experience will ultimately help support the health of all 
refugees living across the country.

CONCLUSION

Navigating the healthcare system in the U.S. is complex 
and only made more difficult by the cultural and lingual 

barriers that refugees must overcome to satisfy their needs 
during resettlement. Regardless of the political debate on 
immigration and refugee policies, it is necessary to under-
stand how our healthcare system treats unique populations 
in order to support their growth toward becoming active and 
productive members of society while minimizing the eco-
nomic burden of unnecessarily high healthcare costs. A more 
comprehensive, population-specific screening process to 
identify physical and mental health disorders, proper follow-
up care, availability of healthcare insurance, and culturally 
appropriate healthcare are all important factors that should 
be addressed by federal policy and refugee assistance organi-
zations. Refugees should be granted a successful transition in 
order to be able to sustainably support themselves in the US. 
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