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Medical Student Education In Refugee Health and
the Concept of a Medical Home
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When refugees resettle in the United
States, their health burdens are many and
often unusual, their stories are unique
and compelling and their access to health
care difficult. The evolution of the
Hasbro Hospital Refugee Health Clinic
has not only addressed refugee health,
but has provided an opportunity for
medical student education. In the Refu-
gee Health Clinic, medical students can
combine their medical knowledge and
clinical skills, while putting advocacy at
center stage.

WHO ARE REFUGEES?
Refugees are foreign-born people

who cannot return to their home or last
residence for fear of persecution. This per-
secution may be due to race, ethnicity,
nationality, political beliefs, or member-
ship in a particular social or religious
group. Refugees usually come from na-
tions where conflict, war, and genocide
are extreme.  They flee from violence, leav-
ing family, belongings, and legal and
medical documents behind. The United
Nations High Commissioner for Refu-
gees (UNHCR) awards refugee status
after an identifiable group has been dis-
placed from their home or country of
origin. Generally refugees flee to neigh-
boring countries.

UNHCR estimates that there are
31.7 million “people of concern” world-
wide. This number includes 16 million
refugees, of whom approximately half are
children.1 This number does not reflect
those refugees who are internally dis-
placed. When they are unable to return
to their country of origin, refugees seek
resettlement in a third country, usually
the United States, Canada, Western Eu-
rope or Australia.  Strikingly, less than 1%
of refugees ever resettle in a third coun-
try.  Those fortunate enough to navigate
the resettlement application process, ad-
judicated in the US by the Citizenship
and Immigration Service, are interviewed.
They have an overseas medical exam and
receive cultural orientation.  Panel Phy-
sicians, designated by the US State De-

partment, perform medical examinations
to identify Class A conditions, such as
active TB, HIV, drug abuse and some
mental health disorders, which are po-
tential barriers to resettlement. These
overseas examinations and cultural orien-
tation are often cursory.

The United States, under the direc-
tion of the State Department, invites over
70,000 individuals annually for resettle-
ment.  The countries of origin depend
on the geography of political strife.2 The
International Institute of Rhode Island
reports that over 1400 refugees have re-
settled in Rhode Island since the year
2000; approximately half have been chil-
dren.  Between 2003 and 2006 a major-
ity of the refugee children were from
Liberia. More recently, Rhode Island has
welcomed refugees from Burma,
Burundi, Central African Republic,
Eritrea, Ethiopia, Haiti, Iran, Laos,
Liberia Rwanda, Somalia, and Togo. This
last year, we have welcomed increasing
numbers from Iraq and Nepal.

REFUGEE HEALTH BURDENS AND
BARRIERS TO HEALTH CARE

Research from pediatric refugee
populations in other states has found
high rates of malnutrition, lead poison-
ing, anemia, mental health problems,
oral health problems and infectious dis-
ease.3-7  Similar maladies have been iden-
tified in the Rhode Island refugee popu-
lation.

Approximately 80 refugee children
arrive in Rhode Island per year. They

may suffer from lead poisoning, Hepati-
tis B, HIV, latent tuberculosis infection,
pathogenic parasites and malaria. (Table
I)8. Malnutrition is common, as are iron
and Vitamin D deficiency. We have cared
for children with typhoid fever, congeni-
tal syphilis and miliary tuberculosis. Many
children have never received dental care.
Mental health issues are pervasive, includ-
ing PTSD, depression and anxiety.

The linguistic barriers are obvious
given the unfamiliarity of many refugees’
languages. Recent refugees speak
Kirundi, Krahn, Kunama, Arabic, So-
mali, Mai-Mai, Swahili, Kinyarwanda,
Nepali, Kissi and Mandingo. Trained
medical interpreters for these languages
are scarce.  Cultural barriers exist, par-
ticularly due to patients’ unfamiliarity
with our primary preventive care and
mental health care systems.  Our health
care system is difficult to navigate, espe-
cially for those with special needs.

Refugees have left possessions, legal
and medical documents, family, and ba-
sic social and cultural supports. They ar-
rive with nothing. Often they do not have
an anchor family or community in Rhode
Island.  Nevertheless, they exhibit resil-
iency, resourcefulness and determination.

DEVELOPMENT OF A MEDICAL
HOME FOR REFUGEE CHILDREN
AND THEIR FAMILIES

The Hasbro Children’s Hospital
Refugee Health Clinic was established in
October 2007 to address the health care
needs of our newest refugee families as

Table I. Health Status of Rhode Island Refugee Children
at Arrival. Nov 2003-Nov 2006.8

CONDITION INCIDENCE AMONG R.I.
REFUGEE CHILDREN

HIV Positive 2%
Positive RPR 3%
Malaria 5%
Positive Hepatitis B Surface Antigen 10%
Stool  Ova and Parasites 17%
Lead Intoxication 25%
Positive PPD 28%
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well as provide ongoing care that is com-
prehensive, family-centered and cultur-
ally appropriate, in coordination with
other community providers.

The Medical Home concept has
gained favor as an alternative to the more
traditional model of seeking health care for
acute care or exacerbation of chronic prob-
lems. Introduced in 1967 by the Ameri-
can Academy of Pediatrics (AAP) as a
means of storing medical records,9 the con-
cept was expanded in 2002 to include these
characteristics: accessible, continuous, com-
prehensive, family-centered, coordinated,
compassionate, and culturally effective
care.10  It has proven a useful, cost-saving
model for children with other special health
care needs.11  The American Academy of
Family Physicians, the American Academy
of Pediatrics, the American College of Phy-
sicians, and the American Osteopathic As-
sociation issued the “Joint Principle of the
Patient-Centered Medical Home” in
2007.12  It presents the principles and sup-
port for the Patient-Center Medical Home
approach to health care. The American
Academy of Medical Colleges has also
given a preliminary endorsement to this
approach.13

The Hasbro Hospital Refugee
Health Medical Home model consists of
three major components.

• Development of the Refugee
Health Clinic, which provides
timely intake exams and addresses
specific medical needs of refugee
children, including screening tests.

• Development of a coalition of pro-
viders who provide medical and
community services.

• Ongoing needs assessment with in-
formation gleaned from the refu-
gee community and their interpret-
ers to improve access to health care.

The Refugee Health Clinic offers in-
take evaluations within 30 days of the child’s
arrival to the United States. The specific
needs of the population are addressed at this
visit. The subsequent visit, usually one month
later, occurs in the pediatric clinic where the
children are “mainstreamed” into the gen-
eral pediatric population; the same provider
who performed their intake exam contin-
ues to see the children. This provides conti-
nuity for the patients and allows for one pro-

vider to coordinate their care. This approach
also allows us to more easily develop a track-
ing system to identify needs of the different
refugee populations.

The coalition of providers includes:
The International Institute of Rhode Is-
land, RI Department of Health, Samuels
Sinclair Dental Center, psychologists
from Brown University and Rhode Island
College, The Providence Public School
Department, Family Services of Rhode Is-
land, Rhode Island Housing, RIH Med/
Peds Clinic, Neighborhood Health Plan
of RI, Interpreter Services, Alpert Medi-
cal School of Brown University students,
and Brown University Pediatric Residents
and Brown University Medical/ Pediat-
ric Residents.  This coalition has given
voice to the needs of the population and
provided access to care in this commu-
nity.

A targeted needs assessment was
completed through focus groups within
the community, and with interpreters
speaking Kirundi, Iraqi Arabic, Swahili,
Krahn as well as a group of English-speak-
ing refugee adolescents. Three themes
emerged: first, we need interpreters who
can also navigate through our complex
health care system.  Second, patients must
trust their providers. Initially patients
trust their interpreters; but over time this
trust can be transposed to the health care
providers. Third, patients felt an over-
whelming gratitude to those who support
their health and transition to their new
community.

PARTICIPATION OF MEDICAL
STUDENTS FROM ALPERT MEDICAL
SCHOOL

The Warren Alpert Medical School
has a reputation for enrolling students who
are passionate, dedicated to their life-long
endeavor as physicians. Many have a deep
compassion for the community, both lo-
cally and globally. The Hasbro Children’s
Hospital Refugee Clinic has afforded some
of them the opportunity to experience
health delivery via the Medical Home

Model. AMS students have participated
in the union of Refugee Health and the
Medical Home Model in three venues.

• The Refugee Health Longitudinal
Clerkship. This builds on the re-
quired fourth year Longitudinal
Ambulatory Clerkship.  Each
month in the Refugee Health
clinic, the student participates in
refugee intake examinations.  Sub-
sequently, the student follows up
with these same patients in their
regularly scheduled pediatric lon-
gitudinal clinic. The students inte-
grate these refugee families into
their general pediatric patient
panel.  They also have the opportu-
nity to work with the Refugee
Health Coalition of providers.
They experience coalition-building
and work across all elements of the
health care system and community
agencies.

• Students have been invited to par-
ticipate in the Refugee Health Pro-
moter Series.  This curriculum for
refugee interpreters is designed to
arm them with basic health infor-
mation to function as health pro-
moters in their communities. We
have recruited first year medical stu-
dents, paired with pediatric
attendings, and Pediatric or Medi-
cine/Pediatric residents to present
a topic to the refugee interpreters
(e.g., lead, nutrition, oral health,
women’s health, STI prevention,
mental health, health literacy, infec-
tious diseases, immunizations and
injury prevention). Students are en-
couraged to “shadow” a provider in
the refugee clinic.

• During their Community Health
Clerkship, students have the oppor-
tunity to develop educational ma-
terials or presentations. Both are
provided directly to the refugee
community.  This work is under-
taken in collaboration with the In-
ternational Institute, the refugee re-
settlement agency.   The student is
encouraged to observe how this in-
formation is pertinent to our direct
patient care by participating in the
Refugee Health Clinic.

Approximately 80
refugee children
arrive in Rhode
Island per year.
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We believe that this project not only
ensures good medical care for a
marginalized population but also affirms
the Medical Home Model as an effec-
tive form of medical delivery.  In the pro-
cess, it helps to train a new generation of
doctors for whom the ability to treat pa-
tients across all cultural barriers will in-
creasingly be a vital skill.
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