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Abstract Refugees and refugee claimants experience
increased health needs upon arrival in Canada. The Federal
Government funded the Interim Federal Health Program
(IFHP) since 1957, ensuring comprehensive healthcare
insurance for all refugees and refugee claimants seeking
protection in Canada. Over the past 4 years, the Canadian
government implemented restrictions to essential health-
care services through retrenchments to the IFHP. This
paper will review the IFHP, in conjunction with other
immigration policies, to explore the issues associated with
providing inequitable access to healthcare for refugee
populations. It will examine changes made to the IFHP in
2012 and in response to the federal court decision in 2014.
Findings of the review indicate that the retrenchments to
the 2012 IFHP instigated health outcome disparities, social
exclusion and increased costs for vulnerable refugee popu-
lations. The 2014 reforms reinstated some services; how-
ever the policy continued to produce inequitable healthcare
access for some refugees and refugee claimants.
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Introduction

Forced migration is growing in volume and significance due
to endemic violence and human rights violations [1]. One
of the fundamental causes for increased refugee mobility
is derived from the amplified number of conflicts that have
become more protracted and in some cases, persisted for
decades [2]. Countries, such as Syria, Somalia, Afghanistan,
Congo and Sudan, exhibit ongoing conflicts with little pros-
pect of an end. As a result, these countries produce mass
outflows of individuals seeking a safe haven for their well-
being and that of their families [3]. Between 1975 and 2003,
the global refugee population grew from 2.4 million to 10.4
million [4]. Currently, the United Nations High Commis-
sioner for Refugees (UNHCR) reports that there are 59.5
million forcibly displaced migrants worldwide; 19.5 million
of these migrants are refugees [1].

Canada has been at the forefront of welcoming refu-
gees and immigrants across the globe for decades [5].
However, over the past 4 years, state imposed restrictions
have severely limited the global movement of refugees into
Canada [6]. In 2012, changes to Canada’s refugee policy
were introduced through Bill C-31, an Act to amend the
Immigration and Refugee Protection Act, and the Interim
Federal Health Program (IFHP) as the Order in Council
(OIC): order respecting the IFHP [7, 8]. These major pol-
icy reforms implemented constraints on some categories of
refugees, deeming them ineligible to access sources of care
and support offered to other categories [9]. For example,
refugee claimants arriving from a certain country would not
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be covered for any healthcare services unless their illness
was a threat to public health. Bill C-31 introduced the leg-
islation determining which refugees from specific countries
of origin would be excluded from receiving healthcare and
the opportunity to work [7, 9].

The IFHP changes greatly reduced healthcare coverage
for refugee populations, resulting in the loss of medical care
and hospital service provisions for many who had previously
been covered [10]. Moreover, these refugee policy reforms
have stimulated a great reduction in the number of new refu-
gee claimant arrivals in Canada [6]. In 2012, Citizenship and
Immigration, Canada (CIC) reported 20,469 in-land appli-
cations were received by the Canadian government while,
only 10,380 applications were submitted in 2013 [11]. This
is the lowest number of refugee claimants applying for
asylum within 20 years of available data in Canada, at a
time when the numbers of refugees and refugee claimants
are globally rising [11]. This paper provides a review of the
IFHP and Bill C-31, utilizing the government’s reasons for
implementing the 2012 IFHP reforms to examine impacts
on the health equity of refugee populations. This review
reveals the provision of inequitable healthcare for refugees
and refugee claimants during the 4 year-long reforms and
explores the changes made to the IFHP in response to the
federal court decision in 2014.

Methods

A literature search of Medline, Pubmed, Pubmed Central,
Web of Science, Google Scholar and Proquest, was car-
ried out from November 2014 to April 2015 for articles that
observed the effects of the IFHP reforms on refugee health
in Canada. The existing literature (n = 12) that addressed
this topic comprised of peer-reviewed studies, commentar-
ies and discussion papers (Appendix 1). Articles that met
the following criteria were included: (1) articles focused on
refugee and claimant population, (2) outcomes related to
refugee and/or claimant health or well-being, (3) the articles
addressed or reviewed effects of the [IFHP reforms or related
immigration policies (Bill C-31) on refugee/claimant health
or access to healthcare, (4) the articles were published in
English or French. The database searches resulted in 159
hits. six records were identified through other sources, for
a total of 165 records. 78 records remained after duplicates
were removed. 12 peer-reviewed articles met inclusion cri-
teria (Fig. 1).

As the existing evidence of the impacts of the IFHP
reforms on refugee populations was limited, a broader lit-
erature search was conducted to examine refugee health in
Canada, based on the reasons by the Canadian government
to introduce the IFHP reforms: (1) To contain the cost, (2)
to reaffirm precariousness, (3) to protect public health and
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safety (4) to ensure fairness to Canadians, (5) to defend
the refugee determination system [12]. A literature search
using the six databases was conducted for articles pertain-
ing to refugee and claimant health in Canada, including
the impact on their health by immigration and immigration
policy. Terms and key words used for the searches included
a combination of the following: refugee, refugee claimant,
asylum-seeker, health, healthcare access, provision, immi-
gration policy, IFHP reforms, IFHP, Bill C-31, health policy,
refugee determination system, and Canada.

Articles were excluded according to the following crite-
ria: (1) The article referred to work that was reported more
fully elsewhere, (2) the article was in a language other than
French or English (3) the report was not published. 24 peer-
reviewed articles were identified, and three articles obtained
from other sources. Overall, the literature consisted of
peer-reviewed studies, discussion papers, advocacy group
reports, institutional policy equity reports and commen-
taries (Appendix 1). As the study of refugee health policy
entails an interdisciplinary outlook, policy summaries from
government websites, media articles, case laws involving
the IFHP reforms and immigration policies, as well as statis-
tical data from the Canadian government and international
organizations are incorporated into this review.

Review
Review of Immigration Policy
The Canadian Context

Throughout history, Canada has constructed its identity
on the foundation of human rights protection, through the
formation of the Charter of Rights and Freedoms, multicul-
turalism, as well as a notable immigration history [5]. As
a signatory to the 1951 UN Convention, the 1966 Interna-
tional Covenant on Civil and Political Rights and the 1967
Protocol on Refugees, Canada assumed its legal obligation
to grant protection to Convention refugees and persons in
need of protection. However, before an individual claiming
refugee status is recognized as a Convention refugee or a
person in need of protection, their claims must be evaluated
through the refugee determination process [11].

In Canada, individuals arriving as Convention refugees
(their claim investigated and accepted outside) are provided
with permanent landed residency upon arrival. According to
1951 Convention Relating to the Status of Refugees, recog-
nition as a Convention refugee means that individuals have
been able to prove they are persons:

Owing to a well-founded fear of being persecuted for
reasons of race, religion, nationality, membership of
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Fig. 1 PRISMA 2009 flow
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a particular social group or political opinion, is out-
side the country of his nationality and is unable or,
due to such fear, is unwilling to avail him/herself of
the protection of that country; or who, not having a
nationality and being outside the country where he/
she normally lives, is unable or, due to such fear, is
unwilling to return to it. [13].

The government of Canada and UNHCR acknowledge
that an asylum seeker, or refugee claimant, is an in-land
refugee applicant whose claim has yet to be determined.
In-land claimants have temporary status if they are eligible
for review, and receive protection only if they are found
to be a Convention refugee according to the terms of the
1967 Protocol relating to the Status of Refugees definition
or found to be a person in need of protection. The latter is
defined as: “ a person in Canada whose removal to their
country or countries of nationality or, if they do not have a
country of nationality, their country of former habitual resi-
dence, would subject them personally to a danger, believed

Records after duplicates removed
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A 4
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on substantial grounds to exist... or to a risk to their life or
to arisk of cruel and unusual treatment or punishment” [14].
A Federal Court decision in 1985 [15] created a refugee
determination system that allowed refugee claimants to rep-
resent their cases on an individual basis to a government
official, thus promoting a more nuanced decision-making
process to integrate refugees into Canadian society [16]. In
1986, Canada was awarded the Nansen medal for its con-
text-specific refugee determination approach and applauded
for its efforts to assist refugees in becoming permanent, con-
tributing members of Canadian society [5] (Fig. 2).
According to the UNHCR, in 2008 and 2009 Canada was
the second and third highest destination country for asylum-
seekers, respectively, of the top 44 industrialized countries.
However, Canada’s ranking dropped to 16th place by 2013
as newly registered asylum-seekers were reduced by two-
thirds which is, “potentially the result of recent reforms of
asylum policies and the introduction of visa requirements
for some nationalities featuring among the major groups
of asylum seekers in Canada” [6]. The recent reforms to
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Fig. 2 Timeline of Canadian
immigration history from 1950
to 1990

United Nations (UN)
adopted Refugee

Convention
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Canadian Charter of
Rights and Freedoms is
formed

asylum policies, reported by the UNHCR, include the intro-
duction of Bill C-31 and the changes to the IFHP in 2012.

Introduction of Bill C-31

Under the reforms made through Bill C-31, two different
categories of inland refugee claimants were established: ref-
ugee claimants from a Designated Country of Origin (DCO)
and those from a non-Designated Country of Origin (non-
DCO) [7]. Bill C-31 differentiated between refugees from
DCOs and non-DCOs, enabling the Canadian government
to exercise sovereignty through the control of immigration
by limiting the entry of refugee claimants into the nation [7].
Refugees from DCO countries are subject to shorter claim
processing timelines, prohibited from appealing failed refu-
gee claims, and if their claim for refugee status has been
denied, they cannot reapply invoking humanitarian and
compassionate grounds for up to 1 year [17]. According to
recent reports, the largest proportion of refugees who enter
Canada seeking asylum flee from Mexico and Hungary,
both countries listed as DCOs by the Minister of Citizen-
ship and Immigration [11].

The Minister of Citizenship and Immigration has the
authority to designate countries as safe based on the Minis-
ter’s subjective opinion that the country may have indepen-
dent judicial and legal rights in place for the refugee [17, 18].
As a result, the decision that a country is safe is founded on
the subjective discretion of the Minister, who may overlook
the hidden crisis of violence in the nation experienced by the
refugee claimants, such as domestic abuse of women, requir-
ing them to seek protection elsewhere [19]. According to the
executive director of the Barbara Schlifer Clinic, “these provi-
sions fail to recognize that women may experience systemic
discrimination and unchecked gender based violence in coun-
tries otherwise considered safe... such as places like Portugal,
St. Vincent and Mexico to name a few. .. under Bill C-31, they
would likely be forced to return to that violence” [20].

As part of developing a faster refugee determination pro-
cess, individuals from DCOs are faced shorter timelines for
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processing refugee claims. The Basis of Claim form limits
their period to gather documentation to 30 days, as opposed
to 60 days for other refugee claimants [18]. As a result, these
reforms increase the likelihood that DCO refugee claims
will not be successful with the limited preparation time,
and once denied, these individuals are prohibited to appeal
to the Refugee Appeal Division (RAD) [21]. Moreover, all
individuals who apply for refugee status are required to wait
at least 1 year after receiving a negative decision before
filing a humanitarian and compassionate application [21].
Therefore, by prolonging the determination of legal status,
these individuals are subject to a more precarious experi-
ence in Canada [22].

The lack of permanent legal status or citizenship impacts
eligibility for work as refugees from DCOs cannot apply
for work permits until their refugee claims are accepted or
180 days have passed since their claims were referred to the
Immigration and Refugee Board (IRB) of Canada [12, 17].
Moreover, precarious status promotes the constant threat
of detention and deportation in refugee claimants’ lives.
This additional anxiety leads to the increased prevalence of
mental health disorders among refugee claimants [23-25].
Refugees and refugee claimants turn to Canada’s healthcare
system for support during their first few years of integration
[26].

Review of Interim Federal Health Program Changes
IFHP 2012 Legislative Changes

Refugees newly arriving to Canada are required by the
majority of provincial health authorities to observe a wait-
ing period of three months before they are eligible to access
provincially funded health plans, which usually cover
physician and hospital use while excluding drug, oral and
vision coverage [27, 28]. Private health insurance is usually
available to bridge the gap of coverage between arrival and
access to provincial healthcare, but it is a costly alternative
for most refugees and refugee claimants. Most refugees and
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claimants in Canada have experienced the hardships of vio-
lence forcing them to generally migrate from low-income
countries and arrive with little resources, resulting in their
increased reliance on public coverage provided by the IFHP
[3]. However, in 2012 reforms to the IFHP complicated and
limited care, negatively impacting this vulnerable popula-
tion, healthcare providers and other stakeholders involved
in refugee care [29].

The Canadian government funded the IFHP since 1957
ensuring comprehensive healthcare insurance for all refu-
gees and refugee claimants seeking protection in Canada for
over 50 years [12]. Prior to the 2012 changes, identical [IFHP
healthcare coverage was available for government-assisted
refugees (GARs), privately-sponsored refugees (PSRs),
protected persons, refugee claimants and refused refugee
claimants with negative decisions under appeal, review or
those awaiting deportation [12]. Each individual, regardless
of claim approval or country of origin, was provided with
complete healthcare coverage, including supplementary and
drug coverage, to ensure equitable treatment of vulnerable
individuals seeking humanitarian aid on Canadian soil.

Under the reforms made through the 2012 IFHP, how-
ever, migrants were separated into categories influenced by
Bill C-31 and were provided with varying levels of coverage
depending on their country of origin and immigration status.
Refugee claimants from any of the 37 DCO listed by the Cana-
dian government as respecting human rights and offering safe
protection would receive limited access to healthcare services
upon arrival to Canada. The IFHP reforms segregated health
insurance into three tiers of medical coverage assigned to the
different categories of refugees: expanded health care cover-
age (EHCC), Health care coverage (HCC) and public health
or public safety health care coverage (PHPS).

The first tier, EHCC, was available to GARs and provided
healthcare coverage equivalent to the pre-2012 IFHP cover-
age, in which hospital and physician services, dental, vision,
vaccinations and medications were covered [7]. The second
tier, HCC, was available for PSRs and refugee claimants
who did not enter Canada from a DCO [30]. It delivered
basic healthcare coverage of physician, nurse and hospital
services as well as laboratory and diagnostic care. However,
medication and vaccines were only covered if there was a
requirement to treat the disease if it posed a risk to pub-
lic health or a condition of public safety concern [9]. The
third tier, PHPS, was provided to failed refugee claimants
and claimants from DCOs [30]. It substantially limited the
provision of all care and services. Medication and immuni-
zation were provided only if they were required to “to diag-
nose, prevent or treat a disease posing a risk to public health
or... a condition of public safety concern” such as HIV or
active pulmonary tuberculosis [12, 29].

Essentially, the reforms restricted access to medica-
tions and supplementary coverage (e.g., dental and vision).

In-land refugee claimants from Designated Countries of
Origin (DCO) would only receive medical attention if their
conditions were deemed of to be of an “urgent and essential
nature,” posed a threat to public health or became a con-
cern of public safety [31]. As a result, pregnant women have
been denied prenatal and obstetrical care, those with chronic
illnesses such as cancer have been refused chemotherapy
and even a young child with a fever and cough was denied
access to diagnostic care, such as a chest x-ray, to deter-
mine whether the child was suffering from pneumonia, a
life-threatening disease [12].

Reaction to the 2012 Reforms

Concerns for refugees and refugee claimants voiced by Cana-
dian health organizations and professionals over a period of
2 years (2012-2014) prompted the federal court to reassess
the impact of these reforms on all stakeholders involved in
refugee care, including physicians, lawyers, pharmacists
and refugee claimants themselves. Within one month of the
introduction of the 2012 IFHP reforms, eight national health
provider associations expressed their concerns and opposi-
tion to the changes [32, 33]. The associations included the
College of Family Physicians Canada, Royal College of
Physicians and Surgeons of Canada, Canadian Association
of Optometrists, Canadian Association of Social Workers,
Canadian Dental Association, Canadian Medical Associa-
tion, Canadian Nurses Association and Canadian Pharma-
cists Association. Some local municipalities agreed to forgo
the significant rollback to the IFHP as early as May 16, 2012
and continued, “to fund refugee health care programs™ [34].

On February 25, 2013, a legal challenge launched by
the Canadian Doctors for Refugee Care (CDRC), joined
by the Canadian Association for Refugee Lawyers (CARL)
and three patients, was successfully appealed to the Fed-
eral Court of Canada, who deemed that the cuts to the IFHP
carried out unjust treatment of refugees and refugee claim-
ants [35]. Prior to the court ruling in favour of the CDRC
to restore refugee health coverage, that largest refugee-
receiving province, Ontario, launched a provincial health
insurance plan for refugee populations in January, 2014.
The Ontario Temporary Health Program (OTHP) provides,
“essential and urgent healthcare, as well as medication cov-
erage,” to refugees and claimants residing in Ontario [36].
Ontario is the sixth province to fill the gap left by the federal
health reforms through the introduction of the OTHP after
Manitoba, Saskatchewan, Quebec, Nova Scotia and Alberta
[37]. According to the CIC, reforms to the IFHP were intro-
duced to accomplish the following:

(1) Modernize, clarify and reaffirm the original intent of
the IFHP as a temporary... program, (2) Alter the IFHP pro-
tocol to ensure “fairness to Canadians,” (3) Protect Public
Health and Public Safety in Canada, (4) Defend the integrity
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of Canada’s refugee determination system and deter its
‘abuse’ and (5) Contain the financial cost of the IFHP [12].

These explanations have been overruled by Justice
McTavish’s court decision that the IFHP reforms violated
section 12 of the Canadian Charter of Rights by carrying out
“cruel and unusual treatment” of vulnerable refugee popu-
lations [12]. In the following sections, the federal govern-
ment’s objectives for implementing the IFHP retrenchments
will be examined using the literature to review the impact
on refugee populations’ health equity.

Objective One: Temporary Program

The primary objective of the IFHP cuts was to promote the
implementation of a temporary system for all refugee claim-
ants in an attempt to “modernize, clarify and reaffirm the
[IFHP’s] original intent” [12]. Instead, the temporary IFHP
restricted health services to refugees, promoting poor health
outcomes for refugee claimants by exacerbating existing
barriers to access the healthcare system [29].

Studies in Canada have found that refugees frequently
face difficulties accessing healthcare due to a combination
of barriers including language, transportation, cultural dif-
ferences and precarious legal status [22, 27]. Discrimination
is another barrier to accessing healthcare, as refugee moth-
ers reported perceiving discriminatory attitudes and experi-
ences from their healthcare providers [38]. Socioeconomic
factors, such as low income and poor education, compel ref-
ugee claimants to avoid seeking healthcare services, “par-
ticularly in the face of healthcare restructuring” [39].

Refugee claimants may be reluctant to seek healthcare
services and may not wish to disclose their medical history
for fear of a negative impact on acquiring permanent refu-
gee status in Canada [40]. Refugee claimants may also be
discouraged to seek healthcare due to experiences of refusal
of care or demands for fees for treatments that should be
covered [28, 30, 33, 35]. Some healthcare providers have
been reluctant to accept refugee patients due to their com-
plex needs and uncertain IFHP coverage, even prior to the
2012 cutbacks [28]. This phenomenon was exacerbated
under the 2012 IFHP reforms; according to emails obtained
by the Canadian Medical Association Journal, only nine out
of thirty-three walk-in clinics in Ottawa accepted refugees
as patients. Moreover, the accepting clinics would charge a
visit fee of $60.00 for refugees regardless of coverage [35].

Objective Two: Fairness to Canadians

One reason to introduce retrenchments to healthcare cover-
age plans for refugees and refugee claimants was to accom-
plish the second objective of the reforms: to ensure “fairness
to Canadians” [12]. This assertion was based on the rea-
soning that the former program provided more generous
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benefits than those received by working Canadians by their
provincial and territorial programs [41]. However, these
reforms did not rationally address the unfairness perceived
by Canadians as “it is no fairer to Canadians to now provide
vulnerable poor and disadvantaged asylum seekers with a
level of health insurance coverage that is [nearly] compa-
rable to that available to working Canadians” [12].

According to the 2012 IFHP cuts, refugee claimants from
non-DCOs received basic health care coverage (HCC) and
PHPS medication coverage, excluding dental care, walk-
ers, hearing aids, home care, elective surgery or rehabilita-
tion [8]. This category of refugee claimants would receive
diagnostic care provided by physicians, nurses and hos-
pitals, and they would be assessed for conditions such as
diabetes or cardiovascular disease.| However, even if they
were successful in their applications for status, once they
were diagnosed with an illness no refugee claimant would
“receive coverage for medications... like insulin, statins or
anti-hypertensive drugs” [33].

Moreover, the provision of PHPS coverage for all refu-
gee claimants from DCOs resulted in a lack of coverage for
physician or hospital visits, medications or supplementary
care such as vision or dental care. These individuals would
only be treated or diagnosed for their condition if their con-
dition was one out of the 24 disorders that were deemed a
public health threat or a public safety concern [7].

According to Raza et al. [33], the IFHP cuts “focus on
emergency treatment and aggressive infectious conditions
among refugees [which] underscores a deep change in the
way in which human beings are assigned value according to
the social circumstances”. Healthcare providers were faced
with ethical dilemmas of having to refuse care to those in
need due to government legislation defining refugee claim-
ants and distinguishing claimant categories as different
from being a Canadian citizen. The “fairness to Canadians”
objective positions Canadian citizens against refugees by
promoting the perception of refugees as threats of political
and economic disruption, instead of recognizing them as a
vulnerable group of people [41].

Refugees and refugee claimants have been found to dis-
play higher rates of tuberculosis, HIV/AIDS, diabetes and
hepatitis B compared to those born in Canada [42—45]. They
are also at an increased risk of developing several vaccine-
preventable communicable diseases due to under vacci-
nation [43]. When compared to economic or family class
immigrants, refugees experience more pronounced mental
and physical health complications, particularly during reset-
tlement [46]. Refugee claimant mothers in particular are
more likely to be associated with having higher levels of
psychosocial risk and unaddressed postnatal concerns than
both immigrant and native-born Canadian mothers [47].
Most significantly, compared to other immigrants, refugees
are more likely to experience a rapid decline in self-reported
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health status after arrival in Canada [43]. Therefore, the
retrenchments to healthcare under the IFHP provide inequi-
table access for the vulnerable populations.

Objective Three: Protecting the Public

The third objective of the IFHP cuts, to “protect Public
Health and Public Safety in Canada,” is undermined by
the consequences and implications of reduced healthcare
provision. As mentioned in the previous section, refugees
and refugee claimants display increased risk of developing
vaccine-preventable communicable diseases [42-45, 48].
As preventative and diagnostic care was inaccessible by this
vulnerable group of people due to the IFHP reforms, “health
promotion initiatives [became] almost impossible to imple-
ment... creating serious public health risks” [29]. Sheikh et
al., assert that the reforms posed a threat to public health as,
“the federal government has not clarified which clinical pre-
sentations or symptoms would justify an investigation to rule
out an infection by a transmissible organism (and hence ser-
vices being covered under the public health category),” [30].
Therefore, achieving the third objective of the 2012 IFHP
reforms presented challenges. Reduced coverage would have
led to public health risks because certain claimants did not
have access to diagnostic care in the event that they were ill
with a communicable disease. Overall, there is no evidence
that reducing healthcare coverage for refugees and claimants
would have protected the health and safety of Canadians.

Objective Four: Defending the System

The fourth objective of the cuts aimed to defend Canada’s
refugee determination system against refugee claimants who
were seeking to ‘abuse’ the generosity of Canadians [12].
As Minister Kenny claimed, the IFHP reforms would, “stop
the abuse of Canada’s generous and overburdened health-
care system by bogus refugees” [49]. The term “bogus” cre-
ated the effect of “othering” refugee claimants by provoking
the stereotypical view that they are “cheats” and “queue-
jumpers” who have come to Canada to take advantage of
the healthcare system [ 12]. The government’s proposition to
weed out “bogus” refugees stemmed from the fear of recent
global mass refugee movements as a threat to the country’s
economic resources [41]. The idea that resources are scarce
and ‘other’ refugees compete with ‘us’, Canadians, for them
led to the perception of refugees as a threat which elicited
a sovereign response from the Canadian government to
implement restrictive refugee policies [41, 50].

Objective Five: Containing the Cost

The final objective of the federal government for implement-
ing the IFHP reforms in 2012 was to “contain the financial

cost of the IFHP” [12]. Before the reforms, the IFHP cost
was approximately $84 million and covered 128,000 people
in 2012 [49]. Following the retrenchment, the federal gov-
ernment expected to save $20 million a year [51]. However,
the cost of providing health care for refugee claimants has
been reallocated rather than reduced. The reforms have
increased emergency department (ED) use, and the cost has
been shifted to hospitals under provincial insurance [29, 51].

According to a retrospective chart review of 1063 refu-
gee patients from 2011 to 2014, the burden of chronic dis-
eases such as anemia (25 % among females aged 15 and
over), hypertension (30 %), were prevalent among the refu-
gee population [48]. Moreover, the study revealed there
was an increased prevalence of intestinal parasites (16 %)
and Hepatitis B non-immunity (61 %) among this popula-
tion [52]. With poor health outcomes, refugee claimants are
more likely to visit the ED for concerns that are more seri-
ous, exacerbating the long wait times and tightening hospi-
tal and provincial healthcare budgets [30].

As reported by Shiek et al.[30], an accepted refugee
claimant with asthma did not have coverage under the 2012
IFHP to pay for a bronchodilator. She was rushed to the ED
for an asthma exacerbation. The cost of her ED visit and
subsequent hospitalization could have been avoided had she
been provided with coverage for the proper medication [30].
Moreover, a retrospective chart review and cost analysis at
the Hospital for Sick Children assessed ED visits 6 months
before and 6 months after the IFHP cuts. The study dem-
onstrated that the number of ED admissions had increased
from 6.4 to 12.1 % [51]. However, this result was statisti-
cally insignificant due to small sample size.

There is no evidence that the 2012 IFHP reforms reduced
or contained the overall cost of care for refugees and ref-
ugee claimants. Instead, it has been revealed that the cuts
transfer the costs to the vulnerable individuals, hospitals, or
the province, which bear the costs of unpaid medical bills
[36, 51]. According to the cost analysis at Sick Kids Hos-
pital, after the 2012 IFHP reforms, healthcare costs for the
institution significantly increased [51]. Prior to the IFHP
cuts, 46 % of ER bills were paid by the IFHP, however, after
the cuts, only 7 % were paid by the IFHP. As over 90 %
of the ED bills were left unpaid by the government-funded
IFHP, this cost was assumed by the healthcare institution
[51]. Additionally, provinces have been absorbing certain
healthcare costs which were no longer assumed by the fed-
eral government, creating a complex system for healthcare
providers and refugee claimants to navigate [53].

IFHP 2014 Reforms
The legal challenge, launched by the Canadian Doctors

for Refugee Care (CDRC), on the basis of violating sec-
tion 12 of the Charter of Rights and Freedoms, successfully
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justified to the federal court that the cuts to the IFHP was a
form of “cruel and unusual” treatment [12]. Furthermore,
the court ruled that the 2012 IFH cuts were “of no force or
effect” in which refugees and claimants should be provided
with “health insurance coverage that is equivalent to that
to which... [they were] entitled under the provisions of the
pre-2012 IFHP” [12]. On November 4, 2014, the Federal
Government of Canada announced the introduction of tem-
porary measures for IFHP. This new program reform was
not a full reversal of the 2012 cuts, as ordered by the federal
court, but it did restore some key health services [11].

Periods of healthcare exclusion or non-coverage existed
under the new regime, resulting in the formulation of pro-
vincial government-led programs aimed to facilitate refugee
access to healthcare [36]. Although, more provincial pro-
grams surfaced across the country, not all provided the same
levels of coverage [12]. As a consequence, many refugees
and refugee claimants continued to rely on the IFHP health
coverage. The 2014 IFHP reforms restored certain key ser-
vices for select categories of refugees and refugee claim-
ants through a more complex system of health coverage. Six
types of coverage are provided under this new temporary
program [54]:

(1) Basic, supplementary (vision & dental), and prescrip-
tion drug coverage.

(2) Basic and prescription drug coverage.

(3) Basic and PHPS prescription drug coverage.

(4) PHPS basic coverage and PHPS prescription drug
coverage.

(5) Coverage for persons detained under the Immigration
and Protection of Refugees Act.

(6) Coverage for the immigration medical examination.

The first four types of coverage provided varying levels of
basic, supplementary and prescription drug coverage for
select groups of refugees and refugee claimants [54, 55].
Type 1 applies to resettled refugees who are or were receiv-
ing monthly income support through Resettlement Assis-
tance Programs, children less than 19 years of age, victims
of human trafficking and certain people who are being
resettled in Canada because of the Minister’s humanitarian
and compassionate considerations. Type 2 applies to preg-
nant women and rejected refugee claimants from countries
to which the government cannot currently deport such as
Iraq, Afghanistan, Congo, South Sudan, Gaza, Somalia and
Syria. Type 2 coverage excludes supplementary vision and
dental care. Type 3 applies to PSRs, active refugee claimants
currently awaiting a claim decision and protected persons.
Type 4 applies to ineligible refugee claimants, suspended
refugee claimants and rejected refugee claimants who can
be deported. Type 5 covers the costs of delivering health-
care services and products during the period an individual is
detained by the Canadian Border Services Agency (CBSA).

@ Springer

Type 6 provides immigration medical examination coverage
for those who enter the country without permanent resident
status and are provided with temporary or no immigration
status.

Active, ineligible, suspended and rejected refugee
claimants, PSRs, protected persons, claimants who are not
children, pregnant women and refugees from a country to
which deportation is banned do not have the same access to
medications as before the 2012 retrenchments [55]. These
groups may be covered only if their conditions pose a threat
to public health or safety [55, 56]. Refugee claimants who
are suspended, rejected or ineligible but allowed to apply
for pre-removal risk assessment are provided with no care at
all, except to prevent or treat conditions that pose a threat to
public health or safety [S5, 56]. Prior to the 2012 cuts, these
individuals were provided with insurance until the date
of deportation to ensure that their claim was indisputably
invalid under Canadian refugee determination policies [56].

IFHP 2016— “Restoring Fairness”

On April 1st, 2016 the newly elected Liberal Government
of Canada restored the IFHP to its previous coverage plan,
as it was prior to the 2012 retrenchments, in which all refu-
gees and claimants currently receive basic health coverage,
prescription drug coverage and supplementary coverage,
“until the beneficiary leaves Canada or becomes eligible for
provincial or territorial health insurance” [57]. In a news
release Minister John McCallum explains that, “Canadians
from many walks of life, from premiers to front-line health-
care professionals to Canadians who privately sponsor refu-
gees, spoke with one voice in rejecting the changes made to
the IFHP in 2012. We have listened, and coverage will be
restored” [58].

Discussion

As Canada moves forward with the new 2016 IFHP, it
restores equitable healthcare for refugees and claimants.
During Canada’s 4 year-long IFHP reform experience, refu-
gees and claimants were experiencing inequitable health-
care access because physicians refused to accept them
as patients [28, 30, 33, 35]. Some of the most vulnerable
individuals, such as pregnant women and children from
select countries of origin, would receive care only if their
condition posed a threat to public health in 2012. In 2014,
pregnant women continued to experience limited access to
healthcare services as they were not covered for vision and
dental care. Privately sponsored refugees experienced fur-
ther limitations to healthcare, as they would not be covered
for prescription medications in 2014, unless their condition
was a public health concern. The Government of Canada
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resettled 25,000 Syrian refugees between November 2015
and February 29, 2016, including government-assisted and
privately-sponsored refugees [59]. If the 2016 IFHP policy
had not been implemented, thousands of Syrian refugees
who were privately-sponsored by Canadian citizens would
continue to receive limited healthcare access.

The reforms may have promoted delayed, ineffective
management of acute and chronic illnesses among refugee
populations, which leads to increased probabilities of dis-
ability and morbidity in the long-term. Another primary
long-term repercussion that may follow the impact of the
4-year long reform is the confusion among healthcare pro-
viders and settlement workers as to who is currently eligi-
ble for comprehensive coverage. Although comprehensive
healthcare coverage is now restored for all refugees and
claimants, physicians and clinics may still be misinformed
and continue to exclude refugees and claimants from access-
ing care. Denials to provide care for refugees and claimants
by professionals was an issue before the 2012 IFHP reforms
were introduced, and thus, this trend may still be occurring
due to the complex changes over the past 4 years [28].

The authors recommend that the federal and provincial
governments implement appropriate strategies to prevent
persisting confusion among refugee care stakeholders. It is
important to note that although the newly elected Liberal Gov-
ernment has formulated humanitarian health care policies that
restore health equity among vulnerable refugee populations,
the possibility that future governments may revert to older,
ostensibly cost-saving models exists. As Loescher asserts, “the
formulation of refugee policy involves a complex interplay of
domestic and international factors at the policy-making level
and illustrate[s] conflict between international humanitarian
norms and the sometimes narrow self-interest calculations of
sovereign nation-states,” [60]. This research serves to inform
current and future policy-makers of the social and human
costs incurred by attempting to retrench health services for
vulnerable populations to improve the economy.

Conclusion

Over the past 4 years, Canada’s refugee policies have trans-
formed from providing humanitarian relief and embracing
nation-building notions to promoting precariousness and
excluding refugees from rights, framing them as the other.
In particular, the introduction of Bill C-31 in 2012 endorsed
precarious status among refugee claimants and excluded
them from the right to move, work or access healthcare. The
2012 cuts to the IFHP have produced further health inequi-
ties towards refugees with the provision of temporary and
inadequate healthcare services, deemed “cruel and unusual”
by the Federal Court [12]. Moreover, the formulation of the
IFHP on the premise that refugees are ‘bogus’ and abusers

of Canada’s healthcare system stimulated the effect of oth-
ering a vulnerable group of people [49].

Refugee policies that restrict refugee and claimant access
to healthcare violate human rights, propagate social exclu-
sion and result in possible risk to the general population.
Widespread human rights violation within countries of
origin is one of the principal causes of forced and disrup-
tive movements of people [1]. Disorderly movements of
migrants, especially when they are irregular and unwanted,
generate greater risk of further human rights violation in
countries of transit and destination [61]. When this happens,
management of migration becomes difficult and costly; it
also entails heavy social and human costs. The rational for
the 2012 reforms was primarily to cut costs and in Canada’s
case, transfer the cost from federal to provincial legisla-
ture. The severe social and human costs caused by the 2012
retrenchments to the IFHP, as outlined in this review, led
to the formulation of the 2014 reforms. The 2014 reforms
to the IFHP was not the panacea, as certain groups of refu-
gee populations still experienced healthcare access inequity.
However, the implementation of the 2014 IFHP reforms was
one step in the right direction as it began to provide cover-
age and thus, allow more refugees and refugee claimants to
access necessary care. As of April 1, 2016 the newly elected
federal government in Canada has reinstated comprehensive
coverage provided through the IFHP, as it was prior to the
changes in 2012, “restoring fairness” and equity to refugee
healthcare [58]. Canada’s experience is an important lesson
on the value of comprehensive health policies that include
adequate healthcare from the moment refugees arrive in a
country.
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