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ABSTRACT

Introduction The International Family Medicine Clinic
(IFMC) was established in 2002 by the University of Virginia
Department of Family Medicine to provide comprehensive,
timely, culturally sensitive and high-quality healthcare to
the growing refugee and special immigrant population in
Central Virginia, USA.

Methods The purpose of this paper is to describe the
IFMC, with a specific focus on interprofessional roles,
interprofessional collaboration, community partnerships
and the services and resources available to IFMC patients.
Results The clinic has served over 3100 refugees from
60 countries in its 16-year history. In 2019, the clinic staff
now includes 4 attending physicians, 2 nurse practitioners
and 14 residents who have dedicated clinic time to see
refugees; a registered nurse care coordinator and a social
worker dedicated to the IFMC refugee population; 2 clinical
psychologists and doctoral students in clinical psychology;
and a clinical pharmacist. The IFMC also provides

onsite psychiatric care. A process flow map depicts the
interconnectivity of interprofessional team members
working together with other specialty care providers within
the medical centre and with community partners on behalf
of refugee patients through the resettlement process.
Conclusion Individuals who arrive in the USA as refugees
are a particularly vulnerable patient group and often
require an interprofessional team approach. The IFMC may
serve as a model for other institutions interested in starting
a similar interprofessional, refugee-centred medical home.

INTRODUCTION

Refugees are a special type of foreign-born
resident of the USA; the term refers to a
temporary legal status defined by the United
Nations High Commissioner for Refugees as
any person who has been forced to flee his
or her country because of persecution, war or
violence for reasons of race, religion, nation-
ality, political opinion or membership in a
particular social group.' Since 1975, the USA
has resettled more than 3 million refugees
and historically has welcomed more refugees
than other countries globally.2 Individuals
who hold Special Immigrant Visas (SIVs)—
since 2006 a programme for certain Afghan

and Iraqi nationals—receive the same federal
resettlement support in the USA.”

With regard to medical care, the USA
has well established clinical guidelines for
providing primary care* and expert guidance
focusing on practice management issues
in the provision of care for 1‘efugees.5_7 In
addition, refugee and healthcare provider
perspectives on receiving and providing
primary care in countries of resettlement
highlight challenges
understanding new healthcare systems, the
importance of trusting patient-provider
relationships and the value of culturally
competent care.*’ Studies, including two
published about the International Family
Medicine Clinic (IFMC), show outcome
measures that demonstrate how models of
care dedicated to refugee populations can
improve quality of care by decreasing wait
times to initial visits,'' 2 decreasing inappro-
priate emergency room visits,"? '* improving
management of chronic diseases’” and
decreasing the need for specialty referrals
by having primary care providers (PCPs)
who are trained in the unique medical needs
of refugees.'” There are a few published
examples of refugee centred collaborative
models and medical homes across the USA
and Canada,'®'” as well as papers written by
experts who have advocated the importance
of providing comprehensive, interprofes-
sional care to refugee patient populations.'®
In addition to language barriers, the care
of refugee patients is often complicated by
cultural differences, lack of previous health
records, social barriers and complex psycho-
social histories. Therefore, a multifaceted,
interprofessional approach to providing
comprehensive care is necessary. In this
paper, we add to what is known by focusing on
interprofessional roles inside a refugee-cen-
tred medical home and by providing specific
details about how individuals in these roles

in accessing care,
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operate collaboratively both within the IFMC and with
external partners.

BACKGROUND

IFMC was established in 2002 by the University of
Virginia (UVA) Department of Family Medicine to
provide comprehensive, timely, culturally sensitive and
high-quality healthcare to the growing refugee popu-
lation in Central Virginia, USA. Through an informal
agreement with the local resettlement agency (RA), the
IFMC provides a medical home to all refugee and SIV
newcomers (hereafter called refugees) who resettle in
Charlottesville and are supported by the USA federal
resettlement programme. The clinic has served over 3100
refugees from 60 countries in its 16 year history (table 1).

For children under 18, the most common diagnoses are
well child and other medical examinations/evaluations;
immunisations and screening for infectious diseases;
anaemia and other nutritional endocrine and metabolic
disorders; upper respiratory infections; allergies; disor-
ders of the teeth and jaw; gastrointestinal disorders; geni-
tourinary symptoms; skin disorders; and developmental
conditions. For adults, the most common diagnoses are
medical examinations/evaluations; immunisations and
screening for infectious diseases; hypertension; back
problems; lipid disorders; other connective tissue disor-
ders; skin disorders; headaches including migraines;
diabetes mellitus; and mood disorders.

The IFMC is located within the Family Medicine
Clinic (FMC), a National Committee for Quality Assur-
ance (NCQA) Patient Centered Medical Home (PCMH)
accredited practice, on the main campus of the University
of Virginia Health System. There is no special funding
for the clinic as it operates within the FMC, using the
same facilities, reception and nursing staff as for other
patients. IFMC patients are billed through their insur-
ance, including Refugee Medical Assistance (available for
refugees for the first 8 months after arrival),19 Medicaid,
Medicare, or are given discounted or no cost care if they
qualify through a state financial assistance programme.

Of the 59 languages (excluding English) represented
by patients who attend the IFMC, clinic staff have access
to telephonic, video and in-person interpreters for all
but two of the languages. Since the majority (71.8%) of
individuals who attend the IFMC do not speak English
on arrival and many never learn English to the extent to
which a meaningful clinic visit could be conducted by an
English-speaking healthcare provider, interpreters are
used for most office visits.

History and evolution of professional roles in the IFMC

Since inception in 2002, the clinic’s staff has grown to
include physician faculty, resident physicians and nurse
practitioners and also a strong core of interdisciplinary
professionals who collaborate to provide comprehensive
care to refugees. In 2019, it now includes 4 attending
physicians, 2 nurse practitioners and 14 residents who

Table 1 Characteristics of patients seen in the IFMC 2002-
April 2019 (n=3181)

Number (%)
Gender
Female 1601 (50.3)
Male 1580 (49.7)
Status
Refugee 2899 (91.1)
Special Immigrant Visa 282 (8.9)
Age categories
<18 years 742 (23.3)
18-34 1048 (32.9)
35-49 827 (26.0)
50-64 382 (12.0)
>65 182 (5.7)
Speaks English on arrival
No 2284 (71.8)
Yes 838 (26.3)
Unknown 56 (1.8)
Top 10 countries of origin
Afghanistan 650 (20.4)
Bhutan/Nepal* 556 (17.5)
Burma/Thailandt 368 (11.5)
Iraq 363 (11.4)
Congo 196 (6.2)
Uzbekistan 94 (3.0)
Russia 92 (2.9)
Somalia 84 (2.6)
Syria 74 (2.3)
Colombia 65 (2.0)
Top 10 countries of departure
Nepal 553 (17.4)
Afghanistan 440 (13.8)
Thailand 289 (9.1)
Russia 259 (8.1)
Jordan 187 (5.9)
Kenya 149 (4.7)
Iraq 123 (3.9)
Turkey 116 (3.6)
Tanzania 91 (2.9)
Malaysia 90 (2.8)

*This includes refugees who were born in refugee camps in Nepal
to parents born in Bhutan.

TThis includes refugees who were born in refugee camps in
Thailand to parents born in Burma/Myanmar.

IFMC, International Family Medicine Clinic.

have dedicated clinic time to see refugees; a registered
nurse care coordinator (RN-CC) and a social worker
(SW) dedicated to the IFMC refugee population; 2
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Figure 1

clinical psychologists and doctoral students in clinical
psychology; and a clinical pharmacist integrated into
the IFMC as part of the role in the FMC. The IFMC also
provides onsite psychiatric care through the UVA Depart-
ment of Psychiatry. The process flow map for the IFMC
and its external partners that is provided in figure 1
demonstrates the interconnectivity of team members
working together on behalf of the patients during their
resettlement process.

Process flow map illustrating interagency and interprofessional collaboration for healthcare for newly arrived refugee.

DESCRIPTION OF SPECIFIC ROLES

Registered nurse care coordinator

The RN-CC is the first point of contact for nearly all
refugees who have a special medical need that is known
prior to their arrival in Charlottesville. Class B medical
conditions, identified in the overseas medical screening,
are those that do not preclude the individual from travel-
ling to the USA, but represent a departure from normal
health and require timely follow-up after arrival.”” Over
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Table 2 Total number of new patients* and known Class B
conditions (>1) for refugees by fiscal year

Total # of

Class B conditions

Fiscal year new patients Number (%)
2013-2014 190 39 (20.5)
2014-2015 183 44 (24.0)
2015-2016 290 71 (24.5)
2016-2017 207 28 (13.5)
2017-2018 145 11 (7.5)
Total 1015 193 (19.0)

*Includes both refugees and SIV holders. SIV holders are not
included in the Class B conditions numbers since the IFMC does
not receive their overseas medical evaluation before arrival. The
recent decrease in Class B conditions reflects a relative decrease
in the percentage of Refugees and a relative increase in the
percentage of new SIV patients.

IFMC, International Family Medicine Clinic; SIV, Special Immigrant
Visa.

the past five fiscal years (2013-2018), 19% of new patients
to the IFMC had one or more Class B conditions (see
table 2). Examples of Class B conditions in adults include
dialysis dependent chronic kidney disease, untreated
Hepatitis C, liver cancer, asthma, hypothyroidism, back
pain, blindness, migraine, chronic obstructive pulmonary
disease, hypertension and cardiomegaly. Recent cases
involving children included those with physical or devel-
opmental disabilities, genetic abnormalities and congen-
ital heart defects. The RN-CC is contacted in advance by
the medical case manager of the RA and then secures an
expedited appointment to establish care in the IFMC,
and in some cases obtains an early referral from an IFMC
provider to a specialty provider when needs are urgent.
When profound medical conditions are indicated on the
overseas medical screening the RN-CC consults with the
assigned PCP and works to schedule specialty appoint-
ments immediately after and sometimes even before the
Initial Visit at the IFMC. For individuals holding SIVs,
overseas medical reports are not received in advance, so
any urgent medical conditions are addressed after arrival
in the USA. Initial visits for refugees without urgent needs
are scheduled by the front desk staff, typically 8 weeks
after arrival in the USA.

Class B conditions identified at the overseas medical
screening often do not fully capture the scope of health
needs at arrival. Other ways patients are identified as
needing care coordination before the first visit include:
» The RA may learn of medical issues during the home

visit made 24 hours after arrival or days to weeks
later when people return for cultural orientation or
English classes.

» The health department (HD) performs a health
screening within 45 days of arrival,”’ which includes
screening for communicable diseases as well as
selected chronic diseases in adults as required by
the Centers for Disease Control and Prevention (eg,

Table 3 Summary of cases (n=78, 37% of 210 total new
patients) requiring RN care coordination before or directly
after initial IFMC visit during the 18-month period from 1
September 2017 to 28 February 2019

Type of care coordination need

Number (%*)

Health problem related care coordination 63 (30)
Early appointments at the IFMC 26 (12)
Seen in ED or walk-in clinic before their 21 (10)

initial visit
Administrative support provided by RN-CC 14 (7)

Help coordinating specialist follow-up after 12 (6)
initial visit

Intensive specialist coordination before 10 (5)
being seen at IFMC
Nurse triage 8 (4)

Pregnant and needed initial prenatal visits 7 (3)

*Totals do not add up to 100% because not all refugees need care
coordination before or immediately after the initial visit, whereas
many have more than one need.

ED, emergency department; IFMC, International Family Medicine
Clinic; RN-CC, registered nurse care coordinator.

hypertension, high cholesterol, diabetes) and special
screenings for children (especially those required for
school enrolment like vision and hearing, lead levels
and complete blood count).** When the HD identi-
fies a health problem, they contact the RN-CC to coor-
dinate follow-up.

» Patients may have an urgent or emergent need before
their initial clinic visit and go directly to the emer-
gency department (ED) or a walk-in clinic. Recent
examples of ED visits before initial intake include
leg abscess, URI, pregnancy symptoms, impetigo and
metabolic acidosis with dehydration. Workers at the
RA are often aware of these visits and alert the RN-CC
to coordinate follow-up.

At this stage, the IFMC RN-CC and clinical pharmacist
sometimes collaborate to arrange for care that will bridge
a person to their initial visit at the IFMC; for example,
if the patient has a known chronic problem and simply
needs a medication refill. Table 3 presents a summary of
the care coordination needs for refugees over a recent
18-month period.

The RN-CC plays an important role in helping to orient
newly arrived individuals and families to the USA health-
care system, including teaching them how to schedule
follow-up appointments; to expect phone calls from the
clinic about test results and any subsequent recommenda-
tions; to navigate to pharmacies or specialty clinics; and to
request an interpreter if one is not immediately offered.
This orientation includes explaining conventions unique
to the USA healthcare system such as the fact that patients
are routinely asked to identify themselves by name and
date of birth and that they need to memorise their legal
date of birth even if that date has never held relevance for
them before.

Elmore CE, et al. Fam Med Com Health 2019;7:¢000091. doi:10.1136/fmch-2018-000091

yBLAdoo Aq paroaloid 1sanb Aq £Z0z ‘6 [udy uo wod fwg yawy//:dny woiy papeojumod "6T0Z AINC TT U0 T60000-8T0Z-YoWY9STT 0T Se paysignd 1si1 y)eaH wod pay we-


http://fmch.bmj.com/

Once patients have established care at the IFMC, the
RN-CC continues to assist those with any chronic or
acute illness for as long as there is a need, no matter
how long they have been living in the USA. For example,
patients with anaemia, elevated lead levels or infections
are provided treatment support (eg, teaching a patient
with Helicobacter pylori how to take triple therapy appro-
priately) or monitoring by the RN-CC until the acute
issue is resolved or improves. Patients with chronic illness
may see the RN-CC to support their understanding of
the condition and long-term medication regimens, to
refill monthly medication boxes, and for coaching and
support on lifestyle modifications such as improving their
nutritional habits. The RN-CC also collaborates with the
HD to aid in the care of patients with latent and active
tuberculosis infection to ensure appropriate treatment,
follow-up and documentation in the electronic medical
record. These are examples of how the RN-CC’s role in
both external and internal interprofessional collabora-
tions has improved the quality of care for patients in the
IFMC. Future work will seek to quantify how these efforts
have impacted quality measures.

Transitional Care Management in the clinic involves
reviewing cases of all patients who have been admitted
to the hospital to identify gaps in care and reduce read-
missions. The refugee patients benefit from this resource
as well, as the RN-CC calls all who have been discharged
within 2 days to assess symptoms and review medication
adherence.

The RN-CC is often the first point of contact with
outside agencies that also work with these families. For
example, individuals working with the school system;
a nurse home visit programme—called CHiP—serving
low-income families with young children; Women, Infants
and Children (WIC); or English as a Second Language
programme will alert the RN-CC to problems or barriers
that families experience. The RN-CC will work with the
family and their social supports to build trust and opti-
mise their care in a way that suits the family best.

Social worker

The IFMC SW assists with: overcoming barriers to health-
care via referrals for health insurance, Medicaid and
UVA’s billing and prescription discounts; housing inse-
curity and homelessness; employment resources and
vocational rehabilitation; school matters; food insecu-
rity; intimate partner violence; adult and child protec-
tive service concerns; disability guidance; accessing
dental care and accessing longer-term mental health
and substance abuse treatment. With patient consent,
the SW collaborates with community partners including
the refugee RA, CHiP and the Department of Social
Services. The SW follows all pregnant women to ensure
healthcare coverage, provides safe sleep education, assists
with crib and infant safety seat applications through the
HD and refers to WIC. The SW connects ageing patients
and their families with senior centres, adult day care and
in-home caregiver resources. The SW is available for crisis

and supportive counselling. In addition, the SW assists
patients and families with discussion of end of life plan-
ning as well as advance medical directives. The SW also
collaborates with the team to refer patients to hospice
care and works closely with UVA’s Palliative Service as well
as hospice agencies when needed.

Clinical pharmacist

Clinical pharmacists enhance the quality of care provided
in the primary care setting.”” Carter et a* demonstrated
that latent tuberculosis completion rates were improved
by incorporating the clinical pharmacist as part of the care
team, assisting with medication education and manage-
ment. Within the IFMC, the clinical pharmacist, who
holds a Doctor of Pharmacy (PharmD) degree, is actively
involved in the clinical care of many refugee patients.
The PharmD provides support to the PCP to assist with
chronic disease state management while working under a
collaborative practice agreement, provides education and
ensures access to medications and serves as a resource to
clinical staff for medication-related issues. Since the role
of the PharmD was first introduced to the FMC as a whole
in 2015, it has evolved over time to encompass changing
patient care demands specific to the IFMC, to include
additional disease state management and assistance with
overseas medications with new arrival patients. For new
arrivals, the clinical pharmacist reviews overseas medical
records and often meets with the patient prior to their
PCP visit to ensure the patient has access to medications
on arrival. The PharmD can also spend an extended
amount of time reviewing medication regimens to provide
education, ensure access and assist with alleviating cost
burdens. A recent study of PharmD interventions in the
IFMC demonstrated a reduction in Alc levels for referred
refugee patients with diabetes.'” The average time spent
for each encounter with refugee patients by the PharmD
was 30.1 min with a range of 5-90 min. In their work with
the IFMC, the RN-CC, SW and PharmD are supported by
the Health System’s Ambulatory Services, Department of
Social Work and Department of Pharmacy, respectively.

Behavioural health

The IFMC includes integrated behavioural health (BH)
services provided by clinical psychologists, psychiatrists
and their trainees. This onsite integrated care model
improves accessibility by avoiding navigation to other
clinics and reducing the stigma surrounding mental
health services. Additionally, providing mental health
services within the clinic allows access to the hospital’s
language interpretation services, which are generally
not available in community mental health providers’
offices. Another advantage of the integrated care model
is that it provides refugee patients, who are juggling
many competing tasks, with mental health interventions
in small (one or two sessions) doses, every few months.
Being onsite in the IFMC allows the BH providers to coor-
dinate with the other IFMC team members and stay in
touch with the refugee patients’ evolving needs. Refugees
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are sometimes seen by the BH providers at the same
visit when they see the IFMC physicians or other team
members and are often introduced to the BH providers
by the already-known team member. This helps alleviate
some patients’ anxiety about seeing a mental health
provider, which has often carried an even larger stigma
in their home country. Referrals are made by IFMC PCPs
directly to the IFMC psychiatry team when needed; the
latter see patients weekly onsite in the Family Medicine
clinic. Alternatively, patients can schedule BH visits at
the clinic front desk or by calling the clinic. Non-English
speakers can call and leave their name and language, and
the clinic calls them back with an interpreter.

The BH providers address trauma and adjustment disor-
ders common to refugees as well as mental health issues
of a more general nature such as symptoms of mood and
anxiety and substance use disorders through individual,
couple or family sessions. Brief interventions as well as
longer-term psychotherapy and medication management
are offered. Family and individual therapy are available
to children with behavioural or adjustment disorders
and to families struggling with the challenge of raising
adolescents in a new culture. Infants and toddlers are
screened for developmental problems and autism at well-
child visits. The BH clinicians use a range of evidence-
based therapies depending on the patient’s needs, but all
methods are grounded in a person-centred approach and
build on the patient’s strengths.

EDUCATIONAL OPPORTUNITIES
The interprofessional design of the IFMC allows for a
multitude of educational opportunities for students, resi-
dents and other learners. The duration and intensity of
the training vary depending on the specific programme
requirements. The opportunities for medical education
start with shadowing opportunities for UVA undergrad-
uate students; the IFMC receives many requests from
students to learn more about refugee care as well as
offers to volunteer. There is also a dedicated elective for
fourth-year medical students, called ‘Caring for Refugees
in Charlottesville’, during which the student sees refugee
patients with a provider in clinic, rotates with the RA, the
HD and the UVA travellers’ clinic and spends time with
the RN-CC, SW and PharmD. By the end of the month,
students have chosen their own research project and
written a final paper addressing a relevant refugee health
or culture topic, which are posted on the IFMC website.”
Research electives are also available to medical students
and have resulted in peer-reviewed publications.?®*”
Starting as interns, the UVA Family Medicine residents
begin caring for refugees in the inpatient setting and for
acute outpatient visits. A dedicated orientation is held
annually to introduce the rising second-year residents to
refugee care, as they will be caring for a panel of conti-
nuity patients in the outpatient setting. The residents
have 1-4 half-days of clinic dedicated to refugee care per
month and see refugees outside of these designated days.

This direct longitudinal experience provides education in
cultural competency and allows learners to gain and apply
knowledge to their broader patient population. For each
residency class, there is a dedicated workshop on refugee
care focusing on increasingly complex topics. Additional
opportunities are available for physician residents from
other residency programmes; typically, 1-2 residents
from Paediatrics or Internal Medicine will rotate through
a dedicated refugee clinic elective per academic year.

Direct care for refugees is an important curricular
component for the doctoral candidates in clinical
psychology as well, who are an essential part of the inte-
grated care team. Pharmacy students and residents, nurse
practitioner and registered nursing students, and social
work students also have gained experience in refugee
care. Each Family Medicine faculty member has an oppor-
tunity to see and precept refugee patients. There are
opportunities for faculty development and continuing
medical education through attendance at national and
international educational conferences.

Monthly international grand rounds bring speakers,
both local and international, to share their invaluable
perspectives, knowledge and experience working with
refugees with the Family Medicine department. Topics
range the gamut from specific diseases and mental health
conditions (eg, thyroid disorders, dermatological condi-
tions, parasites, tuberculosis, depression, post-traumatic
stress disorder (PTSD), to cultural considerations (eg,
views of end of life decisions among Bhutanese elders,
reflections of a Canadian refugee care provider from her
recently published book), to administrative updates (eg,
federal refugee policies and anticipated arrivals, accessing
social services, citizenship process).

The scope of research that has been done mirrors
the evolution of the refugee population in Charlottes-
ville, and members from each part of the IFMC team,
including nurses, have been involved in quality improve-
ment research aimed to improve the care of the refugee
patients and the education of the providers who care
for them. The IFMC maintains a database of its patients
derived from the electronic medical record facilitating a
variety of chart abstraction projects, for example, immu-
nisation rates among refugee children,”® cervical cancer
screening among refugee women,” H. pylori screening
and treatment, and lead screening among newly-arriving
children.”” These projects have provided valuable infor-
mation that has allowed the IFMC to identify gaps in
care and implement improvements to better care for this
population.

KEY CHARACTERISTICS OF THE IFMC INTERPROFESSIONAL
TEAM

The IFMC interprofessional team has cultivated several
key characteristics over time, reflecting themes found
in publications on interprofessional collaboration.” ™
At a systems level, the team functions in an organisa-
tional environment that has created formal structures for
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interprofessional practice, including monthly IFMC resi-
dent meetings quarterly meetings with community part-
ners, monthly clinic team and all-practice meetings and
weekly hospital discharge meetings.”

Regular communication between team members allows
for improved collaboration and support, whether that be
through the above-mentioned regular communication
channels or one-on-one discussions related to specific
patient or family care needs. While the IFMC Medical
Director will make operational decisions, team member
input is valued and desired. Having the structure of
a collaborative and supportive team also provides the
opportunity for emotional support and recognition of
some of the challenges that can come from serving this
vulnerable and often challenging patient group. There
is emphasis that providers need not try to solve all the
patient’s issues and should instead reach out to other
disciplines and team members within the clinic, health
system or community for collaborative assistance. Finally,
communication is not limited to only providers, commu-
nity team members and clinical staff, but also includes
a mechanism to engage patients in the overall clinical
management and process. An IFMC patient serves on
the department’s Patient Advisory Council, which is
a panel of patients from each clinic site, thus ensuring
that the refugee patient population is represented when
clinical decisions and process changes are made or
considered. The patients who arrive in Charlottesville
as refugees benefit from the clinic’s PCMH endeavours,
which include, but are not limited to, improved access to
care and care management for chronic diseases.""

CASE STUDY

The following fictionalised example shows how the IFMC
interprofessional collaborative model meets the chal-
lenging medical needs of many IFMC patients.

IFMC received notification from the RA of a new family
arriving with SIVs from Afghanistan. The family was sched-
uled for Initial Visits allowing for 1 hour long appoint-
ments for each family member, clustered together in the
same clinic session. Maryam (not her real name) is the
43-year-old mother of 4, who arrived with her husband
and only three of her children. Her oldest child remains
overseas in an unsafe area. Three weeks after their arrival,
at her initial health screening at the HD, Maryam had
elevated blood pressure and told the HD nurse she had
run out of her medication. Her appointment to establish
care at the IFMC was still 4 weeks away. The HD contacted
the IFMC RN-CC who consulted with the PharmD and
a medication appointment was scheduled for the next
day. The RN-CC coordinated with the RA’s medical case
manager, who provided transportation to the appoint-
ment since the family had not yet been to the clinic.
The PharmD met with Maryam, reviewed and evaluated
her medications from her home country and prescribed
equivalent USA medications. Maryam was able to pick
up her medications from the health system pharmacy

» In the setting of an academic medical centre’s Family Medicine
clinic, this paper describes a 16-year history of interprofessional
collaboration and community partnerships which have improved the
timeliness and quality of care for individuals who resettle as refu-
gees in a community in the USA.

» A process flow map depicts specific tasks and activities by inter-
professional healthcare provider role across the timeline of refugee
resettlement; and a case study exemplifies collaborative work on
behalf of this unique patient population.

and resumed taking them. For patients such as Maryam
who need medications before their Refugee Medical
Assistance health insurance is activated, UVA Pharmacy
does not charge the patient or RA at that time. When the
health insurance is activated, the pharmacy then bills the
medication directly to the Refugee Medical Assistance
health insurance, thus providing a service to the patients
and avoiding billing mishaps.

A few weeks later Maryam had her initial visit with her
PCP and the visit revealed good blood pressure control.
In addition, she was showing signs of depression. She was
seen by the Behavioral Health Team during her initial visit
and again later for several follow-up appointments. The
PCP also identified a need for dental care. The IFMC SW
met with the patient during the visit and explained how to
access adult dental care in the community. Maryam also
had chronic headaches and knee and back pain which
required treatment and follow-up appointments with her
PCP. Future visits addressed new concerns and age-appro-
priate preventive care.

CONGCLUSION

Interprofessional collaboration in primary care has been
shown to benefit health systems and patients, particularly
those with complex healthcare needs.” Individuals who
arrive in the USA as refugees are a particularly vulnerable
patient group and often require this team approach.17
The case study illustrates the patient-centred, collabora-
tive approach taken to improve care for all of the refugees
who attend the IFMC. This paper provides specific detail
about particular professional roles and the ways that these
roles collaborate to improve care for refugee populations.
For clinicians interested in initiating a similar model in
other settings, a suggested first step is reaching out to
local refugee RA(s), HDs and other organisations serving
refugees, completing an assessment of community health
needs and beginning discussions about interprofessional
and interagency collaboration. By initially using avail-
able resources and existing staff, while ensuring access to
language interpreters, interprofessional teams can grow
to respond to the particular needs of their local refugee
community. The authors hope that the IF'MC may serve
as a model for other institutions interested in starting a
similar interprofessional, refugee-centred medical home.

Elmore CE, et al. Fam Med Com Health 2019;7:¢000091. doi:10.1136/fmch-2018-000091

7

“ybuAdoo Aq parosioid 1sanb Aq 120z ‘6 |udy uo jwod g yoswy//:dny wol) papeojumoqd ‘6T0Z AINC TT U0 T60000-8T0Z-Y2WY/9ETT OT Se payslignd 1Sl :yjjesaH woD pa weH


http://fmch.bmj.com/

12.

Present affiliations The present affiliation of Catherine E Elmore is: School of
Nursing, University of Virginia, Virginia, Charlottesville, United States and Kelly
Fredgren is: Department of Transplant, University of Virginia Health System, Virginia,
Charlottesville, United States.

Acknowledgements We thank Kawai Tanabe, MPH and Amanda Sebring, BA for
their assistance with the tables and figure.

Contributors We attest that all authors have made substantial contributions to
the conception of the work, each participated in drafting the work and revising it
critically for important intellectual content and had final approval of the version
published.

Funding The authors have not declared a specific grant for this research from any
funding agency in the public, commercial or not-for-profit sectors.

Competing interests None declared.
Patient consent for publication Not required.

Ethics approval This article did not require institutional review board approval.
According to the University of Virginia IRB-Human Subjects Research office, case
studies may be published without IRB oversight, as long as they are redacted of all
HIPAA identifiers. Our case study does not involve an identifiable living individual
and contains no HIPPA identifiers.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement All data relevant to the study are included in the
article or uploaded as supplementary information.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Catherine E Elmore http://orcid.org/0000-0002-5908-8727

REFERENCES

1. United Nations High Commissioner for Refugees [UNHCR]. The 1951
Convention and its 1967 Protocol. Geneva, Switzerland UNHCR;
1967.

2. UNHCR. United States resettlement facts. United Nations High
Commissioner for Refugees. Available: https://www.unhcr.org/en-us/
us-refugee-resettlement-facts.html [Accessed Apr 2019].

3. Bureau of Consular Affairs, United States Department of State.
Special Immigrant Visas (SIVs) for Iragi and Afghan translators/
interpreters. Available: https://travel.state.gov/content/travel/en/
us-visas/immigrate/siv-iragi-afghan-translators-interpreters.html
[Accessed Apr 2019].

4. Russell M, Pogemiller H, Barnett ED. Advising travelers with specific
needs: newly arrived immigrants & refugees. Centers for Disease
Control and Prevention. Available: https://wwwnc.cdc.gov/travel/
yellowbook/2018/advising-travelers-with-specific-needs/newly-
arrived-immigrants-refugees [Accessed Apr 2019].

5. Walden J, Valdman O, Mishori R, et al. Building Capacity to Care for
Refugees. Fam Pract Manag 2017;24:21-7.

6. Terasaki G, Ahrenholz NC, Haider MZ. Care of adult refugees with
chronic conditions. Med Clin North Am 2015;99:1039-58.

7. Eckstein B. Primary care for refugees. Am Fam Physician
2011;83:429-36 http://www.ncbi.nlm.nih.gov/pubmed/21322519

8. Cheng I-H, Drillich A, Schattner P. Refugee experiences of general
practice in countries of resettlement: a literature review. Br J Gen
Pract 2015;65:e171-6.

9. Robertshaw L, Dhesi S, Jones LL. Challenges and facilitators for
health professionals providing primary healthcare for refugees
and asylum seekers in high-income countries: a systematic
review and thematic synthesis of qualitative research. BMJ Open
2017;7:e015981-18.

10. Mangrio E, Sjogren Forss K. Refugees' experiences of healthcare in
the host country: a scoping review. BMC Health Serv Res 2017;17.

11. Michael L, Brady AK, Russell G, et al. Connecting refugees to
medical homes through multi-sector collaboration. J Immigr Minor
Health 2019;21:198-203.

13.

14.

15.

16.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

McMurray J, Breward K, Breward M, et al. Integrated primary care
improves access to healthcare for newly arrived refugees in Canada.
J Immigr Minor Health 2014;16:576-85.

Guess MA, Tanabe KO, Nelson AE, et al. Emergency department and
primary care use by Refugees compared to non-refugee controls. J
Immigr Minor Health 2018;365.

White CC, Solid CA, Hodges JS, et al. Does integrated care affect
healthcare utilization in multi-problem Refugees? J Immigr Minor
Health 2015;17:1444-50.

Higgins KL, Hauck FR, Tanabe K, et al. Role of the ambulatory care
clinical pharmacist in management of a refugee patient population at
a university-based refugee healthcare clinic. J Immigr Minor Health
2019;21.

DiVito B, Payton C, Shanfeld G, et al. A collaborative approach to
promoting continuing care for Refugees: Philadelphia’s strategies
and lessons learned. Harvard Public Heal Rev 2016;9.

Bosson R, Carrico RM, Raghuram A, et al. Refugee-centered medical
home: a new approach to care at the University of Louisville Global
Health Center. Rgh 2017;1:7-14.

Nies MA, Lim WYA, Fanning K, et al. Importance of interprofessional
healthcare for vulnerable Refugee populations. J Immigr Minor Health
2016;18:941-3.

Office of Refugee Resettlement. Health Insurance. United States
Department of Health and Human Services. Available: https://www.
acf.hhs.gov/orr/health [Accessed Apr 2019].

Technical instructions for panel physicians and civil surgeons.
Immigrant and Refugee Health. Centers for Disease Control and
Prevention, 2016. Available: https://www.cdc.gov/immigrantref
ugeehealth/exams/ti/panel/technical-instructions/panel-physicians/
medical-history-physical-exam.html [Accessed Apr 2019].
Newcomer Health (Refugee) Program. About us. Virginia Department
of Health. Available: http://www.vdh.virginia.gov/tuberculosis-and-
newcomer-health/newcomer-health-program/about-us/ [Accessed
Apr 2019].

Centers for Disease Control and Prevention. Guidelines for the
U.S. domestic medical examination for newly arriving Refugees,
2014. Available: https://www.cdc.gov/immigrantrefugeehealth/
guidelines/domestic/domestic-guidelines.html [Accessed Apr
2019].

Lewis N, Shimp L, Rockafellow S, et al. The role of the pharmacist in
patient-centered medical home practices: current perspectives. IPRP
2014;3:29-38.

Carter KL, Gabrellas AD, Shah S, et al. Improved latent tuberculosis
therapy completion rates in refugee patients through use of a clinical
pharmacist. Int J Tuberc Lung Dis 2017;21:432-7.

Department of Family Medicine University of Virginia. International
and Refugee Medicine Research. Available: https://med.virginia.
edu/family-medicine/clinics/international-family-medicine-clinic/
international-and-refugee-medicine-research/ [Accessed Apr
2019].

Hauck FR, Lo E, Maxwell A, et al. Factors influencing the
acculturation of Burmese, Bhutanese, and Iragi refugees into
American society: cross-cultural comparisons. J Immigr Refug Stud
2014;12:331-52.

Seifu S, Tanabe K, Hauck FR. The prevalence of elevated blood

lead levels in foreign-born Refugee children upon arrival to the U.S.
and the adequacy of follow-up treatment. J Immigr Minor Health
2019;100.

Spriggs SM, Hauck FR, Tanabe KO, et al. Promoting infant and early
childhood vaccines in a Refugee population. Poster presented at:
North American Refugee Health Conference. Toronto, Canada 2019.
Elmore CE, Tanabe KO, Mitchell EM, et al. Cervical cancer screening
rates for Refugee women attending an International Family Medicine
Clinic in the United States. Poster presented at: University of Virginia
Barbara Parker Research Symposium, Charlottesville, VA, 2019.
Mulvale G, Embrett M, Razavi SD. 'Gearing Up' to improve
interprofessional collaboration in primary care: a systematic review
and conceptual framework. BMC Fam Pract 2016;17.

Mclnnes S, Peters K, Bonney A, et al. An integrative review of
facilitators and barriers influencing collaboration and teamwork
between general practitioners and nurses working in general
practice. J Adv Nurs 2015;71:1973-85.

Supper |, Catala O, Lustman M, et al. Interprofessional collaboration
in primary health care: a review of facilitators and barriers perceived
by involved actors. J Public Heal 2014;37:716-27.

Morgan S, Pullon S, McKinlay E. Observation of interprofessional
collaborative practice in primary care teams: An integrative literature
review. Int J Nurs Stud 2015;52:1217-30.

Elmore CE, et al. Fam Med Com Health 2019;7:€000091. doi:10.1136/fmch-2018-000091

“ybuAdoo Aq parosioid 1sanb Aq 120z ‘6 |udy uo jwod g yoswy//:dny wol) papeojumoqd ‘6T0Z AINC TT U0 T60000-8T0Z-Y2WY/9ETT OT Se payslignd 1Sl :yjjesaH woD pa weH


http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-5908-8727
https://www.unhcr.org/en-us/us-refugee-resettlement-facts.html
https://www.unhcr.org/en-us/us-refugee-resettlement-facts.html
https://travel.state.gov/content/travel/en/us-visas/immigrate/siv-iraqi-afghan-translators-interpreters.html
https://travel.state.gov/content/travel/en/us-visas/immigrate/siv-iraqi-afghan-translators-interpreters.html
https://wwwnc.cdc.gov/travel/yellowbook/2018/advising-travelers-with-specific-needs/newly-arrived-immigrants-refugees
https://wwwnc.cdc.gov/travel/yellowbook/2018/advising-travelers-with-specific-needs/newly-arrived-immigrants-refugees
https://wwwnc.cdc.gov/travel/yellowbook/2018/advising-travelers-with-specific-needs/newly-arrived-immigrants-refugees
http://www.ncbi.nlm.nih.gov/pubmed/28812857
http://dx.doi.org/10.1016/j.mcna.2015.05.006
http://www.ncbi.nlm.nih.gov/pubmed/21322519
http://dx.doi.org/10.3399/bjgp15X683977
http://dx.doi.org/10.3399/bjgp15X683977
http://dx.doi.org/10.1136/bmjopen-2017-015981
http://dx.doi.org/10.1186/s12913-017-2731-0
http://dx.doi.org/10.1007/s10903-018-0757-y
http://dx.doi.org/10.1007/s10903-018-0757-y
http://dx.doi.org/10.1007/s10903-013-9954-x
http://dx.doi.org/10.1007/s10903-018-0795-5
http://dx.doi.org/10.1007/s10903-018-0795-5
http://dx.doi.org/10.1007/s10903-014-0088-6
http://dx.doi.org/10.1007/s10903-014-0088-6
http://dx.doi.org/10.1007/s10903-019-00879-5
http://dx.doi.org/10.18297/rgh/vol1/iss1/3/
http://dx.doi.org/10.1007/s10903-016-0424-0
https://www.acf.hhs.gov/orr/health
https://www.acf.hhs.gov/orr/health
https://www.cdc.gov/immigrantrefugeehealth/exams/ti/panel/technical-instructions/panel-physicians/medical-history-physical-exam.html
https://www.cdc.gov/immigrantrefugeehealth/exams/ti/panel/technical-instructions/panel-physicians/medical-history-physical-exam.html
https://www.cdc.gov/immigrantrefugeehealth/exams/ti/panel/technical-instructions/panel-physicians/medical-history-physical-exam.html
http://www.vdh.virginia.gov/tuberculosis-and-newcomer-health/newcomer-health-program/about-us/
http://www.vdh.virginia.gov/tuberculosis-and-newcomer-health/newcomer-health-program/about-us/
https://www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/domestic-guidelines.html
https://www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/domestic-guidelines.html
http://dx.doi.org/10.2147/IPRP.S62670
http://dx.doi.org/10.5588/ijtld.16.0575
https://med.virginia.edu/family-medicine/clinics/international-family-medicine-clinic/international-and-refugee-medicine-research/
https://med.virginia.edu/family-medicine/clinics/international-family-medicine-clinic/international-and-refugee-medicine-research/
https://med.virginia.edu/family-medicine/clinics/international-family-medicine-clinic/international-and-refugee-medicine-research/
http://dx.doi.org/10.1080/15562948.2013.848007
http://dx.doi.org/10.1007/s10903-019-00878-6
http://dx.doi.org/10.1186/s12875-016-0492-1
http://dx.doi.org/10.1111/jan.12647
http://dx.doi.org/10.1016/j.ijnurstu.2015.03.008
http://fmch.bmj.com/

	Using an interprofessional team to provide refugee healthcare in an academic medical centre
	Abstract
	Introduction
	Background
	History and evolution of professional roles in the IFMC

	Description of specific roles
	Registered nurse care coordinator
	Social worker
	Clinical pharmacist
	Behavioural health

	Educational opportunities
	Key characteristics of the IFMC Interprofessional team
	Case study
	Conclusion
	References


