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Introduction

Ensuring a healthy start for refugees arriving in the U.S. is a key challenge in the refugee resettlement
process, and is critical for self-sufficiency and success in their new home. Refugee health combines the
challenges of the American healthcare system– such as access to health insurance and high rates of noncommunicable disease– with unique challenges of tropical disease, language access, health literacy,
traumatic experiences, and the stress of adjustment to life in a new country. Established in 1995, the
Association of Refugee Health Coordinators (ARHC) works to strengthen state and local refugee health
leadership, expertise, and advocacy in order to achieve wellness in domestic refugee populations.
ARHC’s Health Education Committee is responsible for promoting consistent and timely health
education messages in the US and overseas, with a focus on new refugee populations. In order to share
creative approaches from across the country and to provide future solutions to common challenges, the
Health Education Committee has compiled descriptions of recent projects in multiple states across the
country. These projects represent a range of scopes, methods, and budgets. Representatives from Idaho
share their response to health system navigation challenges through a theory-based community health
advisor program, and Nevada shares collaborative approaches to emergency preparedness. Kentucky &
Colorado share their experiences in a five state pilot activity that introduces an interactive lesson plan
for choosing appropriate levels of healthcare based on a pre-departure health orientation. Minnesota
provides guidance in disseminating health messages through diverse media, and the Texas program
shares information in a brochure that they produced which introduces newly arriving refugees to the
refugee health assessment process.
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Idaho Department of Health and Welfare:
Refugee Community Health Advisor Program

Abstract: Fundamental to the successful resettlement of refugees in the U.S. is their capacity to treat
and manage their health issues and navigate the healthcare system. Currently, this is one of the greatest
challenges faced in refugee resettlement, even though most refugee newcomers receive education on a
variety of health topics. The dissemination of health information alone has little impact on modification
of health behaviors, let alone self-efficacy. Many factors, such as income, religion, community leaders,
literacy, household decision-making dynamics, cultural practices, and health beliefs influence a refugee’s
health behaviors and practices. The Refugee Community Health Advisor Program employs refugees that
have successfully resettled in Boise and navigated the healthcare system. These experienced refugees
assist newer clients in three ways: (1) build the skills of refugees to navigate and access health related
services, (2) establish newcomers with a primary care provider, and (3) ensure receipt of follow-up care,
especially for refugees with co-morbid conditions or major barriers to accessing services. It is a
strength-based model that builds on the knowledge and skills of healthy refugees within the community,
ensuring that community wisdom and strengths are capitalized upon. It provides hands-on learning
opportunities and gives participants the chance to learn by repeatedly practicing a behavior (e.g.,
procuring medication and taking it as prescribed) until a benefit is perceived. The hope is once they
perceive the benefit (e.g. improved blood pressure, better vision); their attitudes and behavior will begin
to change.
PURPOSE: To develop a community based community health advisor program
LEAD AGENCY/STATE: Idaho Department of Health and Welfare in partnership with the Federal Way
Clinic
BUDGET: 67,000/year
CURRENT TIMELINE: December 2011- Aug 14, 2014
PREVIOUS TIMELINE(S):
PRODUCTS: One community health advisor program with 10 Community Health Advisors
COMMUNITIES TARGETED: Burmese, Bhutanese, Congolese, Iraqi, Somali, Ukrainian, Eritrean and
Ethiopian
LEAD STAFF: Collin Elias, State Refugee Health Coordinator

Introduction: Refugee health staff in Idaho recognized that information alone did not sufficiently
provide newly arriving refugees with the tools necessary to navigate the healthcare system and maintain
healthy lifestyles in their new home. A Community Health Advisor (CHA) program was developed to
build refugees’ skills around independently accessing and utilizing healthcare and related services as
well as improve their self-efficacy to maintain their health.
Goal: The goal of the Refugee Community Health Advisor Program is to use existing refugees as
community health advisors to provide the following: (1) build the skills of refugees to navigate and
access health related services, (2) establish newcomers with a primary care provider as quickly as
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possible after completion of the initial health screening, and (3) ensure receipt of follow-up care,
especially for refugees with co-morbid conditions or major barriers to accessing services.
Planning and Program Model: In early 2011, a variety of qualitative assessments (focus groups, key
informant interviews, and workshops) were conducted with healthcare providers, refugee health
educators, refugee community leaders and resettlement agency case managers. Interviewees noted
that the dissemination of health information alone has little impact on modification of health behaviors
among refugees. Other factors, such as income, religion, community leaders, literacy, household
decision making dynamics, cultural practices, and health beliefs influence a refugee’s health behaviors
and practices. Therefore, a successful refugee health education program must take into account these
influencing factors and barriers and find practical solutions to overcoming them. Interviewees felt that
the best way to address these factors was by using someone who is indigenous to the culture with lived
experience to educate other refugees, especially hard-to-reach refugees.
The Refugee Community Health Advisor Program is based in part on the Positive Deviance approach.
Positive Deviance “is based on the observation that in every community there are certain individuals or
groups whose uncommon behaviors and strategies enable them to find better solutions to problems than
their peers, while having access to the same resources and facing similar or worse challenges.” The
Refugee Community Health Advisor Program model is a strength-based model that builds on existing
strengths within the community. This strength-based approach ensures that community wisdom and
strengths are capitalized on and program services are culturally appropriate. This know-how is not
concentrated in the leadership of a community or external experts, but is distributed throughout the
community.
In each refugee community there are individuals that despite the constraints of their current life, have
identified solutions to overcome barriers and have successfully navigated and accessed healthcare
services to address their health issues. These individuals represent a community resource that can be
leveraged to help develop community-level solutions. Solutions to common barriers related to language,
transportation, cost, cultural differences, and understanding the complex health care system (identified
by these unique individuals) are usually affordable and culturally acceptable, and therefore can be easily
adopted by the community. The CHA program attempts to draw out the collective intelligence of the
community in order to identify viable solutions for refugees on how to access and navigate healthcare
services available to them and incorporates these solutions into the program model. These individuals,
with uncommon solutions, are in some cases informal leaders who could act as excellent health
advisors.
In addition to building on the collective wisdom of individual members, this program attempts to
operate within existing community structures. Typically, each community has some form of organized
structure, social assets, or accepted mechanism to solve problems and mobilize members. These
include such assets as community leaders (informal and formal), religious leaders, women’s groups,
traditional leaders, community advisors, collectives, and organizations. The Idaho Department of Health
and Welfare (IDHW) believes that these community structures need to be understood by the Refugee
Community Health Advisor program contractor and, when appropriate, have a personal sense of
ownership through involvement and support in the program. This support could influence the target
community, ensure program activities are socially acceptable, and to create long-term sustainable
positive impact in the lives of refugees. Some of these community assets can play a key role in
developing and carrying out health education activities in their community.
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Another aspect of the Refugee Community Health Advisor Program model is to provide hands-on
learning opportunities. Many adult refugees learn by repeatedly practicing a behavior (e.g., procuring
medication and taking it as prescribed) until a benefit is perceived. Once they perceive the benefit (e.g.
improved blood pressure, better vision) their attitudes and behaviors begin to change. It is through this
process of doing that they gain knowledge about how to stay healthy and develop health-promoting
behaviors. This approach to behavior change is different than the approach used by typical health
education programs, which first provide didactic knowledge to change attitudes in the hope that it will
change behavior.
In addition to the program outreach methodology, the foundation of any peer education model is the
ability to recruit the most appropriate peer educator for the target group. Program success lies in the
ability of the peer educator to be trusted by their peers and respected as a role model for the behavior
being promoted, in addition to correctly performing their roles and responsibilities. Thus, key to the
Refugee Community Health Advisor Program is to identify the personal characteristics CHAs should
possess in order to be trusted and respected by his or her community members to build the capacity of
others in accessing healthcare services and improving their health outcomes. These personal
characteristics include regular and successful use of health care services, good motivator, healthy, good
self-care practices, and ability to speak English.
Timeline: Project funding is from December 2011- August 14, 2014.
Partnerships: Through a Request for Proposal (RFP) process IDHW selected a Primary Care Provider
(PCP) to implement the CHA program. As part of their contract, this PCP works closely with the health
screening provider, other PCPs and specialty providers serving refugees, community groups (e.g., mutual
assistance associations and church groups) and resettlement agencies. Partners work closely with each
other when referring clients to the program and providing follow-up care.
Action:
Phase 1) Qualitative Assessments and Development of Program Model: Completed early in 2011 by
the State Refugee Health Coordinator.
Phase 2) Request for Proposals: IDHW carried out a RFP in the last quarter of 2011 to identify an agency
to implement and pilot test the program.
Phase 3) Pilot Test: The implementing agency carried out a pilot phase between January 2012 and
December 2012. The pilot served as a trial run of the above-mentioned CHA program methodology. In
addition to the program outreach methodology, the foundation of any peer education model is the
ability to recruit the most appropriate peer educator for the target group. Program success lies in the
ability of the CHA to be trusted by their peers and respected as a role model for the behavior being
promoted, in addition to correctly performing their roles and responsibilities. The key to the Refugee
Community Health Advisor Program is to identify the personal characteristics CHAs should possess in
order to be trusted and respected by his or her community members and successfully capacitate others
to access healthcare services and improve their health outcomes. These include regular and successful
use of health care services, being a good motivator, health, good self-care practices, and ability to speak
English and the target population’s language. The pilot test also served to determine characteristics of a
successful CHA.
Phase 4) Program Expansion: In this phase, the program expanded to provide services to more
recipients. The program now has 10 CHAs, which have served over 100 clients.
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Key messages: This program works on finding feasible and culturally appropriate solutions to address
common refugee health problems in the community; for example, managing diabetes while continuing
to eat a traditional diet.
Key lessons learned: Below are some key points learned from the pilot study. These findings help shape
Phase 4, the expansion phase of the program.
 Very few culturally appropriate viable solutions (positive deviance solutions) to common health
related barriers were identified during the pilot study. Identifying such solutions requires
considerable time and effort and should be an ongoing endeavor. It is recommended to
interview physicians and nurses serving the refugee population to identify patients who are
managing their health issues well and interview these patients to detect uncommon but viable
and culturally appropriate solutions.
 It can be difficult to create bonds and trust with many refugee groups. Authority figures are
often feared within these populations. The fear is that if the refugee does not give the
“expected” answer to an authority figure it may lead the refugee to fear for his/her own life or
that benefits will be withheld; therefore, the refugee provides answers according to what
he/she thinks the authority figure wants to hear. Cultural understanding and awareness of the
refugee's customs and norms is vital in forging a bond and trust. This trust may take an
extended period of time to establish. Cultural differences should be known and respected at all
times as once confidence and trust is lost, it possibly may never be regained.
 Refugees who have been in the United States for over one year are sometimes unwilling to
speak to CHAs because they are no longer enrolled in Medicaid or other healthcare coverage
and do not feel a need to discuss their health issues. They also seem to think the CHA was
obtaining financial gain by eliciting their information for statistical and referral use; especially, if
they are no longer working with resettlement agencies. Refugees also felt that the information
is useless if it will not result in Medicaid being reinstated.
 Some clinics do not provide interpreters, which results in patients not being seen due to
language access issues and requires that the appointment be rescheduled when an interpreter is
available. The blame is normally shouldered by the CHA.
 There are significant language barriers to understanding the doctors’ appointment phone
reminder systems. For example, some participants report that their doctor's office will call with
an appointment reminder, but the refugee or a family member will hang up when he/she
realizes the caller is speaking English, and no one in the home understands/speaks the language.
Medical staff, such as doctors and nurses, indicated that CHA reminder calls in the refugee's
native language the day before medical appointments have resulted in a notable improvement
in the number of on-time appointments, while also decreasing the number of missed
appointments.
 Providers lack cultural awareness and understanding of the mindset of their refugee clients.
They do not understand some refugees' inability to function at what is considered a “normal”
level in this society. Due to lack of education, language barriers, or cultural differences, some
concepts that seem simple to native-born Americans can seem complex and difficult to a new
refugee.
 It is important to be aware of potential animosity between groups of refugees, due to historical
factors, such as between Somali and Somali Bantu refugees, or Kinyarwanda-speaking refugees
from Rwanda and the Democratic Republic of Congo with other ethnic and language groups in
that region. It is important to know specific groups may still harbor hard feelings, anger and
resentment. Cultural awareness and cultural sensitivity is particularly critical when working with
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these communities.
Outcome: Outcome evaluation of this program has not been conducted because the program is still in
the developmental stage, and patients referred to the program have a variety of different health issues,
which makes analysis difficult.
The program hypothesis is that positive outcomes observed by the community reinforce the value of the
behaviors adopted in seeking healthcare for illness and managing health conditions. This encourages
community members to adopt similar health-promoting behaviors. In theory, this would lead refugees
to be healthier through early detection of illnesses and the management of chronic conditions.
Additionally, there should be a reduction in the number of emergency department visits. If participating
refugees perceive positive health outcomes, presumably a secondary outcome will be a positive change
in participant attitudes towards the benefit of western medicine in identifying, treating, and managing
their illnesses, as well as, an increase in their self-efficacy in navigating available healthcare resources.
Evaluation: The Idaho Refugee Health Coordinator analyzed the patient tracking system data used
during the pilot study to track client services. A total of 49 clients were enrolled in the CHA Program
between March 1, 2012 and December 14, 2012, and 908 encounters were made with these clients
during this period. Encounters include initial intake meeting to enroll the client into the CHA Program,
regular home visits, assisting clients to navigate the healthcare system (e.g., getting from their home to
their medical appointment) and pharmacy visits. Most clients referred to the program were enrolled
within four days of the referral date. Delays in enrollment were due to CHAs only working part-time and
not always being available.
Of the 49 clients referred into the program, 28 had co-morbid conditions that required multiple visits to
specialty healthcare providers. Eighteen clients had one health issue for which they needed
transportation, and only three clients needed assistance with their PCP appointment (of which two were
referred to the program for one time support). The services needed by the highest number of clients are
listed in Table 1.

1.
2.
3.
4.
5.

Table 1: Services needed by the highest number of referred clients
Services Needed
Number of clients that requested the service
(n=49)
Primary Care Visit
45
Home visits (includes intake and follow-up)
40
Pharmacy
17
Dental
16
Mental Health
13

Medicaid covered nearly all of the clients. Some clients had their Medicaid coverage dropped and were
assisted in accessing free or sliding scale fee healthcare services. Sixteen clients needed dental care,
which is not covered by Medicaid in Idaho. These clients were referred to dental programs hosted by
Carrington College and Idaho State University where free and low cost dental services are provided.
Other services needed by clients include the following: physical therapy (n=11), surgery (n=10),
radiology (n=9), education (n=9), TB Clinic (n=8), OB/GYN (n=6), ear/nose/throat (n=6), lab (n=6), child
specialty care (n=5), diabetes (n=5), urology (n=5), orthopedic (n=4), cardiology (n=3), neurology (n=2),
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gastrointestinal (n=1), long-term assistance (n=1), pulmonary n=1), rheumatology (n=1), Medicaid (n=1),
and applying for social security income (n=1).
The clients that used CHA services most frequently required assistance accessing and utilizing the
following services (in order of prevalence) 1) primary care, 2) mental health, 3) home visits 4) physical
therapy appointments, 5) pharmacy, and 6) dental. Of the total number of encounters with clients (N=
908), these 6 services accounted for 580 of them (64%).
Of the 49 clients served during the program period, 26 clients had between 1-9 program encounters, 9
clients had between 10 and 19 program encounters, and 16 clients had 20 or more encounters. Clients
in the latter group, at times, overburdened CHA Program staff.
For More Information:
Colin Elias, Idaho Department of Health and Welfare
EliasC@dhw.idaho.gov
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Catholic Charities of Southern Nevada:
Disaster & Emergency Preparedness Assessment Tool
ABSTRACT: For many, resettling in the U.S. means that individuals have reached a place of stability and
safety where they can focus on building a new life for themselves and their families. Part of a state or
local agency’s role is to have an appropriate response in place that is inclusive and addresses the needs
of all its residents in the event of a disaster or emergency. This project created an assessment tool for
the state health agency to better understand baseline knowledge on disaster and emergency
preparedness among newly arriving refugees.

PURPOSE: To collect data on what newly arriving refugee clients know about disaster and emergency
preparedness
LEAD AGENCY/STATE: Catholic Charities of Southern Nevada
BUDGET: the Health Education Budget supports Funding for printing and translation. Costs incurred thus
far are estimated at $1,500.00.
CURRENT TIMELINE: Implemented August 1, 2013 and will continue for one full year until July 31, 2014
PRODUCTS: A data collection tool that has been translated into four languages
COMMUNITIES TARGETED: All of incoming refugee clients, including those from Iraq, Iran, Cuba,
Somalia, Eritrea, Ethiopia, Nepal, Bhutan & Burma.
TRANSLATION: Staff interpreters are used for the project
LEAD STAFF: Camy Retzl, Nevada State Refugee Health Coordinator

Purpose: Program staff needed to have a better idea of what clients currently knew, and what they
wanted to know regarding disaster and emergency preparedness. Program staff collects this
information, which is then entered into a database. Agency staff use the database during a disaster to
acquire information as to whether a client needs assistance to evacuate their home, if they have a
disability or special need, or if they require an interpreter to communicate.
Goal: The main goal of the project is to have a better understanding of client knowledge and needs
regarding possible disasters in Nevada.
Planning: This project was implemented during Health Orientations so that interpreters were on hand
to assist clients in completing the form. The program is also simultaneously collecting data on mental
health to minimize the number of times a refugee is surveyed as well as to maximize the use of the
interpreters.
Timeline: To collect data for a one-year period from August 1, 2013 until July 31, 2014. During this time,
staff and volunteers will assist in inputting the data into a database.
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Partnerships: 1. Interpreter staff to communicate the messages and answer client questions. 2. A larger
Southern Nevada committee addressing emergency planning for residents who have functional/access
needs (blind, deaf, those with language barriers, homeless, etc.)
Action: The State Refugee Health Coordinator created the assessment tool and then distributed it to the
Southern Nevada Emergency Preparedness office for an outside review. The State Refugee Health
Coordinator is also analyzing the data and will be using the Medical Case Manager and volunteers to
input the collected data into a database system. A professional researcher will then analyze the data.
Based on the findings, the program will create an action plan for the type of program to implement on
this topic. The hope is to incorporate a Nevada Refugee Emergency Plan into the larger Nevada State
Emergency Plan.
Challenges: Since this project is only in the beginning phase we do not have a comprehensive list of
challenges. However, we are noticing that because we are using a face-to-face interpreter the
encounters are longer than we had anticipated. Using this mode of interpretation is ideal but is
significantly slowing down the process and presents real barriers to completion of the assessment.
Key lessons learned: Having a document in multiple languages helped the client while streamlining the
process. The assessment tool was translated into Arabic, Farsi and Spanish.
Outcome: This encompasses initial observations only, as the project timeline continues through summer
of 2014. Most refugee clients are unaware of the typical disasters experienced in Nevada and have not
thought about how to prepare for an emergency. One key observation thus far is that refugees who
have significant medical histories are not connected with key local medical staff who could be of support
in creating emergency plans (e.g., a client who needs chemotherapy regularly, or a client who cannot
exit their house unassisted, etc.)
Evaluation: An evaluation will not be done at this stage. The collected data will shape the
Disaster/Emergency Preparedness program the State of Nevada plans to implement. However, staff will
conduct an informal evaluation to analyze data and upload the necessary pieces into the database in
order to track clients who will need additional help or services during a disaster. An Excel template for
recording the data will be created, and an external consultant will be hired to conduct basic analysis.
Appendices:
Appendix 1: Assessment tool
For More Information:
Camy Retzl, State Refugee Health Coordinator
Catholic Charities of Southern Nevada
P: 702.387.2225 | F: 702.436.1579 | cretzl@catholiccharities.com
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ARHC Health Education Committee Multi-State Pilot:
Levels of Health Care in the United States

One of the most challenging aspects of refugee resettlement is learning to navigate the U.S. health care
system. This includes learning how to make healthy and economically viable decisions about accessing
care. This project adapted an interactive pre-departure training on this issue, and piloted it in various
resettlement settings. While evaluation was difficult due to limited literacy among participants,
qualitative evaluation showed that this was an effective and enjoyable activity. The process also
fostered collaboration with overseas colleagues and ARHC Health Education Committee members.

PURPOSE: To pilot an overseas refugee health orientation activity domestically in the United States
LEAD AGENCY/STATE: ARHC Health Education Committee
BUDGET: none
CURRENT TIMELINE: December 31, 2013 (Activity has been piloted, has been well-received, and is ready
for ARHC Executive Board approval and dissemination)
PREVIOUS TIMELINE(S): Partnership with overseas colleagues began in the Spring of 2011 and activity
development of the pilot period took place throughout 2012 and in the first quarter of 2013
PRODUCTS: Lesson Plan, Image Guide, and Images for Four Levels of Health Care
COMMUNITIES TARGETED: Five states participated in developing and piloting the activity: Colorado,
Idaho, Kentucky, Minnesota, and Washington. The activity was carried out across the resettlement
continuum, from newly arrived refugees to those who had been in the U.S. longer, based on target
populations and organizations in each pilot site.
TRANSLATION: The activity is very image-based so that no written translation was required.
Interpreters were provided through participating local agencies or health educators
LEAD STAFF: Liz Edghill, KY and Leslie Hortel, CO

Purpose: During the Enhancing Partnerships in Refugee Health project, the ARHC-ASTHO Health
Education Committee was tasked with three core charges, one of which focused on bringing overseas
and domestic colleagues together. A workgroup was formed to do the following:
Develop recommendations and strategic guidance for ARHC to respond to the public
health information needs of refugees with a particular focus on newly arriving
populations, with an emphasis on partnerships with overseas colleagues including
(but not limited to):
a. Increased communication with overseas refugee camps’ health officers about
health education efforts within the refugee camps.
b. Sharing of health education efforts between overseas refugee camps and
domestic state programs.
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The ongoing ARHC Health Education Committee, which was made up of representatives from various
state and local refugee health programs, CDC, UNHCR, and the Cultural Orientation Resource (COR)
Center, decided to focus on the following recommendation for 2012:
Recommendation 5: In order to reinforce important health information, ARHC
and overseas partners should encourage using a consistent message across
education efforts, from overseas to domestic sources.
5.1 Build a continuum of consistent health messaging from overseas health
education, health orientations in the states, public health messaging, and
reinforcement from schools or ESL classes.
5.2 Interchangeable formats should be encouraged so that agency, local, or
population-specific information can be inserted, but the central messages
should remain intact.
5.3 A pilot health topic (TB, intestinal parasites, etc.) should be chosen to work
out how to best streamline messages for a specific health topic. Lessons
learned from the pilot topic could be used for future health topics. Special
attention should be paid to help refugees understand health access issues.
5.4 Strategic planning should be done with overseas partners to identify topics
for future development.
The purpose of this pilot project was to continue the spirit of collaboration from the ARHC-ASTHO
Enhancing Partnerships for Refugee Health project by assessing if the health education activity already
carried out overseas could be implemented stateside. Additionally, the project is to be helpful for
participants and easy to facilitate for educators.
Goal: One goal was to determine lessons learned during the pilot project so that feedback about
modifications could be shared with overseas colleagues. A second goal is to disseminate the “Levels of
Health Care” images and activity guidelines with the wider refugee health and resettlement
communities domestically so that it may be used in more settings.
Objectives of the “Levels of Health Care” activity itself:
1. To educate participants about the various levels of health care available in the United States.
2. To educate participants on how to access the various levels of care available in the United
States.
3. To educate participants about how to choose the appropriate level of care in specific health
situations.
Planning: The ARHC Health Education Committee chose to focus on an activity that is already used
overseas and is available on the COR website: “Health: Urgent vs. Routine Care.” The activity was
created by Church World Service Resettlement Support Center in Nairobi. This activity was chosen
because of its important health orientation messages to prepare refugees for the U.S. Health Care
System, its interactive and participatory nature, and its similarity to an activity already being used in
health orientations with new arrivals in Colorado. Through liaisons from COR, permission was granted
to communicate with staff in Nairobi about how they use the activity and to modify it as needed for use
in domestic refugee health education efforts. A list of descriptions of images used in Nairobi was sent to
us, though actual images were not shared due to copyright concerns. In order to meet the
recommendation of messaging and imaging consistency, it was decided to use a majority of the images
from CDC publications already field tested with refugees and translated into several refugee languages,
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“Influenza (Flu): Flu and You” and “Influenza (Flu): If Your Child Gets Sick with Flu.” Other images came
from simple clip art. A CDC representative on the Committee agreed that using the images in this
project would help in maintaining consistency. As much as possible, images were chosen to match the
descriptions received from Nairobi staff. On the domestic side, the activity was renamed “Levels of
Health Care.”
Timeline: Initially, the project was to be completed by the end of 2012, but planning took longer as did
partnering at the local level for actual health education sessions. States continued to implement the
project throughout early 2013, and a formal report was not completed until November 2013.
Partnerships: ARHC Health Education Committee, representatives from CDC: Michael Gutterbock,
UNHCR: Anne-Marie McGranaghan, and the Cultural Orientation Resource (COR) Center: Sanja Bebic
and Colleen Mahar-Piersma, and representatives from pilot project states: Kentucky: Liz Edghill and
Malea Hoepf Young, Colorado: Leslie Hortel, Minnesota: Sara Chute, Sue Dicker and Laura Doggett,
Idaho: Collin Elias, Washington Seattle-King County: Annette Holland, along with local programs like ESL
Schools, health centers, resettlement agencies, elder refugee programs, or community organizations
where refugee participants could be reached. The group extends special thanks to the Church World
Service/Resettlement Support Center Nairobi representatives for allowing us to base our project on
their orientation activity and described images.
Action: Representatives from five states volunteered to participate in the Pilot Project – Colorado,
Idaho, Kentucky, Minnesota, and Washington. A workgroup including representatives from each of the
participating states held conference calls and email exchanges to fine-tune lesson plan content, images,
and evaluation steps. This workgroup slightly modified the original overseas activity to allow for more
education on the varying levels of health care in the U.S. and to further highlight a focus on staying
healthy with primary and preventive care. These modifications were included because of feedback from
clinic level staff and health educators that many newly arrived refugees are unfamiliar with the idea of
seeking care when one seems healthy. Logistical planning for each particular pilot session was
completed at the local level by the ARHC representative and his or her partner agencies. This enabled
them to work directly with refugee audiences. The activity was carried out across the resettlement
continuum from newly arrived refugees to those who have been in the U.S. longer based on target
populations and organizations working in each pilot site.
A representative from Kentucky scanned images so that electronic versions would be available to share
with all participants. Anyone using the activity could then print, cut, and laminate the images for either
the overseas or, newly created, domestic activities. The representative from Idaho developed the
evaluation plan. Representatives from Minnesota shared an evaluation that could be used to assess the
facilitator, so that differences in facilitation style might also be able to be evaluated and distinguished
from evaluations of the activity itself. All pieces were reviewed and approved by the workgroup of
participating states. It was also shared with the wider ARHC Health Education Committee and its
overseas partners for feedback and guidance. Representatives from participating states were charged
with facilitating the activity themselves or collaborating with local health educators to implement the
pilot project.
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Key messages: The lesson plan includes a full script (see Appendix 2), but some key messages are as
follows:
We want you to get the best health care in the United States, so it is important that you know where to
go for the best care. Also medical care can be expensive, so we want you to learn where to go for help
based on how serious the health problem is.
 Staying Healthy: Primary Care & Prevention
Sometimes we can prevent sickness by keeping our bodies strong and healthy. Prevention is the best
way to stay healthy in the United States.
 Home & Pharmacy Care: Over-the-Counter Medicines
Sometimes you will get sick, but you do not really need to see a doctor. For many sicknesses, staying
home, resting, and drinking extra fluids will help you get better. For minor problems, such as colds or
headaches, you can go to the pharmacy and buy (Over-the-Counter) medicine to try to treat the
problem yourself.
 Routine Sick Care: Primary Doctor & Urgent Care
If you are sick, or have an urgent medical need but it is not life threatening, you can go to your primary
care doctor or an urgent care facility for routine sick care (sometimes called Immediate Care).
 Emergency Care: Ambulance / ER/ Hospital
In the United States, you should only use the Emergency Room or an ambulance for very serious
sickness – like heart attack or trouble breathing. If you are having a life threatening emergency, you can
call 911 and an ambulance will come to your house and then take you to the hospital.
 Conclusion
Note that if any of the problems under home/pharmacy care last longer (more than a week), or if
symptoms get worse, you can access the Routine Sick Care Level of Care, because a prescription may be
needed. Likewise, if a routine sickness worsens, it could ultimately mean that a trip to the Emergency
Room is needed.
Key messages were created based on the overseas activity and lessons learned from participants in
Colorado, who were already using a similar activity, along with feedback from the wider Committee.
The Lesson Plan encouraged facilitators to tailor information of local pharmacies and community-based
resources specific to their communities (i.e. which providers accept Medicaid)
Challenges: It was a challenge to create workable timelines for this project because of differences within
the varying states and local programs that were reaching out refugees on the ground level. This
challenge also carried over into sample size – the goal was to carry out the activity in each state at least
five times, and while some may have done it more than that, other states were unable to reach that
goal.
Evaluation also proved to be a challenge. Focus group questions were developed, which proved helpful,
but again, were not carried out equally across states. An image-based pre- and post-test was created
for individual participants. It included a matching activity to see if participants could link four sample
health care scenarios to the most appropriate level of health care. This activity was very time
consuming, particularly due to large class size and literacy level of the participants. It was quickly
evident that the evaluation did not reflect changes in knowledge about the content. Rather it may have
reflected changes in the understanding of the matching process itself. Other attempts to do a pre- and
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post-test by having participants physically walk to the sign with the chosen level of health care were also
unreliable because some participants seemed to be going where their friends were going.
Key lessons learned: Overall, it was fun and rewarding to work in partnership with overseas and
domestic refugee health partners. Despite the smaller sample size and the lack of strong formal
evaluation data, most facilitators (interpreters who witnessed/participated the activity) and focus
groups reported that the activity was well received. In some sessions, participants asked for maps to
local immediate care centers, so a lesson learned was to have those resources on hand.
If a similar pilot project is to be carried out across multiple states, it might be best to find similar
program structures so that processes could be more standardized and timelines kept in check. For
example, Kentucky and Colorado had participating health educators in the workgroup who had
established interactions with newly arriving refugees already in place; whereas, other participants may
not have had such direct ties.
Outcome: In some communities in Colorado and Kentucky, the activity continues to be used as part of
the regular health orientation sessions. Its messages are vital, and it regularly elicits active participation
and evokes discussion. The ARHC Health Education Committee feels that the “Levels of Health Care in
the United States” activity is a product worth sharing, and that the modification of including preventive
care could be valuable feedback for the overseas health orientation providers, as well.
Evaluation: Facilitators were asked to do a brief subjective evaluation after each presentation while
participants filled out an image-based pre- and post-test to check for increased understanding. Some
interpreters were asked to share feedback as witnesses to the activity, and a few focus groups were held
with participants. See “Challenges” above for lessons learned about the evaluation process. After pilot
sites shared feedback, an overall assessment was made concluding that the modified domestic activity is
helpful for participants and easy to facilitate for educators.

Appendix 2: Lesson Plan and Images
For More Information:
Liz Edghill, BA, RN, BSN
Refugee Health Educator/Coordinator
Family Health Centers – Americana
4805 Southside Dr.
Louisville, KY 40214
502-468-6589
eaedghill@fhclouisville.org
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Minnesota Department of Health:
Diverse Media Project

ABSTRACT: One of the first lines of defense in the U.S. public health system is the strength of state and
local immunization efforts to educate and vaccinate its citizens. In order to extend this basic public
health protection to newly arriving refugees, this project developed correct and valuable information on
immunizations and vaccine preventable diseases that were culturally and linguistically appropriate. The
information was disseminated to refugee and immigrant communities in partnership with trusted
community outlets, such as print newspapers, electronic media and radio shows.
PURPOSE: To provide information about immunizations to limited-English proficient communities
LEAD AGENCY/STATE: Minnesota Department of Health (MDH) Refugee Health Program, Immunizations
and Immunizations, Tuberculosis and International Health (ITIH) Communications
BUDGET: $1500-$2500 per media outlet per year, and approximately 15 hours of total in-kind time
provided by program staff and management each month. The CDC provided funds for vaccination
campaigns.
CURRENT TIMELINE: August 1, 2013 through June 30, 2014
PREVIOUS TIMELINE(S): July 15, 2012 through June 30, 2013. The pilot phase was between January 1,
2012 and June 30, 2012.
PRODUCTS: Health messages included an advertisement (image, text and a call to action) and an article
about the particular topic
INTENDED AUDIENCES: African American, Ethiopian, Eritrean, Filipino, Hispanic, Hmong, Khmer,
Liberian, Oromo, Native American, Pan-Asian, Pan-African, Somali, and Vietnamese
TRANSLATION: Articles were translated into Somali, Amharic and Spanish. Print advertisements were
translated into Somali, Amharic, Spanish, and Hmong. Radio public service announcements were
translated into Amharic, Hmong, Khmer, Oromo, Somali, Spanish, Tagalog, and Vietnamese.
LEAD STAFF: Andrea Ahneman, Sara Chute and Laura Doggett

Purpose: This project strived to address misinformation and/or lack of information regarding
immunizations and vaccine preventable diseases in refugee communities.
Goal: To disseminate valuable information on immunizations through venues trusted by refugee and
immigrant communities, in a manner that is culturally and linguistically appropriate.
Planning: Planning included creating work plans for each message, meeting with content experts,
creating messages, securing approval, translation, and tracking publication.
Partnerships: Internal partners included the Refugee Health Program, Immunization Program, and ITIH
Communications Unit. External partners included the Asian American Press, Hmong Times, Hmong
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Today, Insight News, La Prensa, Liberian Journal, Mogadishu Times, Mshale, PepperSoup, ZeHabesha/Tenaadam, the Circle, and KFAI, which is available in eight languages.
Action: MDH staff chose Messages after consideration of community needs and awareness. Messages
and articles were translated based on the need of the media outlet. These messages were then
published in printed newspapers and electronic media outlets and broadcasted on radio shows monthly
or bi-monthly. Articles were written to expand upon the messages; although, media outlets were not
specifically contracted to publish the full articles, and the publication of the articles was at the media
organization’s discretion.
Key messages: Flu, measles/international travel, childhood immunizations, adolescent immunizations,
hepatitis, pertussis/Tdap, and adult immunizations
Challenges:
 Message exceeded limited word count after translation (50 word limit for messages and 500
word limit for articles)
 There was mixed feedback on the quality of translated messages
 Size requirements and deadline dates varied between external partners which made it hard to
get the different messages ready on time
Outcome:
 Continuous printing and visibility of these messages
 Long-term partnerships were established
 Total print and electronic media outlets’ reach was 111,000 individuals. This is excluding a radio
and television count.
Key lessons learned:
 It is better to space out messages, such as focusing on publishing every other month instead of
monthly
 Only have one meeting per message with the leads for that message
 Create a specific timeline for each message
 Track publications on a regular basis
 Have fewer invoices (versus invoicing after each message)
Evaluation:
 This effort works internally to strengthen existing best practices for working with limited-English
Proficiency populations. No formal evaluation has been conducted.
 The project received positive feedback from internal and external partners (media
organizations).
 Project staff is exploring ways of eliciting feedback from readers and listeners
Appendix 3: Contract and examples of messages
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For More Information
Sara Chute, International Health Coordinator
Sara.chute@state.mn.us
MN Department of Health - 4th Floor Freeman Building
P.O. Box 64975, 625 Robert St. N, St. Paul, MN 55164
Phone: 651-201-5543 | Fax: 651-201-5501
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Texas State Refugee Health Program:
“Welcome to the Refugee Healtg Clinic" Brochure
Abstract: Refugee health program staff wanted to inform refugee clients of what to expect when they
first arrive at the screening clinic and to make them feel welcome. In order to share this information, a
“Welcome to the Refugee Health Screening Clinic Handout” was developed and translated into five
languages. Messages in the handout were meant to educate refugee clients about what happens in the
clinic during the health screening, including the screening process, tests, and immunizations the clients
receive. Information in the handout is based on ORR screening guidelines. The intent is to give the client
a better understanding of the process and their responsibilities. The second part of the handout is the
standardization of the processes in all seven Refugee resettlement sites in the state of Texas.
PURPOSE: To introduce the concept of refugee health screenings and basic clinic procedures to newly
arriving refugees.
LEAD AGENCY/STATE: The Texas State Refugee Health Program
BUDGET: ORR Supplemental Fund
CURRENT TIMELINE: The brochure is completed and in use at Refugee Health Clinics in Texas
PREVIOUS TIMELINE(S): Planned in 2012 and completed in 2013
PRODUCTS: Handouts
COMMUNITIES TARGETED: Top five refugee groups: People from Iraq, Cuba, Bhutan, Burma, and Nepal
TRANSLATION: The Department of State Health Services (DSHS) contracted with a translation company
that will translate the brochure into the top six refugee languages: Arabic, Spanish, Nepali, Somali, Karen
and Burmese
LEAD STAFF: Jessica Montour and Amira Suton

Introduction: Refugee health program staff wanted to inform refugee clients of what to expect when
they first arrive at the screening clinic and to make the refugees feel welcome. In order to share this
information, a “Welcome to the Refugee Health Screening Clinic Handout” was developed and
translated.
Goal: The goal of the project was to provide this information in languages frequently spoken by the
refugees in Texas.
Planning: Staff chose to disseminate the information in a handout because of its simplicity and ease of
use and distribution.
Timeline: Planning began in 2012, and the handout was created and used in 2013.
Partnerships: The Refugee Health Program (RHP) worked with the Texas Department of State Health
Services (DSHS) Health Communication Group for assistance with publication and translation.
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Action: The handout was developed by a student, in cooperation with the RHP, and shared with the
Health Communication Group.
Key messages: Messages in the handout were meant to provide refugee clients with knowledge about
what happens in the clinic during the health screening including the screening process, tests, and
immunizations they will be given. Information in the handout is based on ORR screening guidelines. The
intent is to give the client a better understanding of the process and their responsibilities. The second
part of the handout explains the refugee resettlement process at Refugee Health Programs in Texas.
Challenges: The main challenge of the project was finding the time in work schedules to write, review,
and produce the brochure.
Key lessons learned: It is best to complete print materials like this as quickly as possible.
Outcome: The handout is posted on the state publication’s website and is available to order. Texas
Refugee Health Program (RHP) staff are instructed how to order and distribute the brochures to clients.
Evaluation: No evaluation process is planned.
Appendix: Health Screening Brochure (English)
For More Information:
Amira Suton, Texas State Department of Health Services
Amira.Suton@dshs.state.tx.us
Jessica Montour, Texas State Department of Health Services
Jessica.montour@dshs.state.tx.us
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Appendix 1: Catholic Charities of Southern Nevada:
Disaster & Emergency Preparedness Assessment Tool

Nevada Office
for Refugees
Disaster and Emergency Preparedness Assessment
Your Name:
Language:
General Safety Issues

Yes
Yes

No
No

N/A
N/A

Do you and/or a family member need regular assistance (a
caregiver or equipment) with personal care, such as bathing
and grooming?
Do you need assistance with cooking your meals?

Yes

No

N/A

In the case of an emergency, can you/your family
independently evacuate?

N/A

Do you need a specially equipped vehicle for transportation
(wheel chair lift)?

Yes

No

Communication

Yes

No

N/A

Do you know how you will receive emergency communications
(TV, radio, cell phone, family member/neighbor)?

Yes

No

N/A

Will you be able to communicate with emergency personnel if
you do not have an interpreter?

Yes

No

N/A

Do you have an emergency contact person that is not a person
living in your home?

N/A

Do you know what an emergency sign looks like, and can you
read them in English?

Yes

No

Disaster Preparedness
Yes

No

N/A

Are you aware of the typical disasters that happen in Nevada
(flash floods, earthquake, severe heat, storms, wildfires)?

Yes

No

N/A

Do you know where the gas and water shuts offs are in your
home?

Yes

No

N/A

Do you have an emergency evacuation plan (specified meeting
spot, contact person etc.)?
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Yes

No

N/A

Do you have an emergency kit (food, water, first aid supplies,
clothes and bedding, tools/emergency supplies, and pet
supplies)?

Medical/Health Issues
Yes

No

N/A

Do you and/or a family member have a disability that may
prevent evacuation in the case of a fire or emergency?
If yes, what is the disability and age of the person?

Yes

No

N/A

Yes

No

N/A

If there was a disaster and the power was broken, would you
be able to walk up/down flights of stairs to get out of the
building without the use of elevators?
Do you have a medical need/device that is necessary for you to
have in an emergency (respirator, medication, wheel chair
etc.)?

Yes
Yes

No
No

N/A
N/A

Do you and/or a family member need regular medical care
(radiation, dialysis etc.)?
Do you have a service animal?

No
No

N/A
N/A

If yes, what health issue does the service animal assist you
with?
Do you have a first aid kit?
Do you know where the nearest clinic or hospital is to you?

Yes

No

N/A

Do you have a fire extinguisher in your home, or do you know
where to locate one in your building?

Yes
Yes

No
No

N/A
N/A

Do you know how to put out a fire, either on a person or in
your home?
Can you activate the fire alarms in your building?

Yes
Yes
Fire Issues

Yes

No

N/A

Do you have sprinklers or smoke alarms in your apartment or
home?

Yes

No

N/A

Do you regularly change the batteries on the smoke alarms in
your home to make sure they are working properly?

Yes

No

N/A

In the case of a fire, do you and/or your children know all of
the possible exits in your home?

Yes

No

N/A

In the case of a fire, do you and/or your children know all of
the exits from the building?

Yes

No

N/A

Are there at least two exits in every bedroom (this includes
doors and windows)?

N/A

Do you have a plan in place for anyone who cannot
independently evacuate during a fire in your home?

Yes

No
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Appendix 2: ARHC Health Education Committee Multi-State Pilot:
Levels of Health Care in the United States
Lesson Plan
Levels of Health Care in the United States
Objectives:
1. To educate participants about the various levels of health care available in the United States.
2. To educate participants on how to access the various levels of care available in the United States.
3. To educate participants about how to choose the appropriate level of care in specific health situations.
Time: 45 minutes – 1 hour
Materials:
1. Laminated photos of different medical situations (37 total)
2. Image logos for each level of care to be used as section headers
a. Staying Healthy: Primary Care & Prevention
b. Home & Pharmacy Care: Over-the-Counter Medicines
c. Routine Sick Care: Primary Doctor & Urgent Care
d. Emergency Care: Ambulance / ER/ Hospital
3. Tape
4. Ideally, activity should be carried out with a blackboard or white board so that names of local clinics,
pharmacies, etc. can be discussed and written next to the appropriate level of care, and dollar signs to symbolize
cost comparisons can be drawn. Alternatively, dollar sign symbols and logos or images from local facilities can be
printed and laminated as well.
Presentation:
Script: We want you to get the best health care in the United States, so it is important that you know where to go for the
best care. Also medical care can be expensive, so we want you to learn where to go for help based on how serious the
health problem is.
1. Sometimes we can prevent sickness by keeping our bodies strong and healthy. Prevention is the best way to stay
healthy in the United States. This includes things like eating healthy foods and getting regular check-ups. It is
important not to smoke or drink too much alcohol. Some preventative care you can do on your own at home – like
exercising and washing your hands. Other preventative care requires you to see your primary care doctor - like
vaccines.
Tape up the “Staying Healthy: Primary Care & Prevention” logo and explain its images. You may want something
that says “Always” so that you can emphasize that we should do these things all of the time. You may also want
to indicate that these can be free and note that prevention “Saves you money!”
2. Sometimes you will get sick, but you do not really need to see a doctor. For many sicknesses, staying home, resting,
and drinking extra fluids will help you get better. For minor problems, such as colds or headaches, you can go to the
pharmacy and buy (over-the-counter) medicine to try to treat the problem yourself. The pharmacist, who is trained
to know about medicines, is there to help you. The pharmacist can help you pick out the right medicine and will
make sure you know how to take the medicine correctly. Staying home is important so that you do not get others
sick and so that you will get better faster.
Post the “Home & Pharmacy Care: Over-the-Counter Medicines” logo and explain its images. Mention that this
type of care can be done the “Same Day.” Draw 1 dollar sign ($) or have a laminated dollar sign to tape up. Let
the group brainstorm local pharmacies they have noticed or have been to. (You may print your own images of
logos or pictures of local pharmacies and post them as participants name them). Let them know that if these
small sicknesses continue or get worse, they may need to see a doctor.
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3. If you are sick, or have an urgent medical need but it is not life threatening, you can go to your primary care doctor
or an urgent care facility for routine sick care (sometimes called Immediate Care). This is for things like an ear
infection or things you might need prescription medicine for. Call or visit your primary care doctor to see if you can
get an appointment soon – be sure to tell them you are sick today. If you cannot get an appointment, or you do not
have a primary care doctor, you might need to visit an urgent care center. Your primary care doctor and urgent care
clinics are less expensive than the emergency room ($$). The urgent care center is also a good place to go if you
need routine sick care in the evenings or on the weekends when your family doctor’s office is closed. (Sometimes
urgent care facilities are located in the hospital and a difference might be that you take yourself there, either by bus,
taxi, or with a friend, vs. having the ambulance driver take you there.)
Post the “Routine Sick Care: Primary Doctor & Urgent Care” logo and explain its images. Note that people usually
seek this type of care within 2-5 days of being sick. Give examples of the name and location of your closest
urgent care centers– show images or logos if you have them. If there are various urgent care centers that are in
network for common insurance plans, be sure to highlight which ones the participants should access. Some
Medicaid plans may have requirements like calling the PCP for a referral to immediate care, etc.
4. In the United States, you should only use the Emergency Room or an ambulance for very serious sickness – like a
heart attack or trouble breathing. If you are having a life threatening emergency, you can call 911 and an ambulance
will come to your house and then take you to the hospital. If something becomes “very scary,” you most likely
should call 911. If your problem is serious but it is safe for someone else to drive you to the Emergency Room,
sometimes that is cheaper/better than an ambulance.
Using emergency care can be very expensive (use three dollar signs ($$$) to show this) but your Medicaid/Insurance
will cover the costs as long as it really is a serious sickness. It is the fastest way to receive medical care in the United
States because the emergency care providers start helping you as soon as they arrive at your house. Do not use the
emergency room for small sickness – it will take too long because they help the sickest people first, and it will be too
expensive.
Post the “Emergency Care: Ambulance / ER/ Hospital” logo and explain its images.
Activity:
1. Pass out a laminated image to each participant. If there are too many participants, have people work in pairs. It
is recommended to use at least 5 images from each level of care (20 total).
2. Explain that each person will come to the front of the classroom, describe what is happening in the photo to the
class, and then choose the appropriate level of care by taping the picture on the chart under the logo image.
Help the first participant so that the class has a clear understanding of what should be done.
3. Have each participant or pair go one by one. Some of the photos might fit in a variety of categories depending
on how the person describes the situation. This can stimulate some good conversations and may not need to be
corrected. If a participant gives clearly incorrect information (such as a misuse of the Emergency Room), let it be
a chance to intervene and explain why it should be a different level of care – then see if participants understand
why.
Reflection:
1. What number should you call if you are having a life threatening emergency?
2. Note that if any of the problems under home/pharmacy care last longer (more than ~ a week) or get worse, they
could go under the Routine Sick Care Level of Care because a prescription may be needed. Likewise, if a routine
sickness gets very bad, it could ultimately mean that a trip to the Emergency Room is needed.
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Sample Levels of Care Chart
Level of care
Staying Healthy: Primary
Care / Prevention
Home Care / Pharmacy
(Over-the-Counter
medicines)
Routine Sick Care: Primary
Care Provider / Urgent Care

Suggested Images
brushing teeth, getting
vaccinated, healthy foods
runny nose, stomachache,
cough

Time
Always

Cost
Saves you money!

Same day

$

prescription pad, earache
(that might require an
antibiotic)

2-5 days

$$

Emergency Care: ER /
Hospital / 911

broken leg, bad fall, chest
pain

FAST!!

$$$

Notes about Evaluation:
In the ARHC pilot project, Pre- and Post- tests with a matching exercise were used. It was difficult, however, to
determine if the test results demonstrated changes based on increased knowledge of the content or on increased
understanding of how to do the matching activity. In some presentations, the participants were asked to physically
stand by the sign marking the level of care for certain images before and after the activity. That seemed easier for
participants to understand than the paper matching activity, but answers could have been altered based on other
participants’ responses since that evaluation was done as a group. Facilitators in the pilot project recommend
monitoring the flow of the activity, accuracy of responses and quality of participant discussions (rather than using
valuable time to do formal Pre- and Post- test) to determine if participants enjoyed the activity and increased their
knowledge of the various levels of the health care system.
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Levels of Healthcare Image Guide

vii

viii

ix

x

xi

xii

xiii

xiv

xv

xvi

xvii

Appendix 3: Minnesota Department of Health Diverse Media Project Materials

STATE OF MINNESOTA ANNUAL PLAN AGREEMENT

This Annual Plan Agreement is for professional/technical services, interpreted pursuant to laws of the State of
Minnesota, between _________ (“Contractor”) and the Minnesota Department of Health (“State”).
Pursuant to Minnesota Statutes Section 15.061 and144.0742, the State is empowered to enter into
professional/technical Agreements.
By written acceptance below, the Contractor agrees to perform the following work:
Duties:
State will contract with Contractor (_______) to publish health education messages targeting diverse communities
including (specific community) immigrants and refugees in its local online and print newspaper/journal. This is part of a
limited multi-lingual/multi-media communication and outreach campaign to increase awareness of multiple health
topics within Minnesota’s many diverse communities. Our goal is to promote a variety of health messages, including
information about the flu; international travel health; vaccinations for infants, adolescents, and adults; and other
emerging health topics.

Publication

Type of
media

Reach

Newspaper 10,000

Website

5,000

Publication
Frequency

Number
of ads

Monthly

4-6

Daily

6

Average
price per
ad

Additional

Price
varies
Include ads and
depending articles both in print
on media and online.
outlet

Health education formats: Messages will be tailored to fit the needs of the community. They will be published on
Contractor’s local online and print newspaper/journal in a format compatible with the current publication/web formats.
During the period of this agreement (07/15/12 – 6/30/13), Contractor would publish four to six messages selected and
created/adapted by MDH. These would likely take the format of short messages (with or without images, depending on
the topic) in English and/or (pre-translated messages) in languages appropriate for the specific audience.
1.

Conditions of Payment All services provided by the Contractor pursuant to this Annual Plan Agreement must be
performed to the satisfaction of the State, as determined in the sole discretion of the State, and not in violation
of any federal, state or local laws, ordinances, rules and regulations. The Contractor will not receive payment
for work found by the State to be unsatisfactory, or performed in violation of federal, state or local law,
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ordinance, rule or regulation. Under Minnesota Statutes Section 16C.08, subdivision 5(b), no more than 90
percent of the amount due under this Annual Plan Agreement may be paid until the final product of this Annual
Plan Agreement has been reviewed by the State’s agency head. The balance due will be paid when the State’s
agency head determines that the Contractor has satisfactorily fulfilled all the terms of this Annual Plan
agreement.
2.

Cancellation This Annual Plan Agreement may be canceled by the State or the commissioner of
Administration at any time, with or without cause, upon 30 days’ written notice to the Contractor. In the event
of such a cancellation, the Contractor will be entitled to payment, determined on a pro rata basis, for the work
or services satisfactorily performed.

3.

Amendments Any amendments or modifications to this Annual Plan Agreement must be in writing and will
not be effective until executed by the parties to this Agreement and approved by all State officials as required by
law.

4.

Indemnification In the performance of this contract by Contractor, or Contractor’s agents or employees, the
contractor must indemnify, save, and hold harmless the State, its agents, and employees, from any claims or
causes of action, including attorney’s fees incurred by the state, to the extent caused by Contractor’s:
1) Intentional, willful, or negligent acts or omissions; or
2) Actions that give rise to strict liability; or
3) Breach of contract or warranty.
The indemnification obligations of this section do not apply in the event the claim or cause of action is the result
of the State’s sole negligence. This clause will not be construed to bar any legal remedies the Contractor may
have for the State’s failure to fulfill its obligation under this contract.

5.

State Audit The books, records, documents, and accounting procedures and practices of the Contractor and its
employees or representatives, relevant to this Agreement must be made available and subject to examination
by the State, including the State, Legislative Auditor, and State Auditor, for a minimum of six years from the end
of this Annual Plan Agreement.

6.

Government Data Practices Act The Contractor must comply with the Minnesota Government Data Practices
Act, Minnesota Statutes Chapter 13, as it applies to all data provided by the State in accordance with this
Agreement, and as it applies to all data, created, collected, received, stored, used, maintained, or disseminated
by the Contractor in accordance with this Agreement. The civil remedies of Minnesota Statutes Section 13.08,
apply to the release of the data referred to in this Article by either the Contractor or the State. In the event the
Contractor receives a request to release the data referred to in this Article, the Contractor must immediately
notify the State. The State will give the Contractor instructions concerning the release of the data to the
requesting party before the data is released.

7.

Data Disclosure Under Minnesota Statute § 270C.65, subdivision3, and other applicable law, the Contractor
consents to disclosure of its social security number, federal employer tax identification number, and/or
Minnesota tax identification number, already provided to the State, to federal and state agencies and state
personnel involved in the payment of state obligations. These identification numbers may be used in the
enforcement of federal and state laws which could result in action requiring the Contractor to file state tax
returns, pay delinquent state tax liabilities, if any, or pay other state liabilities.
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8.

Jurisdiction and Venue This Annual Plan Agreement is governed by the laws of the State of Minnesota. Venue
for all legal proceedings arising out of this Annual Plan Agreement, or breach thereof, will be in the state or
federal court with competent jurisdiction in Ramsey County, Minnesota.

The Contractor must sign its approval in the designated signature block and return the original signed Agreement to the
address shown below, prior to the commencement of services.
Agreement Begin Date: January 1, 2013 Agreement End Date: June 30, 2013
The total amount that the State agrees to pay for the above services is: $1400.00
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Infant Immunizations Published April 2013

xxi

Hepatitis B Published June 2013

xxii

Influenza

Measles

xxiii

Appendix 4: Texas State Refugee Health Program

Welcome to the Refugee Health Clinic

Photo courtesy of UNHCR

It is our privilege to serve you and your family. We want you to be
happy with the care you receive. We also want you to feel safe and
relaxed when talking about your health. Please ask a staff member if
you have any questions.
This clinic is part of the Texas Refugee Health Program. We can
provide you with a physical exam, medical tests, vaccinations
(shots) and referrals for further medical care.

Physical Exam
During the physical exam, your health care provider will:

Your Patient Rights
Your health information
is kept private. It is only
shared among health care
staff with your consent.
Health data is also sent
to the Texas Department
of State Health Services
(DSHS) for tracking.

•

Ask how you are feeling

As a patient, you have the
right to:

•

Discuss your health history with you

• A free interpreter

•

Measure your height and weight

•

Listen to your lungs and heart

• Care that respects your
culture

•

Look at your eyes, ears, nose, and throat

•

Look at your teeth and gums

•

Check your abdomen/stomach

•

Measure your blood pressure

•

Test your vision and hearing

• Be well-informed
• See your health records
• Refuse any or all services
• Submit complaints to
the clinic

XXV

Medical Tests
Vaccinations
Vaccines help protect you
from disease. We can give
you the same vaccines that
U.S. citizens get.
Your children must get
certain vaccines before
they can attend school.
You must also show proof
that you got vaccines when
you apply to become a U.S.
resident (get your green
card).
Here are the vaccines we
offer:
• Measles/Mumps/     
Rubella (MMR)
• Varicella (chickenpox)
• Hepatitis A
• Hepatitis B
• Haemophilus influenzae type b (Hib)
• Diphtheria/Tetanus/
Pertussis
• Influenza
• Polio
• Meningococcal
• Pneumococcal
• Zoster
• Rotavirus
• Human Papillomavirus
(HPV)

You may be asked to provide blood, urine, or stool (feces) samples
for medical tests. Below are some tests you may receive.
• Pregnancy
Women of childbearing age get a pregnancy test. If you are pregnant, we will help you get prenatal care and vaccines.
• Tuberculosis (TB)
TB is a disease of the lungs that spreads through the air from person to person. TB can be active or inactive. Active TB may cause
symptoms such as a bad cough, extreme tiredness, weight loss,
or night sweats. Inactive TB does not spread, but it still must be
treated to stop future illness.
• Parasites
Parasites can make you very sick. If you were not treated overseas, we may treat you for intestinal parasites. Some clinics may
test for parasites before giving you treatment.
• Hepatitis B
Hepatitis B is a virus that hurts the liver. It spreads through blood
and body fluids. A mother can also pass it to her baby at birth.
Hepatitis B can cause a short-term (acute) illness or it can become a long-term (chronic) health problem.
• Blood Lead Level
We test children for exposure to harmful levels of lead. Lead is
a toxic metal that can cause nerve damage and brain problems,
especially in children. People can be exposed to lead through certain kinds of paint and dust.
• HIV and Sexually Transmitted Diseases (STDs)
We test for HIV, syphilis and other STDs. HIV is a virus that
prevents the body from fighting infections. HIV is spread through
blood, semen, vaginal fluid, and breast milk. You can lower your
risk for HIV and other STDs by using condoms during sex.

Referrals
We may refer you to other doctors for other health issues. Please be
on time for any doctor’s appointments scheduled for you.
To contact the DSHS Refugee Health Program, call (512) 533-3161
or visit www.RefugeeHealthTx.org.
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