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CHA’s Position:
A number of pan-Canadian health organizations and others have expressed concerns in
response to recent changes made to the Interim Federal Health Program, including that they
may:
 Lead to an extra burden of health costs as a consequence of untreated or poorly
managed health conditions;
 Be contrary to the best interests of population health; and
 Impose an unfair regime on a particularly vulnerable group experiencing multiple risks to
their health.
The Canadian Healthcare Association (CHA) believes that:
1. Policy decisions regarding health should be made on the basis of available evidence about
health and health services.
2. A health impact assessment of the changes to the Interim Federal Health Program would
provide information that could help to clarify the validity of concerns that have been raised
and provide a more robust basis for reform of refugee health services provision in Canada.
CHA recommends that:
1. If a health impact assessment of the changes to the program was conducted, the results of
the assessment be made public to inform the debate regarding the changes.
2. If no such assessment has been performed, that such an assessment be implemented as
soon as is feasible. In the meantime, the changes to the IFHP should be reversed pending a
fuller exploration of their potential impact.
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Background:
The IFHP was established by the federal government in 1957 through Order-in-Council PC 15711/848. Initially a Health Canada program, since 1995 the IFHP has been delivered by
Citizenship and Immigration Canada (CIC). Claims are administered by Medavie Blue Cross.
The IFHP pays for medical services for a short period of time after arrival in Canada for some
refugees and refugee claimants (and their dependents) if they are not yet covered by a
provincial or territorial health insurance plan.
While primary constitutional responsibility for health care lies with the provinces, historically the
federal government has borne constitutional responsibility for the provision of health care for
groups that fall within its jurisdiction, including military personnel, First Nations and Inuit
communities, inmates of federal penitentiaries and refugees.
The IFHP was “introduced for humanitarian reasons” to “provide eligible clients with access to
essential and emergency medical / pharmacy/ optical / dental services that will contribute to
optimal health outcomes in a fair, equitable and cost effective manner,” including immunizations
and other preventative medical care, essential prescription medications, vision tests, nonemergency dental care, some elective surgery, prenatal and obstetrical care (Government of
Canada, Citizenship and Immigration Canada, 2006).
The most significant change to the coverage provided by the program is to the coverage of
“supplemental benefits.” The initial Order Respecting the Interim Federal Health Program (2012)
announced the ending of coverage, under the category “health care coverage,” for most
pharmacy benefits, and all vision, dental and other supplemental benefits. Coverage would now
be provided for medications and vaccines only if they were deemed to be “needed to prevent or
treat a disease that is a risk to public health or to treat a condition of public safety concern”
(Government of Canada, Department of Justice, SI/2012-26, 2012).
An Order Amending the Order Respecting the Interim Federal Health Program (2012) made
several amendments to the original order, including the creation of a new category, “expanded
health care coverage.” Expanded health care coverage includes coverage for “supplemental
health care benefits,” including:
 prescribed medications and other pharmacy products;
 limited dental and vision care;
 prosthetics and devices to assist mobility; and
 home care and long-term care;
 psychological counselling provided by a registered clinical psychologist; and
 post-arrival health assessments.
Groups now eligible for expanded health care coverage include, government assisted refugees
(resettled refugees who receive income support through the Resettlement Assistance Program
(RAP))i, “victims of trafficking who have been granted temporary residence permits,” and
“certain people who are being resettled in Canada... on the Minister’s own initiative and who
receive income support through RAP or the equivalent in Quebec.”
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Those eligible for the new “health care coverage,” without supplemental health care benefits,
include, resettled refugees who do not receive income support through RAP or its equivalent in
Quebec, other protected persons (refugees whose claims have been accepted and “most
people who have received a positive pre-removal risk assessment”ii), and refugee claimants
whose claims are still pending (provided they are not from a “designated country of origin” – see
below).
Another change is that whereas the program previously provided “basic coverage,” (i.e.
treatments normally covered by provincial or territorial health insurance plans), under the new
system “health care coverage” is more ambiguous. Costs for such services will now be covered
only if they are deemed to be “of an urgent or essential nature” (Government of Canada,
Department of Justice, SI/2012-49, 2012).
For others, including rejected refugee claimants and refugee claimants from Designated
Countries of Origin (DCO), eligibility for coverage of physician and hospital services is now
limited to services and products “needed to diagnose, prevent or treat diseases that pose a risk
to public health, or conditions of a public safety concern”. Designated Countries of Origin is a
new category created by the Balanced Refugee Reform Act, 2010. DCOs “are countries that do
not normally produce refugees, but do respect human rights and offer state protection”
(Government of Canada, Citizenship and Immigration Canada, Backgrounder, 2012).

Why have the changes been made?
The federal government has presented the reform to the IFHP as part of a broader refinement of
policies related to refugees and refugee claimants (for example, the Balanced Refugee Reform
Act, 2010 and the Protecting Canada’s Immigration System Act, 2012). In particular, according
to the government, the reform was necessary to ensure fairness for Canadians vis-à-vis
government-funded health coverage of the supplemental benefits previously covered by the
IFHP, which for most Canadians are not covered by their provincial and territorial insurance
programs.
In the press release announcing the reform, Citizenship, Immigration and Multiculturalism
Minister Jason Kenney announced, “Our Government’s objective is to bring about
transformational changes to our immigration system so that it meets Canada's economic needs.
Canadians are a very generous people and Canada has a generous immigration system.
However, we do not want to ask Canadians to pay for benefits for protected persons and
refugee claimants that are more generous than what they are entitled to themselves”
(Government of Canada, Citizenship and Immigration Canada, News Release, 2012).
The changes to the program have also been introduced as a means of containing costs.
Citizenship and Immigration Canada says that the IFHP costs $84 million annually and that the
changes that took effect June 30 are anticipated to save approximately $20 million per year over
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the next five years (Government of Canada, Citizenship and Immigration Canada, News
Release, 2012).

Discussion
The Canadian Healthcare Association welcomes the clarification regarding the changes to the
IFHP introduced by the Order Amending the Order Respecting the Interim Federal Health
Program of June 28, 2012, most specifically the creation of the expanded health care coverage
category. However, while constituting the largest group of refugees, government assisted
refugees (the main beneficiaries of expanded health care coverage) have historically
represented only about half of refugees arriving in Canada (Social Research and Demonstration
Corporation, 2002). Those seeking asylum in Canada will not be eligible for the expanded
coverage.
In the spirit of contributing to a constructive dialogue regarding the provision of health services
to refugees and refugee claimants, the Canadian Healthcare Association raises a number of
questions with regard to the reform of the IFHP.
1. What do we know about refugee health and health services use?
There is general agreement that the health, health care needs and use of health services by
refugees in Canada is understudied and poorly understood (Government of Canada, Health
Canada, 2010; Newbold, 2009, p. 332). A recent Canadian study concluded that, “high quality
data are needed to assist policy makers in designing health policy, programs and services for
refugees. The impact of any change in refugee health care policy or changes to the health care
system will continue to be difficult to evaluate without appropriate data” (Gabriel et al., 2011, p.
270). Statistics Canada’s Longitudinal Survey of Immigrants to Canada has been a valuable
resource, but it only followed its cohort (2000-2001) for four years. In general there is a lack of
data with which to assess the health of refugees to Canada and to evaluate refugee health
programs (Gabriel et al., 2011). Data is particularly lacking for non-government assisted
refugees, i.e. persons seeking asylum in Canada and those granted protection under a preremoval risk assessment (Newbold, 2009).
From the studies that have been done (for the most part using data on government assisted
refugees), we know that refugees report more physical, emotional, and dental problems than the
general immigrant population (McKeary & Newbold, 2010, p. 3) and higher rates of treatable
and preventable infectious and chronic disease than those born in Canada (Pottie et al., 2007,
p. 1932). In short, we know that refugees constitute a vulnerable group who have special health
needs that require attention during the early stage of resettlement (Gabriel et al., 2011; Pottie et
al., 2007; Dillmann, Pablo & Willson, 1993). Before the changes to the IFHP, Canadian
researchers had identified the need for the health care system to be more responsive to the
needs of refugees, precisely because of their observed health vulnerabilities (Newbold 2009, p.
332).
2. Will the reform of the IFHP reduce access to primary and preventive care?
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It is not yet clear that the new criteria will allow for coverage of preventive care for those who
are eligible for health care coverage. If such access is reduced this could lead to the
development of illnesses that could have been prevented or mitigated if identified early. There
are similar concerns that the ending of supplemental benefits such as drugs and dental care will
lead to poorer health outcomes that could have been avoided. For example, an evidence review
by the Canadian Collaboration for Immigrant and Refugee Health recently found “a higher
prevalence of [oral] disease and limited awareness or use of professional and preventive dental
care” among newly arriving immigrants and refugees (McNally et al., 2011). Access to
prevention and early treatment is important because, as a recent Health Canada publication
points out, “Oral health is not only important to your appearance and sense of well-being, but
also to your overall health. Cavities and gum disease may contribute to many serious
conditions, such as diabetes and respiratory diseases. Untreated cavities can also be painful
and lead to serious infections. Studies are also currently examining whether there is a link
between poor oral health and heart disease and between poor oral health and women delivering
pre-term, low birth rate babies” (Government of Canada, Health Canada, 2009).
By denying any coverage at all under the IFHP to those claimants categorized as ineligible,
except in cases deemed to pose a risk to public health or public safety, the reform will almost
certainly reduce access to primary and preventive care for this group.
There is an emerging body of literature from the United States that links lack of health care
coverage to poorer access to needed health services and to poorer health outcomes (LillieBlanton & Hoffman, 2005; Hargraves & Hadley, 2003).
If one of the consequences of the reform of the IFHP is reduced access to primary and
preventive care, the later costs of treating untreated or poorly managed health conditions will fall
to the provinces – a burden that may more than off-set any savings realized at the federal level.
3. To what extent did the IFH program prior to the reform actually confer an unfair advantage
upon refugee claimants?
According to Citizenship and Immigration Canada the provision of supplemental benefits in the
IFHP prior to the recent changes was similar to what many Canadians on provincial social
assistance plans receive (Government of Canada, Citizenship and Immigration Canada, 2011).
Many refugees flee from extremely difficult and stressful circumstances and arrive in Canada,
often at short notice, without significant resources. Few of them will be in a position to afford
medications or dental care or to take out private health insurance. In addition, according to
Citizenship and Immigration Canada the average per-person cost for the Interim Federal Health
Program in 2011-2012 was $660, compared to a $6,141 per-capita cost for health and social
services for Canadians.iii
Research examining the barriers faced by those eligible to make use of the IFHP (McKeary &
Newbold, 2010, p. 13-14; Miedena, Hamilton & Easley, 2008) suggests that the program was
not always easily accessible. Participation in the program is not automatic. Refugees have to
apply to the program and this can be far from straightforward for those facing language barriers,
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lack of information and little support. The program is complex and often misunderstood by or
unknown to both clients and providers. Researchers found that many general practitioners and
dentists were not prepared to deal with the bureaucracy, payment delays, the pre-approval
process for some procedures, and lower financial compensation, and that providers often turned
clients away (McKeary & Newbold, 2010).
Researchers at the University of Ottawa and elsewhere concluded that the IFHP did not provide
sufficient coverage and identified a “need for a comprehensive health settlement program”
(Pottie et al., 2007) to make up for the shortcomings in health services, particularly in primary
care, available to refugees and refugee claimants. The Canadian Collaboration for Immigrant
and Refugee Health has published comprehensive, evidence-based clinical preventive
guidelines for use with immigrants and refugees (Tugwell et al., 2011). These guidelines could
provide the basis for a more evidence-informed approach to refugee health.

Conclusion
CHA believes that policy decisions regarding health should be made on the basis of available
evidence about health and health services.
A number of pan-Canadian health organizations (including the Canadian Association of
Optometrists, Canadian Association of Social Workers, Canadian Dental Association, Canadian
Medical Association, Canadian Nurses Association, Canadian Pharmacists Association, the
College of Family Physicians of Canada, and the Royal College of Physicians and Surgeons of
Canada) and others have expressed concerns in response to the changes to the IFHP,
including that they may:
 Lead to an extra burden of health costs as a consequence of untreated or poorly
managed health conditions;
 Be contrary to the best interests of population health; and
 Impose an unfair regime on a particularly vulnerable group experiencing multiple risks to
their health.
The Canadian Healthcare Association believes that a health impact assessment of the changes
would provide information that could help to clarify the validity of these concerns and provide a
more robust basis for reform of refugee health services provision in Canada. If the government
has conducted a health assessment of the changes to the IFHP, CHA recommends that the
results of the assessment be made public to inform the debate regarding the changes. If no
such assessment has been performed, CHA recommends that such an assessment be
implemented as soon as is feasible. In the meantime, CHA believes that the changes to the
IFHP should be reversed pending a fuller exploration of their potential impact.
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Notes
i

“Resettlement assistance is provided by the Government of Canada to Convention Refugees Abroad and in some
instances, members of the Country of Asylum Class who have been identified as Joint Assistance Sponsorship (JAS)
cases, admitted to Canada as government-assisted refugees. These funds are given to help pay for:
 meeting the refugee at the airport or port of entry;
 temporary accommodation;
 help in finding permanent accommodation;
 basic household items; and
 general orientation to life in Canada.
This money is also used to provide the refugee with income support for up to one year or until that person becomes
self-sufficient, whichever comes first.” http://www.cic.gc.ca/english/refugees/outside/resettle-assist.asp
ii

In a pre-removal risk assessment (PRRA), Citizenship and Immigration Canada (CIC) evaluates the risk that an
individual will face if they are sent back to their country.
iii

IFHP costs based on coverage for 128,000 claimants in fiscal year 2011-2012: http://www.gazet te.gc.ca/rppr/p2/2012/2012-04-25/html/si-tr26-eng.htmll. Per capita costs for Canadians are taken from Operational Bulletin 373
of 30 December 2011 http://www.cic.gc.ca/english/resources/manuals/bulletins/2011/ob373.asp
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