The United Nations defines a refugee as “Any
person who is outside any country of such
person’s nationality ot; in the case of a person
having no nationality, is outside any country in
which such person last habitually resided, and
who is unable or unwilling to return to, and is
unable or unwilling to avail himself or herself
of the protection of, that country because of
persecution or a well-founded fear of persecu-
tion on account of race, religion, nationality,
membership in a particular social group, or
political opinion.™ It is estimated that there
are 10.5 million refugees worldwide; in 2012,
more than half (55%) came from the following
five countries: Afghanistan, Somalia, Iraq, the
Syrian Arab Republic, and Sudan.

The U.S. accepts the largest number of refugees
for resettlement each year. In fiscal year 2013
(Oct. 1-Sept. 30), the U.S. welcomed 69,930
refugees, of which 1,234 resettled in Utah.
Figure 1 shows the culture/nativity of refugees
with >40 arrivals coming to Utah over the last
five calendar years.

Refugee Health Program

Housed in the UDOH Division of Disease
Control and Prevention, Bureau of Epidemiol-
ogy, the Treatment and Care Services Program
oversees the Utah Refugee Health Program.
The goal of the Utah Refugee Health Program
is to “Foster community health partnerships
with those serving refugee populations through
culturally appropriate health screening, educa-
tion and referrals.” By coordinating activities

o In fiscal year 2013 (Oct. 1-Sept. 30),
the U.S. welcomed 69,930 refugees, of
which 1,234 resettled in Utah.

« The Utah Refugee Health Program
works closely with various health care
providers to ensure every refugee gets
a comprehensive health screening
within 30 days of arriving in Utah.

« Refugee health screening includes
a formal mental health assessment
using a tool developed specifically for
the refugee population.

Refugee Arrivals by Culture/Nativity
Figure 1. Number of refugee arrivals to Utah by culture/nativity (with 40 or
more arrivals), January 1, 2009-December 31, 2013
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Reportable Conditions Among Refugee Arrivals
Figure 2. Number of reportable conditions among refugee arrivals, Utah,
January 1, 2009-December 31, 2013
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among local providers, resettlement agencies, local health departments,
the Department of Workforce Services, the Centers for Disease Control
and Prevention (CDC), and the Office of Refugee Resettlement (ORR),
the Utah Refugee Health Program facilitates and promotes health pro-
grams and services that are culturally and linguistically appropriate.




Refugee Health Screening Conditions Identified at Screening
The first interaction refugees have with the  Figure 3. Number of conditions identified at initial health screening,
health care system in the U.S. begins with the ~ October 1, 2010-December 31, 2013
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The Utah Refugee Health Program works 50 -
closely with various health care providers to
ensure every refugee gets a comprehensive
health screening within 30 days of arriving in
Utah. The health screening includes a full physi-
cal exam, including hearing, dental, and vision Source: Treatment and Care/Refugee Health Program, Utah Department of Health (UDOH)
screenings; referrals for preventive health care;

and a mental health assessment. Total reportable  Mental Health Among Refugee Arrivals
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2012. Health screening providers utilize the Refugee Health Screener-15

Status Update (RHS-15). This standardized assessment tool screens for anxiety, depression,
Foradditional information about this topic, PTSD, and overall distress and was developed specifically for the refugee
contact Gerrie Dowdle, MSPH, Treatment population. The percentage of refugees with 10 or more arrivals by culture/
and Care Services Program, Bureau of nativity who have RHS-15 assessment scores >10 are shown in Figure 4.
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Breaking News, March 2014

Developmental Screening Practices Among Pediatricians in Utah

Developmental delays affect at least 10% of children in the United States. Substantial resources are expended for the edu-
cational, medical, and community support of individuals with developmental delays. Early identification and treatment of
developmental delays leads to improved outcomes for children. According to the American Academy of Pediatrics (AAP),
“Early identification of developmental disorders is critical to the well-being of children and their families.” The Academy
recommends primary care physicians, including pediatricians, incorporate routine use of a standardized developmental
screening tool appropriate for their population.

In an effort to determine current practices related to the use of standardized developmental screening, the Utah Department
of Health conducted a survey from October 2012 to March 2013. The survey was administered to pediatricians both online
and via U.S. mail. The response rate was 36.8%, with 150 surveys being returned and completed. Nineteen percent (n=28) of
those survey respondents indicated not seeing pediatric patients ages six years and under and were excluded from the analy-
ses. The following results are therefore based on those who identified their specialty as “pediatrics” (n=117). The majority
(80.8%) described “group/multispecialty practice” as their main office setting. Overall, the majority (88.0%) of pediatricians
reported they were aware of the AAP policy statement on the use of standardized screening tools at well-child checks. Seven
in 10 (70.2%) pediatricians reported routinely using standardized developmental screening at well-child checks. A wide
variety of screening tools were noted as being used in the practice.

Among those who reported not using a standardized screening tool routinely (29.8%), the majority (71.5%) indicated that
they have developed their own non-standardized tool to identify developmental delays. Barriers to implementation of stan-
dardized developmental screening tools were identified, with the most common response being the tools were too difficult to
incorporate into the practice schedule (71.4%). Improvement in the implementation rate of routine developmental screening
tools will provide greater opportunities to identify children with developmental delays.

For more information, please contact Dr. Harper Randall (801-584-8271).

Community Health Indicators Spotlight, March 2014
Social Determinants of Health

According to the World Health Organization, “The social determinants of health (SDH) are the conditions in which
people are born, grow, live, work and age” and these conditions are “mostly responsible for health inequities—the un-
fair and avoidable differences in health
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1. World Health Organization. Social Determinants of
Health. Accessed February 13, 2014. http://www.who.int/
social determinants/sdh definition/en/index.html

Crime Rate Per 1,000 People, 2009

Low Birth Weight, 2009-2011, Utah Birth Certificate Database; Crime Rate, 2009, Department of Public Safety Bureau of Crimi-
nal Identification-2009 Crime Rate in Utah; Population Estimates, 2011, by Utah Department of Health Center for Health Data.
Dr. Len Novilla and the SDH Team of Brigham Young University contributed to data compilation and chart design. See Social
Determinants of Health Profile: http://healthscience.byu.edu/SDHCommunityResearch.aspx
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Pertussis (Whooping Cough) 38 56 38 56 0.7 Overall Hospitalizations (2011) 280,830 9.3% +0.8% | $5,818.8 +7.4%
Salmonellosis (Salmonella) 15 19 15 19 0.8 Non-maternity Hospitalizations (2011) 175,847 5.7% +3.8% | $4,909.9 +7.9%
Shigellosis (Shigella) 4 2 4 2 1.7 Emergency Department Encounters (2011) | 665,925 22.4% +1.7% | $ 1,309.5 +12.8%
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Chlamydia 1,886 1,667 7,542 6,707 11 Motor Vehicle Traffic Crash Injury Deaths 2012 205| 7.2/100,000 -16.8% | 19 (2010)
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§ Physician/Osteo Services - Medicaid payments reported under Physician/Osteo Services does not include enhanced physician payments.

9] % Change could be due to random variation.
# State rank based on age-adjusted rates.

Notes: Data for notifiable diseases are preliminary and subject to change upon the completion of ongoing disease
investigations. Active surveillance for West Nile virus has ended until the 2014 season.
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