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Abstract

Background: Young adult refugees have suboptimal
primary care use in early resettlement—domains of in-
tegration influence primary care engagement during
this time.

Methods: Adjusted logistic regression models were
used to estimate odds of (1) having a primary care exam
and (2) identification of a primary care provider (PCP)
as predicted by domains of integration among young
adult refugees (n=154) from Burma and Bhutan across
four years following resettlement.

Results: Overall integration and predisposing factors,
such as language and cultural knowledge, were related

to lower odds of having a primary care provider. En-
abling factors such as having insurance and knowing
how to make an appointment were related to higher
odds of having a PCP. Predisposing vulnerable and en-
abling factors, including insurance and identifying a
PCP, were protective for having a physical exam.

Discussion: The integration factors influencing pri-
mary care use among young adult refugees during
early resettlement change over time and differ for hav-
ing a primary care provider compared to having an
exam. As such, services should be tailored to uniquely
support their primary care engagement across the tra-
jectory of post-resettlement integration.

Introduction

Since 2010, nearly 600,000 refugees have been reset-
tled to the United States (Refugee Processing Center,
2020). Young adults relocated to the United States face
unique health challenges, (Centers for Disease Con-
trol and Prevention National Center for Emerging and
Zoonotic Infectious Diseases Division of Global Migra-
tion and Quaratine, 2017; Yun et al., 2016) suggesting
the importance of primary care in the refugee popu-
lation, and specifically for supporting primary care as
young refugees transition to independence in the adult
healthcare system and integrate into life in the United
States. Disparities in primary care use among immi-
grant and refugee children (Kirmayer et al., 2011; Men-
doza, 2009; Rousseau et al., 2013; Silberholz et al., 2017)
and young adults (Brewer, 2020) suggest a greater need
to understand how refugee young adults engage with

healthcare.

Among young adults, preventive healthcare use is sub-
optimal; emergency department utilization is high,
(Fortuna et al., 2010) and health risk behaviors are
prevalent (Centers for Disease Control and Preven-
tion, 2013; Fortuna et al., 2010; Low, 2011; Pharo et
al., 2011). Adolescent Health Goals (US Department
of Health and Human Services -Office of Disease Pre-
vention and Health Promotion, 2000) in Healthy Peo-
ple 2020 highlights the importance of capitalizing on
emerging and young adulthood to instill healthy liv-
ing habits that will remain later into life. These habits
include preventive health behaviors, such as vaccina-
tions and health screenings which can ultimately sup-
port health into later adult life (Berkman et al., 2011;
Sawyer et al., 2018). One factor associated with im-
proved healthcare use and more health-promoting be-
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What is already known on this subject?
Young adult refugees resettled to the United States
have suboptimal primary care use, especially low
identification of primary care providers during their
first few years following resettlement. Social deter-
minants of health are essential factors in health care
use for other populations. This study explored social
determinants of health as risk and protective factors
for primary care use among young adult refugees.

What does this study add?
Enabling factors, such as access to health insurance,
are highly supportive of primary care use among
young adult refugees. However, social determinants
of health that support health in other settings may be
risk factors for not using primary care in this popula-
tion during early resettlement. Programs should be
developed to support young adult refugees’ primary
care use, considering the factors that help and hinder
their use.

haviors is the relationship with a primary care provider
(Kerse et al., 2004; Kripalani et al., 2007; Starfield &
Shi, 2004). These primary care relationships may be
significant for resettled refugee populations in amelio-
rating disparities in health and health care (Asgary &
Segar, 2011; Centers for Disease Control and Preven-
tion National Center for Emerging and Zoonotic Infec-
tious Diseases Division of Global Migration and Quara-
tine, 2014a, 2014b, 2016a, 2016b, 2016c, 2017; Davidson
et al., 2004; Elwell et al., 2014; Kirmayer et al., 2011;
Mendoza, 2009; Mirza et al., 2014; Rousseau et al., 2013;
Savin et al., 2005; Silberholz et al., 2017). One study of
primary care utilization in young refugee adults found
that refugees were nearly 20 percentage points more
likely than the general population to have a physical
exam in the last year but equally less likely to identify
primary care providers (Brewer, 2020). The same study
highlighted differences by gender, marital status, and
country of origin, (Brewer, 2020) suggesting the need
to understand better the factors that support or hinder
optimal primary care use for this population.

Theoretical frameworks

Several theoretical frameworks were integrated to
guide the conceptualization of this study (See Figure
1).

Refugee integration: The concept of integration rec-
ognizes a dynamic process in which refugees learn
about their new communities and develop skills and
knowledge for success in these settings (Ager & Strang,
2008). Integration is the process by which new commu-
nity members become a part of the fabric of a commu-
nity. Ager and Strang propose that successful integra-
tion into a contemporary society for refugees entails ten
domains: rights and citizenship; facilitators of integra-
tion (language and cultural knowledge; and safety and
stability); social connection (social bonds, social links,
and social bridges); and markers and means of inte-
gration (employment, housing, education, and health)
(Ager & Strang, 2008). Most studies using this frame-
work have explored social connection and how social
bonds and social bridges develop in resettled refugee

communities (Atfield et al.; Strang & Ager, 2010).

Emerging adulthood and life course health devel-
opment: This study is embedded in the context of
young adult refugees experiencing emerging adult-
hood (Arnett, 2000). Emerging adulthood describes the
process by which young people ages 18-29 experiment
with their identities, explore social roles, and establish
lifelong habits before they fully enter adulthood (Ar-
nett, 2007; Côté, 2006; Phinney, 2006; Schwartz et al.,
2005). Arnett’s theory of emerging adulthood high-
lights the importance of certain social and environmen-
tal factors that may impact behavior among emerging
adults, given their particular developmental phase in
the life course.

Behavioral Model for Vulnerable Populations: An-
derson and Aday developed the Behavioral Model for
Vulnerable populations in the 1960s as a guiding frame-
work to understand the factors that influence people’s
healthcare utilization choices. The Behavioral Model
(Andersen, 1968; Andersen & Aday, 1978; Andersen
& Newman, 1973) posits that several levels of factors
predict whether people use healthcare. Among these
“traditional” factors are (a) predisposing factors – back-
ground characteristics that make people inclined to use
services, such as demographic characteristics, employ-
ment, and education; (b) enabling factors – factors or
resources that make access to care available, such as
insurance coverage; and (c) need factors – perceptions
of the necessity of care, symptoms, or medical diag-
noses, that motivate the use of services. When these
factors are all present, people have higher healthcare
use. When they are absent, people are unlikely to use
healthcare services. Gelberg and colleagues built on
this traditional model by identifying additional “vul-
nerable” factors predictive of healthcare use for vulner-
able populations (Gelberg et al., 2000). Some of these
factors include ethnicity, whether or not someone was
born in the U.S., and sexual orientation. Among reset-
tled refugees, these might also include time spent in
a refugee camp, level of cultural integration, or prior
traumatic experiences. This expanded model provides
a lens for further exploring the factors that lead young
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adult refugees to engage in primary care during reset-
tlement and whether these factors change over time.

Motivated by prior studies identifying differences in
young adult refugee primary care use compared to
older refugees and the general population, (Brewer,
2020) this study explores how domains of integration
influence primary care use during resettlement and
whether those domains function as supports or barri-
ers to care. Using secondary data from the longitudi-
nal Refugee Integration Survey and Evaluation (RISE)
study of newly arrived refugees during their first four
years in the United States, this study uses the lens of the
Behavioral Model to assess the integration factors that
influence two critical measures of primary care use: (1)
identification of a primary care provider and (2) seeing
a doctor among young adult refugees.

Methods

Study setting

Between 1,600 and 2,000 refugees are typically resettled
to the Denver metropolitan area of Colorado each year,
although resettlement numbers have declined since
2017 (U.S. Department of Health and Human Services,
2017). The Denver-Metro area is home to about 97,000
immigrants and refugees (Denver Human Rights and
Community Partnerships - Office of Community Sup-
port, 2014). Since 1980, (”The Refugee Act of 1980,”
1980) over 30,000 refugees have been resettled in Col-
orado, with over 90% resettled in the Denver metro
area (Colorado Department of Human Services et al.,
2016).

Data sources

The RISE was a longitudinal survey of adult refugees
resettled in Colorado to assess and understand the in-
tegration process. Resettled refugees arriving in Col-
orado in 2011-2012 were eligible, and enrolled partic-
ipants were followed for three years following arrival
(baseline each year for three years after arrival) (Licht-
enstein & Puma, 2019; Puma et al., 2018). Participants
were contacted quarterly by culturally matched “com-
munity connectors,” which resulted in high retention
and follow-up throughout the four annual time points
of the study. RISE had both high enrollment (over 90%
of eligible adult refugees) and retention (70%) across
four waves of data collection. The analytic sample for
this study included 154 (45%) participants who were
18-29 years old (“young adults”). The researchers ob-
tained the RISE data via open records request from Col-
orado. Table 1 presents detailed demographic charac-
teristics of the young adult sample. The young adult
sample was majority female (57%), not married (57%),
and had a high school education (62%). The model
was comprised primarily of refugees from Bhutan and

Burma based on arrival numbers in the baseline year
of the RISE study and high retention in those groups
across the longitudinal survey.

Table 1. Demographic Characteristics of Young Adult Refugees from
the RISE Study Sample upon arrival, 2011-2012.

Refugees ages 18–29, n (%)

Sample n 154
Male 66 (43.4)a

Married 66 (42.9)
Education level

8th grade or less 43 (28.9)
High school diploma 93 (61.7)
Some college or more 12 (8.1)
Otherb 2 (1.3)

Country of origin
Bhutan 119 (77.3)
Burma 32 (20.8)
Other 3 (1.9)

Age, mean±SD 23.7±3.3

Abbreviations: SD, standard deviation.
Source: Refugee Integration Survey and Evaluation (RISE)
Dataset, Colorado Department of Human Services, Col-
orado Refugee Services Program.
a Two missing responses for sex were excluded from the de-
nominator.
b Other was the response option offered to participants in
the RISE study. No additional details are available for this
category.

Measures and variables

The RISE survey asked participants about two primary
care factors: “Have you visited a doctor for a routine
physical exam within the past year?”; “Do you have
one person you think of as your personal doctor or
healthcare provider?”. These questions allowed for yes
or no responses and were coded as a dichotomous out-
come variable.

Independent variables included overall integration,
which was summed as reported in the RISE study
(Puma et al., 2018) but excluding the health domain.
Additionally, each of the integration pathways from
the RISE study was categorized into parts of the Be-
havioral Model for Vulnerable Populations. Compos-
ite scores were then created by summing the scores for
the included domains of integration to create new in-
dependent variables representing the domains of the
Behavioral Model. Predisposing traditional factors in-
cluded employment, education, social bridges, social
bonds, and civic engagement. Predisposing vulnera-
ble factors included language and cultural knowledge
and safety and stability. Enabling traditional factors in-
cluded having insurance and having a PCP. For mod-
els predicting having a PCP, that variable was excluded
from the enabling factors composite independent vari-
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Figure 1. Conceptual model of RISE pathways applied to the Behavioral Model for Vulnerable Populations in the context of young adult refugee
experiences. Gray areas represent the contextual factors of transitions and development of the young adult refugees. Gray text (i.e. “Need”)
indicate factors of the Behavioral Model that are not available in the RISE dataset.

able, and only having insurance was included in this
domain for those models. Enabling vulnerable factors
included knowing how to make an appointment. These
categorizations of the RISE pathways and how they are
applied to the Behavioral Model for Vulnerable Popu-
lations to create a conceptual model for this study are
shown in Figure 1. Details about the RISE pathway
scores are shown in Table 2.

Demographic factor variables included three variables:
sex (male or female), marital status (married or not),
and country of origin (Bhutan or Burma). Finally, hav-
ing reported seeing a doctor in the previous time point
(e.g., for Year 3 analysis, reporting a doctor’s visit in
Year 2) (1=yes, 0=no) was used as a control variable in
Years 2 through 4 calculations based on the assump-
tion that individuals who used primary care in one year
were more likely to use primary care in subsequent
years.

Statistical analysis

All statistical analyses were conducted with SPSS (Ver-
sion 24, IBM Corp., Armonk, NY). Descriptive statistics
were calculated, and then adjusted logistic regression
models were estimated to assess factors associated with
having a PCP and having a physical exam for each year
captured in the RISE survey. Then, the relationship be-
tween (1) overall integration, (2) predisposing factors,
and (3) enabling factors and primary care outcomes
were tested, controlling for demographic factors and

outcomes in the prior year. The Colorado Multiple In-
stitutional Review Board reviewed and approved this
study, and data analyses were deemed not human sub-
jects research because datasets were fully de-identified.

Results

Overall integration

A summary of adjusted integration models as a predic-
tor of primary care outcomes in the first four years is
presented in Table 3.

Having a primary care provider: In year 1, after con-
trolling for demographic factors, integration was neg-
atively related to having a PCP in the first year (aOR
0.92 [95% CI 0.85-.99]; P<0.05). In years 2 and 3, after
controlling for demographic factors and reporting hav-
ing a PCP in the previous year, integration remained a
significant negative predictor of having a PCP in both
years 2 (aOR 0.87 [95% CI 0.79-.95], P<0.01) and year
3 (aOR 0.91 [95% CI 0.83–1.00]; P<0.05). In year 4, in-
tegration was not a statistically significant predictor of
having a PCP (aOR 0.95 [95% CI 0.86–1.04]; P=0.95) af-
ter controlling for other factors.

Having a physical exam: Overall integration was not
associated with having a physical exam in the first year
(aOR 0.96 [95% CI 0.88–1.06]; P=0.42). In year 2, overall
integration was associated with higher odds of having
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Table 2. Independent variables categorized by Behavioral Model for Vulnerable Populations domains.

Domain composite variable RISE domains included Year 1, range Year 4, range

Predisposing traditional 0–13 4–19

Predisposing vulnerable 0–16 6–17

Enabling traditional 0–2 0–2

Enabling vulnerable Knowing how to make an appointment 0–1 0–1

Compositve domain score

Employment
Education

Social bridges
Social bonds

Civic engagement

Language and cultural knowledge
Safety and stability

Having insurance
Having a PCP∗

Abbreviations: PCP, primary care practioner; RISE, Refugee Integration Survey and Evaluation.
∗ Having a PCP was excluded from the Enabling Traditional domain for models predicting having a pri-
mary care provider.

a physical exam after controlling for other factors (aOR
1.16 [95% CI 1.06–1.28]; P<0.01). In year 3, integration
was not associated with higher odds of having a physi-
cal exam (aOR 1.04 [95% CI 0.96–1.13]; P=0.29). In year
4, integration was not associated with having a physi-
cal exam when controlling for demographic factors of
gender, marital status, and country of origin (aOR 0.97
[95%CI 0.88–1.07]; P=0.55).

Predisposing factors

Adjusted models in each of the four years examining
the relationship between predisposing factors and pri-
mary care outcomes are presented in Table 4.

Having a primary care provider: Vulnerable predis-
posing factors were a statistically significant negative
predictor of having a PCP in adjusted models in year 1
(aOR 0.84 [95% CI 0.71–0.98]; P<0.05) and in year two
(aOR 0.79 [95%CI 0.64–0.97]; P<0.05). In year 3, tra-
ditional predisposing factors were a negative predictor
of having a PCP (aOR 0.78 [95% CI 0.66–0.92]; P<0.01),
and vulnerable predisposing factors were not related
to odds of having a PCP in year three when control-
ling for other factors. In year 4, final adjusted models
showed vulnerable predisposing factors were a nega-
tive predictor of having a PCP (aOR 0.64 [95% CI 0.43–
0.95]; P<0.05). Traditional predisposing factors were
not related to odds of having a PCP when controlling
for other factors in years 1, 2, and 4.

Having a physical exam: Adjusted models showed
that vulnerable predisposing factors were a statistically
significant negative predictor of having an exam (aOR
0.80 [95%CI 0.66–0.97]; P<0.05). In year 2, vulnerable
predisposing factors were a non-significant but posi-

tive predictor of having an exam in year two (aOR 1.46
[95% CI 1.10–1.93]; P>0.05). In year three final mod-
els adjusting for other factors, vulnerable predisposing
factors were a statistically significant positive predictor
of having an exam in the second year (aOR 1.38 [95%
CI 1.10–1.73]; P<0.01). In year 4, predisposing factors
were not significant predictors of having an exam.

Enabling factors

The summary of the relationship between enabling fac-
tors and primary care is presented in Table 5.

Having a primary care provider: None of the tested
enabling factors were significant predictors of having a
PCP in year 1. In year 2, after adjusting, traditional en-
abling (aOR 8.16 [95% CI 2.75–25.09]; P<0.001), vulner-
able enabling (aOR 4.41 [95% CI 1.02–19.02]; P<0.05)
were related to higher odds of having a PCP. In year 3,
final adjusted models showed that traditional enabling
(aOR 7.17 [95% CI 2.88–17.86]; P<0.001) were related to
higher odds of having a PCP. In year 4, traditional en-
abling (aOR 10.83 [95% CI 3.86–30.40]; P<0.001) was re-
lated to higher odds of having a PCP in adjusted mod-
els.

Having a physical exam: None of the enabling fac-
tors were significant predictors of having a physical
exam in year 1. In year 2, traditional enabling factors
were not associated with having an exam (OR 1.51 [95%
CI 0.68–3.38]; P=0.31) in unadjusted or adjusted mod-
els. In year 3, neither traditional enabling factors (aOR
1.87 [95% CI 0.50–6.98]) nor enabling vulnerable factors
(aOR 0.62 [95% CI 0.10–3.69]) were statistically signif-
icant in having an exam. In year 4, adjusted models
showed that traditional enabling factors were statisti-
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cally significant in having an exam (aOR 6.21 [95%CI
2.11–18.29]); however, enabling vulnerability was not
statistically related to having an exam (aOR 0.15 [95%
CI 0.01–2.00]).

Discussion

This study used integration pathways to explore so-
cial determinants related to primary care use for young
adult refugees, specifically a sample from Burma and
Bhutan, during early resettlement to the United States.
As measured in the RISE study, we examined how in-
tegration, predisposing factors, and enabling factors
were related to having a primary care provider and
having a physical exam across the early years of re-
settlement. The higher overall integration is related to
about 10% lower odds of identifying a primary care
provider in the first three years in the United States.
Additionally, higher comprehensive integration was
statistically related to about 16% higher odds of having
a physical exam in the second year in the United States.
However, integration was not associated with either
primary care outcome in year four. In the broader con-
text of these findings, overall integration may not be a
specific enough predictor of primary care outcomes to
be a helpful metric. This may be because young adult
refugees are more likely to have higher integration over
time and look more like their general population coun-
terparts. As reported in a previous study, between
70–88% of young adult refugees had an annual phys-
ical exam during the first four years in the US, com-
pared to 50–61% nationally and in Colorado over the
same years, and those proportions declined the longer
refugees were in the US (Brewer, 2020). Together, these
findings suggest that increased integration with the lo-
cal community may drive lower primary care use by
adopting local customs like not seeing PCP. Alterna-
tively, more granular metrics of contributing factors,
such as those examined under predisposing (e.g., ed-
ucation, employment) or enabling domains (e.g., hav-
ing insurance, having a PCP), may be more valuable in
understanding what supports primary care use among
young adult refugees.

Enabling traditional factors were the most substan-
tial positive factor in primary care outcomes. Hav-
ing insurance coverage was a predictor of substantially
higher odds of having a PCP across years. Having
insurance coverage and identifying a PCP were also
strong predictors of having an exam in year four in the
United States. In addition, predisposing factors were
risk factors for having no PCP and no exam. How-
ever, the magnitude of the effect was smaller than that
of enabling factors and whether traditional or vulner-
able factors were statistically significant predictors of
primary care outcomes changed over time.

These findings provide evidence that predisposing fac-

tors of integration are not as crucial to primary care as
a few key demographic factors (marital status, coun-
try of origin), the enabling factors (having insurance
and a trusted provider), and establishing primary care
habits. These findings that enabling factors are signif-
icant in health care use are similar to results in other
immigrant groups, including Korean immigrants, (Jang
et al., 2005) undocumented Mexican immigrants, (Bus-
tamante et al., 2012), and refugee women (Qutranji
et al., 2020). Similarly, numerous studies have high-
lighted the importance of having insurance and a des-
ignated primary care provider as supporting preven-
tive care behaviors in the general population (Am-
bresin et al., 2013; Centers for Disease Control and
Prevention, 2013; Kirzinger et al., 2012; Starfield &
Shi, 2004). Other research highlights how need factors
also drive healthcare utilization among refugees (Bus-
tamante et al., 2012; Fenta et al., 2006), suggesting the
need for further research among young adults around
need factors that were not available in the RISE dataset
and how those impact preventive primary care use.

It is essential to note the influence of demographic fac-
tors used as controls in these models. Being married
was a substantial protective factor across models, as
were having a PCP or exam in the prior year. These
trends align with other research suggesting that mar-
ried people are more like to have and use primary care,
perhaps because of social support from their spouse
and reproductive health care use during this age range
(Jaffe et al., 2007; Lillard & Panis, 1996). In addition,
the findings that having a PCP or an exam in the previ-
ous year was predictive of these outcomes provides fur-
ther evidence that the patterns of habit-forming during
emerging adulthood (Arnett, 2005, 2014; Arnett & Tan-
ner, 2016; Daw et al., 2017; Nelson et al., 2008) may ap-
ply to health care utilization patterns and habits among
young adult refugees.

Being from Burma was a substantial risk factor for
not having a primary care provider and not having
an exam. Odds for having an exam ranged from 60–
90% lower than for Bhutanese young adults in models
where it was significantly related and trended lower
even when it was not statistically significant. Despite
a clear and alarming trend for Burmese young people,
these data provide little insight as to why young peo-
ple from Burma may not be using or engaging with pri-
mary care. Burmese young adults are substantially less
likely than their Bhutanese counterparts to have a rou-
tine physical exam. This is consistent with other stud-
ies of the healthcare patterns among refugees. In an-
other study utilizing the RISE dataset, Alshadood et al.
found a similar disparity among all age groups of re-
settled refugees (Alshadood et al., 2018). Additionally,
Burmese refugees were less likely to report proficiency
in English, which has been associated with higher like-
lihood of using the emergency department for health-
care (Guess et al., 2019). However, few other stud-
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ies have compared refugees originating from these two
countries. Overall, these disparities for Burmese young
adult refugees suggest the need for supports for this na-
tionality group specifically.

Finally, having an exam in year one was supportive of
having an exam in the subsequent year across many of
these models although the effect dwindled later. This
suggests the importance of timing and continuity in
supporting the establishment of primary care habits.
For example, in the first two years of resettlement,
supports should be focused on assisting young adult
refugees in identifying a primary care provider they
are comfortable with. This could include counseling
at domestic medical exams about identifying a care
provider during the first year in the United States as
well as in-depth orientation to the healthcare system,
and specifically to primary care, through resettlement
agencies. After that PCP relationship is established,
supports should include promoting preventive health
exams through reminders and education about the im-
portance of vaccinations and preventive health screen-
ings. Many resettlement agencies facilitate the creation
of self-sufficiency plans around education and employ-
ment; this model could be adapted to support young
adult refugees to create health plans that would include
finding a PCP, having regular visits with that PCP, and
knowing when to escalate to other types of care like the
emergency department.

The Behavioral Model for Vulnerable Populations pro-
poses a long list of factors related to healthcare use. The
RISE study did not capture data on every one of these
potentially influential factors. However, RISE is one
of only a few longitudinal datasets that assesses reset-
tled refugee populations, (Cebulla et al., 2010; De Maio
et al., 2014; Jasso et al., 2000, 2005; Mulvey & Coun-

cil, 2013) and to our knowledge, one of only two in
the United States (Jasso et al., 2000, 2005). This study
does not attempt to perfectly parallel every domain of
the Behavioral Model for Vulnerable Populations, but
rather it applies this framework to the available longi-
tudinal data on this population to understand the fac-
tors associated with primary care use and provide a
foundation for future research and intervention to sup-
port the health and well-being of resettled refugees in
the United States. Additionally, this study had a rela-
tively small sample of 154 young adult refugees reset-
tled in Colorado from two countries, limiting the gen-
eralizability of these findings. Finally, we encountered
analytic challenges that made it impossible to explore
how the individual integration domains or pathways
were related to primary care use. Future work to ex-
amine factors in young adult refugee primary care use
should seek to include larger and more diverse longitu-
dinal samples and assess the influence of need factors
on utilization behaviors.

Conclusions

Young adult refugees face numerous challenges to op-
timal engagement with primary care but are supported
by enabling factors such as access to health insurance
coverage and knowledge of navigating the healthcare
system. Future research is needed to explore the experi-
ences of young adult refugees with primary care in the
United States and the ways in which each of the factors
plays out in the lives of resettled young adult refugees.
In conjunction with these findings, such research could
inform the development of interventions to support
primary care that align needs with time since arrival to
best support young adult refugees in their healthcare
during integration.
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Côté, J. E. (2006). Emerging Adulthood as an Institutionalized Moratorium: Risks and Benefits to Identity Formation. In J.
J. Arnett & J. L. Tanner (Eds.), Emerging adults in America: Coming of age in the 21st century (pp. 85-116). American
Psychological Association. https://doi.org/10.1037/11381-004

Davidson, N., Skull, S., Burgner, D., Kelly, P., Raman, S., Silove, D., Steel, Z., Vora, R., & Smith, M. (2004). An issue of access:
delivering equitable health care for newly arrived refugee children in Australia. Journal of paediatrics and child health,
40(9-10), 569-575. http://onlinelibrary.wiley.com/store/10.1111/j.1440-1754.2004.00466.x/asset/j.1440-1754.2004.00466.x.
pdf?v=1&t=ja8ma4hl&s=a1cceb204dc91ae7d6765d9388fa9dc49595adf3

Daw, J., Margolis, R., & Wright, L. (2017). Emerging adulthood, emergent health lifestyles: Sociodemographic determinants
of trajectories of smoking, binge drinking, obesity, and sedentary behavior. Journal of health and social behavior, 58(2),
181-197.

De Maio, J., Silbert, M., Jenkinson, R., & Smart, D. (2014). Building a new life in Australia: introducing the longitudinal study of
humanitarian migrants. Family Matters(94), 5.

Denver Human Rights and Community Partnerships - Office of Community Support. (2014). Denver Immigrant Community and
Neighborhood Assessment. https://issuu.com/jamie.torres/docs/immref assessment

Elwell, D., Junker, S., Sillau, S., & Aagaard, E. (2014). Refugees in Denver and their perceptions of their health and health care.
Journal of health care for the poor and underserved, 25(1), 128-141. https://muse.jhu.edu/article/536610/pdf

Fenta, H., Hyman, I., & Noh, S. (2006). Mental health service utilization by Ethiopian immigrants and refugees in Toronto. The
Journal of nervous and mental disease, 194(12), 925-934.

Fortuna, R. J., Robbins, B. W., Mani, N., & Halterman, J. S. (2010). Dependence on emergency care among young adults
in the United States. Journal of General Internal Medicine, 25(7), 663-669. https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC2881978/pdf/11606 2010 Article 1313.pdf

Gelberg, L., Andersen, R. M., & Leake, B. D. (2000). The Behavioral Model for Vulnerable Populations: application to medical
care use and outcomes for homeless people. Health Services Research, 34(6), 1273. https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC1089079/pdf/hsresearch00023-0019.pdf

Guess, M. A., Tanabe, K. O., Nelson, A. E., Nguyen, S., Hauck, F. R., & Scharf, R. J. (2019). Emergency department and primary
care use by Refugees compared to non-refugee controls. Journal of Immigrant and Minority Health, 21(4), 793-800.

Jaffe, D. H., Manor, O., Eisenbach, Z., & Neumark, Y. D. (2007). The protective effect of marriage on mortality in a dynamic
society. Annals of epidemiology, 17 (7), 540-547.

Jang, Y., Kim, G., & Chiriboga, D. A. (2005). Health, healthcare utilization, and satisfaction with service: Barriers and facilitators
for older Korean Americans. Journal of the American Geriatrics Society, 53(9), 1613-1617.

Jasso, G., Massey, D. S., Rosenzweig, M. R., & Smith, J. P. (2000). The New Immigrant Survey Pilot (NIS-P): Overview and
new findings about US legal immigrants at admission. Demography, 37 (1), 127-138. https://link.springer.com/content/pdf/
10.2307%2F2648101.pdf

Jasso, G., Massey, D. S., Rosenzweig, M. R., & Smith, J. P. (2005). The US New Immigrant Survey: overview and preliminary
results based on the new-immigrant cohorts of 1996 and 2003. Immigration Research and Statistics Service Workshop on
Longitudinal Surveys and Cross-Cultural Survey Design: Workshop Proceedings. ,

RGH | https://ir.library.louisville.edu/rgh/vol4/iss1/5 12

https://www.cdc.gov/immigrantrefugeehealth/profiles/burmese/index.html
https://www.cdc.gov/immigrantrefugeehealth/profiles/burmese/index.html
https://www.cdc.gov/immigrantrefugeehealth/profiles/congolese/index.html
https://www.cdc.gov/immigrantrefugeehealth/profiles/congolese/index.html
https://www.cdc.gov/immigrantrefugeehealth/profiles/syrian/index.html
https://www.cdc.gov/immigrantrefugeehealth/profiles/syrian/index.html
https://www.cdc.gov/immigrantrefugeehealth/profiles/central-american/index.html
https://sites.google.com/a/state.co.us/cdhs-refugee/refugees/about-refugees/faq/q4
https://sites.google.com/a/state.co.us/cdhs-refugee/refugees/about-refugees/faq/q4
https://doi.org/10.1037/11381-004
http://onlinelibrary.wiley.com/store/10.1111/j.1440-1754.2004.00466.x/asset/j.1440-1754.2004.00466.x.pdf?v=1&t=ja8ma4hl&s=a1cceb204dc91ae7d6765d9388fa9dc49595adf3
http://onlinelibrary.wiley.com/store/10.1111/j.1440-1754.2004.00466.x/asset/j.1440-1754.2004.00466.x.pdf?v=1&t=ja8ma4hl&s=a1cceb204dc91ae7d6765d9388fa9dc49595adf3
https://issuu.com/jamie.torres/docs/immref_assessment
https://muse.jhu.edu/article/536610/pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2881978/pdf/11606_2010_Article_1313.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2881978/pdf/11606_2010_Article_1313.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1089079/pdf/hsresearch00023-0019.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1089079/pdf/hsresearch00023-0019.pdf
https://link.springer.com/content/pdf/10.2307%2F2648101.pdf
https://link.springer.com/content/pdf/10.2307%2F2648101.pdf
https://ir.library.louisville.edu/rgh/vol4/iss1/5


Factors in Young Adult Refugee Primary Care

Kerse, N., Buetow, S., Mainous, A. G., Young, G., Coster, G., & Arroll, B. (2004). Physician-patient relationship and medication
compliance: a primary care investigation. Annals of Family Medicine, 2(5), 455-461. https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC1466710/pdf/0020455.pdf

Kirmayer, L. J., Narasiah, L., Munoz, M., Rashid, M., Ryder, A. G., Guzder, J., Hassan, G., Rousseau, C., & Pottie, K. (2011).
Common mental health problems in immigrants and refugees: general approach in primary care. Canadian Medical Associ-
ation Journal, 183(12), E959-E967. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3168672/pdf/183e959.pdf

Kirzinger, W. K., Cohen, R. A., & Gindi, R. M. (2012). Health care access and utilization among young adults aged 19–25: early
release of estimates from the National Health Interview Survey, January–September 2011. Atlanta, GA: Centers for Disease
Control and Prevention, 1-10.

Kripalani, S., LeFevre, F., Phillips, C. O., Williams, M. V., Basaviah, P., & Baker, D. W. (2007). Deficits in communication
and information transfer between hospital-based and primary care physicians: implications for patient safety and continuity
of care. Journal of the American Medical Association, 297 (8), 831-841. https://jamanetwork.com/journals/jama/articlepdf/
205790/jrv70001 831 841.pdf

Lichtenstein, G., & Puma, J. E. (2019). The refugee integration survey and evaluation (RISE): results from a four-year longitudinal
study. Journal of Refugee Studies, 32(3), 397-416. https://doi.org/10.1093/jrs/fey034

Lillard, L. A., & Panis, C. W. (1996). Marital status and mortality: The role of health. Demography, 33(3), 313-327.

Low, K. G. (2011). Flourishing, substance use, and engagement in students entering college: a preliminary study. Journal of
American College Health, 59(6), 555-561. https://doi.org/10.1080/07448481.2011.563432

Mendoza, F. S. (2009). Health disparities and children in immigrant families: a research agenda. Pediatrics, 124(Supplement 3),
S187-S195.

Mirza, M., Luna, R., Mathews, B., Hasnain, R., Hebert, E., Niebauer, A., & Mishra, U. D. (2014). Barriers to healthcare access
among refugees with disabilities and chronic health conditions resettled in the US Midwest. Journal of Immigrant and Minority
Health, 16(4), 733-742. https://link.springer.com/content/pdf/10.1007%2Fs10903-013-9906-5.pdf

Mulvey, G., & Council, S. R. (2013). In search of normality: Refugee integration in Scotland. Structure, 5(6).

Nelson, M. C., Story, M., Larson, N. I., Neumark-Sztainer, D., & Lytle, L. A. (2008). Emerging adulthood and college-aged youth:
an overlooked age for weight-related behavior change. Obesity, 16(10), 2205-2211. https://onlinelibrary.wiley.com/doi/pdf/
10.1038/oby.2008.365

Pharo, H., Sim, C., Graham, M., Gross, J., & Hayne, H. (2011). Risky business: executive function, personality, and reckless
behavior during adolescence and emerging adulthood. Behavioral Neuroscience, 125(6), 970-978. https://doi.org/10.1037/
a0025768

Phinney, J. S. (2006). Ethnic Identity Exploration in Emerging Adulthood.

Puma, J. E., Lichtenstein, G., & Stein, P. (2018). The RISE Survey: Developing and Implementing a Valid and Reli-
able Quantitative Measure of Refugee Integration in the United States. Journal of Refugee Studies, 31(4), 605-625.
https://doi.org//10.1093/jrs/fex047

Qutranji, L., Silahlı, N., Baris, H., & Boran, P. (2020). Refugee women’s well-being, needs and challenges: implications for health
policymakers. Journal of Public Health.

The Refugee Act of 1980, Pub. L. No. Public Law 96-212, https://www.gpo.gov/fdsys/pkg/STATUTE-94/pdf/STATUTE-94-Pg102.
pdf (1980).

Refugee Processing Center, O. o. R. R., U.S Department of State (DOS) Bureau of Population, Refugees, and Migration (PRM).
(2020). Cumulative Summary of Refugee Admissions. Retrieved from https://www.wrapsnet.org/documents/Refugee%
20Admissions%20by%20Region%20since%201975%20as%20of%204-9-20.pdf

Rousseau, C., Laurin-Lamothe, A., Rummens, J. A., Meloni, F., Steinmetz, N., & Alvarez, F. (2013). Uninsured immigrant and
refugee children presenting to Canadian paediatric emergency departments: Disparities in help-seeking and service delivery.
Paediatrics & Child Health, 18(9), 465-469.

Savin, D., Seymour, D. J., Littleford, L. N., Bettridge, J., & Giese, A. (2005). Findings from mental health screening of newly
arrived refugees in Colorado. Public health reports, 120(3), 224. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1497730/
pdf/16134561.pdf

Sawyer, S. M., Azzopardi, P. S., Wickremarathne, D., & Patton, G. C. (2018). The age of adolescence. The Lancet Child &
Adolescent Health, 2(3), 223-228.

RGH | https://ir.library.louisville.edu/rgh/vol4/iss1/5 13

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1466710/pdf/0020455.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1466710/pdf/0020455.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3168672/pdf/183e959.pdf
https://jamanetwork.com/journals/jama/articlepdf/205790/jrv70001_831_841.pdf
https://jamanetwork.com/journals/jama/articlepdf/205790/jrv70001_831_841.pdf
https://doi.org/10.1093/jrs/fey034
https://doi.org/10.1080/07448481.2011.563432
https://link.springer.com/content/pdf/10.1007%2Fs10903-013-9906-5.pdf
https://onlinelibrary.wiley.com/doi/pdf/10.1038/oby.2008.365
https://onlinelibrary.wiley.com/doi/pdf/10.1038/oby.2008.365
https://doi.org/10.1037/a0025768
https://doi.org/10.1037/a0025768
https://doi.org//10.1093/jrs/fex047
https://www.gpo.gov/fdsys/pkg/STATUTE-94/pdf/STATUTE-94-Pg102.pdf
https://www.gpo.gov/fdsys/pkg/STATUTE-94/pdf/STATUTE-94-Pg102.pdf
https://www.wrapsnet.org/documents/Refugee%20Admissions%20by%20Region%20since%201975%20as%20of%204-9-20.pdf
https://www.wrapsnet.org/documents/Refugee%20Admissions%20by%20Region%20since%201975%20as%20of%204-9-20.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1497730/pdf/16134561.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1497730/pdf/16134561.pdf
https://ir.library.louisville.edu/rgh/vol4/iss1/5


Factors in Young Adult Refugee Primary Care
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