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The New Face of Refugee Resettlement
in Wisconsin: What It Means
for Physicians and Policy Makers

Jim Sanders, MD, MPH

ABSTRACT

Background: Historically, Wisconsin has received ref-
ugees from 3 large geographic areas: Southeast Asia,
the Former Soviet Union, and the former Republic of
Yugoslavia. However, recent trends demonstrate a dra-
matic increase in the number of countries from which
current refugees originate. Further, state migration pat-
terns show that most counties in Wisconsin have sizable
per capita refugee populations and can expect more.

Objective: This paper describes past and current refu-
gee resettlement trends and their ramifications on health
care delivery, health policy, and social development in
Wisconsin.

Methods: Statistical data on national, regional, and state
refugee resettlement trends was obtained from the US
Department of Health and Human Services’ Office of
Refugee Resettlement and the Wisconsin Department
of Workforce Development. Additional data was ob-
tained from Milwaukee-based refugee service agencies.
Further, discussions were held with health officials in
Barron County and around the Midwest.

Findings: Beginning in the 1980s, with the influx of
Laotian Hmong refugees, and continuing through the
late 1990s with the end of the Balkan Wars, Wisconsin
has provided safe refuge for thousands of refugees.
Over the last 5 years the diversity of refugees being
resettled in Wisconsin has accelerated to include an array
of countries. This phenomenon has led to an increase in
the range of health behaviors and health needs character-
istic of these populations. The new face of refugee immi-
gration has profound implications on Wisconsin’s health
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landscape, not only in terms of clinical disease, but also
in health policy, planning, and social development.

INTRODUCTION

The number of refugees accepted for resettlement into
the United States increased by 50% during the 25-year
period between 1975-2000.! Many of the refugees who
seek resettlement in the United States come from regions
of the world that have been subjected to enormous civil
stresses (L.e., brutal dictatorships, civil wars, the military
abuse of civilian populations, ethnic cleansing, etc.).

Accordingly, the pattern of refugee resettlement
in Wisconsin can be traced back to the geo-political
changes in the home countries from which the refugees
originate. In the early to mid 1980s, after the fall of
Laos, there was an influx of Southeast Asian migration
into Wisconsin. This changed with the fall of the Berlin
Wall, and by the early to mid-1990s the refugees were
predominantly from the former Soviet Union. Then,
after the collapse of the former Republic of Yugoslavia,
Wisconsin received a large wave of people with Slavic
and Illyrian ancestry. This last large migration peaked
around the end of 1999.

With the turn of the century came a subtle but pow-
erful change in the trend of refugee resettlement into
Wisconsin. This change, which has developed over the
last 5 years, appears to be accelerating. Up until the late
1990s, well over 70% of Wisconsin’s annual refugee
resettlement originated from only 3 regions: Southeast
Asia, the former Soviet Union, and the former Republic
of Yugoslavia. In 1999 refugees resettling in Wisconsin
were from only 6 different countries. By stark con-
trast, by 2003 resettled refugees came from 15 different
countries, representing almost a 3-fold increase in just
5 years (Table 1). In the first 5 months of 2004, 70% of
resettled refugees originated from several sub-Saharan
African countries (Figures 1 and 2).2

In order to assist in health care provision, policy,
and planning, this study was undertaken to better un-

36 W isconsin Medical Journal 2006 - Volume 105, No. 3




derstand the ways in which refugees are migrating and
being resettled into Wisconsin as well as the effects this
has on health and social services.

METHODS
The author solicited datafrom the Wisconsin Department of
Workforce Development (WDWD), the US Department of
Health and Human Services, Administration for Children
and Families, and the Office of Refugee Resettlement
(ORR). Additional qualitative data were gathered and
analyzed from direct meetings, phone conversations, and
e-mail exchanges with officers from the immigration inte-
gration section of the Wisconsin State Bureau of Refugee,
Migrant and Labor Services; the US Office of Refugee
Resettlement in Chicago, Il and Washington, DC; the
Health Officer/Program Manager for the Barron County
Department of Public Health; several supervisors from
Milwaukee; Wisconsin-based refugee resettlement agen-
cies; and regional torture treatment experts.

Additionally, Web searches using the internet
search engine Google were performed with key words
“Refugee, Wisconsin, Census, County, Barron.”

RESULTS

The counties with the highest number of refugee popu-
lations are also the counties with the largest populace,
specifically Milwaukee and Dane. Yet when these 2
counties are ranked according to refugees per capita,
Milwaukee and Dane counties have half the concentra-
tions of refugees as Marathon and Sheboygan counties,
which have smaller populations.23 This demonstrates
that refugee resettlement is not limited to the south-
east industrial corridor of the state or the urban cen-
ters. Instead, refugees have been resettled throughout
Wisconsin and at least 74% of Wisconsin counties re-
port refugees within their populations (Figure 3).2

CASE EXAMPLE: BARRON COUNTY

Barron County, in northwest-central Wisconsin, exem-
plifies the broad reach of the resettlement trend. In 2003,
Barron ranked first among Wisconsin counties for the
number of refugees relocating to the county after hav-
ing been first resettled in another locale (defined as “sec-
ondary migration”).> One hundred and twenty refugees
moved to Barron, all sharing the same ethnicity: Somali.
According to the 2000 US Census, Barron County was
home to 44,963 people, 97.7% of whom were white, 0.1%
of who were black.> By 2004, Somalis accounted for 13%
of Barron’s population.# One might easily imagine the
dramatic changes that occurred with such a rapid demo-
graphic shift.
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Table 1. Primary Refugee Migration to Wisconsin 2003:
Places of Origin

* Middle East: Iran, Iraq.

» Africa: Congo — DRC, Ethiopia, Liberia, Nigeria, Rwanda,
Sierra Leone, Somalia, Sudan.

» Central Asia: Azerbaijan, Belarus, Kazakhstan, Latvia,
Moldavia, Russia, Ukraine, Uzbekistan.

» Other European: Albania, Czech Republic, Hungary,
Poland, Romania, Bosnia, Croatia, Serbia, Kosovo,
Macedonia.

Source: Wisconsin Department of Workforce Development.
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Figure 1. Number of countries of origin all refugees enter-
ing Wisconsin 1983-2004. Source: Wisconsin Department of
Workforce Development statistics.
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Figure 2. Refugee arrivals by year 1983 — 2004. Source:
Wisconsin Department of Workforce Development statistics.

The primary reason for this demographic change
has been economic: Barron is home to a meat process-
ing plant where many Somalis readily find work. While
employment might have drawn Somali men to Barron,
other social features, such as easier high school gradua-
tion requirements and simpler local transportation needs,
attracted their families and caused them to stay. So com-
pelling are the opportunities in Barron that Somali refu-
gees have moved there from 17 other US states.2

Naturally, such drastic social transformation is accom-
panied by some significant stress points: specifically the
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All Other
Counties Brown
Winnebago 4830 5206
2344 Dane

4110

Sheboygan Dunn
4632 1297
Eau Claire
Portage

1424 3069

LaCrosse
3671
Outagamie 3698

Manitowoc

2086

Marathon

5321
Milwaukee
19,480

Figure 3. Wisconsin counties with at least 1000 refugees in
residence as of April 2000. Source: Wisconsin Department of
Workforce Development statistics.

shifting of health priorities and resources to reflect the
new realities of the community’s needs. Consequently,
over the recent past, the Barron County Public Health
Department has been faced with increased numbers of
latent tuberculosis and an increasing demand for prena-
tal services and Women, Infants and Children program
nutrition services. In addition, some long-time Barron
residents have had a difficult time adjusting to the new-
comers. This has led to cultural misunderstandings,
the use of racial epithets directed at the refugees, and
outright hostilities in the form of property destruction.
Accordingly, in addition to addressing purely clinical
health-related problems, Barron County has made ef-
forts to address the clinical health needs and to improve
social harmony through public education and forums
for cultural interchange.#5

Other towns in Wisconsin have also been forced to
adapt to new and changing cultures. In the first few
months of 2004 alone, almost 75% of Wisconsin’s refu-
gees originated from Sub-Saharan African countries.
Furthermore, in 2005 Wisconsin will see the largest in-
flux of refugees in the state’s history: over 3000 Laotian
Hmong are scheduled to be resettled around the state.
This will mean that even counties with relatively small
populations such as Outagamie and Eau Claire may ex-
pect to host resettled refugees.

DISCUSSION

Issues of Access

Once a person has received an official US State
Department designation as a refugee certain benefits
and considerations are extended to him/her and his/her
immediate dependents. One typical benefit conferred to

38

Wisconsin Medical Journal 2006 - Volume 105, No. 3

refugees after being resettled is state-offered Medicaid
health insurance. In Wisconsin, refugees lose this health
benefit after 8 months and must find commercially
available health insurance or roll over to another state-
sponsored health plan, should they so qualify. In practi-
cal terms this usually means that refugees are uninsured
or underinsured during some point in the first years of
their transition within Wisconsin, leaving them without
access to good quality health care.

Through this research it has become evident that lack
of health insurance is not the only reason refugees are
unable to access good quality medical care. Cultural
barriers often create distances between patients and
their physicians despite the best of intentions on both
sides. The Hmong experience in Wisconsin is a good
example of this type of cultural disconnect. It is fairly
well understood that the Hmong who resettled here
during the 1980s had no existing Hmong communi-
ties to help navigate the course toward assimilation.
Likewise, the medical establishment in place at the time
had no prior experience to draw on in order to respond
appropriately to the new set of cultural health beliefs
and attitudes. Additionally, because the Hmong im-
migration was so extensive and would eventually reach
into so many different parts of the state, it took years
before cultural competencies reached a critical mass of
penetration. These misunderstandings and episodes of
confusion have been well documented in the medical
literature.6”

Human Relations

The primary and secondary resettlement of refugees
around the smaller counties of Wisconsin means that
many communities are likely to be subject to rapid
changes. The transformation of Barron, Wis, exempli-
fies how the demographics of smaller communities can
be changed virtually overnight by refugee migration.
A conversation with the health officer in Barron dis-
closed the continuing confusion and misunderstanding
between existing communities and members of the refu-
gee communities. Indeed, racism may well be the largest
“health” issue that the Barron community has had to
struggle with. Several broad-based initiatives have been
implemented in an effort to bring social harmony to all
residents of Barron County. A “diversity council” of
long-time Barron residents and Somalis has begun to
discuss some of these larger issues of social well-being.
Additionally, an “international center” has been created
and offers English as a Second Language instruction
and internet/computer services. Further, the local high
school has begun offering soccer as a team sport, and
the success of the largely Somali team has helped long-



time residents of Barron better understand their new
Somali neighbors.s

Torture Survivors
Even without the hostilities associated with attempts to
assimilate within an unwelcoming environment there is
often a good deal of emotional stress that goes along
with having had to flee one’s country of origin in the
first place. And depending on the underlying nature of
the homeland’s political situation, it would not be un-
usual to find a high prevalence of survivors of torture
within a given refugee population. The morbidity as-
sociated with torture survivorship is as underdiagnosed
as it is undertreated.’12

The US ORR estimates the number of such survi-
vors in the United States to be in excess of 500,000.1213
Identification of this suffering is important from a med-
ical perspective for several reasons. First, the primary
care physician is in a unique position to diagnose Post
Traumatic Stress Disorder and institute treatment mea-
sures. Second, survivors of torture often have somatic
symptoms that might be more easily and quickly under-
stood if the physician is aware of a history of torture.
And third, if there is unresolved physical or emotional
anguish the important process of assimilation into their
newly adopted country may be complicated or delayed.
Although primary care physicians are most likely to
care for torture survivors longitudinally, all physicians
must be aware of the increased likelihood of a history of
torture-related trauma in patients arriving from coun-
tries with oppressive or turbulent regimes.

Resources

All refugees coming to the United States are issued US
Department of State Medical Examination forms as
part of their application for immigration. Additionally,
many refugees also carry health forms issued by the
International Organization for Migration. These forms
contain information the primary doctor will find most
useful: purified protein derivative (PPD) status, chest x-
ray results, HIV status, pertinent health histories, and
vaccination status.

The Data

The WDWD keeps statistics on refugee migration to
Wisconsin. This data is obtained from a number of dif-
ferent sources including the federal ORR and local vol-
unteer organizations and agencies involved with reset-
tlement; therefore it may lack precision. For example,
the data collection protocol uses categories that may not
distinguish political distinctions. Therefore, groups that
share the same language are counted together despite
the fact that they might have originated from different
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countries and consider themselves to be from distinct
cultural groups. Thus, Croats, Serbs, and Bosnians are
counted as 1 group because they all speak the same lan-
guage: Serbo-Croatian. The Wisconsin refugee popula-
tion categories are likely skewed as a consequence of
such general classifications. Some WDWD data sets
count refugees “regardless of state or date of arrival or
immigrant/citizenship status—(and) may include US-
born children”? leading to the possibility of an over-in-
clusive labeling of individuals as refugees. Some groups
of refugees such as the Hmong tend to have larger
families than other groups, compounding the problem
of over-inclusiveness. This method of refugee classifica-
tion does not aid accurate determination of health and
social needs, as the generation born in the United States
is likely to have different concerns than their parents
who arrived 20 years earlier.

Finally, it is also difficult to count refugees’ second-
ary migration from other states to Wisconsin since there
is no requirement of notification of relocation. It is rea-
sonable to assume that there is some degree of impreci-
sion with respects to these incoming and outgoing sec-
ondary migration numbers.

Implications

Wisconsin will soon face 2 important refugee resettle-
ment situations. The first involves about 250 Somali
Bantu refugees who have been languishing in refugee
camps in Tanzania for over a decade. This group of
Somalis is ethnically distinct from other Somali mi-
grants and will have no similar existing community to
join. This migration, small as it might be, will challenge
existing social and health services partly because it is a
small group that will have a more difficult time achiev-
ing recognition within the health care system. Larger
groups, such as the Hmong or Serbians, can command
more accommodation for their particular needs simply
because of their sheer numbers. Medical clinics that
profitably employ personnel from a large refugee com-
munity to assist with that group’s language and cultural
needs may find it difficult to justify the cost of such spe-
cialized staff for a small patient population such as the
Somali Bantu.

The second resettlement situation is the more than
3600 ethnic Hmong who will be resettled to Wisconsin
in 2005. It will be the largest single influx of refugees in
the state’s history. Less than a third of these newly ar-
riving Hmong will be resettled in the Milwaukee area.
The rest will be resettled around the state in smaller
communities. Consequently, many health clinics are
likely to have newly arrived Hmong refugees as patients
in the not-too-distant future. Unlike the Somali Bantu’s
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anticipated problem of access, the challenge we face in
receiving this huge wave of Hmong refugees will be the
health systems’ capacity to respond to their needs with
sufficient services.

These 2 distinctly different refugee groups share a
common health issue that is likely to go underaddressed:
the predictable high prevalence of mental duress due to
their long stay in holding camps prior to arrival in the
United States.

RECOMMENDATIONS

The issue of immigration is often distant from the con-
cerns of health officials and health planning. However,
as anecdotal evidence from Wisconsin’s experience with
resettling refugees over the last 2 decades has demon-
strated, significant health concerns arise when refugees
are newly resettled into an area either for the first time,
such as the initial Hmong refugees, or in numbers large
enough to displace a local sense of order, such as the
Somali in Barron, Wis.

As patterns of political and social struggles change in
the world, so too will the patterns of refugee resettle-
ment in Wisconsin. As a result of the increasing variety
of ethnic and racial groups coming to Wisconsin, there
is potential for dramatic impact on our state’s health, in
both positive and negative ways. Even with the casual
inquiry that this research has undertaken, it is obvious
that the breadth of health issues involved is sweeping,
ranging from the clinical (such as tuberculosis) to the
social (such as racism).

Physicians and health policy planners need to an-
ticipate the ramifications of current immigration pat-
terns and help local, county, and state planners lay the
groundwork for the successful, healthy integration of
refugee peoples into our state. Closer collaboration
between the WDWD, refugee resettlement agencies,
and county health officials might be a sensible place to
start.
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Editor’s Note: This article was accepted for publication
in the spring of 2005. No further updates on the 2005
resettlements are available at this time.
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