
➢ De-identified data housed by 3 states agencies: DOH, HCA and DSHS

➢ Retrospective cohort study design with 36 months follow-up

➢ Comparison of pediatric refugees with pediatric non-refugee Medicaid 

users. Non-refugees matched to refugees in ratio of 3:1. 

➢ Data: Demographics, Claims Data (dates, CDT-9 codes)

➢ Analysis: Descriptive Analysis and ANOVA
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METHODS

INTRODUCTION CONCLUSIONS
➢ Across the globe, there is an ongoing crisis of refugees being forced 

from their homes in record numbers. At the close of 2020, there were a 

staggering 82.4 million displaced peoples, including an estimated 35 

million children. 

➢ Refugee children are at increased risk for poor health due to adversity 

experienced early in life that may impact long-term health, 

development and wellbeing. 

➢ Since 1980, the USA has admitted over 3.1 million refugees. 

Washington State is a top 3 state for resettling refugees.

➢ Literature surrounding pediatric refugee oral health is limited 

AIMS
➢ This study investigates the overall dental utilization and types of dental 

services accessed by pediatric refugees resettling in WA state between 

2015-2018

➢ Comparison of dental utilization between pediatric refugees vs 

Medicaid eligible pediatric non-refugees
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FINDINGS

DEMOGRAPHICSREFUGEE ORIGIN REGION AND SPOKEN LANGUAGE 

UTILIZER %, MEAN CLAIMS OVER 3 YEARS MEAN CLAIMS BY YEAR

➢ A total of 1,125 refugees resettled in Washington in 2015. Majority of 

children were 6 years old or  younger (37%), male (55%) and non-

disabled (98%). Race was reported as 31% White, 19% Black, 9% Asian, 

and 16% as Other. Roughly a quarter (22%) of refugees did not report 

race. Race and disability status were significantly different between 

refugee and non-refugee (p<.0001).

➢ Utilizer percentage was significantly (p<.05) different between refugees 

(90%) and non-refugees (81%). From 2015-2018, mean # of claims for 

refugees was higher in all categories except for orthodontics and 

miscellaneous. Differences were significant in all categories (p<.05) 

except for miscellaneous.

➢ In year 1, refugees showed higher claims in all categories except for 

orthodontics and miscellaneous. Differences were significant (p<.05) in 

all categories except miscellaneous. In year 2, refugees showed higher 

mean claims in all categories except preventative, orthodontics and 

miscellaneous. Differences were significant (p<.05) in all categories 

except preventative, surgery and miscellaneous. In year 3, refugees 

displayed higher mean claims in the categories of diagnostic and 

restorative. Differences in year 3 were significant (p<.05) for the 

diagnostics and restorative claims categories.

➢ Refugees showed a year over year decrease in both mean total claims 

and mean claims by categories in all areas except orthodontics. Notably 

restorative and surgical claims were substantially higher in refugees at 

year 1 but reduce by year 3 to be similar to non-refugees. 

➢ Data from this study will provide foundational data to construct future 

interventional studies seeking to improve the oral health of pediatric 

refugees resettled in Washington State.


