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Abstract 

Millions of people have dementia worldwide, a number that will only increase given the aging 
population and widespread prevalence of vascular and neurodegenerative diseases. The rapidity 
of this spread, particularly with majority of cases rising from middle- and low-income countries, 
is significantly concerning for a future global public health crisis. A particular area of concern 
exists within refugee populations, a growing cohort of individuals susceptible to cognitive 
impairment and poor access to appropriate care. Independent of specific cultural norms 
surrounding the understanding and management of dementia and other neurodegenerative 
diseases, refugee populations face an uphill battle to manage these pathologies in their non-
native countries. This paper examines the relationship between experiences of trauma and 
cognitive impairment, obstacles refugees face at the interpersonal, communal, and institutional 
levels, and multiple points at these levels that can be targeted to improve quality and delivery of 
care. 

Introduction 

In 2021, an estimated 57 million people 
worldwide had dementia, a number that has 
only expanded in part due to the aging 
population.1,2 The rapidity of this spread, 
particularly with the majority of cases rising 
from middle- and low-income countries, is 
significantly concerning for a future global 
public health crisis. A refugee is defined as 
an individual forcibly displaced outside their 
native country due to violence or 
persecution.3 Refugee populations are a 
particularly vulnerable demographic. Often 
experiencing war, strife, and with high rates 
of mental health disorders including 
depression and PTSD, they are likely 
predisposed to suffering from cognitive 
impairments. The degree of understanding 
of the degenerative processes underlining 
dementia is generally understood across 

cultural boundaries,4 however familial 
isolation and language barriers can hinder 
appropriate care. Refugees face numerous 
obstacles in their non-native country at 
personal, communal, institutional, and 
federal levels. Despite the concerns outlined 
in public health policy, there is little political 
language inclusive of the specific plight of 
refugee populations, and thus they are often 
excluded from global initiatives. Addressing 
access barriers at multiple levels faced by 
refugees will aid in deconstructing the 
limitations leading to inadequate care. 

 This paper explores 1) existing 
evidence for an association between 
traumatic stress and subsequent cognitive 
impairment, 2) attitudes of refugee 
populations towards dementia as a disease 
[with a focus on refugees from the Middle 
East and North Africa (MENA)], 3) 



multifactorial barriers to appropriate 
neurological care for refugee populations, 
and 4) explore potential directions to 
improve care. 

Trauma Exposure, Mental Health, and 
Cognitive Function 

Risk Factors 

Previous studies5 have established a link 
between mental disorders and cognitive 
impairment, particularly between mental 
disorders occurring earlier in life and the 
risk for developing dementia at baseline and 
at an earlier age. Although the literature is 
sparse, the data can reasonably be 
extrapolated to refugee populations. Many 
individuals seeking asylum have 
experienced war, injury, and other organized 
conflict, all of which negatively impact 
physical and emotional health.6,7 Thus, it 
stands to reason that refugee populations 
which are a group with increased 
vulnerability in this domain face a unique 
and profound risk for the development of 
both milder forms of cognitive impairment 
and dementia.  

There are a few studies that discuss 
the relationship between PTSD and 
cognitive impairment in refugees, with one 
such study finding that one in ten adult 
refugees in western countries have PTSD, 
and about one in twenty have major 
depression, with a great probability of 
overlap.8 When relating mental health 
disorders to cognitive impairment, the latter 
can be defined as skills pertaining to 
attention, working memory, and executive 
function. A significant negative association 
exists between the severity of PTSD 
symptoms and cognitive impairment.7 This 
association is significant in its impact on 
ability to participate in and contribute 

meaningfully to everyday life, engage with 
friends and family, and carry out a job or 
other responsibilities. Although not 
examining refugee populations specifically, 
another paper9 addresses the association 
between PTSD and cognitive impairment in 
individuals exposed to political violence and 
actions of war. In this population, there was 
a relationship between symptoms of PTSD 
and important cognitive components, 
including executive function, inhibition, and 
executive memory. 

 Although the existing literature is 
light, outside refugee populations there is a 
foundational understanding of the impact of 
traumatic exposure on mental health, which 
in turn is negatively correlated with 
cognitive performance and associated with 
dementia risk. These relationships are not 
dissimilar from research looking at the 
PTSD rates of United States war veterans 
and scaling their cognitive function.10 
However, in addition to traumatic exposure 
in their native country, refugees also 
experience the added trauma of migration 
and assimilation to a non-native country, all 
of which can be reasonably assumed to 
contribute to a unique picture of 
neurodegeneration. 

Attitudes and Perceptions of Dementia 

Dementia cases are rising sharply on a 
global scale, and this has repercussions on 
refugee populations. With increased 
numbers of individuals fleeing the MENA 
region this section will focus specifically on 
prevailing attitudes of individuals from this 
region on the dementia process and how that 
impacts and can be impacted by care in non-
native countries. 

Regional Overview of MENA 



Consistent with global demographic trends, 
the population of older adults in the MENA 
region is rapidly increasing, and dementia 
cases are expected to rise by 367% by 2050, 
one of the sharpest rates of growth 
worldwide.11 Culturally competent refugee 
care necessitates an understanding of 
practices in the refugees’ native country, 
including culturally specific definitions and 
societal pressures or expectations.  

 One study12 analyzing Alzheimer’s 
disease, the most common subset of 
dementia, in the MENA region discussed 
research, care burdens, and communal 
impacts in that area. The rapid rise of 
dementia into a burgeoning global public 
health crisis has implications on the 
financial cost and attention to modifiable 
risk factors, including lifestyle changes and 
environmental exposures. The obstacles 
faced by the MENA region are similar to the 
obstacles faced by many regions elsewhere, 
but an important consideration is the need 
for community-based care integration with 
the consideration that the region relies 
heavily on family-based caregiving, to 
provide support for the caregiving burden 
and increase awareness and access of 
treatments and risk factor modification. 

 The incidence and prevalence of 
dementia in the MENA region should be 
discussed concomitantly with the 
socioeconomic drivers, common disease 
pathologies, and unique infrastructural 
attributes. In their synthesis of relevant data 
in the MENA region, Mowafi et al.11 
reported the area holds the highest age-
standardized disability-adjusted life years 
(DALYs) in the world due to dementia as 
measured from 1990 to 2019 and continues 
to grow substantially. Primary concerns for 
dementia drivers include depression, 

substance use, hypertension, diabetes, 
physical inactivity, air pollution, 
socioeconomic disparities, and nutritional 
limitations.  

 Systemic obstacles to dementia care 
provide an additional difficulty to be 
considered in the region. Resource 
limitations and lack of rural healthcare pose 
enormous hurdles to care, including 
inaccessibility to neurologists. Dementia 
awareness is further inhibited by existing 
policies in the MENA region that preclude 
dementia from being understood as a distinct 
disease pathophysiology, instead grouping it 
together with a general framework of aging, 
which has implications for epidemiologic 
research, treatment, and resource allocation.4   

Translation to care in non-native healthcare 
settings 

In the U.S., refugees from the MENA region 
constitute the largest refugee population and 
thus one of the demographics aging the 
fastest. A recent novel study by Kaki et al.4 
explored the attitudes and perceptions of 
cognitive impairment and dementia among 
MENA refugees in the United States. 
Commonality in understanding of pertinent 
questions was found among ethnic groups. 
Refugees were able to describe factors they 
believed contributed to poor cognitive 
performance, including modifiable risk 
factors. They also named multi-factorial 
points of tension in accessing care, and 
unanimous awareness of obstacles at a 
geopolitical level.  

Barriers to Dementia Care in Non-Native 
Countries 

Refugees experience multiple levels of 
barriers to care, and neurologic or dementia-
specific care is not excluded from this. 



Current literature discusses various factors 
that can be categorized into the personal, 
communal, and systemic tiers.4 
Acknowledging the existence of these 
barriers and their implications for care is key 
to navigating structural stuck points in 
seeking care, especially for refugee 
populations. 

Individual and Interpersonal Level 

Potential barriers to care begin at the 
individual level and in interaction with the 
greater familial dynamic. Preconceived 
notions on mental health and trauma as 
factors implicated in cognitive impairment 
can preclude patients from establishing 
baseline neurologic care.4, 13, 14 As a part of a 
family unit, autonomy and caregiver reliance 
can prevent an individual with cognitive 
impairment from seeking further care. The 
individual may not want to place any undue 
burdens on the family, there may be a 
gender bias, or fractured familial support in 
a non-native country. 

Community Level 

Support in navigating new symptoms and 
the healthcare system is essential for 
receiving appropriate and timely care.4,1 
Dementia particularly imposes a higher 
burden of care on family members. 
Refugees face multiple obstacles in this 
sphere, including a loss of community 
support. Refugees resettling in a non-native 
country can feel isolated from their own 
community, or the community in their new 
locale may be extremely limited in terms of 
access. This isolation leads to a more 
internal focus and prioritization of self-
efficacy, attempting to navigate the system 
on their own. Language barriers provide an 
additional layer of complexity to social 
isolation and foreign healthcare systems.  

Institutional Level 

Healthcare systems are the focal point of a 
greater institutional barrier to care.14, 15 
Language barriers are carried through from 
the community level and further complicate 
delivery and access. Separate from refugee-
centered care considerations, there is a 
paucity of neurological care, and cognitive 
healthcare specifically. Access to financial 
assistance can be difficult to understand and 
logistical avenues to coordinate support, 
appointments, interpreter services, and other 
care needs can become confusing and 
overcomplicated.  

In addition to navigating the complexity of 
foreign healthcare systems, there is a wide 
variation in cultural sensitivity training for 
medical providers within those systems.13 It 
is important to keep in mind that a lack of 
training is not necessarily a derogatory mark 
against any one provider, but rather a 
consequence of strained and overburdened 
systems continually in flux. This can 
manifest in practice as a lack of culturally 
appropriate screening tools, guidelines, 
informational handouts, and curricula 
available for use.16, 17 Provider biases should 
also be considered, albeit with precaution. 
Studies18 have explored relationships 
between implicit biases of healthcare 
providers and the subsequent quality of care, 
but any results from these studies should be 
carefully scrutinized and limitations noted; 
most individuals regardless of healthcare 
provider status can be expected to maintain 
some degree of implicit bias, and the studies 
examining such relationships often lack 
homogeneous methods and can deliver 
subjective findings. Despite this, it is still 
reasonable to maintain the importance of 
reflecting on and challenging internal biases 
that may affect quality of care for diverse 



populations. Fortunately, curricula focused 
on cultural competence has been moving 
away from a static view to a more dynamic 
one in the last few years with greater 
emphasis on longitudinal learning rather 
than isolated episodes of teachings.13,19 

Conclusion 

There is a growing need for more literature 
highlighting the implications of refugee 
populations in the greater discussion of 
cognitive impairment and dementia care. 
While dementia is on track to becoming a 
major global public health concern, it is 
essential to develop action plans to navigate 
the future burden on healthcare and 
community systems. It is important for 
countries with significant and growing 
refugee populations to first consider the 
background of the individual’s experience in 
their native country to gauge understanding 
and how to navigate conversations. 
Additionally, there are several actionable 
steps that can be taken in order to address 
these gaps in care. 

Clinics should strive to their best abilities to 
connect refugees to the local community and 
organizational supports. Interventions 
including awareness campaigns detailing 
dementia symptoms, risk factors, care 
options, and a reconciliation of definitions 
across cultures can be trialed in these 
communities. At an institutional level, the 
availability of increased funding for social 
support needs in clinic-based environments 
will allow for a greater bandwidth of 
personnel and time for resource 
identification and distribution and assist 
with navigating appointments and 
documentation. Neurology clinics 
specifically should aim to incorporate 
culturally inclusive and appropriately 

validated assessment tools and clinical care 
guidelines to deliver optimal care to a 
diversity of populations.  

Primary care physicians will likely have the 
most facetime with refugee populations and 
thus the opportunity to foster long-term 
relationships. While there are positive 
strides being made in reshaping what it 
means to deliver “culturally sensitivity 
care,” more research is needed to gauge the 
current climate of provider comfort in 
interacting with refugee patient populations, 
as well as continued research exploring 
facilitators of proper care in addition to prior 
studies which have identified barriers. 
Standardized material and guidelines that 
are culturally appropriate should be 
developed and implemented to address any 
discrepancies of training across different 
clinics and centers. Finally, it is crucial for 
institutions to acknowledge resource 
limitations and, to the best of their abilities, 
provide supportive services to primary care 
providers so that they can deliver high 
quality, appropriate care to a vulnerable and 
expanding patient population.  
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