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Abstract

discussion of how activists who sought to draw attention
to the experiences of refugee claimants in the aftermath of
the IFHP revisions closed off truly transformative pathways
toward social justice.

Since 1957 Canada’s Interim Federal Health Program (IFHP)
has provided health-care coverage to refugee populations.
However, from June 2012 to April 2016 the program was
drastically revised in ways that restricted or denied access
to health-care coverage, specifically to refugee claimants—
persons who have fled their country and made an asylum
claim in another country. One of the main intentions of the
revision was to protect the integrity of Canada’s humanitarian refugee determination system. However, this had a
major unintended consequence: within everyday healthcare places like walk-in clinics, doctor’s offices, and hospitals,
IFHP recipients were denied access to services, regardless of
actual levels of coverage. In this article I analyze how these
program restrictions were experienced within Toronto’s everyday health-care places through the concept of irregularization. I discuss how the IFHP, as a humanitarian health-care
program, problematizes the presence of refugee claimants
in ways that created experiences of vulnerability, insecurity, and anxiety. Building on this view, I conclude with a

Résumé

De juin 2012 à avril 2016, les demandeurs d’asile ont été
confrontés au Canada à une restriction d’accès à la couverture sanitaire par le Programme fédéral de santé intérimaire
(PFSI). Ces restrictions visaient à protéger l’intégrité du
système humanitaire du pays. J’analyse dans cet article la
manière dont ont fonctionné ces restrictions et dont elles ont
été vécues au quotidien à Toronto dans des lieux fournissant
des soins de santé. J’étudie aussi comment le programme
humanitaire FSI peut être compris comme un assemblage
favorisant la non-régularité des situations, qui cible et
interroge de diverses manières la présence de demandeurs
d’asile, et génère ainsi une vulnérabilité, une insécurité et
une anxiété. Je conclus ensuite en examinant comment les
activistes qui cherchaient à dégager les demandeurs d’asile
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de toute irrégularité au sein des établissements de santé ont
en réalité fermé de véritables voies de transformation sur la
route de la justice sociale.

H

umanitarianism is typically associated with ideas
and practices that aim to alleviate suffering and
injustice. However, as Fassin notes, humanitarianism is also founded on difference and inequality.2 The actors,
policies, practices, documents, and knowledges that constitute humanitarianism work to differentiate and categorize
persons seeking access to humanitarian assistance and protection. In this article I analyze how Canada’s humanitarian
refugee system, and specifically its Interim Federal Health
Program (IFHP), works to differentiate and problematize the
presence and claims of refugee claimants.
Since 1957 Canada has offered health-care coverage to refugee populations through the IFHP. In 2012 the program was
drastically revised in ways that aimed to protect the integrity
of Canada’s humanitarian refugee determination system, as
well as ensure fairness to Canadians and contain financial
costs.3 Here the goal was to deny access to essential healthcare coverage in order to deter refugee claimants from making a claim within the country and/or to force those within
the country to leave more quickly.4 The IFHP revision represented one of many moves adopted by the federal Conservative government to regulate refugee claimants. For example,
in 2009 visa requirements for Mexican nationals were introduced in order to “reduce the burden” of Mexican claims on
the refugee system,5 and in 2010 the Designated Countries
of Origin (DCO) list was introduced, which defines certain
countries (including Mexico and Hungary) as respecting
human rights, offering state protection, and therefore as less
likely to produce refugees. Through this measure, persons
claiming asylum from a DCO face stricter asylum measures6
and an erosion of their rights.7
In order to justify the restrictive revisions to the IFHP,
government officials relied upon a construction of refugee claimants as “different” subjects within the context of
humanitarian assistance and refugee protection. Offering
refugee protection is inherently humanitarian, however,
as Casas-Cortes et al. note, protection and support is provided to those who “obey and behave as demanded by the
protection regime.”8 One important behaviour is passivity
or helplessness. According to Ticktin, “Humanitarianism
often requires the suffering person to be represented in the
passivity of their suffering,”9 which effectively makes the
act of seeking asylum problematic. To make a refugee claim
requires moving (and claiming) on one’s own volition rather
than waiting to be resettled, which positions refugee claimants as practising an “unsavoury” and “dangerous” form of
agency,10 one that occurs outside regulated refugee pathways.
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As a result, and as I discuss below, refugee claimants were
targeted as greedy and rule-breaking “bogus” “queue jumpers” who were undeserving of accessing important finite
health-care resources. I approach this targeting of presence
(i.e., of “being here,” or one’s concrete locality within space11)
and rights through the concept of irregularization.
Irregularization targets and questions the presence
of certain persons as abnormal, out of place, or in other
words irregular, regardless of legal status.12 In this light, to
be irregular, or to be attributed the status of irregularity, is
not a legal (i.e., juridical) status, but a standing or positioning13 that shapes lived experience by effecting one’s ability to
make claims, which produces insecurity, vulnerability, and
anxiety. Here status (as standing or positioning) alerts us
to the processes that hierarchically position persons/groups
and attribute identities; it attends to the ways persons are
(re)shaped/(re)fashioned in space that exceed the focus
simply on law and policy. Irregularization emerges through
a complex assemblage of heterogeneous elements (i.e., policies, practices, documents, actors, knowledges, encounters,
etc.) that come together in unpredictable, inconsistent, and
contradictory ways to problematize the presence of certain
individuals/groups as irregular14 and to effectively regulate
movement and access to services. As stated by O’Connor and
Ilcan, assemblages “create events and the possibility of events”
and “make a difference or disclose different futures or the
possibility of things being other than what they were” within
“local sites and social settings.”15 As a status that emerges out
of irregularizing assemblages, irregularity can be understood
as constituted within everyday encounters and relations; it
is contingently configured and enforced by state and nonstate actors to limit access to social resources and to rights.
To view irregularization as an assemblage captures well the
messiness of the everyday and alerts us to the labour that
goes into irregularization, and to the importance of how one’s
presence within space is encountered and (re)negotiated. As
noted by Rygiel, presence is intricately connected with rights,
which means targeting and questioning presence interrupts
rights and claims to them.16 Problematizing presence therefore challenges one’s connections with and contributions to
the surrounding community as well as their occupation and
use of space, which work as foundations to rights and rightsclaiming.17 This is a key element of irregularization.
Analyzing the IFHP through the concept of irregularization draws attention to how refugee claimants were restricted
or denied access to health-care coverage as a result of their
irregularized status within the broader humanitarian realm
and within the state. This irregularity was then interpreted,
(re)produced, and experienced in contradictory and unpredictable ways within everyday health-care places, such as in
Toronto’s walk-in clinics, doctor’s offices, and hospitals. Here,
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health-care professionals were actively involved in the irregularization of refugee claimants, which in practice restricted
or denied access to essential health-care services, regardless of actual levels of coverage. Perhaps the most affected
were refugee claimant women, specifically pregnant women,
because the IFHP revisions targeted prenatal and postnatal
coverage. Women were also affected beyond the health-care
context; as detailed below, their asylum claims do not reflect
the existing definition of refugee, which compounds their
irregularity. In this regard, I illustrate how refugee claimant
women experience a gendered form of irregularity within
and outside of health care.
In light of the above, I show how Canada’s refugee system
can be thought of as an irregularizing humanitarian assemblage. In addition to this analysis of regulation and restriction, I also draw attention to the friction and messiness that
defines this assemblage18 as evident in the forms of resistance
that emerged in light of the IFHP cuts. Although this resistance is well-intentioned, I shed critical light on how it closed
off transformative pathways to a more socially just healthcare system. In light of the above, the key guiding question
of this article is: how is Canada’s refugee system irregularizing, and are there gendered effects? In addition, I also ask
how are resistance strategies implicated in the maintenance
of irregularity? Drawing on critical migration and humanitarianism literature,19 this article calls more attention to how
refugee claimants are irregularized in Canada and how this
affects access to essential health-care services.
This article is organized into four sections. Following a
brief explanation of the research methods deployed in this
study, I offer an overview of my conceptual framework that
connects humanitarianism and irregularization in order to
better understand how refugee claimants, and others navigating Canada’s humanitarian system, are targeted and questioned in ways that deny or restrict rights and entitlements.
I then provide a review of the IFHP which is followed by an
empirical analysis of the gendered experiences of irregularity among refugee claimant women, specifically in Toronto’s
everyday health-care places. I conclude with a discussion
of how resistance efforts that sought to “liberate” refugee
claimants in Toronto from irregularity affirmed, rather than
transformed, existing irregularizing structures.
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were contacted through email and cold-calling, while some
were secured through referral. Interview questions focused
largely on understandings, interpretations, and experiences
of the IFHP and provincial and local initiatives, as well as
access to health-care services in the city. I also inquired
as to how participants thought barriers and challenges to
health-care were produced, (re)negotiated, or transgressed.
Interviews were audio recorded and transcribed; iterative
analysis of transcripts continued until the emergence of clear
themes and commonalities. In addition to the interviews, I
also utilized discourse and policy analysis of relevant governmental and non-governmental statements, press releases,
policy documents, position papers, and reports. Interpretive
analysis followed whereby conceptual links were established
and triangulated between participants and relevant documents. The research received approval from the University
of Waterloo’s Office of Research Ethics and received funding
from a Social Sciences and Humanities Research Council
(SSHRC) Doctoral Fellowship.

The Irregularizing Assemblage of Humanitarianism

Humanitarianism is generally understood as a response
to injustice and suffering in times of crisis or emergency
through the provision of relief, such as food aid, infrastructure development, medical assistance, training, education, and refugee resettlement. These actions are “taken in
the name of a shared humanity”20 that aims to save lives
and respond to morally compelling crises. Humanitarian
responses are informed by principles of neutrality, humanity,
and universality21 and are expressed in the language of duty,
obligation, and responsibility.22 However, this affiliation
with human welfare tends to gloss over dysfunctional, ineffective, and counterproductive practices, actions, and frameworks that may in fact reproduce inequality and injustice
and reduce the rights of refugees.23 For example, while the
humanitarian practice of self-reliance in Uganda’s Nakivale
refugee settlement aims to give refugees more control over
their own lives, this decontextualized and managerial solution in fact violates the rights of refugees and forces them to
participate in an environment where they face isolation, poverty, xenophobia, and inadequate access to social supports.24
The development and implementation of humanitarian
actions and solutions is largely founded upon de-politicizing
and de-historicizing discourses that construct refugees as
“victim,” who lack “the authority to give credible narrative
evidence or testimony about their own condition.”25 This
political voicelessness therefore requires the intervention of
experts who speak for refugee populations and find solutions
for the problems they are fleeing.26 “Refugee as victim” also
positions human beings as having different degrees of power
and worth.27 Specifically, it creates distinctions between

Methods and Data

Research data for this article comprise semi-structured
interviews conducted with forty-three participants in
Toronto, Ontario, from September 2015 to March 2016.
Participants included doctors, nurses, lawyers, settlement
workers, policy specialists, executive directors, and program
managers of refugee agencies, ministry officials, city officials,
and refugee claimants. The large majority of the participants
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“those who have the power to protect, and those who need
protection—those who suffer, and those who recognise
and address suffering.”28 Scholars are demonstrating how
humanitarian practices of differentiation effectively regulate
refugees and other (forced) migrant groups.29 For example,
Walters highlights how zones of humanitarian government
differentiate between and regulate racialized bodies to decipher whose life is to be fostered or abandoned.30 This article
speaks to this relationship between difference and regulation,
particularly in relation to refugee claimants in Canada.
Refugee claimants represent one of many categories of
persons who seek access to humanitarian protection and
assistance provided through Canada’s refugee program. In
contrast to the refugee, who has proven suffering or fear
of persecution, and “refugeeness,” being “the institutional,
international expectation of a certain kind of helplessness
as a refugee characteristic,”31 refugee claimants have yet to
prove their suffering, fear, and helplessness. It is this element
of “yet to prove” that is of vital importance to discussions of
irregularization. The act of making a claim positions refugee
claimants away from helplessness and victimhood. Rather,
this population tends to be viewed as bypassing regulated
pathways to refugee protection; as one lawyer stated, “Canada would like to be selecting its refugees … and deciding
who will be coming and is thereby getting out the message
that anybody who arrives in a different way, who’s not sitting
in a refugee camp hoping that they are going to be one of the
chosen few, is somehow doing it wrong, is jumping a queue,
is illegal, is bogus, etcetera.”32 Refugee claimants represent
an alternative status, something irregular in the context of
“refugeeness.” This irregular status renders this population
more susceptible to characterizations of “bogusness” “rule
breaking” or “queue jumping” in addition to problematizations of presence within space, which interrupts rightsclaims, such as health-care rights and more broadly rights
to movement or asylum.33 Drawing on Zetter, the label of
“refugee claimant” establishes certain assumptions about the
characteristics of this population (i.e., bogus queue jumpers), but also “certain assumptions and expectations about
humanitarian treatment and responses.”34 As I demonstrate
below, the constructed irregularity of refugee claimants
within the context of Canada’s refugee system worked to
justifiably limit humanitarian actions and responses, such as
restricted access to health-care coverage and services.
Irregularity is a status, or positioning, of an individual/
group that does not reflect the norm; it is constituted by
problematizations of one’s presence and emerges through
irregularizing assemblages. This definition builds upon the
work of Squire, who approaches irregularity as the targeting and control of migrants via “various processes of (ab)
normalization and subjectification,”35 and Hepworth who
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defines irregularity as constituted through legislations,
discourses, and encounters that question and render presence as illegitimate, regardless of legal entry and residence
within the state.36 To approach irregularity as a positioning
produced through irregularizing assemblages speaks to the
importance of heterogeneous elements (i.e., actors, documents, policies, practices, knowledges, encounters, etc.) that
work to question, target, and/or construct the presence of
populations as abnormal, out of place, or otherwise irregular,
regardless of legal status. In line with O’Connor and Ilcan,37
Villegas defines an assemblage as “the coming together of
different processes, actors and practices organized through
relations of power. Assemblages point to the contingency
of how phenomenon, … are organized.”38 From this definition, assemblage, as it relates to irregularization, can be
understood as an ambiguous and unstable form of regulation that emerges through a combination of elements that
create inconsistency, unpredictability, and contradiction, in
addition to friction and messiness. As Müller argues, assemblage highlights how and why exercises of power emerge and
operate, are (precariously) held together, shape space and
action, and “fall apart.”39
This conceptualization of irregularity is useful within the
context of Canada’s humanitarian system because, although
refugee claimants are legal temporary residents, they are
subject to securitizing and criminalizing measures that problematize their presence, and rights claims and asylum claims,
within the state and the everyday. Although not used explicitly, scholars are demonstrating how Canada’s humanitarian
system “irregularizes” refugee populations, particularly the
Roma.40 In this article, I demonstrate how refugee claimants are irregularized within Canada’s everyday health-care
places such as doctor’s offices, walk-in clinics, and hospitals.
This is achieved through a specific focus on the IFHP.

The Interim Federal Health Program and the
Protection of Canada’s Humanitarian System

Since 1957 refugees in Canada have received health-care
coverage through the IFHP.41 This is a federally administered
program that was created as an emergency response to meet
the needs of resettled refugees, refugee claimants, and other
protected persons who were not eligible for provincial or
territorial health insurance, or private health insurance. The
IFHP pays for basic health-care, preventative/supplemental
care, and prescription medications, as well as prenatal and
obstetrical care. The coverage provided through the IFHP is
equivalent to that provided to citizens and permanent residents on social assistance. However, through a combination
of increased program expenses,42 and a securitized environment, the federal government opted to reform the IFHP in
ways that would modernize it, ensure fairness to Canadians,

64

Volume 34

Refuge

protect public health and public safety, and defend Canada’s
refugee system while deterring its abuse.43 In other words,
the goal of the reform was to protect Canada’s refugee system and safeguard finite health-care resources for citizens,
permanent residents, and “legitimate” refugees. According
to Conservative MP Scott Armstrong, “bogus” claimants
“soak up our generous benefits and try to jump the queue
because they did not want to wait in line and follow the rules
like everyone else. While here, these bogus claimants have
access to our generous taxpayer-funded health care system
and our welfare benefits.”44 Chris Alexander, minister of
citizenship and immigration from 2013 to 2015, similarly
stated, “Bogus asylum seekers are not entitled to the same
benefits as taxpaying Canadians or genuine refugees.”45 For
him, “simply arriving on our shores and claiming hardship
isn’t good enough. This isn’t a self-selection bonanza or a
social program buffet.”46 In these quotes, refugee claimants
are problematized as disingenuous, selfish, and threatening,
and therefore as undeserving of services. These framings of
refugee claimants, in direct contrast to citizens, permanent
residents, and “legitimate” refugees, justified restricted access
to health-care coverage offered through the IFHP. Arguably,
the cuts to the IFHP also reinforced the imagined “otherness”
of refugee claimants, as persons who do not necessarily fit
within Canada’s refugee program.
The aforementioned cuts to the IFHP were announced
on 25 April 2012, executed through Order-in-Council P.C.
2012-433, the Order Respecting the Interim Federal Health
Program, 2012. Alongside a 28 June 2012 Order-in-Council
P.C. 2012-945, these orders repealed and replaced the original 1957 order and effectively instated a new IFHP on 30 June
2012 that would drastically reduce the amount of coverage
provided to refugee claimants in the country.47 The new
IFHP introduced three hierarchical categories of health-care
coverage: expanded health-care coverage, basic health-care
coverage, and public health or public safety (PHPS) healthcare coverage. Each category offered different types of coverage based upon one’s status, country of origin, and mode of
entry. Refugee claimants from a non-DCO country received
basic health-care coverage, which includes medical services
and access to diagnostic tests and hospital services “if they
are of an urgent or essential nature” and no medication/
immunizations except to prevent or treat a PHPS threat;48
for pregnant women, consultation fees for the initial assessment and follow-ups, required tests, cost of delivery at a per
diem rate, and post-partum follow-ups for twenty-eight days
after delivery were covered, but medication was not covered
unless it was for a PHPS risk.49 PHPS coverage applied to refugee claimants from a DCO country and provided no services
or medications unless to prevent or treat a PHPS threat or
concern;50 this included pregnant women.51 These forms
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of coverage could change, depending on where one was
positioned within the claims process, meaning that refugee
claimants could be eligible for different types of health-care
coverage at different times. Compounded by the limited
amount of information that was provided to health-care
professionals, this confusing approach to refugee healthcare coverage meant that doctors had to navigate a “complex
matrix of impenetrable and incomprehensible degrees of
coverage,” leading many to “just throw up their hands and
give up.”52 In practice this meant that even people with
health-care coverage were sometimes denied health-care
services or faced restrictions to services in unpredictable,
contradictory, and inconsistent ways.
Facing the severity of the IFHP cuts, a group of activists
and refugee claimants launched a Federal Court Charter
challenge. The Canadian Doctors for Refugee Care, the
Canadian Association of Refugee Lawyers, Justice for Children and Youth, and two refugee claimants, Daniel Garcia
Rodriguez and Hanif Ayubi, requested a judicial review of
the federal government’s decision to reduce IFHP coverage,
arguing it was inconsistent with Canada’s international obligations to refugees and in violation of section 7 (the right to
life and security of the person), section 12 (cruel and unusual
treatment), and section 15 (discrimination) of the Canadian
Charter of Rights and Freedoms53. On 4 July 2014, the Court
ruled the cuts were in violation of sections 12 and 15 of the
Charter and ordered the government to introduce a revised
program within four months. On 4 November 2014 the government introduced the “temporary”IFHP, since the federal
government appealed the court decision.
The “temporary” program restored full coverage to pregnant women and children and gave all refugee claimants,
regardless of country of origin, coverage for medical care,
diagnostics, hospital services, and prescriptions to treat PHPS
threats.54 However, the complexity of the program intensified
through the introduction of six types of health-care coverage,
with refugee claimants receiving “type three” coverage. This
confusion led even more health-care professionals to problematize the presence of refugee claimants within everyday
health-care places and to deny services to this population.
Below I offer an empirical analysis of the IFHP within
Toronto’s everyday health-care places from June 2012 to April
2016. Within these places, health-care professionals were
forced to interpret the IFHP with limited information and
within a national context that was working to irregularize
refugee claimants. I pay specific attention to female refugee
claimants who were actively navigating Canada’s humanitarian system during this time to highlight the gender politics
that define humanitarianism and forced migration55 and
demonstrate the specific gendered experiences of irregularity within everyday health-care places.
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Within a couple of years, the coverage provided to pregnant claimants shifted from denied coverage for prenatal and
postnatal care to DCO claimants, to increased coverage for
prenatal and postnatal care services but restricted access to
medication, regardless of country of origin. While this shift
created confusion among health-care professionals, perhaps
what was most problematic was the fact that coverage could
still change as a result of a refugee hearing decision. For
many obstetricians, they came to problematize the presence
of women with IFHP coverage within their offices in ways
that effectively rendered them as no longer eligible for services. For example, according to a program manager of a
newcomer organization in Toronto, “We’ve had doctors say,
‘Well, this person’s a refugee claimant, they’re going to have
their claim heard while she’s pregnant. I can’t fire her as a
patient once she’s my patient, so if she ceases to be eligible
for health care, I’m on the hook, so I won’t take her to begin
with.’”65 One doctor stated that another important element
of denied access to health-care services, including prenatal
and postnatal services, was the indeterminacy that defined
the 2014 “temporary” IFH program itself. As longer-term
health-care professionals, many obstetricians perceived
patients with the new “temporary” IFHP coverage as risky.
As a doctor elaborated, “One of the interesting things this
government did is they called it the temporary IFHP program.
For many obstetricians, for example, if they pick you up now
as a patient, they want to ensure that you’ll still be covered
thirty weeks later when you’re delivering, and I think … that
terminology when you say it’s temporary, is a problem…. So
many obstetricians we hear just aren’t touching the program
whatsoever. So more and more we are seeing people who
should be insured but are still being turned away from care.”66
As humanitarian actors, doctors faced the decision of having to care for oneself (i.e., reimbursement or fees for services) or caring for the refugee victim (who may or may not
have coverage).67 This choice speaks to the unequal power
relations between protectors and sufferers—in this case doctors and refugee claimant patients—as well as the power to
discern between those who are deserving and less deserving
of care, or rather, those who represent a normal presence
within the space of the health-care centre, and those who do
not. However, the difference that undergirds humanitarianism and irregularity leads not only to denied access to prenatal and postnatal care but also experiences of discrimination.
Discrimination, in the context of health care, can take the
form of religious or cultural insensitivity, unfriendly behaviour, “racial slurs, stereotyping, and receipt of inferior care.”68
Speaking on the issue of discrimination among precarious
status women, a midwife stated, “I feel like there is that kind
of prejudice where somebody assumes like, ‘Oh she doesn’t

In Canada the most common reason women seek refuge is
to escape gender persecution, which includes forced marriage, female genital cutting, and domestic abuse, the last of
which accounted for more than half of the claims made by
women between January 2013 and September 2017.56 However, claims based on gender persecution do not necessarily reflect the definition of refugee set forth by international
and national refugee systems.57 An executive director of a
women’s organization in Toronto elaborates on women’s
experiences seeking refugee protection:
The refugee system is not the most advantageous for the most part
for women who experience violence because … the international
definition of what makes a refugee is really based on a male definition of experiences of power, violence, state coercion. And statistically at the moment, the greatest number of women affected
by violence are affected by domestic violence globally and it drives
their migration … what we traditionally think of as the refugee and
what the legal system traditionally thinks of as the refugee which
is the lone man of conscience against the state, most women don’t
meet that definition, so the women who come here, every aspect of
their situation is irregular to that system.58

This mirrors the views of Salcido and Menjívar, who
explain that many women are unable to obtain refugee
protection because the fundamental need to prove persecution is “more in line with what are perceived to be men’s
experiences than with what are perceived to be women’s
experiences.”59 This irregularity of women results in denied
refugee protection, increased vulnerability, and restricted
rights, entitlements, and protections.60 The gendered
experience of irregularity is important to consider in the
Canadian context, since there has been a steady increase
in the number of women making refugee claims over the
past decade.61 As a result of not reflecting the definition of
refugee, many women have to navigate the system through
alternative streams such as the Humanitarian and Compassionate (H&C) claim. However, the H&C decision can take
years, and applicants must meet requirements such as health
standards in order to be successful.62 It is important to note,
however, that without IFHP coverage these health requirements may be difficult to meet.63 While refugee claimant
women are irregularized through established international
and national definitions of refugee, their presence is also rendered problematic within everyday health-care places. For
those women who are pregnant, which according to a doctor
is “a common presentation,”64 they are subject to increased
targeting and questioning.
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Saving Refugee Claimants: Doctors as Humanitarian
Actors in the Office and on the Streets

have OHIP, she’s not going to be able to pay, she’s here illegally,
or without status.’ So I think that’s a lot of like social barriers
[and] racism that people encounter in these situations.”69 A
female refugee claimant shared a similar story of discrimination: “I need a family doctor, because the walk-in clinic that
I used to go, they don’t take care of me very well. The first
that I went, the doctor that tend to me was very good on
me. So the second time I went, he was not around, I went
to another doctor, and was so harsh on me.”70 This case
of discrimination occurs in the form of indifference; this
woman’s concerns about the effects of a medication she was
prescribed were met with neglectful care by the second doctor. Discrimination is also evident in the targeted denial of
IFHP recipients, whereby doctors may choose to not register
with the program in order to not serve this population.71
Quite often, as noted above, irregularization lends to negative and discriminatory assumptions about one’s character.72 For example, many pregnant refugee claimant women
(and other un[der]insured precarious status women), are
perceived by medical professionals as “medical tourists” who
deliver “anchor babies” and who abuse our already strained
health-care system;73 this complements broader national
discourses of refugee claimants as greedy and potentially
threatening to the health-care system.74 Other professionals see pregnant refugee claimants as simply not belonging
within the space of the health-care centre. Consider the case
of a female refugee claimant from Mexico who was told
by a hospital administrator to pay fees for the birth of her
child, even though she had full health-care coverage through
the IFHP. Upon learning the woman had full coverage, the
administrator still required she sign a waiver rendering her
responsible for any fees incurred, which created so much
anxiety for the woman that she opted for a home birth, even
though she felt uncomfortable with this decision.75 Since
Mexico is a DCO, the administrator was more influenced by
this and its relation to “bogusness” than the actual coverage
itself. As a result, the administrator inscribed an irregular
status onto this woman, “fixing” her as not belonging to
the space of the hospital and as therefore not eligible for
services, even though she was a legal temporary resident
who had full health-care coverage. Drawing on Willen, this
condition of irregularity within the health-care setting not
only produces insecurity, but also reflects an embodiment of
bio-inequality.76
Although there are cases of health-care professionals
denying health-care services to refugee claimants with
IFHP coverage, some also worked to liberate refugee claimants from irregularity both in the doctor’s office and on the
streets. Although these acts were well intentioned, I discuss
below how they unintentionally maintained irregularization
and conditions of irregularity.

According to Fassin, there are three different types of life at
stake: “lives to be saved, lives to be exposed, and lives to be
told.”77 Doctors and nurses in Toronto act as humanitarian
agents who seek to save, expose, and witness the lives of
refugee claimants and relay this information to governing
authorities and the public in order to liberate refugee claimants from irregularity. But their position is a powerful one;
health-care professionals wield the power to designate situations as (non)emergencies and determine who receives (and
who does not receive) attention or concern. In these decisions, health-care professionals can improve the welfare of
individuals or diminish it.78 For those who seek to improve
the welfare of refugee claimants, they are involved in saving
lives as well as exposing experiences of refugee claimants,
typically within doctors’ offices and on the streets. However,
despite these well-intentioned acts, the result did not directly
challenge the irregularizing assemblage of humanitarianism,
but rather sustained it, reflecting Fassin’s argument that
the politics of humanitarianism (saving, exposing, telling)
“cannot restore equality.” For him, “inequalities of lives and
hierarchies of humanity surreptitiously reappear—in spite
of the humanitarian agents and often without their knowing
it—between the persons who intervene and the persons they
assist.”79 As illustrated below, in their assessments of vulnerability and deservingness, doctors perpetuated a system that
ranked and irregularized refugee claimants within everyday
places—the very things they were fighting against.

In the Doctor’s Office

Although significant restrictions to health-care coverage were
introduced through the IFHP, one exception was maintained.
Under section 7, the minister of citizenship and immigration
retained the discretion to provide coverage “in exceptional
and compelling circumstances.” For example, one refugee
claimant involved in the Charter challenge, Mr. Ayubi, was
granted discretionary coverage for his diabetes-related medical services, but not for his medication, because ministerial
discretion does not cover the costs of medications or immunizations unless to treat a PHPS concern or threat.80 However,
as a low-income person he was unable to afford the cost of
medications. Therefore, in order to survive, he had to rely
on free samples of insulin provided through a community
health centre.81 In their attempts to determine exceptional
cases, the state demonstrates how its humanitarian stance,
which aims to save lives and reduce suffering, simultaneously undermines the well-being of refugee populations.
In order to receive section 7 coverage, doctors had to witness vulnerability and plead a person’s case to the federal
government. For example, Dr. Banerji of the pediatric clinic
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at St. Michael’s Hospital in downtown Toronto wrote a letter to the Immigration and Refugee Board (IRB) detailing
the compelling and exceptional circumstances of a young
mother who fled sexual abuse in Swaziland and needed
access to health-care coverage to test for HIV and receive
treatment for syphilis.82 Doctors also sought compassion for
Joseph Bernard, a failed refugee claimant from Pakistan who
had no coverage for his terminal liver cancer treatments and
medications but could not be deported because he was too
sick.83 Both cases were awarded exceptional medical coverage. Receiving humanitarian assistance through section 7
coverage relies upon the differentiation of some refugees as
more deserving than others, and on the testimony of experts
who provide an informative “rundown” of diseases and other
physical ailments, which constructs a “pure helplessness.”84
In these cases, refugee claimants had to perform their “refugeeness” in order to be recognized as a legitimate subject
who deserved coverage. As Ticktin notes, in this encounter
between patient and doctor, “if one does not perform in
the desired manner, one may be penalized and excluded.”85
Those deemed to be not deserving of assistance were reirregularized in that they were again determined to be too
abnormal or problematic within the health-care setting and
were forced to continue to navigate a health-care system that
problematized their presence and restricted their rights. In
this light, the doctor’s office can be thought of as a “humanitarian space” where doctors negotiate and shape the realities of humanitarian action and the lives of those enmeshed
within the humanitarian system according to principles
they uphold.86 The humanitarian decision to “tell” the life
of a refugee claimant—so as to “save” them—may therefore
perpetuate the cleavage(s) it is trying to mend. As I discuss
below, these cases were also shared in the streets to garner
support from the public for the reinstatement of the IFHP.

On the Streets

The encounters that doctors have with refugee claimants in
the office make them first-hand witnesses to the violence that
defines the lives of refugee populations. In their attempts to
rectify the injustices created through the IFHP, doctors challenged the actions of the government through interruptions
of government officials, occupations of government spaces,
demonstrations, and campaigns. Some examples include the
National Day of Action, the occupation of Conservative MP
Joe Oliver’s office in downtown Toronto, and the Non-Cooperation Campaign. The goal was to educate the general public
on the implications of the IFHP cuts in order to gain their support for its reinstatement. According to one doctor, advocates
engaged in these public actions because the numerous letters
written by national health associations to the federal government went unanswered, and calls to meet with members of
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the government were ignored or refused; with “nowhere else
to have an engagement with them,” doctors’ response to this
blatant disregard was to “go to the public terrain.”87 Here doctors utilized “moral sentiments”88 to direct the attention of the
public to the suffering of refugee claimants and to shame the
government on its treatment of this population.89
Moral sentiments aim to make the experiences of refugee
populations visible by humanizing this population, or rather,
by transforming them into “subjects who matter,” providing
what Tyler and Marciniak call “affective technologies of the
‘close up.’”90 In speeches made at the National Day of Action
in June 2014, activists shared stories of refugee claimants
who were denied access to essential health-care services or
coverage, “caus[ing] them to become ill and possibly die
here.”91 In his analysis of the IFHP protests, Beatson argues
that allies employed a “victim frame” that bestowed upon
refugee claimants a “victim status” that asserted helplessness
and passivity and involved “the forcible creation of identities to fit a certain narrative.”92 While attempts to humanize
are well intentioned, they tend to occur at the expense of
history, context, politics, and individuality. Yet,humanizing
strategies can also be effective in establishing some element of concern among the public by “provok[ing] publics
to recognize ‘the human face’ of specific migrants” and to
“identify with migrants as ‘human beings’”—“as subjects who
matter, ‘like us.’”93 It can, however, “also exceptionalize the
deservingness of specific categories of migrants.”94 This was
particularly evident in the protests by activists.
Protestors emphasized refugee claimants’ access to health
care at the expense of other refugee and (forced) migrant
groups, such as undocumented persons, failed refugee
claimants, and H&C applicants, all of whom are also denied
health-care coverage. For activists, the exceptionally irregularized presence and status of these populations could not
be incorporated into advocacy efforts. According to a doctor involved in the National Day of Action in Toronto, “Our
sole purpose was refugee claimants, and I think that’s one
of the reasons we were able to get the support of national
health associations. If the goal was to ensure all the million
people who are uninsured,95 [they] wouldn’t have gone near
it. It would’ve worked only for refugees. So that was a strategic decision, and we stuck to it rigidly and inflexibly and it
worked.”96
While it may be argued that refugees were prioritized
because their authorized presence and vulnerability are
palatable for the masses—whereby other uninsured groups,
such as undocumented persons and failed refugee claimants,
are viewed in relation to illegality and rejection—perhaps
this population was also prioritized because of the very specific manner in which the IFHP cuts were conceived. According to a doctor,
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are constructed to regulate and determine who deserves
such forms of assistance. In this article I focus on the IFHP
(from 2012 to 2016), a humanitarian health-care coverage
program offered to refugee populations in Canada, to demonstrate how such hierarchies are created through irregularizing assemblages that shape how one’s presence and rights
are encountered and (re)negotiated, including health-care
rights.105 I draw specific attention to the gendered experiences of irregularity within everyday health-care places. My
analysis concludes by detailing how resistance strategies
inadvertently maintain a system that irregularizes refugee
claimants.
Although the focus of this article is on refugee claimants,
it is important to be aware that many other populations in
Canada face restricted or denied access to basic primary
health-care services as a result of their constructed irregularity within the space of the health-care centre, such as nonstatus persons, newcomer permanent residents, temporary
foreign workers, homeless populations, and Indigenous
populations.106 Future research on irregularization would
benefit from a focus on these populations so as to assist
in the development of an “all-affected” ethos107 within the
health-care realm that would provide the foundation on
which to build a mutual solidarity and a common voice.

I think the way that that whole [IFHP] thing was framed was that we
were all completely insured, and then one government took away
coverage from this small group of people and we should give them
that coverage back. But there was actually often no acknowledgement of the broader pre-existing issue because, you know, if you
were non-status, the refugee health cuts don’t impact you at all. You
didn’t have health coverage before, you don’t have health coverage
after. So I think there still isn’t greater awareness of the fact that this
is an ongoing issue and has always been an issue.97

In this regard, emphasis was placed on refugee claimants at
the expense of other groups simply because the argument was
fundamentally not about access to health-care coverage, but
rather, the reinstatement of a program that provided coverage to a specific group of people. In doing this, activists were
not only blind (or at least dismissive) to the very real issue
of health-care coverage for all residents of Canada—an issue
that could have complemented, and benefitted from, the IFHP
discussion—but were also essentially calling for the reinstatement of a separate health-care coverage system that, even prior
to the cuts, irregularized the presence of refugee claimants
within everyday health-care places.98 The acts performed by
activists therefore reflect Fraser’s concept of “affirmative” politics that contest boundaries by working within them.99 What
is needed instead is a “transformative” politics that would
focus on all people affected by Canada’s health-care system—
what Fraser terms the “all-affected principle”100—in order to
generate a mutually supportive solidarity across boundaries
and a recognition of the presence101 of all residents of Canada,
to create a movement towards a truly universal form of social
justice, and more specifically, a truly universal and equitable
health-care system.
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