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1. Introduction 

Australia has a long history of providing refuge to people affected by 
persecution and conflict. A large proportion of refugees who have come to 
this country have settled in Victoria. 
 
The fact that most refugees have survived horrific experiences, yet re-
establish their lives in Australia is evidence of their enormous survival 
strengths. Nevertheless, they suffer a higher incidence of certain physical 
and mental health problems than migrants and people born in Australia. 
They are less likely than other migrants to have family and community 
support in Australia to assist them in accessing health care; generally have 
lower levels of literacy in their first language and are less proficient in 
English; and face greater challenges in finding housing and employment. 
Australian health care providers are not routinely trained to identify and deal 
with issues of particular concern to refugees. 
 
Providing services which promote the health and wellbeing of refugees is in 
the interests of both refugees and the community at large. Good physical 
and mental health is vital for refugees to deal effectively with the challenges 
of settling in a new country and to participate fully in the economic, social 
and cultural life of Victoria. 
 
In recent years, Victoria has seen positive developments in the provision of 
health and community services for refugees provided by both specialist 
agencies and mainstream services. However, there are gaps and weaknesses. 
As well, there is no guiding mechanism to identify and address areas 
requiring improvement and to ensure the continued development of 
accessible and responsive services. 
 
In 2003 the Minister for Health approved the development of a strategy, 
prepared collaboratively by the Department of Human Services and the 
Victorian Foundation for Survivors of Torture (VFST), to guide the 
provision of health services for refugees and asylum seekers. This report has 
been prepared by VFST as a contribution to the development of the strategy, 
referred to below as the Victorian Refugee Health Strategy. 
 
The research and preparation of the report has been undertaken by VFST 
with the assistance of members of the “Refugee Health Initiatives Project” 
which brought together a range of agencies working with people from 
refugee backgrounds. The project had an advisory group comprising key 
service provider stakeholders: Annabel Barbara, Centre for Culture 
Ethnicity and Health; Natasha Davidson, Victorian Immigrant Health 
Program (formerly Sally Murray); Demos Krouskos, North Richmond 
Community Health Centre; Vanessa Johnston, Refugee and Asylum Seeker 
Health Network; Lenora Lippman, General Practice Divisions Victoria; 
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Jackie Mansourian, Darebin Community Health Centre; Lindy Marlow, 
Western Region Community Health Centre; Michael Morris, Ethnic 
Communities’ Council of Victoria; Sally Richardson, Western Region 
Office, Department of Human Services (currently Kelli Bridges); Irene 
Verins, Victorian Health Promotion Foundation. 
 
Within VFST, Kim Webster was primarily responsible for researching and 
drafting the report. 

1.1 Scope of the report 

The report documents health concerns of people from refugee backgrounds 
and identifies measures to address them which it considers should form the 
basis of the Victorian Refugee Health Strategy. 
 
The proposed measures are directed at programs and services provided and 
funded by the Department of Human Services, which commissioned the 
report. Within this framework, the main focus of the report is primary health 
care, “the first level of contact of individuals, the family and community 
with the national health system bringing health care as close as possible to 
where people live and work, and constitutes the first element of a continuing 
health process.” (Alma Ata Declaration) 
 
It is recognised that the physical and mental health and wellbeing of 
refugees depends on their access not only to health services. The World 
Health Organization (WHO) has identified social and economic factors, 
such as employment, which are very influential in the quality of health, 
defined by WHO as “a state of complete physical, mental and social 
wellbeing and not merely the absence of disease or infirmity.” (WHO 1948; 
Wilkinson and Marmot 2003; VicHealth 1999). 
 
The delivery of effective health services to refugees may demand attention 
to social and economic issues in their lives. As Watters suggests, “(t)he 
widespread distinctions made between health and social care may be 
particularly unhelpful in responding to the needs of refugees…An asylum 
seeker with grave concerns regarding communication with family members 
in another country, or who does not know where resources to feed her 
family will come from, is unlikely to be receptive towards treatment in the 
form of counselling or therapy.” (Watters 2001 at 1712-13). 
 
Addressing key social determinants of health such as employment and 
experience of discrimination is outside the traditional ambit of the health 
services system. However health service agencies can have significant roles 
to play in promoting refugee health and wellbeing generally by, for 
example: 

 linking refugees with services that can assist with concerns such as 
employment, education and housing 
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 supporting the development of the capacity of refugee communities so 
that they are better able to assist settled and newly arrived members 
and 

 providing sites for social connection, an important social determinant 
of health, for example through their roles in offering recreational 
activities and support groups. 



 

 

 

"We wish for a settled and peaceful 
life. We wish for our children and 
ourselves to contribute to Australia 
and achieve our full potential" 
Osman and Hagir, a couple from 
Sudan, walk on St Kilda beach with 
their children, Zulfa, Rama and 
Fady, and their dog, Lucky. 



 

 5 

2. Refugees and asylum seekers in 
Victoria 

More than 620,000 refugees and displaced people have settled in Australia 
during the last 50 years. An estimated five per cent of the Australian 
population - a million people - have had direct experience of the refugee 
situation, as refugees themselves or as a result of having refugee parents 
(Jupp 2002 181). 
 
Under the UN Convention Relating to the Status of Refugees, refugees are 
defined as people who are outside their country of nationality and unable or 
unwilling to return because of a well-founded fear of persecution on the 
grounds of race, religion, nationality, membership of a particular social 
group or political opinion. Australia’s Humanitarian Program offers 
protection through settlement to people recognised as refugees under the 
UN Convention and other people who may be at personal risk because of 
refugee-like circumstances. The term ‘refugee’ in this report describes 
people granted protection under the Humanitarian Program. 
 
People who have applied for a protection visa on the grounds that they are 
refugees and whose applications have not been finally determined are 
described as ‘asylum seekers’. The term ‘community based asylum seeker’ 
is used in the report to describe asylum seekers who are in Australia and are 
not in detention. 

2.1 The Humanitarian Program 

The Humanitarian Program has two main components, the offshore 
resettlement program for people overseas and onshore protection for people 
already in Australia. These are described below, based on information 
published by the Department of Immigration and Multicultural and 
Indigenous Affairs cited in the bibliography e.g. DIMIA 2004 - Fact Sheet 
60: “Australia’s Refugee and Humanitarian Program”. 

2.1.1 Offshore Resettlement Humanitarian Program visa categories 

The offshore resettlement program has three main visa categories. 
 
The Refugee visa is for people who are subject to persecution in their home 
country, who are living outside their home country and for whom 
resettlement to Australia is considered the best durable solution. Australia 
works with the United Nations High Commissioner for Refugees (UNHCR) 
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to select people under the Refugee category. Australia is one of 16 countries 
with an annual program of resettling refugees in cooperation with UNHCR.  
 
A subcategory of the Refugee visa category is the “Woman at Risk” visa, a 
special category for women identified by the United Nations High 
Commissioner for Refugees as being particularly vulnerable. These women 
have been exposed to, or are at risk of, sexual abuse, victimisation and 
harassment, and lack traditional family and community support. Many have 
lost partners in war.  
 
The Special Humanitarian Program (SHP) is for people who are subject to 
substantial persecution amounting to gross violation of human rights and 
who are living outside their home country. Applicants for SHP visas must 
be proposed for entry by an Australian citizen or permanent resident. 
Proposers are required to indicate that they are able to provide 
accommodation, information and orientation assistance to the applicants. 
 
The Secondary Movement category is for people who are subject to 
persecution or to substantial discrimination in their home country and who 
move beyond the country of first asylum. 
 
Refugee and SHP visas are permanent. Secondary Movement visas are for 
three or five years, depending on the circumstances. 

2.1.2 Onshore protection 

The onshore protection component relates to applications made by people in 
Australia who have been staying on a visa (e.g. as tourists or students) and 
by people who arrived without authorization, described by DIMIA as 
‘unlawful arrivals’. If they arrived without authorization, asylum seekers 
who are found to be refugees are granted a Temporary Protection Visa in the 
first instance. ‘Lawful arrivals’ may be granted permanent protection visas. 

2.2 The size and composition of the Humanitarian 
Program  

The Humanitarian Program has been set at 12,000 new places each year in 
recent years. This table shows the number of visas granted between 1998-99 
and 2002-03 for the main categories: 
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Category 1998-99 1999-00 2000-01 2001-02 2002-03 

Refugee 3,988 3,802 3,997 4,160 4,376 

Special  
Humanitarian 

4,348 3,051 3,116 4,258 7,280 

Safe Haven*  5,900    

Onshore  
Protection 

1,830 2,458 5,577 3,885 866 

Other 1,190 649 1,043 46 3 

Total 11,356 15,860* 13,733 12,349 12,525 

* 4,000 Safe Haven visas were granted to Kosovars offshore and 1,900 to East Timorese 
onshore. 

 
The national origins of people entering under the Humanitarian Program 
have changed during this period. In 1998-99, nearly 50 per cent of people 
entering under the offshore resettlement program were from Europe; 30 per 
cent were from the Middle East and South West Asia and 16 per cent from 
Africa. The order was reversed in 2002-03: nearly 50 per cent came from 
Africa, 37 per cent were from the Middle East and South West Asia and 
fewer than 10 per cent were from Europe.  
 
In 2002-03, there were 504 Woman at Risk visa grants, the highest number 
for five years. 
 
In 2004-05 the Humanitarian Program has been set at 13,000 new places. 
About 75 per cent of the offshore places are planned to come from Africa 
and about 20 per cent from the Middle East and South West Asia. 
 
The number of applications from people in Australia has fallen in recent 
years. In 2001-02 there were 8,435 applications and in 2002-03 there were 
4,900. 

2.3 Recent Humanitarian Program entrants and asylum 
seekers in Victoria 

During the last five years, more than 13,000 people granted permanent 
protection visas on humanitarian grounds settled in Victoria, around 30 per 
cent of the Australian total. 
 
They came from many countries, as the following table of arrivals between 
1 July 1998 and 30 June 2003 shows. Reflecting the changing composition 
of the Humanitarian Program intake, in 2004-05 approximately 70 per cent 
of Victoria’s entrants will come from Africa, mainly South Sudan. 
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Country of birth Number

Former Yugoslavia (not further defined) 2,773

Iraq 1,901

Sudan 1,792

Bosnia-Herzegovina 1,211

Afghanistan 945

Croatia 847

Somalia 723

Ethiopia 626

Iran 412

Eritrea 284

Egypt 196

Federal Republic of Yugoslavia 176

Burma (Myanmar) 146

Turkey 143

Kenya 136

Sri Lanka 135

Kenya 131

Kuwait 110

Vietnam 70

Pakistan 56

Other 577

Total 13,390

Source: Department of Immigration and Multicultural and Indigenous Affairs Settlement 
Database, www.immi.gov.au/settle/data, extracted on 29/02/2004. 

 
In the five years to 30 June 2003, there were 6,469 female Humanitarian 
Program entrants and 6,808 males. About 20 per cent were aged less than 10 
and nearly 25 per cent were between 10 and 20 years old. 
 

Age and sex distribution of Humanitarian Program entrants, Victoria, 

arriving from 1 July 1998 to 30 June 2003 

Age  Female Male Total 

0-9 1,376 1,424 2,800 

10-19 1,457 1,679 3,136 

20-29 1,128 1,161 2,289 

30-39 1,272 1,252 2,524 

40-49 733 859 1,592 

50-59 310 336 646 

60-69 168 126 294 

70-79 57 33 90 

80+ 11 4 15 

Total 6,512 6,874 13,386 

Source: Department of Immigration and Multicultural and Indigenous Affairs Settlement 
Database, http://www.immi.gov.au/settle/data, data extracted on 4 January 2004 



Towards a health strategy for refugees and asylum seekers in Victoria 

 9 

In the period 1 January 2000 – 5 July 2004, Victoria received 495 entrants 
under the ‘Woman at Risk’ program, approximately a quarter of who 
arrived with at least two and up to ten dependents. They came mainly from 
Afghanistan (107), Former Yugoslavia (83), Iraq (71), Sudan (67), Bosnia 
Herzegovina (46), Iran (29), Ethiopia (28), Somalia (23), and Croatia (22). 
 
There are approximately 1,600-1,800 people on Temporary Protection Visas 
in Victoria, mainly from Afghanistan and Iraq. Many are due to have their 
status reviewed in the near future. 
 
There are estimated to be around 2,000 community based asylum seekers in 
the state. Their applications are at various stages of consideration. Each 
year, about 350-450 people who are in Victoria apply for asylum. The 
number has been declining in recent years. 

2.3.1 Settlement pattern of recently arrived refugees in Victoria 

Historically, newly arrived refugees tended to settle in certain areas, 
particularly in the west and north of Melbourne’s inner city and in the south-
eastern suburbs. While these remain significant settlement areas, there has 
been an increasing trend toward more dispersed settlement which is 
reflected in the table below. In 2002, refugees settled in over 40 local 
government areas.  
 
In Melbourne, dispersal is due to a combination of factors including the 
general trend toward outer-suburban growth, reduced availability of public 
housing stock in the inner city and the relative affordability of housing in 
outer suburban areas. In addition, a significant proportion of Humanitarian 
Program entrants are large families who face limited accommodation 
options in Melbourne’s inner-city (DIMIA 2003). 
 
With the support of the Australian and state governments, there has been 
increasing refugee settlement in rural and regional Victoria. Some rural 
councils have been involved as well, seeking to attract new arrivals to 
address population loss and the demand for labor. 
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Victorian local government areas of intended residence, Humanitarian 

Program entrants arriving 1 July 1998 to 30 June 2003 

Local Government Area Total Local Government Area Total 

Ballarat  4 Maroondah  103 

Banyule  218 Melbourne  295 

Bayside  51 Melton  45 

Boroondara  146 Mildura  35 

Brimbank  1,359 Moira  47 

Campaspe   Monash  448 

Cardinia  7 Moonee Valley  691 

Casey  566 Moreland  674 

Darebin  810 Mornington Peninsula  

Glen Eira  129 Nillumbik  6 

Greater Bendigo  4 Port Phillip  103 

Dandenong  3,370 Stonnington  76 

Greater Geelong  342 Swan Hill   

Greater Shepparton  189 Warrnambool   

Hobson’s Bay  250 Wellington  4 

Hume  1,180 Whitehorse  195 

Indigo   Whittlesea  355 

Kingston  256 Wodonga  56 

Knox  103 Wyndham  130 

La Trobe  12 Yarra  149 

Loddon   Yarra Ranges  17 

Manningham  135 Melbourne unspecified 51 

Maribyrnong  810 Total 13,766 

Source: Department of Immigration and Multicultural and Indigenous Affairs Settlement 
Database, www.immi.gov.au/settle/data , data extracted 17.09.03 

2.4 Refugees and people of refugee backgrounds in 
Victoria  

The preceding section described refugees who arrived during the last five 
years. There is no precise data on the number of refugees and displaced 
people settled in Victoria who arrived during the course of the last 50 years. 
As indicated previously, James Jupp recently estimated that five per cent of 
the Australian population have direct experience of the refugee situation as 
refugees themselves or having refugee parents. If that proportion was 
resident in Victoria, they would number around 250,000 Victorians. 
 
There is also no specific data on the number of people who have had 
‘refugee experiences’ but entered under other visa categories, for example 
through the Family Stream of the general Migration Program. ‘Refugee 
experience’ has been defined as ‘exposure to political, religious or 
intercultural violence, persecution or oppression, armed conflict or civil 
discord that incorporates the following elements: a state of fearfulness for 
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self and family members, leaving the country of origin at short notice, 
inability to return to the country of origin, and uncertainty about the 
possibility of maintaining links with family and home.’ (Coventry 2002 at 
1). 
 
In the last five years, around 10,000 people who came under the Family 
Stream component of the general Migration Program were from the main 
countries from which refugees coming to Victoria originated. It is not 
known how many were sponsored by refugees. 
 
Recent studies have found that a large proportion of people entering as 
family migrants from refugee source countries were also exposed to 
persecution and violence. For example, a study of over 200 recently arrived 
young people found that a large proportion of those entering as family 
migrants had been exposed to persecution and violence in their countries of 
origin (Coventry et al 2002). Nearly one third reported that their families 
had been persecuted in their countries of origin, compared with 64 per cent 
of Humanitarian Program entrants; and nearly one quarter reported having 
being scared for their lives, compared with 37 per cent of Humanitarian 
Program entrants (ibid page 25).  
 
Similarly, a NSW study of migrants and refugees with Temporary 
Protection Visa Holders from the same (unnamed) ethnic group found 
similar levels of trauma exposure in the two groups (Steel et al 2003). 
 
Like those formally recognised as refugees, people who have had refugee 
experiences may require services to address health issues associated with 
their experiences and this report considers that they should be included in 
the proposed health services strategy. The term ‘people of refugee 
backgrounds’ is used in this report to refer to both refugees and to people 
who have had refugee experiences. 



 

 

"Working and Hoping" - Umar is a man who 
has learned to live in the moment. Nothing 
in his wide smile hints at the suffering he 
endured as a prisoner in Ethiopia. Nothing 
in his warm relationships with the children 
and parents he greets on the school 
crossing he supervises each day suggests 
that he has been separated from his own 
family for over 13 years. 
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3. Health issues of concern to people 
from refugee backgrounds 

Refugees have a relatively high rate of certain physical and mental health 
problems compared with other migrants and people born in Australia, 
arising from negative influences on their health before, during and following 
their forced movement. 
 
This chapter describes the main factors which adversely affect refugee 
health and key issues that have been identified in Australian and 
international research as being of particular concern to refugees. Additional 
information is provided in chapters 6-10. At the end of this chapter are three 
tables that provide overviews of, in turn, factors affecting refugee health in 
countries of origin, asylum and in Australia; health issues of concern to 
refugees; and differences between health care systems in some refugees’ 
countries of origin and Australia which have implications for accessing care 
in this country. 

3.1 The refugee experience 

Refugees flee persecution which takes many forms including denial of the 
right to express their religious and cultural identity, imprisonment and 
violence perpetrated by or with the complicity of the authorities. Many 
refugees spend considerable periods in countries of asylum where they are 
regarded as unwelcome and burdensome aliens (UNHCR 2002). 
 
Health assessments by VFST of people who entered Australia under the 
Humanitarian Program indicate that 7 in 10 have experienced psychological 
or physical abuse of some kind (VFST 1998). A NSW study of 
Humanitarian Program entrants found that 1 in 4 had been subject to torture 
or severe trauma (Iredale et al 1996). Similar patterns emerge in a number 
of studies conducted elsewhere in Australia and overseas (Papageorgiou et 
al 2000; Hondius et al 2000; Ward et al 2001). 
 
Exposure to torture and other traumatic experiences can influence access to 
and participation in health care by affecting the capacity to: 

 care for one’s own health 

 develop trust in and rapport with health care providers, a particular 
concern for those from regimes where people in positions of authority, 
among them health care providers, were involved in perpetrating or 
supervising torture and  
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 tolerate invasive or anxiety provoking procedures which may serve as 
painful reminders of past experiences (VFST 1998; VFST 2002). 

The vast majority of the world’s refugees both originate from and seek 
asylum in some of the poorest countries in the world (UNHCR 2002). As a 
consequence, many will have experienced prolonged periods where they 
lacked both the basic resources and opportunities required for good health 
such as an adequate food supply, shelter, personal safety, income and 
education. Infectious and parasitic diseases long under control in Australia 
are commonplace in some of countries of refugee origin (Toole 2003). 
 
Many refugees have had limited or disrupted access to health care, the result 
of the breakdown of health care systems in their countries of origin, or 
constraints on their access to health care in the context of human rights 
abuses (ibid). With many countries struggling to meet even acute health care 
needs, refugees are likely to have had particularly limited access to illness 
prevention programs, now well established in Australia, such as cervical and 
breast cancer screening (Stauffer 2002), immunisation (Biggs and Skull 
2003) and child health and development surveillance (Lynch 2000). 

3.2 Settlement factors 

Countries of settlement provide shelter from the persecution that refugees 
flee but economic, social and other circumstances may be negative 
influences on refugee health and wellbeing, particularly in the early post 
arrival period. These can compound existing health problems, inhibit 
recovery and even contribute to the development of new disorders (Webb 
and Manderson 1990). 
 
International and Australian research indicates that access to social and 
economic resources has a powerful influence on both physical and mental 
health (Wilkinson and Marmot 2003). In general, people who have good 
access to these resources tend to enjoy better health than those whose access 
is limited (Kennedy et al 1998). 
 
The World Health Organization identifies ten factors as being particularly 
influential including (Wilkinson and Marmot 2003): 

 socio-economic status 

 stress 

 the quality of environment in early life 

 social exclusion 

 working conditions 

 unemployment 

 social support 

 addiction 
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 diet and food supply 

 transport. 
In a review of national and international literature, the Victorian Health 
Promotion Foundation identified three factors as having a particular impact 
on mental health and wellbeing: 

 social connection 

 participation in economic processes and institutions, such as education 
and employment and 

 freedom from discrimination and violence (VicHealth 1999). 
 
As indicated in the preceding chapter, the Australian Government has given 
increasing priority to refugees from developing countries, in particular those 
from Africa. Some entrants from these countries are highly educated and 
skilled and held professional and senior positions in their countries of 
origin. Adjustment to a lower social and economic standing in Australia 
may be particularly difficult for them (Hermansson et al 2002).  
 
Others originated from rural or pastoral communities where they had limited 
exposure to modern technology, urbanisation and industrialisation. 
Adjusting to life in Australian cities may be very stressful (Ward et al 2001; 
Lin 1986).  
 
The health systems of refugees’ countries of origin and asylum may be very 
different to the Australian system and the differences can have significant 
implications for accessing health care in Australia. For example, many 
refugees are used to accessing health care through hospitals and clinics are 
not familiar with the role of general practitioners. One consequence is an 
increased likelihood of using hospital emergency services for general 
medical care. The third table at the end of this chapter identifies differences 
between health systems of refugee countries of origin and of Australia and 
the implications the differences for refugee access to services in this 
country. 
 
Some refugees from developing countries have had limited or disrupted 
access to education and employment and have limited literacy in their first 
language (McNaught and McGrath 1997), a significant barrier to learning a 
new language (Allender 1998).  
 
Limited language proficiency has an impact on health (Beiser and Hou 
2001; Chung et al 2001) and on the quality and accessibility of care 
(Hampers et al 1999). It also influences access to the resources required for 
health, such as education, employment and social support (Beiser and Hou 
2001).  
 
Some refugee groups that are relatively new to Australia are distinctive 
because of appearance and other characteristics and may be particularly 
vulnerable to discrimination, racism and social exclusion (EOC 2001; 
2001a, 2001b; UNESCCHR 2002; HREOC 1991, 1999, 2001), factors 
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detrimental to health (MacKenzie 2003). Muslim women wearing traditional 
head scarves have been harassed (EOC 2001a, 2001b). 

3.3 Impacts on refugee families 

The refugee and resettlement experiences can have a disruptive impact on 
refugee families, a particular concern because supportive family 
relationships play a critical role in health and wellbeing, particularly for 
dependents such as seniors (Tran in Ward et al 1991) and children and 
young people (Fazel and Stein 2002). Specifically: 

 families may not be intact on arrival or may be reuniting after a long 
period of separation and require time to adjust 

 some refugees such as children and single men and women arrive 
without customary family support 

 tensions may arise within families as men and women adjust to 
differences in gender roles and status between their country of origin 
and Australia 

 refugee parents may find that approaches to child welfare and 
discipline in the countries of origin and Australia are significantly 
different 

 inter-generational conflict may arise as children and young people 
tend to acquire English, learn about Australian systems and culture 
and adapt to the ways of their new country more rapidly than adults. 
Young people are also likely to be accorded a greater range of rights 
and freedoms in Australia than  in many refugee home countries and 
this may contribute to intergenerational conflict 

 children’s and young people’s more rapid adaptation may lead to a 
reliance on them by parents and guardians to translate, interpret and 
mediate with systems in Australia. This has the potential to 
fundamentally alter power and dependency relationships in families 

 refugees often experience financial difficulties because they send 
money to relatives overseas even though  they themselves may have 
very low incomes. 

3.4 Impacts on refugee communities 

Refugee and migrant communities play an important role in supporting 
newcomers, offering opportunities to reconnect with cultural and religious 
practices, orienting them to a new community and linking them with 
important settlement resources including health care. Owing to increased 
diversity in Australia’s refugee intake, many refugees are from small 
communities which are just beginning to establish in Australia. Small and 
newly emerging communities may be able to provide little support to 
newcomers and to offer limited opportunities for economic participation 
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through ethnic businesses and networks; they may have few cultural 
resources such as places of worship and ethnic newspapers (Jupp 1991; 
HREOC 1999). Some groups are weakened by divisions reflecting conflicts 
in countries-of-origin and the impact of trauma and the stresses of 
resettlement on community cohesion and capacity. 

3.5 Gender 

While displacement is difficult for all refugees, women are often the most 
seriously affected for a range of reasons, coupled with the fact that their 
needs are often likely to go unnoticed (Allotey 1998; Burnett and Peel 
2001). 
 
As described in the preceding chapter, the Humanitarian Program includes 
the Woman at Risk visa for women identified by the UNHCR as being 
particularly vulnerable. There is a consensus internationally that women 
selected as part of the Woman at Risk program require more intensive 
health care and social support (UNHCR 1998; 2002).  
 
More generally, refugee women may have particular health and social 
support needs deriving from: 

 previous experiences of physical and sexual assault and rape (Chung 
et al 2001) 

 most take on roles they are unaccustomed to, including becoming the 
head of the household and taking responsibility for community 
cohesion (UNPF 2000; UNIFEM 2000) 

 responsibility for large and extended families – female refugees from 
Sudan, Somalia, Ethiopia, Eritrea and Afghanistan who arrived in 
recent years have particularly large families, on average between four 
and seven, and up to 12 dependents 

 vulnerability to social isolation after migration - this is particularly the 
case for women who have lost family members and / or not in paid 
employment in Australia 

 lack of access to, and control over, material and economic resources  -
limited literacy, education and prior formal work experience may 
compound women’s disadvantage in accessing these resources in 
Australia; training and employment programs are often aimed towards 
men 

 adjustment to differences in child rearing practices and gender roles 
between their country-of-origin and Australia. Role readjustment is a 
particular issue for single and sole parent women who experience the 
demands and expectations of a new society without the support of a 
partner or other significant adult. It is often difficult for these women 
to study English or to find work, as they are overwhelmed with 
parenting responsibilities. 
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 divorce and serial marriage may be common for families under stress, 
which leaves women with sole responsibility for children 

 women may feel reluctant to voice their needs, especially in cultures 
where men are traditionally the spokespeople 

 women are less likely than men to speak English 

 women are more likely to report poor health and depression 

 screening programs are likely to have low uptake among refugee 
women 

 women are likely to require sexual health care, family planning and 
maternity care that is culturally sensitive and gender sensitive - the 
implications for service providers are that women should be offered 
the choice of gender of the health care worker and interpreter 

 women from some cultural backgrounds are likely to have low levels 
of literacy and low health literacy in particular 

 some women may have undergone genital mutilation that can affect 
sexual health and childbirth; women affected by genital mutilation 
may face barriers in accessing sensitive health care (VFST 2002) 

 refugee women may be particularly vulnerable to domestic violence 
because of a variety of factors e.g. the stress on family members 
arising from violence they experienced and witnessed in countries of 
origin may manifest itself in violent conduct towards each other;  
refugee women who are exposed to domestic violence in Australia 
may experience difficulty accessing support from informal and formal 
sources because of vulnerability associated with their past 
experiences, lack of awareness of Australian domestic violence laws, 
fear of involving police given negative experiences of law 
enforcement agencies in their countries of origin and strong cultural 
prohibitions against marital separation in some communities (VFST 
2002). 

 
Refugee men for whom identity may be integrally linked with their paid 
work, their roles as providers and their participation in civic society, may 
experience particular difficulties adjusting to the loss of social status that 
often accompanies resettlement, especially if they are unemployed or unable 
to work in their former professions (Hermansson et al 2002). 
 
A significant number of refugees are single men who may have been 
accustomed to having domestic tasks such as cooking and cleaning 
performed for them by female relatives. Men in these circumstances may 
also face the adjustment associated with the loss of emotional support and 
natural male role models, such as fathers and uncles, associated with the 
extended family (UNHCR 2002). 
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3.6 Age 

A significant proportion of Humanitarian Program arrivals are children and 
young people. The refugee and resettlement experiences may have a 
particular impact on this group as they coincide with critical stages of 
children’s physical, emotional and intellectual development (Athey and 
Ahearn 1991). The concerns of refugee children and young people are 
outlined in greater detail in Chapter 7. 
 
Refugee seniors constitute a small proportion of the current intake through 
the Humanitarian Program. This group face particular constraints on their 
access to social resources required for health, described below (Chapter 9). 
Moreover, a growing body of research and practice experience suggests that 
senior Victorians who arrived as refugees through earlier waves of post war 
settlement have particular needs to take into account in health and 
community services policies pertaining to the aged. 
 

Table 1: Factors affecting refugee health 

Experiences in  

countries of origin and asylum 

Experiences in  

the settlement environment 

 forced displacement 

 violence and human rights abuses 

 loss of and separation from family 
members, often in violent 
circumstances 

 deprivation of cultural and religious 
institutions and practices 

 periods of deprivation and poverty 

 lack of access to health care 

 constraints on access to education, 
employment, family and community 
support, and adequate income 

 detention centre experiences 

 prolonged uncertainty about the future

 absence of family members, home 
and community  

 lack of social and family support  

 guilt about family members 
remaining in difficult 
circumstances overseas  

 limited access to cultural and 
religious institutions and cultural 
communities 

 stress associated with learning a 
new language, adjusting to a new 
culture and dealing with the 
practical tasks of establishing life 
in a new country 

 unemployment and 
underemployment  

 poverty 

 insecure housing  

 lack of understanding, and in some 
cases, racist and xenophobic 
behaviour, in the wider 
community. 
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Table 2: Health concerns of refugees 

Health concerns Key issues 
Mental health and psycho-social issues 

 depression 

 anxiety 

 grief 

 guilt 

 somatic disorders 

 attachment and relationship 
difficulties 

 a loss of a sense of hope, meaning and 
purpose to life 

 loss of identity and a diminished 
sense of belonging 

 internalised mistrust and suspicion 

 post traumatic stress disorder 
symptoms 

 cultural adjustment and 
intergenerational issues 

 constraints on access to resources  

 associated with exposure to 
traumatic experiences and other 
antecedents in the course of the 
refugee experience 

 may persist long after arrival in a 
safe country 

 can be exacerbated by stresses and 
resource deficits in the period of 
resettlement. 

Nutritional deficiencies, in particular 

 iron 

 folate 

 vitamin A 

 vitamin D – settlers with dark skin 
where climatic, lifestyle and cultural 
factors (e.g. skin coverage) in 
Australia lead to reduced exposure to 
sunlight 

 may result from prolonged food 
deprivation and/or sub-optimal diet 

 potentially serious health 
implications (e.g. maternal Vitamin 
D deficiency associated with bony 
rickets in offspring) 

 early identification is important as 
some deficiencies are asymptomatic, 
but may have serious long-term 
health consequences e.g. Vitamin D 
deficiency is associated with early 
onset osteoporosis in adults; folate 
deficiency is associated with neural 
tube defects in the offspring of 
affected mothers 

Intestinal parasitic disease  endemic in developing countries 

 often asymptomatic 

 may be associated with iron 
deficiency 

 can be life threatening if immuno-
suppressed. 
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Health concerns Key issues 
Infectious diseases including 

 tuberculosis 

 hepatitis B and C 

 AIDS/HIV 

 

 some infectious diseases endemic in 
developing countries 

 public health programs (e.g. 
tuberculosis control) difficult to 
implement and maintain in 
emergency situations such as refugee 
camps 

 identification of entrants with 
infectious disease is important for 
both public and individual patient 
care purposes (e.g. people with 
Hepatitis B or Hepatitis C will 
require long term monitoring as they 
are at increased risk of other serious 
conditions). 

Injuries sustained in the course of torture 
and trauma 

 may be untreated or poorly 
managed. 

Chronic disease  due to poor or disrupted access to 
health care 

 may not be diagnosed or be 
inadequately managed, particularly 
in countries with poorly developed 
health care infrastructure 

 stress and deprivation associated 
with the refugee experience may be 
factors in the onset of some chronic 
disease e.g. diabetes mellitus. 

Childhood development  Childhood developmental problems 
due variously to 

 deprivation and trauma 

 poor antenatal and birth care 

 prior exposure to infectious disease 

 poor management of common infant 
and childhood diseases e.g. febrile 
illness; 

 poor child health surveillance in 
some countries. 

Dental  the result of poor diet and limited 
access to the resources required for 
dental hygiene in the course of the 
refugee experience 

 damage to teeth and gums sustained 
through torture and other violent 
experiences. 
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Health concerns Key issues 
Visual   limited access to screening 

 misplaced, damaged or stolen 
prescription glasses. 

Hearing   possibility of hearing impairment 
due to exposure to explosive activity 
in conflict zones 

 limited access to screening. 

Immunisation   low rates of immunisation against 
vaccine preventable disease in many 
countries 

 immunisation programs often 
disrupted by war and conflict 

 acceptance of immunisation in 
resettlement countries may be 
affected by past negative 
experiences of immunisation 
programs e.g. coercive practices, 
inadequate follow-up of 
complications of immunisation. 

Women’s health issues   sexual assault 

 accorded a low priority in countries 
struggling to meet acute health care 
needs 

 female genital mutilation prevalent 
in some African countries - has 
implications for gynaecological and 
obstetric care. 
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Table 3: Implications of differences between health systems for access 

to care in Australia 

Features of health care reported by 

refugees from developing countries  

Possible implications for accessing 

health care in Australia 
Health care is accessed through centrally 
located hospitals and clinics where health 
care providers work from one location; 
specialists are accessed directly. 

Client’s relationship is with the clinic not 
an individual health care provider. 

Lack of familiarity with the role of 
general practitioners (particularly in 
accessing specialists) and other primary 
health care providers. 

Limited awareness of the importance 
and advantages of establishing a 
relationship with a general practitioner. 

Increased likelihood of using hospital 
emergency services for general medical 
care (Pogore et al 2003). 

Follow-up care through multiple venues 
may be experienced as stressful and 
complex. 

GP involvement in specialist referral 
may be perceived as a delay to 
diagnosis and treatment. 

Health care is accessed on a ‘first-come, 
first served’ basis, rather than by 
appointment 

Unaware of the pivotal role of 
appointments in administration and 
funding of health care in Australia. 

Local experience suggests high rate of 
failure to attend, a finding supported in 
some, though not all international 
studies (Power and Shandy 1998). 

Pharmaceuticals are often unregulated; 
available ‘over-the-counter’ and used 
more widely for common physical and 
somatic conditions than is the case in 
Australia e.g. antibiotics for viral 
infections 

Issues associated with compliance with 
treatment regimens and the appropriate 
use of medicines. 

Loss of faith in providers and 
interventions when pharmacological 
approaches not used (see also VFST 
1999). 

Mental health and social support services 
not well developed. 

Stigma attached to mental illness. 

Focus on physical concerns with limited 
emphasis on mental health and social 
support issues, health promotion and 
illness prevention. 

Delayed help seeking, particularly 
related to mental health concerns. 

Limited awareness of the role of 
primary health care providers, in 
particular GPs, in addressing psycho-
social concerns. 
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Features of health care reported by 

refugees from developing countries  

Possible implications for accessing 

health care in Australia 
Focus on acute care in the context of low 
levels of expenditure on health. 

Limited awareness of the possibilities 
for treatment in Australia. 

Learned acceptance of sub-optimal 
health as something one must ‘learn to 
live with’. 

Delayed help seeking. 

Limited familiarity with illness 
prevention services. 

More traditional and hierarchical 
relationships prevail between health care 
providers and patients. 

Reduced inclination to play an assertive 
or active role in health care. 

Limited familiarity with concepts of 
informed consent and confidentiality. 
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4. Australian Government programs 
and services for refugees and 
asylum seekers 

This chapter describes the main programs and services for refugees and 
asylum seekers that are provided and funded by the Australian Government. 

4.1 Planning and coordination 

Coordination of the settlement of migrants and refugees occurs through the 
National Integrated Settlement Strategy (NISS), a planning framework 
involving state and territory governments and non-government 
organisations. State and Territory governments are engaged primarily 
through settlement planning committees convened by state based offices of 
the Department of Immigration and Multicultural and Indigenous Affairs. In 
Victoria, this is the Victorian Settlement Planning Committee. 
 
The NISS is concerned with migrants and refugees offered permanent 
settlement in Australia. Temporary Protection Visa holders are not formally 
included in the terms of reference of NISS planning structures. At the time 
of writing this was under discussion. 

4.2 Review of settlement services 

The Australian Government recently conducted a review of settlement 
services for migrants and Humanitarian Program entrants. The report of the 
review, released in May 2003, places significant emphasis on needs based 
planning in settlement services particularly in light of increasing Australian 
Government support for regional and rural resettlement and recommends 
substantial changes in funding arrangements for these services. It also 
proposes that settlement services be targeted to Humanitarian Program 
entrants who have arrived in the last five years, family migrants with limited 
language proficiency and newly emerging communities (DIMIA 2003). 

4.3 Migrants and Humanitarian Program entrants 
offered permanent settlement 

The thrust of Australian Government settlement policy is to support the 
settlement of new arrivals in the states and territories in which they live and 
to access programs and services provided for the general community 
(DIMIA 2003). 
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The settlement of migrants and refugees is considered to be a shared 
responsibility of the three tiers of government and the non-government and 
corporate sectors. This is embodied in the planning structures of the NISS 
and the Charter for Public Service in a Culturally Diverse Society, which 
was developed by the Australian Government and endorsed by all state and 
territory governments and the Local Government Association (DIMIA 
1998). The Charter of Public Service in a Culturally Diverse Society 
identifies the following principles for service provision: 

 access - government services should be available to everyone who is 
entitled to them and should be free of any form of discrimination 
irrespective of a person’s country of birth, language, culture, race or 
religion 

 equity - government services should be developed and delivered on 
the basis of fair treatment of clients who are eligible to receive them 

 communication - government service providers should use strategies 
to inform eligible clients of services and their entitlement and how 
they can obtain them. Providers should also consult with their clients 
regularly about the adequacy, design and standard of government 
services 

 responsiveness - government services should be sensitive to the needs 
and requirements of clients from diverse linguistic and cultural 
backgrounds, and responsive as far as practicable to the particular 
circumstances of individuals 

 effectiveness - government service providers should be ‘results–
oriented’ focusing on meeting the needs of clients from all 
backgrounds 

 efficiency - government service providers should optimize the use of 
available public resources through a user-responsive approach to 
service delivery which meets the needs of clients 

 accountability - government service providers should have a reporting 
mechanism in place which ensures they are accountable for 
implementing Charter objectives for clients, for example by reporting 
on this in annual reports. 

 
The Charter aims to secure access and equity for people from culturally and 
linguistically diverse communities using government and government 
funded services.  
 
The Australian Government recognises that there are areas in which 
migrants and refugees require support to facilitate access to mainstream 
services. Accordingly, it funds services to strengthen the capacity of 
individuals to access resources in their local communities, of refugee and 
migrant communities to address issues of concern to them and of services to 
meet the needs of new arrivals. These include the Translating and 
Interpreting Service, the Adult Migrant English Program, the Community 
Settlement Services Scheme, Migrant Resource Centres and Migrant 
Services Agencies.  
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The following table provides an overview of settlement services for 
migrants and Humanitarian Program entrants offered permanent settlement. 
 

Migrant Resource Centres/Migrant Service Agencies 

 multilingual information, advice and referral services 

 a resource base for the settlement activities of migrant communities 

 the development of specific services to meet local need; and 

 activities to promote awareness of the needs of migrants and humanitarian 
entrants. 

There are six Migrant Resource Centres and 1 Migrant Service Agency in 
Victoria. 

Adult Migrant English Program 

 up to 510 hours of instruction 

 Humanitarian Program entrants can access an additional 100 hours if 
required 

Provided in Victoria by Adult Multicultural Education Services and the 
Northern Metropolitan Institute of TAFE and their partners.  

Translating and Interpreting Service 

 telephone interpreting 24 hours  

 on-site interpreting 

 a free summary or extract translation into English of certain documents 
necessary for settlement in Australia (e.g. birth certificates, educational 
qualifications) is available within the first two years of arrival or upon 
being granted permanent residence. 

Interpreting is available to individuals and groups in the community who 
provide settlement- related services to non-English speaking permanent visa 
holders or citizens. Doctors and specialists in private practice who provide a 
service under Medicare are entitled to free interpreting. Other groups include 
Migrant Resource Centres and some non-government community 
organisations. 

Community Settlement Services Scheme 

Funds not-for-profit community organisations and local government bodies 
to deliver settlement information and referral services to individuals, to 
facilitate community capacity building and to promote client needs to 
mainstream services providers. 
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4.4 Services for Humanitarian Program entrants 

It is recognised that Humanitarian Program entrants are likely to require 
more intensive settlement support given the impact of pre-arrival 
experiences; the fact that they are likely to have fewer resources at their 
disposal to build a new life; and that they are less likely to have family and 
community connections in Australia. This support is provided through the 
Integrated Humanitarian Settlement Strategy (IHSS) provided on a 
contractual basis by non-government services in each state and territory. 
The IHSS comprises seven service types shown here: 
 

Service  Providers in Victoria in 2003 
Information provision and case 
management  within the first 6 months of 
arrival so that entrants are aware of their 
new environment and are linked to 
essential services such as income 
support, Medicare, education and 
training, employment and other IHSS 
services 

 New Hope Foundation 

 Migrant Resource Centre North East 

 Southern Information & Refugee 
Support Services   

 Geelong Ethnic Communities’ 
Council 

 Migrant Information Centre (Eastern 
Melbourne) 

Accommodation support - assistance 
within the first 6-12 months of arrival to 
find long term accommodation and, if 
required, the provision of interim 
accommodation (intended for 4 weeks 
only) 

 Geelong Ethnic Communities’ 
Council 

 Migrant Resource Centre North East 

 Southern Information & Refugee 
Support Services  

 New Hope Foundation 

Household formation support - provision 
of a basic package of household items 

 Geelong Ethnic Communities’ 
Council 

 St Vincent DePaul 

Early Health Assessment and 
Intervention - assistance within first 12 
months of arrival to access health care 
services and overcome psychological 
health problems. Works with other health 
care providers to ensure their sensitivity 
to the needs of Humanitarian Program 
entrants 

 Victorian Foundation for Survivors 
of Torture 

Community Support for Refugees - 
registers volunteers who provide support 
and friendship to new Humanitarian 
Program entrants and raise community 
awareness of the refugee experience 

 

 Volunteers 
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Service  Providers in Victoria in 2003 
Proposers Support - provides information 
to enable proposers of Humanitarian 
Program entrants to fulfil their 
undertakings 

 Geelong Ethnic Communities’ 
Council 

 New Hope Foundation 

 Migrant Resource Centre North East 

 Migrant Information Centre (Eastern 
Melbourne) 

 Southern Information & Refugee 
Support 

Service Support - helps IHSS contractors 
with training required to meet their 
obligations as service providers 

 Myriad Consultants 

 Deakin University 

 Migrant Resource Centre North East 

 Deakin Consortium 

 
The Australian Government funds two other health and community services 
programs targeted to people from refugee backgrounds. These are: 

 the Program of Assistance for Survivors of Torture and Trauma. This 
program is delivered through services in each of the states and 
territories and is funded by the Department of Health and Ageing. It 
has a dual emphasis, involving the provision of counselling and 
support services to refugees and strategies to enhance the 
responsiveness of mainstream health and support services to their 
needs. Services can be accessed at any time following arrival. 

 the Special Needs Subsidy Scheme, funded by the Department of 
Family and Community Services, subsidises child care facilities to 
assist children and families from refugee backgrounds participate in 
mainstream child care. 

 
The Department of Education, Training and Youth Affairs funds job 
placement, employment and training providers. Two of these - the 
Springvale Community Aid and Advice Bureau and the Centre for 
Multicultural Youth Issues – have a specific focus on refugee young people. 
 
The funding of Migrant Resource Centres and of organisations under the 
Community Settlement Services Scheme has been based on historical 
patterns of refugee settlement. The Review of Settlement Services 
recommended that the two programs be amalgamated and that assessment 
for grants be on a ‘needs-based’ criteria to enable better targeting of services 
to those most in need, ensure greater contestability and overcome inequities 
and inefficiencies, particularly in regional areas. 
 
These changes, to be implemented over a two to three year period, are likely 
to have a significant impact on the provision of settlement services and 
settlement planning and would need to be monitored in the development of 
the Victorian refugee and asylum seekers health services strategy. 
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4.5 Entitlements 

By international standards, the Australian Government has a well developed 
and generous program of support for refugees accepted for permanent 
settlement. Refugees with Temporary Protection Visas and asylum seekers 
have significantly fewer entitlements. 
 
Policies relating to asylum seekers have developed in the context of the 
Australian Government’s objective of discouraging ‘misuse of (Australia’s) 
protective process by unauthorised arrivals and the use of people smugglers 
to assist people to travel unlawfully to Australia’ (DIMIA 2003b) and the 
‘misuse (of these provisions) by people who have abandoned protection 
elsewhere because they would prefer to live in Australia’ (Ruddock 2003). 
As a consequence, people who arrived without authorization and claimed 
asylum are ineligible for many settlement supports and health care programs 
funded by the Australian Government. The following table gives an 
overview of the entitlements of four main groups of visa holders. 
 

 Humanitarian 

Program 

entrants with 

Permanent 

Protection 

Visa 

Humanitarian 

Program 

entrants with 

Temporary 

Protection 

Visa 

Community 

based 

asylum 

seekers 

Family 

Stream 

entrants 

Medicare  Yes Yes Generally 
only if have 
work rights - 
some 
exceptions; 
some others 
eligible for 
health care 
assistance 
through 
Asylum 
Seeker 
Assistance 
Scheme 
(ASAS)   

Yes  

Centrelink 
payments 

Yes Eligible for 
some payments 

 

No – some 
eligible for 
assistance 
through 
ASAS 

Generally 
only if 
Australian 
resident for 2 
years – no 
waiting 
period in 
certain cases 
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 Humanitarian 

Program 

entrants with 

Permanent 

Protection 

Visa 

Humanitarian 

Program 

entrants with 

Temporary 

Protection 

Visa 

Community 

based 

asylum 

seekers 

Family 

Stream 

entrants 

Health Care 
Card 

Yes Yes No Generally 
only if 
Australian 
resident for 2 
years – no 
waiting 
period in 
certain cases  

Pharmaceutical 
Benefits Scheme  

Yes Yes  No Yes  - may be 
entitled to 
additional 
assistance if 
have Health 
Care Card or 
Centrelink 
card. 

Translating and 
Interpreting 
Services  

Yes No 

 

No 

 

Yes 

Early Health 
Assessment 

Yes for first 12 
months 

Yes for first 12 
months 

No No 

Program of 
Assistance for 
Survivors of 
Torture and 
Trauma services 

Yes Yes Generally No 
- eligible for 
trauma 
counselling 
through 
ASAS at 
certain 
stages.  

Yes 

Adult Migrant 
English Program 

Yes No No Yes 

Settlement and 
orientation 
services through 
the IHSS 

Yes Only Early 
Health 
Assessment 

No No 

Assistance 
through Migrant 
Resource 
Centre/Migrant 
Service Agency 

Yes If agency has 
state funded 
program 

If agency has 
state funded 
program 

Yes 

Job Network 
Assistance 

Yes Limited 
assistance 

No Limited in 
first 2 years 
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4.5.1 Humanitarian Program entrants with permanent protection 
visas 

Humanitarian Program entrants offered permanent settlement are generally 
eligible for the same benefits and programs as Australian nationals and to 
settlement assistance described above. 
 
Prior to 2000, people entering on Refugee visas received different levels of 
assistance to people entering on Special Humanitarian Program visas. 
People entering through the Refugee category were generally offered more 
intensive support, including 13 weeks in on-arrival supported 
accommodation. Individual settlement and early health support was offered 
routinely. Special Humanitarian Program entrants were offered less 
intensive support since it was expected that the person or group proposing 
them would assume primary responsibility for their settlement. 
 
In 2000, four significant changes were made in the implementation of the 
IHSS: 

 eligibility for support is now determined via a pre-departure interview 
conducted by DIMIA, rather than on the basis of visa category 

 the maximum period of time in subsidised on-arrival accommodation 
was reduced from 13 weeks to 4 weeks in order to “[reduce] 
dependency of humanitarian program entrants on supported 
accommodation’ (DIMIA 2003 at 181) 

 there was a shift from a grants based funding process to a 
purchaser/provider model of service delivery based on competitive 
tendering 

 all entrants became eligible for household formation support and the 
amount of assistance provided was increased. It was increased again 
in 2003. 

 
The intent of basing eligibility on entry category was to ensure that 
assistance was targeted to those most in need. In practice, however, the 
presence of a proposer has tended to be treated by overseas posts as an 
indicator that an applicant has sufficient support. That is, entrants who are 
proposed tend not to be assessed as requiring subsidised housing, help with 
finding accommodation or assistance from the Initial Information and 
Orientation Provider, but rather are dependent on their proposer for these. In 
practice these entrants are generally only eligible for support through the 
Early Health Assessment and Intervention Program and Household 
Formation assistance, with any other settlement needs being addressed 
through Migrant Resource Centres or Community Settlement Services 
Scheme funded organisations.  Over the last five years more than half of 
Humanitarian Program entrants offered permanent settlement were proposed 
under the Special Humanitarian Program component. 
 
The proposer system provides an important mechanism for enhancing 
community support, in particular ethnic community support, to newly 
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arrived refugees. However, many proposers have themselves only recently 
arrived in Australia and may be struggling with the practical and emotional 
demands of settlement. Their knowledge of systems and services in 
Australia may not be sufficiently well developed to enable them to be a 
primary source of support and advocacy for new arrivals. These 
arrangements are also vulnerable to breaking down (DIMIA 2003). In some 
cases the proposer may be a community group rather than an individual and 
there may be a lack of clarity about who is responsible for their support. 
 
As a consequence many entrants who are proposed struggle to access 
services and resources in the early settlement period. The reduction in time 
spent in subsidised housing and the competitive tendering of on-arrival 
accommodation, leading to more dispersed settlement, has contributed to 
problems of accessibility, with many new arrivals being housed some 
distance from health services. 
 
Humanitarian Program entrants offered permanent settlement are eligible to 
propose immediate family (spouse, dependent spouse and dependent 
children or parent, where the proposer is under 18 years of age) for entry to 
Australia under the split family provisions of the Humanitarian Program. 
Unlike their counterparts through the Family Stream of the Migration 
Program they do not need to have been in Australia for a prescribed period 
before being able to propose family members for settlement. People 
sponsored through the split family provisions are eligible for the same 
services and programs as other Humanitarian Program entrants. 

4.5.2 Temporary Protection Visa holders 

Temporary Protection Visa holders are eligible for Medicare and some 
Australian Government payments and services e.g. Special Benefit, Rent 
Assistance and the Early Health Assessment and Intervention component of 
the IHSS. 
 
One service for which they are not eligible – the fee-free Translating and 
Interpreting Service - is particularly significant for access to primary health 
care providers such as GPs.  
 
Temporary Protection Visa holders are not eligible to apply to have family 
members join them in Australia under either the Humanitarian Program or 
the general Migration Program. 

4.5.3 Community based asylum seekers 

The eligibility of community based asylum seekers for Australian 
Government payments and services is determined by a variety of criteria. 
The following is an overview based on published DIMIA guidelines (e.g. 
DIMIA 2003c). 
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Work rights 

A community based asylum seeker who has entered Australia with a visa 
(e.g. a student visa) which has work rights may retain this entitlement until 
the visa expires. 
 
Community based asylum seekers are granted a bridging visa which may 
have work rights attached depending on individual circumstances. 
Regulations governing work rights for asylum seekers distinguish between  
people who applied before or after 1 July 1997. 
People who lodged an application before 1 July 1997 and who do not have 
work rights attached to their bridging visa can apply for a bridging visa with 
work rights. To qualify for a bridging visa with work rights, they must 
demonstrate that they have a compelling need to work. 
The eligibility for work rights of people who applied on or after 1 July 1997  
depends on how long they have been in Australia when they applied. A 
bridging visa with work rights may be granted to people who have been in 
Australia for fewer than 45 days in the 12 months before they lodged an 
application.  
 
In contrast, people who have been in Australia for 45 days or more within 
the 12 months before their protection visa application is made can only be 
granted a bridging visa without work rights. The prohibition on working 
may only be changed during the processing of an application in two 
circumstances. First, if DIMIA does not make a primary decision on the 
application within six months of the application being made. If the applicant 
held a valid visa on the day they applied for the PV, and they can 
demonstrate a compelling need to work, the applicant may then apply for 
and be granted another bridging visa with permission to work. Secondly, the 
bar on working may be rescinded if the Minister for Immigration identifies a 
group of people who are affected by a significant change in the 
circumstances in the country in which they fear persecution. 

Medicare 

Asylum seekers are eligible for Medicare if they  

 have an unfinalised application for a permanent residence visa, for 
migration or asylum and  

 hold a valid visa with work rights. 
 
Asylum seekers without work rights may qualify for Medicare if they are 
the spouse, child or parent of an Australian citizen or permanent resident.  

Financial assistance 

Financial assistance is available to eligible asylum seekers living in the 
community who are unable to meet basic needs for food, accommodation 
and health care, through the Asylum Seeker Assistance Scheme. ASAS is 
administered by DIMIA through contractual arrangements with the 
Australian Red Cross. In 2002-03, the Scheme assisted 1,865 people at a 
cost of $9.566 million. 
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To be eligible for ASAS, asylum seekers must be in financial hardship and: 

 have lodged a valid protection visa application for more than six 
months  

 not be in detention and must hold a bridging or other visa  

 not have been released from detention on an undertaking of support  

 not be eligible for either Australian or overseas government income 
support, and  

 not be a spouse, de facto or sponsored fiance(e) of a permanent 
resident.  

 
There are exemptions to these criteria for: 

 unaccompanied minors or elderly people  

 parents with children under 18 years of age, and  

 people unable to work as a result of a disability, illness or 
torture/trauma. 

 
Asylum seekers who have applied to the Refugee Review Tribunal (RRT) 
for a review of a DIMIA decision are eligible for ASAS if they cannot meet 
their basic needs and have no continuing and adequate support. ASAS 
payments cease when the RRT makes a decision on the application. People 
who have are awaiting the outcome of a legal appeal against an RRT 
decision or have applied to the Minister to use ministerial discretion to grant 
a visa are not eligible for ASAS. 

Health care assistance and counselling  

ASAS recipients who do not have access to Medicare can receive assistance 
with health care costs and can also be referred to counselling services. 

Other services 

Community based asylum seekers are not eligible for IHSS services, the 
Adult Migrant English Program, the fee-free Telephone Interpreter Service 
or to sponsor family members to come to Australia.  

4.5.4 Family Stream migrants  

People who enter Australia as migrants under the Migration Program rather 
than the Humanitarian Program are eligible for Medicare and assistance 
under the Pharmaceutical Benefits Scheme. They are generally not eligible 
to receive most social security payments until they have lived in Australia 
for 104 weeks. Immediate family members of an Australian citizen or a 
person who is a permanent resident are not subject to the waiting period. 
The qualifying residence requirement for the Aged Pension is 10 years. 
There is no waiting period for family payments to assist with the cost of 
raising children. 
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A newly arrived person who is serving the waiting period may be eligible 
for Special Benefit if they are in hardship because of circumstances beyond 
their control. 
 
Some migrants who would not otherwise meet the conditions for 
independent admission to Australian are required to have an Assurance of 
Support. This is a legally binding agreement between an Australian resident 
and the Australian Government under which the resident agrees to 
financially support the migrant and to repay to the Government certain 
social security payments if they are paid to the migrant in the period of the 
Assurance of Support. An Assurance of Support can be for either two or 10 
years depending on the visa subclass. In some cases DIMIA requires a bond 
to be deposited in a bank. If Centrelink makes a payment that is repayable 
under an Assurance of Support, it uses the bond to recover the debt. 
 
Family Stream migrants are ineligible for assistance under the Integrated 
Humanitarian Settlement Strategy but are eligible for the support of Migrant 
Resource Centres, Migrant Service agencies, the Community Settlement 
Services Scheme, the Telephone Interpreter Service and the Adult Migrant 
English Program. 
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5. Aims of a Victorian Refugee Health 
Strategy 

Victoria has a number of specialist and mainstream agencies providing 
services of vital importance to the health and wellbeing of refugees and 
asylum seekers. However there are gaps and weaknesses. There is also no 
guiding mechanism to ensure that plans are developed to give proper 
attention to emerging issues.  

The following chapters propose measures for a Victorian Refugee Health 
Strategy that would provide a coherent framework to 

 build on current good programs and practice 

 facilitate improvements in service access and responsiveness  

 respond to changing patterns of refugee intake and the increasingly 
dispersed settlement of new arrivals and 

 complement the development of planning frameworks responding to 
Victoria’s cultural and linguistic diversity. 

 
Ensuring that people of refugee backgrounds are able to access health and 
community services that are responsive to their particular needs will further 
the commitments of the Victorian Government to reducing inequality and 
disadvantage, respecting diversity and improving access to high quality 
health and community services (DP&C, Growing Victoria Together 2001).  
 
These commitments are reflected in the 2003-04 plan of the Department of 
Human Services (DHS 2002), where the Department’s mission is identified 
as being ‘to enhance and protect the health and wellbeing of all Victorians, 
emphasising vulnerable groups and those most in need’. A key objective of 
the plan is to reduce inequalities in health and improve access to health 
services by targeting the needs of specific communities. 
 
Specific population planning frameworks are recognised as a mechanism to 
address the needs of groups who are particularly affected by inequality, who 
have different needs and whose concerns span Ministerial portfolios and 
departmental programs. The Department’s commitment to this approach is 
illustrated in the development of the Women’s Health and Wellbeing 
Strategy (DHS 2002) and the Cultural Diversity Framework (MSU 2003). 
 
A Refugee Health Strategy would complement and build on the 
development of planning frameworks responding to Victoria’s cultural and 
linguistic diversity. Cultural and language barriers to accessing services by 
Victorians from diverse communities and the challenges of accessing an 
unfamiliar health care system have been well documented in a number of 
health planning reports (Ministerial Taskforce on Mental Health 1991;  
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NHS 1993; Psychiatric Services Branch 1995; Alcorso and Schofield 1991). 
These issues are a shared concern of migrants and refugees. 
 
A Refugee Health Strategy would also support the Victorian Government’s 
aim of reducing avoidable and inappropriate use of hospital services. 
Evidence suggests that people from non-English speaking backgrounds are 
over-represented among those using hospital out-patient services for general 
medical care (National Health Strategy 1992; Podgore et al 2003). Improved 
engagement with the primary care system, which a number of the proposals 
in this report are designed to promote, has the potential to address these 
problems. For example, a recent US study found that refugee patients who 
were connected with a family doctor were significantly less likely to visit 
hospital emergency services for primary care purposes than their 
counterparts without a family doctor (ibid). 
 
A Refugee Health Strategy should equip service planners and providers to 
take account of the increased diversity of Humanitarian Program new 
arrivals and the increasingly dispersed pattern of settlement. Each of these 
developments poses challenges to the provision of accessible and responsive 
services. 
 
Increasing diversity means that services have to provide ongoing workforce 
development programs to ensure that staff are able and confident to work 
effectively with new client groups. The number and small size of some new 
arrival groups requires different approaches to the use of interpreters and 
bilingual staff than is possible in dealing with relatively large, homogenous 
groups. 

 
Local and international experience suggests that decentralization and 
dispersal of refugees presents particular challenges in the planning and 
delivery of health care services and programs (Centrelink 2002; Johnson 
2003). In particular: 

 it is more difficult to identify and monitor health patterns and issues, 
since the flow of clients to individual services is smaller, a particular 
problem when occurring in tandem with increasing diversity in the 
Humanitarian Program 

 health care providers in rural and outer metropolitan areas may be 
unfamiliar with the needs of refugees and asylum seekers 

 there are fewer ethno-specific services and supports in rural and outer 
metropolitan areas e.g. bilingual workers and health care providers, 
support services  

 the needs of small numbers of new arrivals may be easily overlooked 
in service and local planning processes. 
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The proposals below are structured to reflect six broad objectives the 
measures are intended to achieve:  

 facilitating health assessment and treatment of problems as soon as 
possible after refugees settle in Victoria 

 ensuring programs and services effectively target refugee children and 
young people 

 improving mental health services 

 identifying and addressing health concerns of refugee seniors 

 providing a safety net of basic services for refugees and asylum 
seekers whose entitlement to Australian Government services is 
restricted and  

 strengthening the capacity of general health and welfare services to 
meet the needs of refugees. 

 
Within each of the areas, the particular needs of women should be identified 
and addressed in the course of developing the strategy and action plans 
flowing from it. As described in Chapter 3, refugee women may have 
specific health and social support needs deriving from factors such as 
previous experiences of physical and sexual assault, vulnerability to 
domestic violence, poor reproductive and more general health and lack of 
access to and control over material and economic resources. Strategies to 
assist refugee women settle successfully must be culturally responsive, and 
emphasise access, equity, participation, and increasing power in social and 
economic terms. 



 

 

An established artist from 
a family of artists in Iraq, 
Khalood is now a sole 
parent living in Melbourne 
and striving to sell he art 
work here. 
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6. Early health assessment and 
treatment 

6.1 Context 

Large scale studies indicate that in many areas of physical and mental 
health, there are significant advantages in identifying and treating health 
problems at an early stage when they are generally less complex to treat 
(CDH&AC 2000). 
 
The importance of acting ‘sooner and more effectively’ and of shifting 
service focus toward early intervention and prevention is a key policy 
challenge identified in Growing Victoria Together.  It is also reflected in the 
Department of Human Services 2003-04 plan which has the objective of 
promoting least intrusive human service options and improving outcomes 
through prevention, screening and early intervention (DHS 2002). 
 
An early intervention approach is particularly important for people from 
refugee backgrounds because: 

 new arrivals have relatively poor health status  and have had limited 
access to health care in the past 

 good physical and mental health are vital resources for settlement, 
enhancing people’s capacity to meet the inevitable challenges and 
stresses of settling in a new country. Poor health may act as a 
significant barrier to settlement. For example, post traumatic stress 
symptoms, such as poor concentration and ‘flash-backs’ can interfere 
with the process of learning a new language, a pivotal task in the 
settlement process (Allender 1998). Chronic pain, a common 
consequence of war-related injury, may hinder the ability to 
accomplish daily organisational tasks of resettlement (Burnett and 
Peel, 2001; 2001a). Psychological sequelae such as internalised 
mistrust may serve as barriers to forming social connections (VFST 
1998) 

 studies indicate that both protective and risk factors in the early 
settlement environment are as important in influencing health and 
settlement outcomes as are those occurring prior to arrival (Hyman et 
al 2000; Chung et al 1998 and 2001; Lie 2002; Hondius et al 2000; 
Tousignant et al 1999; Athey and Ahearn 1991; Raundelen 1993; 
Dyregrov et al 2002; Garbarino and Kostelny 1993; Hjern et al 1998; 
Gorst, Unsworth and Goldberg 1998; Silove et al 1997; Rousseau et al 
1998) 
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 new arrivals from refugee backgrounds may be unfamiliar with and 
have had limited exposure to illness prevention and health promotion 
services 

 some new arrival groups have relatively high rates of certain 
conditions which may be asymptomatic (e.g. parasitic infection) and 
hence which are unlikely to be detected in the course of ad hoc 
medical care (Biggs and Skull 2003) 

 new arrivals may have been in contact with a GP for some time but 
have health concerns that have not been addressed. This is illustrated 
in the low rates of immunisation against vaccine preventable disease 
found in new arrivals in Australia (ibid).  Similarly it is not 
uncommon for clients presenting to the VFST to have injuries causing 
discomfort owing to poor medical management overseas and that they 
have not brought to the attention of their GPs 

 the early settlement period provides a window of opportunity to 
introduce people to treatment and illness prevention services and 
assist them to establish a positive relationship with the health care 
system. 

 
Given the barriers to accessing health care services, some refugees require 
support to do so. This is particularly the case if they have complex needs or 
require multiple follow-up appointments, specialist referrals and diagnostic 
tests. 
 
In view of the above issues, there has been increasing recognition in 
Victoria and elsewhere (Kennedy et al 1999) of the need to ensure that new 
arrivals have access to comprehensive medical assessment, involving the 
taking of a thorough medical history and a physical examination (see box 
below).  
 
Comprehensive health assessments enhance prospects for early 
identification of health and settlement issues, benefiting refugees and 
reducing the cost to the community involved in treating more complex 
health problems and extended dependency on settlement support. 
Comprehensive health assessments can serve as a means of linking new 
arrivals with social and settlement supports and introducing them to illness 
prevention programs such as immunisation. Comprehensive health 
assessments can also be used to introduce new arrivals to the primary health 
care system, thus reducing the likelihood of future inappropriate use of 
hospital emergency services for general medical care. 
 
Since new arrivals may find it difficult to prioritise all but acute health 
concerns in their first weeks in Australia, there is the need to allow some 
flexibility in access to comprehensive assessment, including a generous post 
arrival window period for participation. 
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Comprehensive health assessment 

In 1999, the VFST collaborated with the Royal Melbourne Hospital and the 
Royal Children’s Hospital and general practitioners from the Western 
Melbourne Division of General Practice to develop guidelines to support 
general practitioners involved in early assessment of refugee clients. Based 
on international literature and local experience, the guidelines propose that 
doctors should consider the following when working with a refugee client 
resident in Australia for two years or less: 

 basic orientation to health care in Australia eg informed consent, 
confidentiality 

 assessment of the need for and referral to allied health and settlement 
services  

 assessment for common infectious and parasitic diseases 

 immunisation review 

 dental review and referral if required 

 nutritional assessment 

 assessment for chronic disease such as diabetes 

 assessment for war related injuries 

 childhood developmental screening 

 hearing and vision screening 

 provision of information about health screening available in Australia eg 
breast and cervical screening 

 introduction to the Maternal and Child Health and Family Planning 
programs 

 
Other key features of the guidelines are that assessment should: 
 

 be guided by the client, if necessary being undertaken over a number of 
sessions recognising the importance of establishing trust and rapport 
with clients from refugee backgrounds 

 be tailored to the needs of the individual patient  

 emphasise client control, choice and consent  

 be conducted with an interpreter where the doctor and client do not 
share a common language 

 accommodate cultural practices and the impact of traumatic experiences  

 

6.2 Programs and initiatives for early health care 

In the 1970s and 80s all new arrivals were offered health screening and 
assessment at the then Fairfield Infectious Diseases Hospital. This involved 
a medical history and physical examination, some routine investigations for 
parasitic and infectious disease, updating of immunisation and basic health 
education (WRCHC 2001). 
 
The program closed in 1992, coinciding with the shift from institutional 
reception of migrants and refugees in hostels to supporting their settlement 
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in the community. The expectation of both the Australian and state 
governments was that new arrivals would access care through locally based 
general practitioners. 
 
Off-shore Humanitarian Program entrants undergo pre-arrival health 
screening, which consists of the following:  
 

Chest x-ray All applicants aged 16 years or more 
and some younger people in certain 
circumstances 

HIV serology All applicants aged 15 years or more 
Those under 15 years if there is 
reason to suspect HIV infection 

Hepatitis B serology International adoptees 
Unaccompanied refugee minors 
Pregnant women 

Urinalysis All aged over 5 years 

Venereal diseases reference 
laboratory test 

Any applicant suspected of having an 
STD 
All refugee applicants aged over 16 
years who have lived in ‘camp-like’ 
conditions 

Height and weight All applicants 

Sources: DIMIA 1996 & 2001 cited in VFST, 2002. 

 
The screening is conducted for the purposes of determining people’s 
eligibility for entry to Australia, rather than for their ongoing care as a 
patient. Testing is not conducted universally for all diseases and is confined 
to certain ‘at-risk’ groups. With some exceptions, applicants are not offered 
follow-up care after their arrival in Australia, nor is the report of the doctor 
conducting the assessment made available to the applicant or their doctor in 
Australia.  
 
Intuitively it might seem that some of the challenges associated with post 
arrival health care could be resolved through improvements to pre-arrival 
screening, for example by making medical reports available to new arrivals, 
by increasing the range of examinations performed, by offering treatment or 
immunisation in countries of departure. Some countries have attempted to 
use pre-arrival screening in this way but a number of factors work constrain 
the effectiveness of pre-departure arrangements. They include: 

 experience with tuberculosis health undertakings suggests that  there 
are practical difficulties in communicating health information via new 
arrivals. New arrivals issued undertakings in countries of departure 
often do not understand what these are, their obligations in relation to 
them and how to fulfil them (VFST 2002). Confidentiality and privacy 
considerations restrict assessment results being communicated via 
immigration authorities to health care providers in Australia 
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 there is an inherent incompatibility between screening people to 
determine eligibility for settlement and assessing possible needs for 
care. For example, the level of disclosure required for ongoing health 
care may not be achieved in the context of screening where the 
outcome may influence or be perceived to influence the outcomes of 
an application for resettlement. This works against broadening the 
range of investigations performed 

 the quality of health care facilities in some countries of departure is 
poor. This affects their capacity to offer a broader range of 
investigations and the reliability of results beyond those of a routine 
nature and the possibilities for pre-departure treatment 

 the often protracted nature of the selection process means that for 
some entrants pre-arrival screening may have been performed many 
months prior to departure – health problems can develop during this 
period 

 post-arrival health assessment serves purposes that would be difficult 
to accomplish in countries of departure e.g. orientation to the 
Australian health care system, establishing rapport and trust for 
ongoing care, introduction to settlement support.  

6.2.1 The Early Health Assessment and Intervention Program 

The Early Health Assessment and Intervention Program (EHAI) is offered 
as part of the Integrated Humanitarian Settlement Strategy. EHAI is based 
on a pilot developed by the VFST in 1992 when it became apparent that 
entrants from the conflict in Yugoslavia were having difficulty accessing 
services whilst being in very poor physical and mental health. It is provided 
by VFST in Victoria and torture and trauma services in the other states and 
territories. 
 
The EHAI provider acts mainly as a broker on behalf of Humanitarian 
Program entrants to secure their access to health care services. With the 
exception of its role in providing specialist assistance to those suffering the 
effects of refugee related trauma, it does not provide clinical health services, 
but rather: 

 offers a health screening to individual entrants referred to the service 
to identify their need for health services 

 provides entrants with information, support and advocacy to access 
services 

 works with service providers to support their capacity to care for 
Humanitarian Program entrants, for example through resource 
development, professional development and secondary consultation. 

 
VFST staff visit those in on-arrival accommodation - fewer than half of on-
shore arrivals - providing verbal and written information and screen for the 
need for health services. Referrals are made to relevant services. Where 
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required, more intensive support is offered, including arranging 
appointments, organizing interpreters, advocating clients’ needs to service 
providers and assisting with practical matters such as child care and 
transport. This contact with clients also provides an opportunity for the 
VFST to discuss possible psychological responses to pre-arrival and 
settlement stresses and introduce services available to assist with these. 
Short term counselling is offered to clients requiring more intensive support 
in these areas. 
 
A similar level of service is offered to those released from detention on 
Temporary Protection Visas. People who are granted protection after 
making on-shore asylum applications are eligible for the service but, having 
been in Australia for some time, rarely seek it. 
 
Those who are supported by a proposer - over half of all entrants annually - 
are not provided individual assistance. Multilingual information about 
health care in Victoria and services offered by the VFST is sent to them and 
they are invited to refer themselves to the VFST, should they require further 
support. Some do not receive the information because the data base does not 
have their current address. 
  
In practice this means that while the EHAI reaches a large proportion of 
entrants with written information, most are dependent on proposers for 
support in accessing health care. Fewer than half are contacted individually 
and an even smaller number are offered more intensive assistance either 
with torture and trauma issues or in accessing health care services. Many 
proposers themselves have been in Australia for a relatively short period and 
may not have sufficient knowledge of English and of Australian systems to 
be a good source of support and advocacy for new arrivals. 
 
Community based asylum seekers and family migrants are ineligible for the 
EHAI. 

6.2.2 Community Health Services in areas of refugee settlement 

Since the inception of the EHAI, the VFST has worked closely with 
Community Health Services with a view to improving new arrivals’ access 
to health care. A number of Community Health Services, some in formal 
partnership with the VFST, have identified new refugee arrivals as a priority 
and have developed concerted responses to their needs.   
 
Doctors at some Community Health Services have participated in 
collaborative initiatives aimed at supporting a more structured approach to 
early health care and assessment, resulting in well developed relationships 
between them and specialist communicable disease and mental health 
services. 
 
In some Services, specific staff members have been allocated to outreach to 
refugee arrivals, coordinate their care and work with other staff of the centre 
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to enhance their awareness of and capacity to respond to refugee clients. In 
others, measures have been implemented to ensure responsiveness across 
the centre and its staff. 
 
The most structured program is at the Western Region Health Centre and 
has been operating for about five years. Under the program, a community 
health nurse provides outreach to new Humanitarian Program arrivals, if 
necessary in their own homes. The nurse conducts a comprehensive health 
assessment on initial contact, including assessment of immunisation status. 
Where the client requires immediate medical attention, the nurse 
coordinates their care with other service providers at the centre, in particular 
GPs. Clients are then offered the opportunity of further support for medical 
or psychosocial concerns. The nurse works alongside a VFST staff member 
who works on a sessional basis with the program and receives referrals of 
clients with more complex mental health and health access issues. An access 
worker supports new arrivals to address barriers to attending the centre or 
other health facilities, such as lack of familiarity with transport routes and 
systems. 
 
The nurse provides information about health and health services to new 
arrivals through venues such as the local Adult Migrant English Program 
provider and regular tours of the centre are offered. This helps the centre to 
reach people who are not in on-arrival accommodation.  
 
The program was formally evaluated in 2002 (WRCHC 2001). The 
evaluation found a high degree of satisfaction with the service among new 
arrivals. A number of factors have been critical to its success including: 

 investing responsibility for coordinating refugee health in a senior 
agency position 

 dedicating a nursing position to refugee health with responsibility for 
coordinating care across the centre and subsequently appointing an 
access worker 

 recruiting general practitioners with a particular interest in refugee 
health 

 developing networks with local general practitioners, in particular 
bilingual practitioners with an interest in refugee health 

 the Service’s commitment of funds for interpreting in addition to the 
allocation provided by DHS through its credit line 

 consultation with new arrival communities. 

6.2.3 The Paediatric Immigrant Health Clinic 

The Paediatric Immigrant Health Clinic was established at the Royal 
Children’s Hospital in 2001 to offer free and comprehensive medical 
assessment, investigation and treatment of pre-existing or newly acquired 
conditions, update of vaccination status and links to other services including 
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mental health and dental services. Trained interpreters and community 
workers assist during the clinic. Initial assessment is followed by a four 
week review and encouragement for ongoing care through a local GP. 
 
The Clinic has developed evidence-based guidelines which are available to 
GPs and other health practitioners for assessment and management of 
patients in the community. The Clinic builds on the extensive expertise of 
the Royal Melbourne and Royal Children’s Hospitals in immunisation and 
infectious diseases. 

6.2.4 The Refugee Health and General Practice Development 
Program 

The Refugee Health and General Practice Development Program was an 18 
month project conducted between 1999 and 2001 and funded through the 
Australian Government’s  then General Practice Innovation Pool. Its aim 
was to enhance the role of general practice in providing health care to 
Humanitarian Program entrants and other patients from refugee-like 
situations, with the emphasis being on supporting general practitioners to 
contribute to the early identification and management of physical and 
psychological health problems in new arrivals. 
 
The project, based at the VFST, was a joint initiative of the Western 
Melbourne, Dandenong, Monash and Greater South Eastern General 
Practice Divisions and was conducted in partnership with the Victorian 
Infectious Diseases Service, the Victorian Transcultural Psychiatry Unit and 
the Department of Human Services’ Infectious Diseases and General 
Practice Units. 
 
The project undertook a range of activities including: 

 developing a state-wide network of GPs with a particular interest in 
refugee health care 

 developing systems for information exchange, peer support and 
debriefing among GPs 

 developing clinical guidelines and a ‘good-practice’ approach to 
refugee health assessment 

 professional development programs for GPs 

 research and advocacy to identify and address constraints faced by 
GPs in providing care to refugee patients eg consultation times, 
interpreter access. 

 
Funding for this project has ceased. The VFST maintains an informal GP 
network and disseminates two publications produced in the course of the 
project Caring for Refugee Patients in General Practice: A Desk-Top Guide 

and Promoting Refugee Health: A Handbook for Doctors and Other Health 

Care Providers Caring for People from Refugee Backgrounds. 
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6.2.5 The Victorian Immigrant Health Program 

The Victorian Immigrant Health Program (VIHP) was established in April 
2002. While its focus is on refugee health more broadly, it sees itself as 
having a particular role in supporting early health care and comprehensive 
health assessment through: 

 developing a collaborative network for health service delivery to 
newly-arrived refugees in Victoria 

 educating health care providers about refugee health  

 evaluation of refugee health status and needs 

 developing health promotion and health development activities aimed 
at a refugee target audience 

 advocacy and profile building for refugee health issues. 
 
VIHP comprises one position filled through the Public Service Graduate 
Trainee Scheme. Funding is not recurrent and at the time of writing DHS 
funding was provided only until 30 June 2004.  
 
VIHP was established as a result of an agreement between the Public Health 
Division at the Department of Human Services and the Department of 
Paediatrics, University of Melbourne. It is based in the Royal Children’s 
Hospital in the Clinical Epidemiology and Biostatistics Unit, a unit jointly 
funded by the Murdoch Children’s Research Institute. The University of 
Melbourne provides physical space, infrastructure and oversight of the 
position. 
 
VIHP has a DHS steering committee comprising representatives from the 
Public Health and Strategic Process Divisions and the Primary and 
Community Health Branch and a technical advisory committee comprising 
key service provider stakeholders. 
 
VIHP has piloted the use of a patient held record to facilitate initial and 
subsequent health assessment of newly arrived refugees and at the time of 
writing seeks funding for its implementation. The patient held record has the 
potential to serve as a practice prompt to general practitioners and other 
health care providers, to improve coordination of care where new arrivals 
are in contact with multiple providers and to eliminate unnecessary repeat 
testing. 

6.3 Barriers to accessing general medical care 

General practitioners are critical players in the provision of early health care 
to refugee arrivals, with around 76 per cent of entrants requiring a referral to 
a GP within weeks of their arrival. For entrants who do not have individual 
assistance from the EHAI (currently more than half), a GP will often be the 
first Australian health and community services professional they will see 
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following their arrival, making GPs a particularly important “gateway” to 
other health and social support services.  
 
The VFST has undertaken extensive work to build referral networks with 
GPs through both the EHAI and the Refugee Health and General Practice 
Development Project.   However it has encountered a number of barriers: 

 as there is no systematic way for GPs to identify new arrivals from 
refugee backgrounds among clients from culturally diverse 
communities, they may not be aware that refugee clients presenting to 
their practice have particular health and client care needs. This is 
especially a problem for entrants (currently the majority) who are 
likely to self-refer 

 many GPs are not familiar with the health and patient care issues of 
concern to people from refugee backgrounds (Weine et al 2001; 
Richardson 2001; Jones and Gill 1998). Given cultural and linguistic 
diversity in the Humanitarian Program and the fact that entrants settle 
and access GP practices across a broad geographic area, few GPs see 
sufficient refugee clients from any particular country to become 
familiar with their needs 

 the Medicare fee structure acts as a disincentive to GPs to offer the 
longer consultations and to participate in the extra-consultation 
activity which is often required in providing early health care to new 
refugee arrivals (Jones and Gill 1998). Longer consultation times arise 
from the complexity of health concerns faced by some new arrivals 
and the need to communicate through an interpreter and to establish 
trust and rapport with them. Involvement in extra-consultation activity 
is often necessary to make referrals to other services, brief specialists 
on clients’ particular needs and coordinate care with other providers 

 it is difficult for some GPs, especially those in small practices, to offer 
longer consultations to Humanitarian Program entrants because of the 
impact on their capacity to serve other client groups 

 Humanitarian Program entrants tend to settle in areas of low socio-
economic status. These are areas in which there is likely to be unmet 
demand for GP care and in which GPs are serving many other patient 
groups with multiple care needs (ACCESS Economics 2002). GPs 
working in areas of socio-economic disadvantage tend to offer a 
smaller number of longer consultations than those in more affluent 
areas, despite higher rates of chronic disease and lower take-up rates 
for illness prevention in disadvantaged communities (Furler et al 
2002) 

 the number of GP practices which do not direct bill to Medicare has 
decreased (HIC 2003), a particular concern given that most new 
arrivals are on low incomes and hence can ill-afford to meet ‘out-of-
pocket’ medical expenses. The decline may be addressed by recent 
changes to Medicare 

 some GPs are not aware of the existence of free interpreters through 
TIS or are reluctant to use interpreters owing to the time and 
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organisational requirements involved. Contributors to the Refugee 
Health Initiatives Project reported that GPs experienced difficulties 
booking interpreters, especially given the three week advance booking 
requirement. GPs practising as salaried practitioners in Community 
Health Services are reliant on the Service’s budget allocation for 
interpreters which is frequently insufficient to meet demand 

 it has been difficult for the EHAI to sustain the involvement of GPs 
because of the stressful nature of the work. This is a particular concern 
given that many GPs work on a sessional basis or in solo practices 
where they have limited access to the support of health professional 
peers. Other GPs are unwilling to accept referrals of new refugee 
arrivals as this area of medicine is perceived as too complex or 
stressful.  Mobility in the GP workforce is a further barrier to 
sustained GP involvement 

 GPs in the VFST’s pilot study reported that they found it difficult to 
make referrals to and work co-operatively with allied health and 
settlement workers. This was due to a number of factors including 
lack of awareness of existing services, long waiting times for care in 
some agencies and the practical challenges involved in effecting 
referrals, a particular concern for GPs working on a sessional basis 

 unless they have the support of family, friends or a social support 
agency, new arrivals may find it difficult to participate in follow-up 
care, especially if a number of appointments and referrals to 
specialists are involved. This was evident in the VFST’s GP study, in 
which participating GPs reported that clients referred and supported 
by a case worker were more likely to complete assessment than those 
accessing care independently. 

 
Many of the barriers to engaging GPs in new arrival health care apply 
particularly to undertaking comprehensive health assessments. Such 
assessments require GPs to ‘go beyond the presenting problem’ and involve 
a higher degree of knowledge of conditions to be aware of in particular 
refugee communities, particularly mental health conditions or asymptomatic 
conditions such as parasitic infection. As well, they demand a greater 
investment in establishing trust and rapport with clients and a preparedness 
to allocate additional time within and outside the consultation (Stanton et 
al). 
 
Whether a GP offers comprehensive health assessments is critically 
dependent on their knowledge both that the person is recently arrived and of 
the need for a more comprehensive approach. However research and 
experience suggest that health care providers often fail to identify people 
from refugee backgrounds among other clients from culturally diverse 
communities, may be unaware of their particular needs and do not offer an 
overall assessment (Hargreaves, Holmes & Friedland 1999; Weinstein et al 
2000). The VFST’s experience is that many GPs mistakenly believe that 
new arrivals have undergone routine health assessment prior to or following 
their arrival. 
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In the absence of a systematic approach there is also the risk of unnecessary 
repeat testing and immunisation as GPs who are more familiar with the 
needs of refugee clients offer aspects of comprehensive health assessment 
opportunistically. 
 
At the same time, VFST’s contacts with new arrivals indicate that they may 
be unaware of the benefits of a thorough check-up, may be reluctant to 
request a more thorough approach or mistakenly believe that pre-arrival 
screening obviates the need to be checked after arrival. 

6.4 Issues in current arrangements 

The Refugee Health and General Practice Development Program, the 
Victorian Immigrant Health Program and other initiatives have been 
undertaken to enhance the responsiveness of GPs to the health needs of 
refugees. Such initiatives are vital, given the critical role GPs play in 
supporting people from refugee backgrounds but have  had restricted 
funding and so have not been conducted in a sustained, long-term manner. 
 
The proposed patient held record, especially if integrated with the care 
coordination tools being developed in the context of the Primary Care 
partnerships has the potential to address some of these issues, especially 
those relating to continuity and coordination of care. The record may also 
have some potential to facilitate the identification of new arrivals from 
refugee backgrounds and reduce repeat testing and immunisation. As well, 
the previously described study conducted by the Victorian Infectious 
Diseases Service will provide information about the role of GPs in aspects 
of comprehensive health assessment concerned with communicable disease 
and nutritional deficiencies. 
 
However, there remain a number of problems that will require additional 
attention in the development of a strategy to improve services for people of 
refugee backgrounds. 
 
Evaluation of the Refugee Health and General Practice Development 
Program along with some five years of the operation of the EHAI indicate 
that it is particularly difficult to target workforce development and support 
initiatives to GPs for the purposes of building capacity for early health care 
and assessment. This is due to a combination of factors discussed in this 
report including geographic diversity in settlement patterns, differing levels 
of interest in refugee health, difficulties in sustaining interest over time, 
mobility in the GP workforce and the capacity of GPs in routine practice to 
engage in the time and organisational effort involved in a more 
comprehensive approach. 
 
Current arrangements also work against systematic collection of data and 
monitoring of health issues experienced by new refugee arrivals, making it 
difficult to promote an evidence-based approach to screening and 
assessment as well as to the management of common conditions. 
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6.5 Approaches in other states and territories 

The challenges associated with providing new arrival medical care and 
assessment have been recognized by health departments in other states and 
territories and they have adopted various approaches to addressing them. 
 
In South Australia and Western Australia, responsibility for overall health 
assessment has been vested in state government Migrant Health Screening 
Units. The disadvantage of this approach is that, being centralized, it delays 
new arrivals’ engagement with local primary health care services. It would 
be difficult to adopt in Victoria given the larger size of this state’s 
population and its diverse settlement patterns. 
 
In New South Wales the Department of Health funds the NSW Refugee 
Health Unit.  The unit has a minor role in direct care, its emphasis being on 
working with GPs and other health care providers to offer early health care. 
The unit employs the equivalent of seven full-time staff who work in an 
outreach capacity with GPs and other health care providers. Capacity 
building in the wider GP workforce is important but as indicated above the 
experience in Victoria has been that this approach is not adequate to address 
some of the barriers to achieving sustainable arrangements for refugee 
health assessment. 
 
In Queensland the Service for Survivors of Torture and Trauma and the 
Brisbane Inner South Division of General Practice have been working in 
partnership for some time. In the earlier years of their work the partners 
took a capacity building approach, seeking to engage GPs by building 
referral networks and offering workforce development and support 
initiatives such as seminars and peer support networks. As has been the case 
in Victoria, the Queensland services found it difficult both to engage and 
sustain the interest of GPs. 
 
Accordingly, they widened their partnership to include the Mater Hospital 
and the QE2 Community Health Service and with funding from the 
Queensland Department of Health established a sessional clinic where new 
arrivals are offered a thorough health assessment and immediate follow-up 
care, such as immunisation. This assessment is undertaken by a GP with an 
appropriate level of time and expertise and a specific interest in refugee 
health. The partnership with the Mater Hospital enables  diagnostic tests and 
specialist reviews to be undertaken from the same premises thus reducing 
access issues for those requiring immediate follow-up care. 
 
Following assessment and any immediate treatment, the person is referred to 
a local GP for follow-up care with their written health assessment. The 
service’s experience has been that with the complex and time consuming 
aspects of health assessment already undertaken, GPs are more inclined and 
able to accept referrals. Through this linkage with the primary care system, 
clients are then able to follow-up on any outstanding health concerns as they 
settle. 
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This model is currently being piloted in one geographic area and with a 
small number of entrants. If it is found to be effective and funds are 
available, the partners hope to extend the approach to other settlement areas 
and to make assessment routinely available to all entrants. 
 
A similar approach is taken in the ACT where the Department of Health 
funds a GP who works on a sessional basis at the torture and trauma service 
providing routine health assessment to new arrivals, who are subsequently 
linked with a local GP. The assessment is offered alongside a psycho-social 
assessment undertaken by a staff member of the torture and trauma service. 
This model has the advantage of integrating both physical and psycho-social 
aspects of assessment. While its success is partly dependent on the fact that 
the ACT has a relatively small Humanitarian Program intake, aspects of it 
could be applied on a regional basis in Victoria. 

6.6 A proposed approach for Victoria 

Looking at the experience of other States and the particular circumstances in 
Victoria, this report proposes that the most appropriate approach here is a 
package of measures to promote early health assessment and treatment 
involving a combination of new initiatives - in particular designating 
Community Health Services to act as ‘sentinel sites’ for newly arrived 
refugees - and enhancing the capacity of current programs such as school 
nursing and the Maternal and Child Health Program. The following sections 
describe these proposed measures. 

6.6.1  ‘Sentinel sites’ for early health assessment 

An effective and efficient approach for early health assessment and care of 
newly arrived refugees in Victoria would be to designate Community Health 
Services in areas where new Humanitarian Program entrants are settling as 
‘sentinel sites’, resourced to undertake specific activities. Under this 
proposed approach, sentinel Community Health Services would be funded 
to  

 engage allied health support to conduct some clinical tasks and patient 
care functions and also to undertake outreach and promotion e.g. to 
provide information about health care in Australia 

 engage interpreters 

 offer longer consultations 

 collect data enabling emerging health issues to be identified and 
addressed 

 access specialist mental health and communicable disease services for 
referral, support and supervision. 
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Information and experience gained by the sites could form the basis for 
feedback and professional development for professionals in the wider health 
care system, thereby building capacity to respond to refugee health issues at 
a broader level. 
 
The proposed model would: 

 introduce new arrivals to the primary health care system, having 
benefits for their future contact with this system and reducing 
inappropriate use of hospital emergency services for general medical 
care. A recent US study comparing new refugee arrivals with a GP 
and those without, found that the latter were significantly more likely 
to use hospital emergency facilities for primary care consultations 
(Weinstein 2000) 

 make early health care more accessible by providing an identifiable 
program to which entrants could self refer or be referred to by other 
services. This would have benefit particularly vulnerable refugees, 
such as young people 

 improve the prospects for early identification and treatment 

 reduce unnecessary repeat testing 

 provide a focus for meeting other public health objectives in new 
arrival communities eg immunisation 

 allow more formal collaborative arrangements between GPs and  
relevant specialist and tertiary services which would promote 
responsive, evidence based care and support the development of 
professional support structures such as supervision, secondary 
consultation and debriefing, ensuring quality of care and avoiding 
burnout of key personnel 

 allow more direct links to be developed between GPs and allied health 
and social support personnel, thereby providing the basis for holistic 
and integrated approaches to address physical, mental and social 
issues affecting refugee health and wellbeing (Watters 2001)  

 allow interpreter resources to be managed more efficiently e.g. 
through block booking arrangements 

 make centres attractive to doctors with a particular interest and 
expertise in refugee health care 

 enable more systematic monitoring of disease patterns, providing a 
basis for evidence based care and the implementation of associated 
feedback systems for doctors 

 consolidate practice expertise in this area of medicine by increasing 
throughput and the concentration of skills and resources in a smaller 
number of centres 

 build overall capacity for refugee health by providing sites for training 
health care providers and for developing linkages with community 
based practitioners, in particular bilingual providers. 
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Community Health Services serve as a platform for delivering a number of 
programs funded by the Australian and state governments, among them 
alcohol and drug services, home and community care and problem gambling 
programs. Community Health Services in most areas of refugee resettlement 
have developed services to provide early health care for refugees. 
 
People from non-English speaking backgrounds have a higher rate of 
inappropriate use of emergency services (NHS 1992; Podgore 2003) and in 
some areas of health care, avoidable admissions to hospital (Minas 1993). 
Community Health Services have a significant role to play in addressing 
this, both through early identification of physical and mental health 
problems and by engaging new arrivals in the primary care system at a very 
early stage. Their long history of working positively with refugee 
communities suggests that they are well placed to do this. 
 
Community Health Services are also able to play an illness prevention and 
health promotion role by harnessing services, networks and resources at the 
local level to support new refugee arrivals, a capacity further enhanced by 
their involvement in the Victorian Government’s primary care initiatives. 
 
As indicated above, GPs are critical contributors to early health care and 
assessment for people from refugee backgrounds. A number of Community 
Health Services currently offer a general practice service. A recent study 
commissioned by the Department of Human Services (Primary and 
Community Health Branch 2002) found that, compared with their 
colleagues in private practice, doctors in Community Health Services were  

 servicing a greater proportion of clients from non-English speaking 
backgrounds 

 more likely to service clients with multiple health care needs 

 more likely to refer clients for problems of a psycho-social nature 

 offering a larger proportion of longer consultations and had a lower 
client throughput per session. 

 
General practices in Community Health Services face many of the funding 
pressures experienced by their counterparts in private practice. However the 
study found that practices in Community Health Services may be better 
equipped to work with clients with complex needs owing to their capacity to 
deploy additional funded resources and infrastructure to support the work of 
GPs (e.g. state interpreter services, nursing and administrative support) and 
to work in a multi-disciplinary way. 
 
Community Health Services also have a demonstrated capacity to work 
closely with local GPs (Primary and Community Health Branch 2002). This 
capacity is important in early health care and assessment of new refugee 
arrivals for three reasons. First, not all Community Health Services have 
GPs on site, but rather depend on developing relationships with local private 
practitioners. Second, as indicated above, experience interstate suggests that 
while Community Health Services may be the most appropriate venue for an 
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initial assessment, there needs to be capacity to refer clients not residing 
close to a Community Health Service to a GP closer to home for ongoing 
care. 
 
Third, and perhaps most important, is that both research and practice 
experience suggest that many people from non-English speaking 
backgrounds prefer to access doctors who speak their language (Psychiatric 
Services Branch 1996). However, the experience of contributors to the 
Refugee Health Initiatives Project suggests that while bilingual doctors 
share a language with their clients, they may not necessarily be familiar with 
their specific health concerns. Community Health Services with expertise in 
refugee health can support bilingual GPs in this regard. 
 
Providing support in the early period of settlement is a relatively resource 
intensive undertaking, particularly given the costs associated with outreach 
and support, the longer time taken for consultation and the provision of 
language services. 
 
While DHS allocates funding to Community Health Services for 
interpreters, feedback to the Refugee Health Initiatives Project suggests this 
is inadequate for Services which have large numbers of recently arrived 
clients. As a result, these Services have been forced to fund additional 
language services through their general grants, compromising their capacity 
to serve other client groups. 
 
Without programmatic support at a state level, Community Health Service 
initiatives for refugees depend on priority setting by their staff and 
committees of management. As a result there is geographic variation in 
service response. 
 
The work of a number of Community Health Services demonstrates that 
they can play an effective role in early health care to refugee arrivals. There 
are also well established linkages between these Services and specialist 
services such as the Victorian Infectious Diseases Services and the 
Victorian Foundation for Survivors of Torture.  Aspects of these models 
could be readily applied in Community Health Services in other areas of 
refugee resettlement, ensuring that new arrivals have access to good quality 
early health assessment across Victoria. 
 
There are a number of current developments that present opportunities to 
strengthen the role of Community Health Services in providing early health 
assessment and care to refugees. These include: 

 the review of Community Health Services being undertaken by DHS. 
A discussion paper released in the context of this review, Community 

Health Services: Creating a Healthier Victoria,  proposes that 
Community Health Services have a number of key roles which are 
specifically relevant to early health assessment and care of refugees, 
including promoting mental health and wellbeing; improving health 
and diverting patients from secondary and tertiary services,  enhancing 
the role of general practitioners; and tackling the causes of ill-health 
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 support for Community Health Services to play a greater role in the 
Hospital Admission Risk Program established by the Victorian 
Government to reduce the pressure on hospitals by averting the use of 
avoidable emergency department and inpatient services (ALP 2002) 

 the commitment of $8 million over four years from 2004-5 for 
Community Health Services to employ additional GPs. Community 
Health Services will be required to provide a model of care that 
focuses on working with groups with complex needs. This 
commitment has the potential to strengthen the role of Community 
Health Service GPs to provide new arrival health care 

 the Primary Health Funding Reform Project, within which there may 
be potential to consider funding Community Health Services with a 
large proportion of new arrivals to address the greater costs involved 
in providing outreach, language services and longer consultation times 

 the Review of Language services in DHS (Chapter Eleven), within 
which there may be potential to address the language services costs 
faced by Services serving large numbers of very recently arrived 
refugee clients. 

 
Nursing personnel have played an important role in a number of Community 
Health Services’ early health care initiatives and overseas (Burchill 2001). 
There may be potential to extend the nursing role into other aspects of early 
health assessment, with benefits for both patient care and cost effectiveness. 
 
The development of the position of ‘nurse practitioner’ could be a 
mechanism for improving the delivery of early health assessment and care 
to newly arrived refugees. In 1999, the Victorian Government released the 
Victorian Nurse Practitioner Final Task Force Report which recommended 
that a new role of Nurse Practitioner be established. A nurse practitioner is 
defined as a ‘registered nurse educated for advanced practice who is an 
essential member of an independent team and whose role is determined by 
the context in which she practises.’ (DHS 2000). 
 
The Department of Human Services has funded a number of demonstration 
projects. Many of these have been targeted to patient groups, which like 
refugees, have complex medical, psycho-social and patient care needs. 
Examples are aged care, mental health, Aboriginal health and men’s health. 
Some aspects of the extended role that would apply in the refugee health 
care and assessment context include the ability to manage medication, refer 
to other health care professionals and to order tests and procedures. 
 
Would a more systematic approach be acceptable to new arrivals? 
 
An important factor in considering a more formalised program for new 
arrival health care and assessment is whether such an initiative would be 
acceptable to new arrivals and whether the ‘take-up’ rate would warrant the 
investment in funding and support. 
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The experience of the VFST is that most Humanitarian Program entrants 
welcome being introduced to health services on arrival, a sentiment 
supported in the evaluation of the Western Region Health Centre’s refugee 
support program (WRCHC 2001). Nevertheless, some new arrivals have a 
lack of trust in health care services or aspects of health care may be a source 
of stress due to the organisational effort involved, the anxiety associated 
with positive test results and the fact that medical consultation may itself be 
stressful, particularly if it serves as a reminder of past experiences. 
 
Concerns have also been expressed that if data that was collected indicated a 
high incidence of disease, in particular infectious disease, in arrivals from a 
particular country this may fuel antagonism to refugees in the community 
and weaken the government’s commitment to resettle people from particular 
regions. 
 
The problems identified above could be addressed by: 

 ensuring adequate promotion of the service. Information could be 
communicated to new arrivals by the IHSS information and 
orientation provider and the VFST’s EHAI. Other mechanisms could 
include personalised invitations using the DIMIA nominal roll and 
information in the Welcome to Victoria Kit given to all new arrivals in 
their first months in Australia 

 ensuring that the voluntary nature of the service is emphasised and 
that clients are offered access to transport to assist them in accessing 
the service and undertaking follow-up appointments 

 providing new arrivals with information about the benefits of post 
arrival health care and the legal situation 

 allowing a generous post arrival window period during which health 
assessment could be accessed  - the initiatives discussed above have 
targeted people who had been in Australia for up to two years 

 giving adequate attention to patient care issues to minimise anxiety 
and stress e.g. ensuring the use of interpreters and appropriate time 
allocation for consultation, taking steps to optimise patient control and 
choice 

 ensuring an appropriate level of allied health support to assist new 
arrivals to organise and attend specialist appointments. 

Recommendations 

The Victorian Government should develop a funding program for 
Community Health Services in areas where new Humanitarian 
Program entrants are settling to enable the Services to introduce and 
extend early health assessment and care services. The program should 
be flexible so that funds can be allocated to take account of changing 
patterns of settlement.  
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The Department of Human Services should consult with Community 
Health Services and other agencies to determine the kinds of services 
which Community Health Services might offer and how they might be 
delivered and assess the resources required to implement them 
effectively e.g. for staffing, workforce development, translation of 
information and use of interpreters.   
 
The appointment of nurses with responsibility for refugees should be 
considered as one means of providing enhanced early health 
assessment and care. 

6.6.2 School nurses 

The experience of the VFST and of the language schools and centres1 with 
which it works is that while refugee children and young people face 
difficulties in accessing health care independently, in many cases their 
parents and guardians may also have a limited capacity to mediate with 
health care services on their behalf.  
 
Schools provide an obvious setting through which children and young 
people can be reached for the purposes of health promotion, early 
identification and intervention and in the case of young people, for linking 
them with other services and for providing information about health care in 
Australia. 
 
Victoria has a School Nursing Program comprising secondary and primary 
programs. The Primary School Program offers health assessment to all 
children entering at preparatory level and those enrolling in primary and 
secondary level English language schools and centres. The assessment is 
based on a written questionnaire completed by parents, with routine ‘face-
to-face’ assessment being limited to vision and hearing screening. While 
school nurses provide referral information and advice to parents, they do not 
generally offer direct support to those requiring follow up care. 
 
Assessments of new arrival children and young people enrolling directly 
into mainstream secondary schools and primary schools beyond the 
preparatory year are not undertaken. In 2002, 75.9% of new arrival primary 
school entrants and 39% of secondary entrants enrolled directly into a 
mainstream school (DET 2003) and therefore were not offered health 
assessments. 
 
There may be potential to explore an expanded role for the program in 
assessment and follow-up of refugee children and young people, including 
those entering directly into mainstream secondary schools. Secondary 
school nurses work with individual students and undertake health promotion 
activities in their school communities.   While they do not offer routine 

                                                 
1 English language schools and centres are specialist regional facilities offering language 
tuition and orientation to mainstream schooling to new entrants for up to 12 months 
following arrival. 
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clinical assessments or provide direct case work support, they do have a role 
in providing individual health counselling. 
 
There are some 100 secondary school nurses located in Victorian schools 
according to need, including a number in areas of refugee resettlement. 
However, it is the policy of the program not to locate secondary school 
nurses in any special schools including English language schools and 
centres. This decision was made in part because students in other categories 
of special school, for example those for students with disabilities, were 
thought to have existing linkages with health and community support 
services and personnel. This, however, is often not the case for children and 
young people from refugee backgrounds. Indeed, as discussed below, this 
group may be under-served despite their high level of need. 

Recommendations 

The role of the School Nursing Program in the support of children and 
young people from refugee backgrounds should be strengthened 
through such measures as: 
 

 offering more comprehensive face-to-face health screening and 
pro-active follow-up to new arrivals from refugee backgrounds 
through the Primary School Nursing Program 

 

 extending screening by the Primary School Nursing Program of 
children to all new arrivals enrolling directly into a mainstream 
school 

 

 extending the Secondary School Nursing Program to English 
Language Schools and Centres. 

 
Nurses working in schools with newly arrived children and young 
people of refugee backgrounds should be provided with workforce 
development opportunities to assist them to identify and respond to 
the needs of these groups. 

6.6.3 Maternal and Child Health Program 

The Maternal and Child Health Program (MCH) plays an important role in 
developmental health surveillance and early identification of health and 
wellbeing concerns. It also promotes, and in some areas provides, 
immunisation programs. The MCH program offers a universal service. The 
state government has provided additional funds through the Enhanced 
Maternal and Child Health program for families identified as having 
additional needs.    
 
Many new arrivals will be unfamiliar with the MCH Program. Families with 
children born in Australia are linked with the Program via a system whereby 
a MCH nurse is notified of a birth by a hospital and then contacts the 



Towards a health strategy for refugees and asylum seekers in Victoria 

 62 

family. There is no mechanism for MCH nurses to be notified of a new 
arrival family with children born prior to arrival. To access the Program 
these families depend on hearing about it through the EHAI and other 
sources and for initiating contact themselves. 
 
There are a number of sources that might be able to assist in linking new 
arrivals with the MCH. For example, DIMIA maintains a register, called the 
nominal roll, of all new arrivals through the Humanitarian Program. There 
are also providers of services to new arrivals under the Australian 
Government’s Integrated Humanitarian Settlement Strategy. 

Recommendations 

The Department of Human Services should explore ways of more 
effectively linking newly arrived refugee families with the Maternal 
and Child Health Program. 
 
Maternal and Child Health Program staff working in areas with newly 
arrived families of refugee backgrounds should be provided with 
workforce development opportunities to assist them to identify and 
respond to the needs of this group. 

6.6.4 Enhanced Primary Health Care Initiatives 

As indicated above there are financial barriers to new arrivals accessing 
health care and comprehensive health assessment under current Medicare 
arrangements. In 1999, the Australian Government introduced new item 
numbers under the Medicare Benefits Schedule in order to enhance the role 
of the GP in primary care. These included item numbers to remunerate GPs 
to: 

 conduct a health assessment for patients over the age of 75 years and 
those of Aboriginal descent aged over 55 years (items 700 and 702) 

 develop and implement a multi-disciplinary care plan for patients with 
chronic disorders and multi-disciplinary care needs (720, 722, 724, 
726 and 728) 

 conduct a case conference for patients with chronic disorders and 
multi-disciplinary care needs (740, 742 and 744) 

 
Some of the GPs participating in the Refugee Health and General Practice 
Pilot reported that they had used the new item numbers with positive effect. 
However, since the item numbers are confined to patients over 75 years and 
to those with chronic disease, they do not apply to the majority of refugee 
patients. Refugee access to early health care would be significantly 
increased if GPs were remunerated for providing comprehensive 
assessments. This could be achieved by measures such as  

 including Humanitarian Program entrants in the current Enhanced 
Primary Care Medicare numbers or 
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 the introduction of a new Medicare item number for a ‘one-off’ 
comprehensive health assessment of Humanitarian Program entrants. 
To promote completion of health assessment over the course of 
several consultations where necessary, consideration could be given to 
a ‘trigger’ item number whereby an additional payment is made on 
completion of the assessment. This is the approach which has been 
taken in the Better Outcomes in Mental Health Initiatives (Chapter 8). 

Recommendation 

The Victorian Government should ask the Australian Government to 
make provision under Medicare for GPs conducting comprehensive 
health assessments of newly arrived Humanitarian Program entrants. 

6.6.5 Immunisation 

Refugee populations have relatively low rates of protection against vaccine 
preventable disease when compared to the local population (Biggs and Skull 
2003), due variously to the breakdown of health systems in their countries 
of origin and asylum, disrupted access to health care in transit and barriers 
to accessing health care in Australia. By international standards, Australia 
has a comprehensive immunisation schedule (NHMRC 2002) with the result 
that some entrants may have incomplete immunisation despite being 
considered fully immunized in their countries of origin. 
 
Local experience also suggests that many people who have been immunized 
prior to arrival do not necessarily hold records or those records are in a 
language other than English. 
 
People who are not immunized are at greater risk of both contracting 
vaccine preventable diseases themselves and of passing infection to others 
(ibid). A high level of immunisation is required at the community level to 
guard against the re-emergence of infectious disease. 
 
Immunisation is a joint responsibility of both the Australian and state 
governments with the Australian Government being responsible for the 
supply of vaccines and the states being primarily responsible for delivery. 
Both levels of government play a role in promotion of and recruitment to 
immunisation programs. At present, all vaccines on the recommended 
schedule are supplied free-of-charge by the Australian government. 
 
The Australian government has established the Australian Childhood 
Immunisation Register (ACIR). The register records the immunisation 
history of children from birth to 7 years for the purposes of future 
management as well as to enable parents to claim certain benefits from 
Centrelink and to satisfy requirements for school entry.   Immunisations 
provided overseas can be recorded on the ACIR. There is no comparable 
mechanism for recording immunisation of those over the age of seven years 
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at this stage. Personal Immunisation records have recently been introduced 
though these are only available in English. 
 
In Victoria primary immunisation providers are GPs and maternal and child 
health nurses through local government. 
 
There are a number of issues associated with immunisation for new refugee 
arrivals settling in Victoria: 

 many providers are not aware of the need for ‘çatch-up’ immunisation 

 providers may not be aware of arrangements for recording overseas 
immunisation history on the ACIR 

 high residential mobility and the absence of a central data base for 
immunisations of those over the age of 7 mean that providers risk 
overlooking immunisation (assuming it has been offered previously) 
or providing repeat immunisation 

 client residential mobility in the early settlement period makes it 
difficult for practitioners to implement a program of appointments to 
complete a çatch-up schedule 

 while the Australian Government provides some incentives for GPs to 
offer immunisation, many of the barriers to GPs providing 
comprehensive health assessment and follow-up care discussed above 
apply especially to immunisation and are a particular concern when 
large families present for care 

 many providers are unaware of the availability of interpreter services 
or services for the translation of overseas medical records 

 while the DHS has translated information about immunisations, to 
date it has not had consent forms for immunisation in relevant 
community languages. This is a particular problem for programs 
delivered to children through schools since parental consent is 
required. DHS is currently developing these 

 some immunisations are administered in a suspension derived from 
pork products. Since practising Muslims are not permitted to consume 
pork products this can serve as a disincentive to be immunized. While 
there are alternative vaccines, either the health professional would 
need to be aware of this or the client would need to request it. 

 
Many of the problems associated with immunisation could be addressed 
through the implementation of the proposed system to increase the provision 
of early health assessment and follow up care. If the patient held record 
discussed earlier is implemented it could also serve to improve the 
management of immunisation. 
 
There may also be potential for local governments to provide immunisation 
to new arrivals on an outreach basis through services they have contact with 
on their arrival in Australia, such as English language schools and centres 
and Adult ESL settings.  For example the Maribyrnong City Council has 
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been working with the Western English Language School with the aim of 
providing an outreach immunisation service at the school. 
 
In February 2003, the Victorian Immigrant Health Program held a workshop 
on refugees and immunisation. In the workshop a range of measures were 
identified which could be implemented to raise new arrivals’ awareness of 
the importance and availability of immunisation and the capacity of health 
service providers to identify new arrivals and offer catch-up immunisation 
(VIHP 2003). 

Recommendation 

The Department of Human Services should support the 
implementation of measures to increase the coverage of immunisation 
of newly arrived refugees, for example by: 
 

 local governments providing immunisation on an outreach basis 
through services new arrivals have contact with on their arrival 
in Australia, such as English language schools and 

 

 introducing a patient held record. 

6.6.6 Monitoring health of new arrival communities 

Victoria does not have a mechanism which is responsible for monitoring the 
health of new arrival communities and feeding back information to service 
providers and planners.  
 
A capacity to do so is particularly important given that new arrivals may 
have conditions that may not be commonly seen in Australia. As well, 
monitoring can help to promote evidence based and cost effective care, for 
example by enabling screening and assessment procedures to be based on an 
assessment of risk in particular refugee communities. 
 
Problems arising from the absence of a system for monitoring are illustrated 
in the emergence of Vitamin D deficiency as a health issue in new arrivals 
from African countries.  While generally not life threatening, Vitamin D 
deficiency can cause bony rickets in children of affected mothers and 
osteoporosis in later life (Nozza 1999).  Vitamin D deficiency emerged as a 
health issue with the growth of African settlement in  Victoria in the 1980s 
and 1990s and is understood to be due to a range of factors including skin 
tone, the extent of skin coverage associated with traditional dress codes and 
living conditions experienced by new arrivals (i.e. high rise, high density 
accommodation) (ibid). Treatment of the condition can be complex. 
Prevention strategies have the potential to conflict with health promotion 
messages designed to reduce the prevalence of skin cancer. 
 
There is now a growing awareness of the incidence of Vitamin D 
deficiency.  Strategies have been introduced to alert doctors and other health 
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care providers to the problem and to develop appropriate cost effective 
management. However, it took some years for this problem to be widely 
recognised. Anecdotal reports to the VFST in the course of preparing this 
paper suggest that there remains a lack of awareness of the problem among 
key service providers and continuing confusion about both medical 
management and prevention. Similar problems have arisen in the detection 
and treatment of parasitic infection. 
 
There have been a number of studies researching health issues in new 
arrival communities. The Victorian Infectious Disease Service and the 
University of Melbourne Department of Medicine have conducted 
surveillance studies of new arrival communities in co-operation with general 
practices, one focusing on the Laotian community and the other on entrants 
from the Horn of Africa (Biggs and Skull 2003). 
 
At the time of writing VIDS is conducting a study of newly arrived entrants 
from the Middle East with funding from DHS. As well as collecting 
surveillance information, it is anticipated that the study will assess whether 
GPs are able to include comprehensive health assessment as part of routine 
clinical practice; their ability to manage and treat common physical health 
problems such as communicable diseases and Vitamin D deficiency using 
standard management protocols and to collect surveillance information. The 
study will provide important information about the roles of general 
practitioners in some aspects of early health assessment, in particular those 
focusing on communicable and nutritional diseases. 
 
The proposed measures to improve early health care would improve data 
collection and monitoring but an agency is required to collect and analyse 
data and disseminate information to service planners and providers. 

Recommendation 

The Department of Human Services should develop the capacity 
internally or through an outside organisation to monitor the health of 
refugee groups through systematic collection and analysis of data and 
ensure timely dissemination of findings to planners and providers of 
health services. 

6.6.7 Dental health  

Many people from refugee backgrounds arrive in Australia with relatively 
poor oral health due to a variety of circumstances such as torture, poor 
nutrition and lack of dental services in refugee camps. Prompt access to 
dental care can play an important role in recovery from the refugee 
experience, particularly for people with obvious trauma to the teeth or gums 
(VFST 2002). 
 
Refugees may find dental treatment highly stressful because of its invasive 
nature and associations with past traumatic experience (ibid). They are 
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likely to have a limited capacity to pay for dental care as they commonly 
arrive in Australia with no money or assets and face the costs of establishing 
a new household. 

Refugees as a special needs group 

In view of their experiences and circumstances, new arrivals under the 
Humanitarian Program who have been exposed to torture and trauma are 
recognized by the Victorian Government as a “special needs group” who 
should be given facilitated access to dental services. Other special needs 
groups include people with a mental illness, people with disabilities and 
people who are homebound. 
 
The main program applying to new arrivals as a special needs group is an 
arrangement under which clients of the VFST who are referred to 
participating public dental clinics are eligible for priority access to one 
course of care (i.e. they do not join the usual waiting list) and are exempt 
from the fee which clinics charge general patients. VFST receives funds 
from the Victorian Government to purchase care from public dental clinics. 
The VFST has brokered arrangements with seven public dental clinics in 
areas of refugee resettlement including Doutta Galla, Darebin, Western 
Region, Brimbank, Springvale/Dandenong, Plenty Valley and Moreland. 
The funding also enables VFST to support, inform and educate dentists 
about particular issues they should be aware of in working with refugee 
clients. In the last financial years, VFST referred about 300 people to public 
dental clinics under the program. 
 
The special needs program has significantly enhanced the access of refugees 
with serious oral health problems to dental care. However, two of the 
administrative elements of the program constitute significant barriers to 
access: 

 it is available only to clients of VFST, a requirement introduced in 
part as a means of identifying Humanitarian Program entrants to 
dental clinics and 

 dental services can be accessed only at clinics with which the VFST 
has brokered an arrangement. It is therefore not readily available to 
people living outside key settlement areas, in particular those in 
regional and rural Victoria. Some clinics have been reluctant to 
prioritise refugee clients because of the impact on the lengthy waiting 
list of other priority and general clients. 

 
In recent years, the Department of Human Services, in conversations with 
VFST, has shown support for a model whereby VFST clients referred to any 
public dental clinic should be given priority access and exemption from co-
payment, removing the necessity for the VFST to act as a broker.  
 
Recent developments may provide a good opportunity for the Department of 
Human Services to consider options to extend the access of refugees to 
dental health care, for example by removing the requirement that only 
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VFST clients are given priority: dental clinics could readily identify newly 
arrived Humanitarian Program entrants through their visas. 
 
The allocation in the 2004-05 Victorian State Budget of an additional $97.2 
million over the next four years to “reduce waiting lists and improve access 
for children and the disadvantaged”2 provides an opportunity to review 
current special needs programs. The review will consider issues such as 
eligibility, funding models and the importance of special needs programs to 
the local and state-wide efforts of public dental providers. The Department 
of Human Services will be consulting widely throughout 2004-05, including 
with VFST, with a view to implementing changes in 2005-06. 

Recommendations 

The Department of Human Services should continue to fund the VFST 
dental program in 2004-05 to ensure continued priority access of 
Humanitarian Program entrants to public dental health services. 
 
In its 2004-05 review of the special needs program, the Department of 
Human Services should consult with VFST to assess options to 
increase access for new arrivals under the Humanitarian Program. 

Interpreters 

Inadequate funding for interpreters is a major issue for the quality of care 
the public dental health services can provide. Funding of interpreting 
services for public dental clients is provided through an allocation made by 
the Community Health Program of DHS. This funding recognises that 
community health is a platform for a range of programs and services funded 
by the Primary and Community Health Branch of DHS. 
 
Agencies providing public dental services to special needs groups are 
supported in their work by being able to claim costs for the additional time 
and resources required (Item 935). However, this does not apply to the cost 
of the use of interpreters, which has to be met from the already stretched 
budgets for interpreters of host centres such as Community Health Services. 
The situation has lead to variable arrangements between clinics, with 
appointments frequently taking place without an interpreter. Below, this 
report recommends that issue of access to interpreters in public dental health 
services be examined in the context of a DHS review of language services 
(Chapter 11). 

Dental services for children 

The Department of Human Services, in partnership with Dental Health 
Services Victoria and 60 community-based agencies, offers three programs 
targeted to children and young people: the Preschool Dental Program, the 
School Dental Program (for all primary school children and concession card 
holder dependants in Years 7 and 8) and the Youth Dental Service (for 
concession card holders and dependants in Years 9 to 12). The 2004-2005 

                                                 
2 “Record boost to dental funding”, Minister for Health media release. 4 May 2004. 
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Victorian Government Budget allocates an additional $13.7 million to 
expand the school dental service.   
 
The Preschool Dental Program is jointly funded by DHS and certain local 
governments including Banyule, Nillumbik, Darebin, Whittlesea, Moreland, 
Frankston, Greater Dandenong, Port Phillip and Stonnington. It is available 
to all children attending child care centres and pre-schools in participating 
municipalities. Care is co-payment exempt for children who are dependents 
of a Health Care Card holder and those identified at ‘high risk’ of dental 
problems are encouraged to seek a recall dental examination. Strategies to 
promote the program are the responsibility of local governments and a 
number have specifically targeted children in refugee families. 
 
The School Dental Service visits primary schools and secondary level 
students in Years 7 and 8 every two years, including English Language 
Schools and Centres.   The service is universal in years Prep to 6, with all 
children being invited to participate. A recall program is offered to those 
identified as being at particular risk of dental problems. The service is free 
to children in families holding a Health Care Card and available at a small 
cost to those without concessions. 
 
Secondary level students in years 9 to 12 who have a Health Care Card or 
who are the dependents of a Health Care Card holder have priority access to 
the Youth Dental Service which is delivered through clinics in Community 
Health Services and some regional hospitals. This service is co-payment 
exempt. 
 
New arrivals are informed about dental services for children and young 
people through the Early Health Assessment and Intervention Program and 
DIMIA’s Welcome to Victoria kit. While the School and Pre-school Dental 
Services can be accessed at any time, new arrival families would need to be 
aware of this facility and have the language and practical skills or support to 
make use of it. 
 
Given the barriers new arrivals have to accessing services and the particular 
implications of this for refugee children and young people, it would be 
desirable to implement measures to inform new arrivals and encourage use 
of the services. 

Recommendation 

The Department of Human Services, in partnership with Dental Health 
Services Victoria and public dental agencies, should develop 
strategies to more effectively link newly arrived refugee families with 
dental services for children and young people. 



 

 

A VFST group program for 
refugee young people at 
Northern Metropolitan 
Institute of TAFE. Young 
people weave the ties that 
bind in a group exercise led 
by VFST staff. 
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7. Children and young people 

A key focus of the Refugee Health Strategy should be to ensure that services 
and programs are appropriately targeted to refugee children and young 
people so that they are offered support both at an early stage of settlement 
and early in their development. The strategy should include children born of 
refugee parents because their families and communities, the primary 
influences on children and young people’s wellbeing, may face limitations 
in their capacity for parenting and for providing support for their children. 
Given the importance of experience in infancy, childhood and adolescence 
to later development, these factors are as pertinent to a child born of 
recently arrived refugee parents as they are to children arriving as refugees. 
 
In this report children are defined as those from birth to 12 years, while 
young people include those from 12 to 25 years. They represent a 
substantial proportion of Victoria’s share of new Humanitarian Program 
arrivals with permanent visas: as indicated previously, in the five years to 
mid 2003, about 20 per cent of this group of entrants were younger than 10 
and nearly 25 per cent were aged between 10 and 20 years old. 
 
The environment children and young people grow up in has a powerful 
impact on their health and wellbeing, the effects of which may persist into 
adulthood (Centre for Community and Child Health 2000; DHS 2001). In 
general, those who experience adverse circumstances or stresses (known as 
risk factors) are more vulnerable to developing physical and psychosocial 
difficulties (ibid). Examples of risk factors are exposure to violence and loss 
of or separation from family. 
 
The impact of risk factors is cumulative i.e. the more risk factors one is 
exposed to, the greater are one’s chances of developing behavioural 
difficulties and other health and social problems (Carter 2000). 
 
Generally speaking, children who have secure attachments to family and 
supportive relationships with other adults and whose families are 
harmonious and well connected with their community tend to fare better as 
adults than those without these resources (ibid 2000). Strong family and 
community support has been found to be especially important in times of 
change and transition. 
 
The longer term health effects of disruptions to family functioning are 
illustrated by the experience of children of war veterans who had suffered 
exposure to combat related violence and conflict. Studies suggest that these 
children are vulnerable to the development of mental health problems 
persisting into adulthood (Harkness 1993).  
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At the same time, there is substantial evidence to suggest that there are 
‘protective factors’ that can build children’s and young people’s resilience 
and reduce their vulnerability. As is the case for risk factors, the more 
protective factors experienced by children and young people, the lower their 
risk of developing problems (ibid). 
 
Among the protective factors which have been identified as associated with 
the mental wellbeing of children and young people generally are their sense 
of belonging, positive school climate, opportunities for success and 
recognition of achievement, school norms against violence and good 
physical health (CDH&AC 2000). Studies of refugee children and young 
people suggest that these factors are also salient for this population. 
 
There is a growing evidence to suggest that it is possible to reduce risk 
factors and build protective factors through interventions with individuals, 
families and communities (ibid; CDH&AC 2000). Some of these 
interventions, such as those aimed at the pre-school years, have a more 
significant influence on children and young people who are socially 
disadvantaged than is the case for their more affluent counterparts (Carter 
2000 at 96). 
 
It is on the basis of this evidence that Australian governments have 
developed an increasing interest in early intervention and prevention in 
early childhood and adolescence, placing particular emphasis on those most 
in need. 
 
As is the case for the adult refugee population, there is diversity in the 
experiences and needs of children and young people. However, as a 
population they are both at high risk of exposure to risk factors and have 
reduced access to factors that are known to protect and promote health. In 
particular, changes in family and community relationships resulting from 
the refugee and resettlement experiences can adversely affect children and 
young people by weakening the support available to them.  
 
For refugee children and young people, progression through development 
stages and the capacity to make transitions can be adversely affected by pre-
arrival experiences and the adjustment to a new culture, language, school 
system and way of life. 
 
As well, while many refugee children and young people do very well in 
Australia’s education and training systems, for others limited or disrupted 
education in the course of their refugee experience can significantly inhibit 
their progress (Ethnic Youth Issues Network 1999), placing them at risk of 
long-term social and economic disadvantage and its attendant health 
consequences. 
 
Of particular concern are young people who arrive as unattached refugee 
minors. While Australia no longer formally selects unaccompanied refugee 
minors for settlement through its Humanitarian Program, a small number 
arrive each year as asylum seekers. For example, 66 of the 1,320 Temporary 
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Protection Visa holders who came to Victoria between July 2000 and March 
2002 were unattached minors (VOMA 2002a). In addition, some young 
people entering through the Humanitarian Program arrive with relatives to 
whom they are not necessarily closely attached. These family structures can 
be vulnerable to break down (VFST 1996). 
 
Overall, young people from immigrant communities are not over-
represented in the prison and juvenile justice system. However, there is an 
over-representation of young people from some ethnic groups and some of 
these have substantial numbers from refugee backgrounds (Coventry et al; 
RRAC 2002; DHS 2000). The reasons for this are not fully understood, but 
may be due to a range of factors including social and economic 
marginalisation, policing practices, and young people’s lack of familiarity 
with civil rights, responsibilities and laws in Australia. 
 
Some of the risk factors to which refugee children and young people may be 
exposed occur prior to arrival and so are beyond the control of governments 
and service providers in Australia. However, as is the case with adults from 
refugee backgrounds, evidence suggest that the quality of the environment 
following arrival, particularly in the family and school, also has a significant 
influence on their overall mental health and settlement prospects (Athey and 
Ahearn 1991; Raundelen 1993; Dyregrov et al 2002; Garbarino and 
Kostelny 1993; Hjern et al 1998; Gorst, Unsworth and Goldberg 1998). 
Reducing exposure to adverse factors in the settlement environment can also 
help to reduce the cumulative impact of risk. This suggests that there is 
considerable potential to ‘make a difference’ by offering support and 
building protective factors early in the lives and settlement of refugee 
children and young people. 

7.1 Victorian policies relating to children and young 
people 

The Victorian Government has a number of policies relating to children and 
young people: 

 Children First policy (2002) outlines a commitment to support parents 
and children from birth to school age, in particular parents 
experiencing early parenting difficulties 

 The Best Start initiative aims to reduce the impact of disadvantage for 
children by linking early childhood, social, health and education 
services into an integrated system that maximizes development 
opportunities for children (DHS 2002). The emphasis in Best Start is 
on strengthening universal early years’ services 

 Stronger Citizens, Stronger Families Stronger Communities: 

Partnerships in Community Care (DHS 2000) sets out the key 
Victorian Government framework applying to community service 
provision for children and young people, their families and 
communities. The framework has a focus on early intervention and 
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prevention. There is a commitment to reducing the over-representation 
of young people from certain ethnic backgrounds in the juvenile 
justice system and the development of culturally appropriate responses 
to their needs (ibid p29). While culturally and linguistically diverse 
communities are identified as a specific population requiring support, 
new arrivals and refugees are not identified as particular sub-
population.  

 Respect: The Victorian Government’s vision for young people (DET 
2002) sets out the framework for policy and program development for 
young people. The need to improve health and community service 
provision and to develop new initiatives for migrant and refugee 
young people is identified as a future priority for the strategy (p16). 

 The Victorian Government’s Plan for mental health services (DHS 
2002) includes initiatives targeted to children and young people, 
including a number with an emphasis on early intervention. 

 At the time of writing, the Community Care Branch was developing 
an Early Childhood Policy Framework which it is anticipated will 
address themes of child health, child wellbeing, family wellness, 
family capacity or community strengthening across the relevant DHS 
divisions (Simeon 2002; DHS 2002).  

7.2 DHS programs targeted to refugee children and 
young people 

DHS administers the Refugee Minors Program which supports the 
settlement process and ensures the provision of care arrangements for 
unaccompanied minors aged under 18 years without parents in Australia. 
 
Through the Youth Suicide Prevention Program and Innovative Services to 
Homeless Youth Program, VFST is funded to provide counselling and 
undertake broader health promotion activities. 
 
Other programs while not specifically targeted to refugees have played a 
significant role in addressing their needs. An example of this is the School 
Focused Youth Service. 
 
DHS has funded a number of ethno-specific services targeted to children 
and families from culturally diverse communities and some specialist 
programs to support mainstream services to better meet the needs of people 
from non-English speaking backgrounds. Examples include funding to the 
Free Kindergarten Association’s Bilingual Workers Program, which 
supports the integration of children of non-English speaking backgrounds in 
pre-school services, and the Victorian Cooperative on Children’s Services 
for Ethnic Groups which has implemented a number of projects targeting 
refugee young people. 
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Some DHS funded generalist family support services have developed 
innovative and inclusive approaches to supporting families from non-
English speaking backgrounds. 
 
Specialist services have been implemented in three Juvenile Justice Centres 
and three targeted Juvenile Justice Units and a tertiary studies scholarship 
has been established for the purposes of training specialized support 
workers in the juvenile justice system (DHS 2000). 
 
The preceding section of this report described other services that have the 
potential to provide early intervention and prevention support to new arrival 
families with children and young people as well as to individual young 
people, in particular the Maternal and Child Health and School Nursing 
Programs. In a number of program areas, people from non-English speaking 
backgrounds have been identified as specific priorities for service access 
(DHS 2003). 

7.3 Other Victorian Government programs for children 
and young people 

The Department of Education and Training (DET) and the Office for Youth 
provide or fund programs and services pertinent to the wellbeing of refugee 
children and young people.  
 
Student health and welfare are a shared responsibility of the Ministerial 
portfolios of Health, Community Services and Education e.g. DET employs 
student welfare and other school support personnel, while the School 
Nursing Program is a program of the health portfolio. Schools play an 
important role in identifying and referring children, young people and their 
families requiring more intensive professional support. There is currently 
strong policy support for collaborative approaches between schools and 
health and community services, evidenced in the implementation of the 
Mind Matters Program and the Framework for Student Support Services. 
 
Research and practice demonstrate the effectiveness of schools as important 
health promoting environments. A significant proportion of new arrivals 
from refugee backgrounds attend English language schools and centres in 
the first twelve months following their arrival where they can be reached for 
a range of purposes including early intervention, information provision and 
health promotion. 
 
Victorian experience suggests that schools are ideal settings from which to 
deliver health and community interventions, in particular those with a 
psycho-social or mental health emphasis (VicHealth 2003). VFST has been 
conducting school based group programs for children, parents of primary 
age children and adolescents to promote wellbeing for a number of years. 
As a result of these programs it has become increasingly evident that a 
whole of school approach is important in a sustainable approach to 
supporting refugee students and students from other culturally and 
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linguistically diverse backgrounds. A number of school resources have been 
developed, including classroom curricula, which support a whole of school 
approach. 
 
School based interventions allow wide program reach. This is particularly 
the case given that a significant proportion of new arrivals from refugee 
backgrounds attend English language schools and centres in the first twelve 
months following their arrival where they can be reached for a range of 
purposes including early intervention, information provision and health 
promotion. 
 
In 1999-2002, the Victorian Health Promotion Foundation funded a number 
of school based programs targeted to new arrivals, particularly refugees, as 
part of its Mental Health Promotion Plan. The Victorian School Innovations 
Commission has expressed an interest in further development in this area 
and preliminary discussions have been held with VicHealth and agencies 
working with refugee young people. There may be potential for 
collaboration between this initiative and the development of the Victorian 
Refugee Health Strategy. 
 
The Office of Youth Affairs runs the Youth Services Program which 
provides grants to local government and community organisations to 
provide services for vulnerable young people – services for young people 
from culturally and linguistically diverse communities, particularly young 
people from newly arrived communities, are expressly identified as a focus. 
The Office funds two peak bodies – the Youth Affairs Council of Victoria 
and the Centre for Multicultural Youth Issues - “to provide an avenue for 
the Government to hear the views of young people and those working with 
them.” (Office for Youth). The Centre for Multicultural Youth Issues “has a 
priority focus on CLD young people from refugee and newly-arrived 
communities.” (CMYI) 

7.4 Issues restricting accessibility and responsiveness 
of services 

In child welfare and social policy, three types of prevention services are 
distinguished: 

 universal prevention services that are available to the whole 
community, such as the Maternal and Child Health Program and 
preschool services 

 selective prevention services that are targeted to children and young 
people who are sub-groups of a population whose risk of developing a 
social or emotional difficulty is high 

 indicated prevention services for children and families who have the 
early signs of developing a social or emotional difficulty. These are 
often referred to as early intervention services. 
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In her review of community care services in Victoria, Jan Carter (2000) 
found that with the exception of early intervention services targeted to 
children with a disability, there are few systematic selective prevention 
services for children and young people deemed to be at high risk of 
developing a social or emotional problem. Carter identified NESB children 
‘from a background of trauma’ as one group to whom selective prevention 
and early intervention approaches could profitably be extended (ibid 101). 
 
Carter also concluded that there were no systematic indicated prevention 
services targeted at high risk children who have minimal but detectable 
signs of difficulty, nor a classification system for ensuring this. While she 
noted that there were early intervention services for early childhood for 
children who have a specific developmental problem, the services were not 
available beyond school commencement. Rather, for middle childhood or 
adolescent age groups, entry for family support was via the statutory child 
protection system. Again this has particular implications for refugee 
children and young people who may be vulnerable to developmental 
problems as the result of exposure to trauma, disrupted schooling, 
deprivation of opportunities to play and develop and their minimal prior 
experience of structured learning and establishing peer relations. 
 
The pre-eminent concerns of policies pertaining to refugee children and 
their families have been with the influence of culture and cultural difference 
on child development and parenting, rather than the negative effects 
commonly associated with the refugee experience such as economic 
disadvantage, pre-arrival trauma, social exclusion and limited community 
support. For example, the evidence review conducted for the Best Start 

initiative focuses on the impact of culture on child rearing.  
 
A recent report to the National Youth Affairs Research Scheme also notes 
that in contemporary policies refugee young people tend to be considered 
only as a sub-set of culturally and linguistically diverse communities. The 
report, Wealth of All Nations:  Identification of strategies to assist refugee 

young people in transition to independence, draws on a number of sources 
including reviews of academic and policy related literature, consultation 
with policy makers and service providers and a survey of young people 
attending English language centres.  
 
The authors of the Wealth of All Nations report also drew attention to the 
assumption implicit in humanitarian and settlement policy that young 
people’s needs are best met by strengthening the capacity of their families to 
support them. Although this is a critical strategy, a consequence is that few 
interventions have been developed that focus directly on the needs of 
refugee young people themselves. Furthermore, given the often 
overwhelming nature of settlement concerns, parenting issues are often 
neglected by services providing settlement and other forms of psycho-social 
support to families. 
 
The report assembled considerable evidence documenting that in some areas 
refugee young people had markedly lower rates of service utilization in 
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some areas than was the case for other young people (Coventry et al 2002). 
The access barriers facing adults from refugee backgrounds discussed 
previously in this report are often compounded for young people by their 
lack of confidence in dealing with the adult world (VFST 1999). 
 
As indicated above, VFST has undertaken extensive work with refugee 
children and young people through schools. A significant issue emerging 
from this work is that refugee children and young people face barriers in 
qualifying for additional educational support which is generally dependent 
on children being diagnosed with an intellectual disability. Refugee children 
whose learning and behavioural difficulties relate to past deprivation and 
current settlement stresses often fail to qualify for this support, despite their 
obvious need. 

7.5 The desirability of a review of policies and programs 

The issues identified in the preceding section suggest that it would be 
desirable for there to be a review of how effectively polices and programs 
target refugee children and young people and their families. 
 
In view of the significance of their activities for refugee children and youth, 
the Department of Education and Training and Office of Youth Affairs 
should be requested by the Department of Human Services to collaborate in 
the review. 
 
Two recent national documents would provide valuable resources for such a 
review. One, mentioned above, is the report Wealth of All Nations:  

Identification of strategies to assist refugee young people in transition to 

independence. The other is the Australian Government’s Refugee 
Resettlement Advisory Committee’s A Strategy for Refugee Young People 

(RRAC 2002). The strategy was designed as a resource for Australian and 
state and territory governments planning for refugee young people. 

Recommendations 

The Department of Human Services, the Department of Education and 
the Office of Youth Affairs should jointly review health and welfare 
programs and services which they provide and fund in order to ensure 
that they are adequately resourced, accessible to and appropriate for 
refugee children and young people.  
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The review should also identify means by which health promotion for 
refugees and interventions for refugee students at high risk of mental 
health and behavioural problems can be widely implemented in 
schools. 
 
In undertaking the review, these bodies should consult with refugee 
children and young people, refugee organisations and non-
governmental organisations which provide services to refugee 
children and young people. 

 
 
 
 
 
 
 



 

 

"Caring for the children of busy parents" 
In a high rise flat with a special room set 
aside for children's play, Amina, an 
Ethiopian refugee, takes care of two 
Somali children as well as her own baby 
daughter. Knowing that their children are 
in safe hands frees other parents to go to 
work and attend English classes. 
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8. Mental health services 

8.1 Mental health problems amongst refugee survivors 
of torture and trauma 

The psychological sequelae of torture and trauma associated with war and 
state-sanctioned violence have been extensively documented. The most 
commonly reported diagnosable disorders are post traumatic stress disorder 
(PTSD), major depressive disorders and anxiety disorders. Prevalence rates 
of these disorders vary considerably and depend on the particular population 
under study. For clinical samples, rates of PTSD are very high. For 
example, 65 per cent of Bosnian refugees attending a clinic in United States 
and 48 per cent of refugee patients attending a clinic in Oslo were assessed 
as experiencing PTSD (cited in Silove and Kinzie 2003). The rates are 
related both to the degree of exposure to traumatic events and settlement 
factors (Basoglu, Paker and Ozmen 1994; Mollica et al, 1987; Guarnaccia 
and Lopez 1998; Howard and Hodes 2000). Some factors such as poor 
socioeconomic status and family separation contribute to further mental 
health problems. Other factors such as social support moderate the effects of 
previous traumatic experiences (Hauff and Vaglum 1995; Gorst-Unsworth 
and Goldenberg 1998). 
 
A focus on diagnostic disorders or symptomatic effects can obscure the far-
reaching effects of torture and trauma on everyday functioning. Ability to 
carry out daily tasks and attend to basic needs can be seriously impaired in 
torture and trauma survivors (Allden 2002). Learning ability which is 
crucial to adjustment in a new country is seriously disrupted by poor 
concentration, memory impairment and sleep disturbance. Pain resulting 
from physical injuries and psychosomatic complaints such as headaches and 
gastrointestinal disturbances are also debilitating in everyday life. 
 
Other effects are difficult to measure, but the loss of meaning and purpose 
to life and the shattering of assumptions central to human existence, such as 
trust, are enduring reactions, affecting the capacity to form relationships and 
adjust to life in a new country. Survivor guilt for example prevents people 
from enjoying life. They may go even further to expiate their guilt through 
self-punishment and self-destructive behaviour (Simpson 1993). 
 
Long-term studies of survivors of torture and trauma who have suffered 
massive trauma show that mental health problems can persist at a severe 
level for many years (Kinzie, Boehnlein and Sack 1998). 
  
Refugees who arrive in Australia under the Humanitarian Program come 
from countries where the level of violence due to war and/or political 
oppression has been extremely high. This table shows the frequency of 
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traumatic experiences amongst adult clients receiving services from VFST 
(VFST 2000). 
 

Experiences of torture and trauma – 

VFST adult clients 

Direct physical violence e.g.  
beatings, electric shock, rape, food 
deprivation 

67% 

Witnessing physical violence 83% 

Forced isolation 42% 

Harm/threat to family 84% 

Refugee camp 20% 

Internal displacement 48% 

Imprisonment 30% 

 
Given the pre-arrival backgrounds of refugees in Australia, a significant 
proportion of refugees will require specialist individual and family services. 
The VFST undertook routine assessment of all those recognized as refugees 
under the UN Refugee Convention who arrived in Victoria during financial 
year 1997/1998. Over 40 per cent of entrants were assessed as suffering 
psychological problems which severely interfered with every day 
functioning and were unlikely to abate without specific assistance (VFST 
1998). 
 
Evidence shows that appropriate interventions involve a combination of 
individual/family counselling, pharmacological intervention and advocacy 
to support access to resources and services required for settlement (UNHCR 
2002). This indicates the importance of a multi-disciplinary approach 
involving input from GPs, psychiatrists and professionals with expertise in 
counselling and case work approaches. 
 
As is the case in the wider community, many people suffering mental health 
problems will not choose or accept the individual, family or psycho-social 
interventions provided by services.  Nevertheless, the experience of those 
contributing to the preparation of this report is that counselling and support 
are acceptable to a significant proportion of people from refugee 
backgrounds. 

8.2 Prevention, promotion and early intervention in 
mental health 

Effective prevention aims to reduce the development of a problem or 
disorder, its progression to a more debilitating problem or disorder, relapse 
and the development of a secondary problem. At a population level, 
prevention aims to reduce risk factors and enhance protective factors. 
Important psychological and social risk factors for survivors of torture and 
trauma and their communities are isolation after the traumatic event, 
continued exposure to powerlessness, new losses, perceived injustices, 
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marginalisation, racism and discrimination, minority status, socioeconomic 
disadvantage and community fragmentation. Protective factors are safety 
and sense of control over life, coping skills, kinship and friendship 
networks, connections to community and neighbourhood, capacity to give 
meaning to suffering, dignity, employment and opportunities for future, 
participation in community and host society and freedom from 
discrimination. 
 
A comprehensive mental health strategy requires the inclusion of prevention 
and mental health promoting strategies which address the above factors and 
targets populations as well as individuals and families.  
 
Similarly early intervention is an important principle, a substantial body of 
research showing that there are benefits to both the individual and 
communities, and cost benefits to the services system in identifying and 
treating problems at an early stage before they become more costly and 
complex to treat and lead to the development of secondary problems 
(CDH&AC 2000). A review of the costs of providing services to survivors 
of torture and trauma found that the costs of treating mental health problems 
were offset by a decrease in the use of general medical services in the order 
of 10 to 20%, by increases in productivity and a reduction in Disability 
Adjusted Life Years (Rupp and Sorel 2003).  
 
Transgenerational effects of trauma are also well documented (Harkness 
1993), highlighting the importance of effective responsiveness to parents 
and their children. The early years of child development and appropriate 
interventions for families are especially important in the light of studies 
which show effects of traumatic events and neglect on neurophysiological 
systems in the brain (Chore 2002; Shonkoff and Phillips 2000; Shore 1997). 

8.3 Trends in mental health and family support policy 

Historically, public mental health services for adults funded by state 
governments have focused on those with serious mental illness, with 
responsibility for the care of those with high prevalence and non-psychotic 
disorders such as depression and anxiety being seen to lie with GPs and 
psychiatrists and funded by the Australian Government through Medicare. 
 
Recently there has been increasing recognition that non-psychotic disorders 
are more common and account for a greater - and increasing - proportion of 
the burden of disease than was previously thought (CDH&AC 2000a). 
There is also growing evidence that these disorders have their origins at 
least in part in negative social and environmental influences. 
 
Accordingly, the Australian and state governments have increasingly 
emphasized strategies for the treatment of non-psychotic disorders and on 
early intervention, illness prevention and mental health promotion. This 
shift is evident in the National Mental Health Plan which the Victorian 
Government has endorsed. 
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As indicated previously, a shift toward both early intervention and 
prevention is also evident in early childhood and family policy. 

8.4 DHS funded programs providing mental health 
interventions 

The Department of Human Services and agencies it funds provide a range of 
mental health and counselling/support services for the general community. 
To ensure that refugees with mental health problems have access to 
appropriate services, it also funds the VFST to assist people with 
particularly complex needs and the VFST and Victorian Transcultural 
Psychiatry Unit (VTPU) to build the capacity of mainstream mental health 
and social support services to meet the needs of people from refugee 
backgrounds. The following sections look in turn at general health services 
and barriers to accessing them and then at the work of the VFST and the 
VTPU. 

8.4.1 General mental health services 

A number of services for the general community are particularly relevant to 
survivors of torture and trauma, including 

 hospital and community based services for people with a mental 
illness, and child and adolescent mental health services  

 counselling services provided through community health services 

 family violence outreach services, Centres Against Sexual Assault and 
the Family Services program, which offers out-reach, assessment, case 
management, counselling, case work, in home support and group 
work. 

 
There are a number of Community Health Services committed to providing 
counselling services to survivors of torture and trauma. However given the 
demands on community health counselling services by other high need 
groups, they tend to have long waiting times for care (VGDHS 2002 p29). 
In the context of this demand, these services also experience difficulties 
meeting the relatively high resource requirements involved in working with 
survivors of torture and trauma.  For example, the recent Review of 
Counselling Services in Community Health Services found that most clients 
were seen for between 1-3 sessions (ibid). In contrast the VFST has an 
average of 6 contacts per client for short term counselling and 30 contacts 
for clients accepted for medium to long term support.  
 
The additional costs of providing interpreters can act as a further barrier to 
community health services providing counselling to survivors of torture and 
trauma. 
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The experience of VFST has also been that community health services 
counsellors do not feel sufficiently confident or competent to provide 
appropriate support to survivors of torture and trauma. The Review of 
Counselling Services in Community Health Discussion Paper found that this 
was an issue in a number of areas of counselling provision where specialist 
expertise was required (ibid p43). 
 
Professional counsellors are vulnerable to vicarious traumatisation which 
can lead to high levels of stress and burn-out. In response to the risk of this 
occurring, counsellors at VFST are offered weekly supervision and 
fortnightly group de-briefing with an experienced psychologist. Counsellors 
in Community Health Services do not generally have routine access to 
support of this nature.  
 
The experience of agencies contributing to this paper is that many of these 
concerns apply equally to counsellors working in DHS funded family 
support agencies. 

8.4.2 Specialist mental health services 

The Victorian Foundation for Survivors of Torture 

The Victorian Foundation for Survivors of Torture (VFST), established in 
1987, provides direct care to survivors of trauma and torture in the form of 
counselling and other services. The VFST also trains other service providers 
who have contact with survivors of torture and trauma; develops resources 
to enhance the understanding of the needs of survivors among health and 
welfare professionals, government and the wider community; works with 
government, community groups and other providers to develop services and 
programs to meet the needs of survivors and conducts research to enhance 
the understanding of the needs of survivors and the best ways of meeting 
them.  
 
The Department of Human Services provides funds to VFST for the 
provision of direct services and health promotion activity. VFST also 
receives funds from the Australian government and philanthropic 
organisations. 
 
In recent years VFST has seen a sustained increase in the demand for its 
counselling services. This is due to a number of factors including the 
establishment of the Early Health Assessment and Intervention program 
which has increased the identification of entrants requiring more intensive 
professional support. As well, VFST’s work with other services has led to 
an increased number of people with complex needs being identified and 
referred for assistance.  
 
The current waiting time for long term counselling is an average of nine 
months, with some 150 principal clients on the agency’s wait list at the time 
of writing. This is stressful for the people awaiting support. Prolonged 
waiting times also work against an early intervention approach and the 
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benefits that flow from this to the individuals and the broader service 
system. The increasing demand for direct services also affects VFST’s 
capacity to undertake the developmental work necessary to build the 
capacity of the wider service system to work with survivors of torture and 
trauma, resulting in workforce pressures on mainstream services and an 
increase in demand for specialist services in the longer term. 
 
In December 2003 the Minister for Health announced that the Victorian 
Government would increase VFST’s annual recurrent funding by $400,000. 
This is a substantial contribution to the capacity of the agency to assist those 
who seek its services. However, in order to meet the overall need of 
refugees for mental health services it is also essential to improve refugees’ 
access to mainstream services and the capacity of those services to respond 
effectively. 

The Victorian Transcultural Psychiatry Unit 

The Victorian Transcultural Psychiatry Unit is funded by the Department of 
Human Services to contribute to improvement in the quality and 
accessibility of mental health services for people of non-English speaking 
backgrounds by: 

 assisting in policy and service development 

 providing education and training and specialist support services to 
mental health managers and clinical staff and 

 conducting research and development activities which support 
managers of mental health services in service development 
(Psychiatric Services Branch 1996). 

 
While the Unit’s brief is to address policy, service and training issues in 
regard to people from non-English speaking backgrounds, it has had a 
particular interest in mental health issues affecting refugees. 

The Refugee and Asylum Seeker Mental Health Network pilot project 

Psychiatrists in the private sector are major providers of specialist mental 
health treatment for people with complex psychological problems requiring 
longer term psychotherapy and or pharmacological intervention.  Because 
few psychiatrists bulk bill Medicare, access to private psychiatrists by 
refugees and asylum seekers has been limited by the out-of-pocket expenses 
involved. This has been particularly the case for people requiring longer 
term psychotherapy. 
 
A survey of private psychiatrists conducted by VFST found barriers to 
psychiatrists working with refugees such as organisational requirements 
involved in using interpreters and lack of familiarity in working with 
refugee survivors of torture and trauma (VFST 2002a). However many 
psychiatrists stated that they were prepared to work with refugee clients in 
partnership with an agency such as VFST which could assume 
responsibility for advocacy and support issues and provide professional and 
administrative support. 
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In 2003 the Department for Human Services funded VFST and VTPU to 
establish a one year pilot project to engage private psychiatrists and other 
mental health professionals in the provision of services. The program is also 
supported by funding from ANZ Trustees. 
 
Clinics have been established in Parkville and Dandenong.  
 
The project is funded until June 2004. It has proven to be an effective 
approach to engaging private psychiatrists working with people from 
refugee backgrounds and should continue to be supported. 

Recommendation 

The Department of Human Services should continue to support the 
project facilitating access of refugees to private psychiatrists and other 
mental health professionals in the private sector. 

8.5 New initiatives and mainstream services 
improvement 

As stated above, state funded mental health services for adults have seen 
themselves as having a limited role in providing support to survivors of 
torture except in those cases where psychological sequelae related to the 
refugee experience co-exists with a psychotic disorder. Mental health 
services for children and adolescents target a broader range of mental health 
problems and refugee children and adolescents are referred to such services. 
These services face considerable demand. The limited capacity of GPs and 
private psychiatrists to respond to the mental health needs of refugees has 
also been described previously. 
 
Consistent with the increasing emphasis on early intervention and illness 
prevention, the Australian and Victorian governments have recently taken 
several initiatives to improve services for people with non-psychotic mental 
health problems. The initiatives described below offer opportunities for 
service improvement to refugees and asylum seekers and their families. 
Most are in exploratory, pilot or developmental stages and it is proposed 
that they be reviewed to determine optimal service delivery arrangements 
for refugees and asylum seekers settling in Victoria. 

8.5.1 Better Outcomes in Mental Health Care 

In 2002, the Australian Government introduced Better Outcomes in Mental 
Health Care, aimed at engaging general practitioners in the care of clients 
with mental health problems. Under the initiative, general practitioners are 
able to claim remuneration through Medicare for conducting an assessment 
and undertaking a mental health plan and review (known as the ‘3-step 
mental health process’). 
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GPs wishing to be involved are required to complete specialist training in 
mental health. Under the initiative, they are permitted to use specified 
interventions and offer six services in a 12 months period and a second 
series of six services following formal review. 
 
It is possible that a capacity building approach similar to the pilot program 
with psychiatrists described above could be implemented with GPs building 
on the Better Outcomes in Mental Health Care initiative. In exploring this 
approach particular consideration would need to be given to: 

 whether the model of service provision is appropriate for addressing 
refugee related psychological sequelae, in particular the number of 
sessions and types of interventions offered 

 whether GPs are sufficiently confident to provide mental health care 
to refugees 

 how capacity building in the GP workforce could be supported. The 
challenges associated with this are discussed above (refer to early 
intervention section). 

Recommendation 

In the context of the Australian Government’s Better Outcomes in 
Mental Health Care program, the Department of Human Services 
should establish a project to strengthen the engagement of GPs in the 
care of people from refugee backgrounds with mental health 
problems. 

8.5.2 Primary Mental Health and Early Intervention Initiative 

In Victoria the greater emphasis on prevention and non-psychotic disorders 
is evident in the introduction of the Primary Mental Health and Early 
Intervention initiative in 2002 (VGDHS 2002a). The key objectives of the 
initiative include: 
 

 improving access to and the quality of mental health services provided 
by specialist and primary health care providers to people across the 
life span 

 supporting and enhancing the capacity of a range of primary care 
providers, in the first instance community health services and general 
practitioners, to recognise and treat mental health problems and 
disorders more effectively 

 improving the delivery of services to people with high prevalence 
disorders such as depression and anxiety disorders.  

 
A key element of the initiative is the establishment of Primary Mental 
Health and Early Intervention Teams mainly to assist both primary care 
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providers. Teams are generally expected to provide direct services only of a 
time-limited nature and within a shared care framework. 
 
As indicated above, high prevalence discords are of particular concern to 
refugees and asylum seekers. Primary Mental Health and Early Intervention 
Teams may be able to play a key role in assisting primary care providers to 
offer appropriate services to people of refugee backgrounds. 

Recommendation 

The Department of Human Services should examine how Primary 
Mental Health and Early Intervention Teams are able to effectively 
assist Community Health Services and GPs to enhance the access to 
and quality of services to people of refugee backgrounds with mental 
health disorders. 

8.5.3 Review of Counselling Services in Community Health 

In 2002 the Department of Human Services released a discussion paper for a 
Review of Counselling Services in Community Health. The paper suggested 
that community health, in partnership with the government’s mental health 
program, should play a substantial role in providing counselling to people 
with non-psychotic mental health problems and made recommendations to 
achieving this aim. The next stage of the review is expected to be complete 
in 2004. 
 
Community Health Services play an important role in health care for 
refugees and asylum seekers and it proposed above that this should be 
strengthened. The role of community health services should include the 
provision of mental health services because mental health concerns 
represent a significant proportion of the burden of poor health in refugee 
communities. Community Health Services are particular well placed to 
provide assistance because they have the capacity to link new arrivals with 
social groups and networks and to take action to address broader social 
determinants of poor mental health. 

Recommendations 

Refugees and asylum seekers with non-psychotic disorders should be 
identified as a population of concern in the next phase of the Review 
of Counselling Services in Community Health. 
 
Particular consideration should be given to mechanisms for supporting 
counsellors working with refugees and asylum seekers, including 
supervision, debriefing and professional development. Other elements 
that might be considered are: 
 

 linkages between counselling and other community health 
service initiatives addressing broader social determinants of 
health 
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 funding and resourcing arrangements to reflect longer and 
larger numbers of consultations and interpreter costs  

 

 linkages with the Victorian Foundation for Survivors of 
Torture and the Primary Mental Health and Early Intervention 
Teams for the purposes of specialist support and referral. 

 
Counselling provided by agencies concerned with family support, 
domestic violence and sexual assault services is outside the scope of 
the review. As these agencies also have clients of refugee 
backgrounds, it is recommended that the needs of their counsellors for 
support and professional development should be reviewed by the 
Department of Human Services. 
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9. Senior refugees 

Newly arrived refugees who are seniors may have multiple and complex 
health and support needs. They find it more difficult to learn English 
because the acquisition of a new language becomes harder with age and 
there is little access to employment (Chenowith and Burdick 2001; ECRE 
2002a). As a result they tend to be more vulnerable to the ill-effects of 
social isolation and poverty. Seniors may also experience problems because 
their roles and status in Australia are different from their countries of origin. 
In many refugee home countries, authority is vested in seniors as a source of 
wisdom and experience. In Australia, this position is likely to be reversed as 
younger adults and children adjust more quickly and seniors are dependent 
on them for basic practical tasks. This may be compounded by 
intergenerational issues and negative attitudes toward the aged in Australia 
(UNHCR 2002). 
 
Exposure to traumatic pre-migration experiences earlier in life may have an 
impact on people’s mental health as they age (Rosenbloom 1985; Kahana et 
al 1989). The psychological vulnerability associated with these experiences 
can be exacerbated by stress and loss associated with ageing and the 
diminishing role of protective factors such as employment and the rewards 
and responsibilities of child rearing (ibid; Fried and Waxman 1988). 
 
Anecdotal evidence suggests that there has been an increase in the number 
of seniors from post war European refugee communities presenting to 
services, often for the first time, with psychological sequelae linked with 
pre-migration trauma occurring many years earlier (ibid). 
 
Throughout the 1970s and 80s, there were significant waves of refugee 
migration to Australia from Latin America and Indo-china, in particular 
Vietnam and Cambodia.   These communities are beginning to age, with an 
increasing proportion likely to be coming into contact with health and 
community support services. Given the horrific experiences to which these 
entrants were subject prior to their migration and en-route to Australia, it is 
probable that they will have particular mental health and support issues that 
will need to be taken into account in the planning and delivery of mental 
health and generalist aged care services. 
 
A range of services provided by the three tiers of government is available to 
senior Victorians. It was beyond the scope of this report to review how well 
these services meet the health and wellbeing needs of seniors of refugee 
backgrounds. A broad review would be timely as an element of a Victorian 
Refugee Health Strategy and it could have regard to recent research looking 
at the settlement of seniors internationally (ECRE 2002). 
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Recommendation 

The Department of Human Services should commission a project to  
 

 provide a profile of Victorian seniors of refugee backgrounds 
and their health and welfare needs 

 

 consult with refugee seniors, refugee organisations and service 
providers to assess the access of Victorian seniors of refugee 
backgrounds to appropriate health and community services and 

 

 identify issues requiring further research. 



 

 93 

10. Health care and support for people 
who hold Temporary Protection 
Visas and community based 
asylum seekers 

10.1 Context 

In addition to issues affecting the health and well being of people offered 
permanent settlement, the health of people who have been granted 
Temporary Protection Visas and of community based asylum seekers may 
be affected by factors including: 

 separation from family - neither group may apply to have family 
members join them in Australia. As well as limiting access to the 
protective effects of family support, anxiety and guilt about the fate of 
family members left behind is a common consequence of prolonged 
separation (Jaques and Abbott) 

 uncertainty about their future in Australia 

 stress associated with the refugee determination process, which for 
some applicants lasts a number of years (Asylum Seeker Project 2003; 
Silove et al 1993) 

 detention centre experiences (Steel and Silove 2001) and 

 negative attitudes toward asylum seekers in the community (Smith 
2001). 

 
As well, as summarized below, holders of Temporary Protection Visas and 
community based asylum seekers are not entitled to the full range of 
services which are available to people offered permanent settlement under 
the humanitarian program. The restrictions may prevent or impede them 
from accessing essential services effectively and may adversely affect their 
health and wellbeing. 

10.2 Restrictions on services funded by the Australian 
Government 

The most significant restrictions in relation to health and community 
services funded by the Australian government are as follows. 
 
Holders of Temporary Protection Visas are not entitled to: 

 free interpreting for Medicare related services provided by private 
general practitioners and specialists 
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 services provided under the Integrated Humanitarian Settlement 
Strategy except for Early Health Assessment and Intervention, which 
is available for the first 12 months after release from detention. 

 
Community based asylum seekers are not entitled to 

 a Medicare card unless they have work rights attached to their visa 

 a Health Care Card 

 subsidized medicines under the Pharmaceutical Benefits Scheme, 
which are available to people with a Medicare or Health Care Card 

 Centrelink benefits 

 free interpreting for Medicare related services. 
 
Asylum seekers “who are unable to meet their most basic needs for food, 
accommodation and health care” and who meet other criteria are eligible for 
financial assistance under the Asylum Seeker Assistance Scheme (ASAS) 
administered by the Australian Red Cross (DIMIA 2003c). Payment rates 
are calculated at 89 per cent of Special Benefit provided by Centrelink. 
 
ASAS also provides funds for the Red Cross to reimburse health care 
providers for the cost of services provided to ASAS clients. The allowable 
services include consultations with a general practitioner, diagnostic 
services, maternity care, specialist medical assistance for certain conditions 
(e.g. which could become life-threatening if not treated), torture and trauma 
counseling services and pharmaceutical benefits. In March 2004 the Red 
Cross Victorian ASAS unit supported about 120 cases, substantially fewer 
that the average of 460 families a month it assisted in 2002-03. 

10.3 State funded services 

Holders of Temporary Protection Visas are generally eligible for health and 
community services provided by the state government, such as energy 
concessions, public dental services and public housing.  
 
Community based asylum seekers are eligible for some services, such as 
emergency housing. They are restricted in their access to other services by 
administrative or other obstacles. For example, most of the concessions 
provided by the Victorian Government for services provided or regulated by 
the state and local government are directed to people who have a card issued 
by the Australian Government such as a Health Care Card. This requirement 
excludes community based asylum seekers because they are not entitled to a 
Health Care Card at any stage of the refugee determination process. 
Victorian public hospitals provide emergency treatment to everyone, 
whether they are eligible for Medicare or not, in accordance with a 
“common law duty of care which curtails the refusal to provide emergency 
treatment when it can otherwise be provided.” (DHS 1996) However, 
hospitals may charge patients who are not covered by Medicare for 
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emergency and other services and the Department of Human Services 
informs hospital that “fees for ineligible patients should be set to achieve 
full cost recovery.” (DHS 2003b) The imposition of fees deters asylum 
seekers who have no financial resources from seeking or continuing with 
medical care, as documented in research undertaken by Hotham Mission’s 
Asylum Seeker Project, cited below. 
 
Community Health Services offering a GP service are primarily reliant on 
recouping the costs of these services through Medicare. They can claim 
rebates only in relation to Medicare eligible patients and so offer to treat 
ineligible asylum seekers without charge only if the service allocates funds 
for this from its general grant. Policies relating to providing medical care to 
Medicare ineligible asylum seekers vary between services. 
 
The state government has from time to time provided special assistance to 
community based asylum seekers and Temporary Protection Visa holders. 
For example, in 2000 when a large number of Temporary Protection Visa 
holders were released from detention, the Department of Human Services 
allocated $145,000 for post arrival support and emergency assistance, 
administered through the local governments of Darebin, Greater 
Dandenong, Shepparton and Mildura. In 2002 the government allocated 
more than $1.1 million for projects to assist refugees and asylum seekers 
and in each of 2003 and 2004 allocated $100,000 emergency relief funds to 
be distributed to asylum seekers by community and welfare agencies 
through the Victorian Council of Social Service.  
 
There was also some reprioritising of resources within program areas such 
as transitional housing and additional resources were allocated to the 
Refugee Minors Program. Provision has also been made in other portfolio 
areas, most notably education. 

10.4 Services provided by non-government organisations 

A number of non-government organisations have established services to 
assist people who are ineligible for services provided or funded by 
government. The following table describes some of the non-government 
organisations providing health and community services to community based 
asylum seekers. There are also organisations providing services such as 
English language instruction and legal advice. 
 
In 2002 the Melbourne Refugee and Asylum Seeker Health Network was 
established to facilitate the access of refugees and asylum seekers to health 
care, to educate the public and health providers about health issues facing 
refugees and asylum seekers and to advocate for improved health care 
access for refugees and community based asylum seekers. The Network 
comprises staff of hospital and community organisations involved in health 
and welfare service provision to refugees and asylum seekers and 
individuals from health care and other backgrounds. 
 



Towards a health strategy for refugees and asylum seekers in Victoria 

 96 

While some organisations receive small grants from philanthropic and other 
sources, most of the people providing services do so primarily on a 
voluntary – unpaid – basis. The organisations have built an impressive 
volunteer resource base of health care professionals and other people but 
struggle to meet the demand for care. 
 
Anecdotal evidence suggests that the problem has been compounded 
recently, particularly in the south eastern suburbs, since some of these 
services also provide support to Humanitarian Program entrants. This 
program has seen an increasing number of entrants with multiple support 
needs. The doctor conducting the Asylum Seeker Specialist Clinic has been 
exploring the possibility of opening a clinic in the South Eastern suburbs but 
at present people needing medical care are required to travel to inner 
Melbourne. An ASAS office in the south eastern suburbs closed recently, 
placing increasing pressure on services in that region. 

 

Non-comprehensive overview of non-government organisations 

providing health and community services to community based asylum 

seekers ineligible for Australian Government funded services 

Health services 

Bula Bula Health Centre for 
Asylum Seekers, West 
Melbourne 

Joint initiative of the Asylum Seeker 
Resource Centre and the Welcome 
centre.  It provides primary health care 
to asylum seekers who are ineligible for 
Medicare.  Services are provided by a 
network of practitioners working on a 
voluntary basis either from the centre or 
their own practices. The centre has 
brokered agreements with private 
diagnostic services, such as radiology 
and pathology. 

Asylum Seeker Specialist 
Clinic, Fitzroy 

The Clinic is located at the North Yarra 
Community Health Centre which 
provides space and administrative 
support.  It is conducted by one doctor 
for three hours a fortnight. It sees 
asylum seekers who are Medicare 
ineligible who have complex medical 
problems that would normally be 
referred to a consultant physician or 
hospital out-patient clinic. Patients are 
assessed free of charge and any 
medications and investigations are 
covered by the clinic budget. Patients 
requiring surgical care are referred 
through professional contacts. The 
Clinic receives a small grant from the 
Sisters of Charity Foundation. 
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Social support/material aid 

Asylum Seeker Welcome 
Centre, Brunswick 

Case work and social support. 

Asylum Seeker Assistance 
Project, Springvale 

Housing, food bank, support, job search 
and general advocacy. 

Asylum Seeker Resource 
Centre, West Melbourne 

Material aid, counselling, legal advice, 
advocacy, support and information. 

Asylum Seeker Project, Hotham 
Mission 

Material Aid, advocacy, housing and 
support. 

Asylum Seeker Centre, 
Dandenong 

Material aid. 

Saint Marks Community Centre Material aid. 

Wesley Mission Support 
Service 

Material aid. 

10.5 The impact of restrictions on health and wellbeing 

Evidence about the impact of restricted entitlements relates mainly to 
asylum seekers, the most affected group, and indicates that the restrictions 
cause substantial hardship and expose asylum seekers to significant risk to 
their physical and mental health. 
 
In a submission to the Australian government in late 2003, the Victorian 
Office of Housing noted evidence that 

 
the homelessness service system is accommodating a significant 
number of migrant households who have not met the eligibility criteria 
for public housing, as they do not qualify for social security payments 
due to their visa class or circumstances. As such households have no 
income, they have a high need for financial and administrative support 
to help them to obtain food, clothing, other living expenses and, in 
some cases, medical expenses (Victorian Office of Housing). 
 

The Asylum Seeker Project of Hotham Mission recently completed a study 
of welfare issues for 111 asylum seekers who with few exceptions had no 
work rights, income support or Medicare(Asylum Seeker Project). More 
than half had been awaiting a determination of their visa status for four 
years or longer. 
 
The major presenting needs of those who accessed the Asylum Seeker 
Project included financial assistance (91 per cent of the group), housing (64 
per cent), emergency relief/material aid (30 per cent) and medical (14 per 
cent). The research reports that “many mothers stated that they have at times 
been unable to access sufficient food, medicine and clothing for their 
children, including staples like milk and bread. This is particularly so on 
weekends or holidays when food banks are closed or when the small 
allowance they have runs out.” (ibid 20) Nearly a quarter of the people 
studied reported that they had been refused medical treatment due to their 
lack of status, funds and eligibility for Medicare. 
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Among the cases detailed in the report are the following: 

 a single mother from South Asia lost her entitlement to ASAS after 
she was refused by the Refugee Review Tribunal and lodged an 
appeal to the Federal Court. “With no income she could not afford to 
pay for food or rent forcing her and her three children into 
homelessness and severe poverty.” (ibid 20) 

 a single mother presented her two year old son  with a high fever  to a 
local medical centre and was turned away because she did not have a 
Medicare card 

 a woman was hospitalized after having a mild heart attack. After being 
presented with a large hospital bill to pay on her second day in 
hospital, she discharged herself, assuming she could no longer stay at 
the hospital as she had no funds 

 two women without Medicare who were more than seven months 
pregnant had not seen a doctor for their entire pregnancies 

 a two year old boy was hospitalized with a serious illness and on 
discharge was prescribed medication to take at home; the family was 
not entitled to subsidized medicine under the Pharmaceutical Benefits 
Scheme because they were not eligible for Medicare or a Health Care 
Card and the boy’s father was therefore initially unable to afford to 
purchase all the medicine that the boy required. 

10.6 Strategies for improvement 

The Victorian Government does not have the legal power to address some 
of the restrictions which have a particularly serious impact, such as denial of 
right to family reunion and the right to work. However, as described above, 
the government has resourced state, local government and non-government 
agencies to meet basic health and other needs of Temporary Protection Visa 
holders and community based asylum seekers.  
 
There are compelling humanitarian reasons for the government to continue 
to take action in order to ensure that Temporary Protection Visa holders and 
community based asylum seekers “have access to the appropriate 
governmental and non-governmental entities when they require assistance 
so that their basic support needs, including food, clothing, accommodation 
and medical care…are met.” (Executive Committee)  The quoted phrase is 
one of the standards for the reception of asylum seekers agreed by the 64 
nation Executive Committee of the United Nations High Commissioner for 
Refugees in 2002.  
 
The standards are most obviously pertinent to those community based 
asylum seekers who are not entitled to work and are not eligible for 
assistance under ASAS. While holders of Temporary Protection Visas are 
entitled to services under Medicare, private health service providers may be 
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unable to offer appropriate assistance because they cannot access fee-free 
interpreters. As the Royal Australian College of General Practitioners notes, 
“fundamental to the GP process of providing quality care is the access to 
properly trained health care interpreters, when needed.” (RACGP). 
 
The number of people in the affected groups is relatively small and has been 
declining. As indicated previously, since mid 2000 approximately 1,300 
people have been released from detention centres in Victoria on Temporary 
Protection Visas. Some of the holders of these visas may subsequently 
obtain permanent protection or leave Australia. The number of asylum 
claims lodged in Australia and in Victoria has dropped greatly in the last 5 
years. At 30 September 2003 there were approximately 2,200 asylum 
claimants in Victoria, a number of whom are entitled to work or various 
benefits. Hotham Mission estimates that there are approximately 400-500 
asylum seekers in Melbourne with “no supports at all” - that is, they are not 
eligible for assistance from government funded agencies and have no family 
or relatives and “rely on the good will of church and community based 
agencies for their housing, food and medical costs.”(Asylum Seeker Project 
6) 
 
In developing criteria for a safety net, the Victorian Government might have 
regard to several sources, in particular: 

 minimum standards for the reception of asylum seekers recently 
adopted by the European Union, which provide among other things 
that asylum seekers should “receive the necessary health care which 
shall include, at least, emergency care and essential treatment of 
illness.” (Council of the European Union, Chapter II Article 15). The 
standards further provide that in implementing the provisions, 
governments should “take into account the specific situation of 
vulnerable persons such as minors, unaccompanied minors, disabled 
people, elderly people, pregnant women, single parents with minor 
children and persons who have been subject to torture, rape or other 
serious forms of psychological, physical or sexual violence…” (ibid, 
Chapter IV Article 17) 

 the proposal of the European Commission for Minimum Standards for 

the Reception of Applicants for Asylum in Member States, which 
suggested that the level of health and psychological care provided 
should include primary health care, psychological health care and care 
that cannot be postponed (19) 

 the concept of “primary care” as defined by the World Health 
Organization: “... essential health care made universally available to 
individuals and families in the community by means acceptable to 
them through their full participation, and at a cost that the community 
and country can afford …. It addresses the main health problems in 
the community providing preventative, curative and rehabilitative 
services accordingly….Services will include at least: promotion of 
proper nutrition and adequate supply of safe water; basic sanitation, 
maternal and child health care, including family planning, 
immunisation against the major infectious diseases; prevention and 
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control of locally endemic diseases; education concerning health 
problems and methods of preventing and controlling them and 
appropriate treatment for common diseases and injuries.” (cited in 
Dent 2003) 

 
The state government has supported Temporary Protection Visa Holders 
through two types of measures: providing access to state government funded 
services which have the potential to offset the impact of ineligibility for 
Australian Government services and funding non-government organisations 
which assist asylum seekers. Both of these should be maintained and 
extended to ensure there is a safety net of essential services.  
 
The key state government services include public hospitals (pharmacies and 
inpatient and outpatient care), Community Health Services, interpreter 
services, public dental health clinics and vision services through the College 
of Optometry. An idea which has been discussed from time to time by the 
government and services working with asylum seekers is to develop an 
alternative to the Health Care Card so that asylum seekers with little or no 
income can establish their eligibility for concessions provided by the state. 
 
As outlined above, non-government organisations have responded very 
actively to the plight of Temporary Protection Visa holders and community 
based asylum seekers. However, most rely on volunteer workers and 
funding from charitable and corporate sources which is commonly on a 
short-term basis. Services are consequently seriously restricted and insecure 
and unable to consistently offer an adequate level of support and training for 
staff caring for clients who are often highly traumatized and who have 
multiple health and social needs. 

Recommendations 

The Department of Human Services should continue to develop 
measures to ensure that holders of Temporary Protection Visas and 
community based asylum seekers can access assistance when 
necessary to meet basic support needs including food, clothing, 
accommodation and medical care. 
 
The measures should include 
 

 providing access to state government funded services and 
 

 funding non-government organisations.  
 
In developing the measures, the Department of Human Services 
should consult with non-government organisations to assess the needs 
of Temporary Protection Visa holders and community based asylum 
seekers and what action is required to meet them. 
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11. Building the capacity of the wider 
health and community services 
system 

A key focus of preceding sections is areas of health service delivery in 
which there is a need for specialist or targeted delivery response for people 
from refugee backgrounds. A number of the proposed measures are also 
intended to strengthen the capacity of mainstream health and community 
services to respond to the needs of people of refugee backgrounds because 
those needs are best met by the complementary activities of specialist and 
mainstream agencies. 
 
This section proposes additional measures to ensure that mainstream 
services are accessible and responsive to refugees. 

11.1 Research and evaluation 

There is a dearth of evidence to inform the development and delivery of 
programs and services for people of refugee backgrounds. Little systematic 
data has been collected on the health and social needs of newly arrived 
communities and there is a lack of information about the barriers to health 
care and on health outcomes following treatment in the primary or tertiary 
health care sectors. The lack of data makes it difficult to evaluate the 
effectiveness of programs.  
 
The development of a systematic and sustainable body of research is critical 
for the development of an integrated and effective refugee health strategy. 
There are a number of agencies in the academic and community sector 
carrying out research into refugee health. The growing body of research is 
excellent in its own right but research efforts suffer from lack of 
opportunities for coordination and collaboration.  
 
Newly emerging public health research areas, such as hepatitis C, have been 
effectively developed through the establishment of a research network 
supported with a small input of resources from DHS. The establishment of a 
refugee health research network would yield similar significant benefits. A 
network would identify the range of refugee health expertise in Victoria, 
identify research needs and gaps and develop a collaborative strategy for 
building the capacity for research including monitoring, public health and 
social research, and evaluation of programs and services. 
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Recommendations 

The Department of Human Services should support the establishment 
and functioning of a Victorian Refugee Health Research Network by 
funding the appointment of a project officer to service it. 
 
Agencies conducting research into refugee health should be consulted 
to determine the Network’s structure and terms of reference and the 
organisational location of the project officer. 

11.2 Ensuring responsiveness to needs of refugees in 
planning of services 

11.2.1 DHS program and regional planning  

A number of Victorian health department regions and programs have 
responded to the planning challenges presented by small population groups 
with intensive or complex needs by designating an officer with specific 
responsibility for liaison and coordination. In the Western Metropolitan 
Regional Office of DHS this approach has evolved informally for refugees 
and asylum seekers, with the Primary and Community Health Program 
Adviser supporting planning and program development in refugee health. In 
this role she has, among other tasks: 

 assumed liaison responsibility for services targeted to refugee 
communities, such as the Family and Reproductive Rights Education 
Program and the VFST 

 supported new arrival communities to prepare submissions and 
manage newly funded programs 

 advised other DHS officers in the region on matters affecting people 
from refugee backgrounds 

 collaborated with other program areas to enhance service provision to 
people from refugee backgrounds 

 facilitated coordination across program areas to support initiatives in 
refugee health. 

 
This approach could be readily adopted generally. 

Recommendation 

Each Department of Human Services program and region should 
designate an officer with responsibility for ensuring that 
responsiveness to the needs of people of refugee backgrounds is an 
integral element of the planning and delivery of health and community 
services. 
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11.2.2 Primary Care Partnerships 

Primary Care Partnerships were established by the Victorian Government in 
2000 in order to improve the overall health and wellbeing of Victorians by: 

 improving the experience and outcomes for people who use primary 
care services and  

 reducing the preventable use of hospital, medical and residential 
services through a greater emphasis on health promotion programs 
and by responding to the early signs of disease and/or peoples’ need 
for support. 

 
Primary Care Partnerships are required to produce a Community Health 
Plan which is revised annually. The plan serves as a coordinating plan for 
all primary care services, including health promotion, in the PCP catchment 
area and has a focus on: 

 service planning - the identification of population health needs and 
strategies to address them 

 service coordination - addressing the ways in which services can be 
better coordinated to improve service outcomes -  and 

 service partnerships - addressing how providers and the community 
will work together to implement the plan. 

 
There are 32 Primary Care Partnerships across Victoria engaging some 800 
agencies. 
 
Given the importance of primary health care services in early refugee health 
care and the Partnerships’ potential to serve as key planning forums in areas 
with very small numbers of refugees and asylum seekers, Primary Care 
Partnerships have a critical role to play in a strategy to improve health and 
community services for refugees and to extend health promotion activities 
to include them. A number of plans submitted by Partnerships have 
identified projects of specific significance to people from culturally and 
linguistically diverse communities and several have placed an emphasis on 
newly arrived and small communities (DHS, undated). 
 
The Centre for Culture Ethnicity and Health and the Ethnic Communities’ 
Council of Victoria prepared a “Framework for Responding to the Needs of 
Refugees and Asylum Seekers within Primary Care Partnerships” in 2002, 
but no agency within government has a specific mandate to promote PCP 
responsiveness to the needs of these groups as a matter of course.   
 
Various approaches could be examined to take on this task. For example, to 
engage Victoria’s indigenous community in PCP at state and local levels, 
DHS has employed a PCP Koori Liaison Officer located at the Victorian 
Aboriginal Community Controlled Health Organisation. Whether this model 
has been effective and could be adopted in a form relevant to refugee 
communities are matters that would have to be assessed.  
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Recommendation 

The Primary Care Partnership Program should identify and implement 
strategies to promote responsiveness to the needs of refugees in PCP 
planning. 

11.2.3 Health Promotion Plans, Municipal Public Health Plans and 
Health Service Agreements 

The preparation of Health Promotion Plans, Municipal Public Health Plans 
and Health Service Agreements offer opportunities to promote greater 
responsiveness to the needs of refugees and asylum seekers.  
 
Integrated Health Promotion Plan: Primary Care Partnerships and agencies 
in receipt of DHS health promotion funding are required to develop, submit, 
implement and report against an Integrated Health Promotion Plan. 
 
Municipal Public Health Plans: All local governments are mandated in 
legislation to develop a health plan every three years which is subject to 
annual review. Local government has responsibility for a number of 
resources required to protect and promote the health of refugees and asylum 
seekers including recreation and community support services, art and 
cultural development, community safety, neighborhood houses, 
immunisation, maternal and child health, community economic 
development, library services and in some areas, pre-school dental services. 
 
A number of local governments have played an active role in the support of 
asylum seekers and Temporary Protection Visa Holders, such as the City of 
Yarra’s support of the East Timorese community. Refugees and asylum 
seekers have been identified as a particular target group in the health plans 
of a number of local governments. The importance of Municipal Public 
Health Plans in planning for refugee health is likely to increase with 
increasing settlement in regional and rural areas. 
 
Health Service Agreements: DHS enters service agreements with all its 
funded agencies. The agreements outline the requirements of services to be 
delivered and associated funding that will be paid to an agency to deliver the 
service. The emphasis in Health Service Agreements is on planning, 
collaborative problem solving and continuous improvement.  Some program 
areas within DHS also undertake annual service reviews with funded 
agencies. 

Recommendation 

The Department of Human Services should explore measures to 
ensure that the needs of refugees and asylum seekers are taken into 
account in Municipal Public Health Plans, Integrated Health 
Promotion Planning and Service Agreements where these groups are 
among the populations targeted to be served by the plans and 
agreements. 
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11.3 Resources for planners and service providers 

In several program areas within the health and community services 
portfolios, resources have been developed to assist planning and delivery of 
services that are appropriate for the needs of people from culturally and 
linguistically diverse communities. Examples include the Home and 
Community Care Program’s Cultural Planning Tool (DHS 1996), the Centre 
for Culture Ethnicity and Health’s Hospital Tool Kit, the Better Ethnic 
Access To Services Kit developed by Action on Disability within Ethnic 
Communities (ADEC 2001). 
 
While some of the service requirements of people of refugee backgrounds 
are the same as those of people from culturally and linguistically diverse 
communities generally, others are not. It is therefore important that the 
specific needs of people of refugee backgrounds are reflected in the 
resources available to those who plan and deliver services.  
 
The DHS health promotion website has a section on “population groups”, 
one of which is “multicultural health.” Some of the sources in the section 
contain information specifically about refugee issues. It would be valuable 
for there to be a specific section on refugees and asylum seekers with 
information about materials that planners and service providers can readily 
access and organisations that can provide advice. There are examples of 
similar electronic sources, such as the “Refugee and Asylum Seeker Health 
Resource Centre” of the Royal Australian College of Practitioners 
(www.racgp.org.au), the website of the NSW Refugee Health Service 
(www.refugeehealth.org.au) and the UK “health for asylum seekers and 
refugees portal” developed by a non-governmental organisation which 
receives funds from the  UK Government (www.harpweb.org.uk). 
Relatedly, the Key Centre for Women's Health in Society is developing a 
website on health and human rights research in Australia, a major focus of 
which will be refugee/asylum seeker health. Information for inclusion on a 
DHS website could be readily obtained from organisations that provide 
health services to refugees and asylum seekers or are conducting research on 
refugee and asylum seeker health issues. 
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Recommendations 

The Department of Human Services should review current planning 
tools to assess whether additional information about refugees and 
asylum seekers should be incorporated. 
 
The Department of Human Services should incorporate a section on 
refugees and asylum seekers as a population group on the health 
promotion website and invite organisations providing services to these 
groups or researching their health to contribute information to be 
placed there. 

11.4 Population data 

Information on the size, location and characteristics of groups is vital to plan 
for current and changing needs. 
 
There are two data bases relevant to planning for people from refugee 
backgrounds, the Settlement Data Base and the Australian Bureau of 
Statistics Census of Population. However these data bases when used either 
individually or together do not provide a comprehensive picture of the size, 
composition and location of Victoria’s refugee and asylum seeker 
population. 

11.4.1 The Settlement Data Base 

The Settlement Data Base (SDB) is administered by the Department of 
Immigration and Multicultural and Indigenous Affairs and provides 
information for new arrivals on a number of variables, including language 
proficiency, household size, ethnicity and the Local Government Areas in 
which entrants intend to settle. 
 
The SDB includes data by visa category, which identifies those who enter 
through the Humanitarian Program. However it does not have any other 
indicators of refugee experience, so it is not possible to distinguish Family 
stream entrants who have had refugee experiences.  
 
The SBD only includes persons offered permanent settlement in Australia, 
and therefore excludes people who are Temporary Protection Visa Holders 
and community based asylum seekers. 
 
The data compiled in the SDB is collected from new entrants at their time of 
arrival with some up-dating on initial registration at an Adult Migrant 
English Program. The accuracy of the information it provides about the 
geographic distribution of new arrivals is limited because it is based on the 
local government area new arrivals state they intend to settle in at the point 
of entry. However, many new arrivals, in particular those entering through 
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the Humanitarian Program, have a high rate of residential mobility in the 
early years of settlement. 

11.4.2 Australian Bureau of Statistics data 

The primary drawback of using ABS data for the purposes of planning for 
refugees and asylum seekers is that there are currently no reliable statistical 
indicators of refugee or refugee like experience. The ABS does not collect 
information on visa category as this was considered too sensitive (Coventry 
et al 2002). Country of birth is not a reliable indicator of refugee experience 
since a significant proportion of people from countries known to produce 
refugees may not have had refugee or refugee like experiences. 
 
In the absence of accurate data, one way to develop a rough picture of the 
size and demographic characteristics of Victoria’s new arrival refugee 
population is to use country of birth coupled with year of arrival data, 
selecting countries on the basis of recent intake patterns documented in the 
Settlement Data Base. 
 
Despite its limitations, this approach may be acceptable in a health planning 
context particularly if the challenges lie in planning for refugee populations 
in their early years of settlement. The fact that such estimates may include 
some people who are not from refugee backgrounds is a concern in some 
areas of service planning. However where interventions are targeted to 
whole communities such as community campaigns and community capacity 
building initiatives, their inclusion will be an advantage in the planning 
process. 
 
A barrier to using ABS data in the way proposed above is its accessibility. 
In the course of the preparation of this paper, the VFST was unable to 
identify a government or community agency that routinely publishes 
demographic data either in hard copy or web-format on new arrival small 
and emerging communities. For example, recent data released by the 
Victorian Office of Multicultural Affairs to assist services (VOMA 2003 b-
f) is for Victoria’s 20 top largest country background groups, while the 
Primary Care Knowledge Base includes data for the top 30 groups and this 
is not broken down by other demographic indicators. 
 
This means that agencies wishing to better understand the demographic 
characteristics of smaller communities must either order tailored reports 
from the Bureau of Statistics or access data through the Consultancy 
Container on the Department of Human Service’s extra-net and manipulate 
this themselves. This requires time and expertise which may not be readily 
available to many health and community service agencies. 
 
Clearly the decision to limit web and hard copy statistical data to the larger 
groups has been made in order to maintain manageable and accessible data 
sets, particularly given the large number of groups in the Victorian 
population. However the demographic trends in larger and in many cases 
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established groups may be very different to those of smaller groups, many 
of which have particularly intensive needs. The problem could be addressed 
through a separate profile of smaller refugee communities selected on the 
basis of the main countries represented in the Humanitarian Program from 
the Settlement Data Base. 
 
Different data sources and analytical techniques will be required to develop 
demographic profiles of people of refugee backgrounds, including 
Australian born children of refugees, who are beyond the early period of 
settlement. 

Recommendation 

The Department of Human Services should improve the availability of 
demographic information about people of refugee backgrounds in 
Victoria, for example by establishing an accessible data base of 
information from DHS and other governmental and non-governmental 
sources. 

11.4.3 Service utilization data 

With few exceptions, services in the health and community services sector 
do not collect data that enables service users from refugee backgrounds to 
be distinguished from other clients from culturally diverse communities 
(VSPC, 2001). 
 
In its 1999 review of Standards for Statistics on Cultural and Linguistic 
Diversity the Australian Bureau of Statistics noted that existing indicators 
tend to have limited power for indicating differential levels of socio-
economic disadvantage between cultural and language groups. Accordingly, 
the Bureau developed Standards for Statistics on Cultural and Linguistic 

Diversity which identified a core data set comprising four indicators 
including, country of birth, main language other than English spoken at 
home, proficiency in spoken English and indigenous status. 
 
Additional indicators were included in the full standard set including 
ancestry, parents’ country/countries of birth, languages spoken at home, 
religious affiliation and year of arrival in Australia. 
 
The standards were endorsed by the Ministerial Council of Immigration and 
Multi-cultural Affairs (MCIMA) in April 1999 and the MCIMA 
subsequently recommended that the minimum core set of indicators be 
implemented in “all national and state and territory statistical and 
administrative collections which required information in cultural and 
linguistic diversity’’ (ABS 1999 cited in Coventry et al 2002). 
 
Subject to some minor variations, most minimum data sets used by the DHS 
and its funded agencies incorporate the core data set recommended by the 
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ABS. For reasons canvassed above, however, it is not possible to distinguish 
people from refugee backgrounds on the basis of the core data. 
 
There are some services for which definitive knowledge of refugee 
experience is important for the purposes of providing care, for service 
planning, evaluation and accountability. In other settings, definitive 
knowledge is unnecessary and its collection may be administratively 
burdensome and intrusive for service users. 
 
Nevertheless, as indicated above, year of arrival, particularly when 
considered in concert with patterns of intake in the Humanitarian Program, 
can be used as a crude proxy indicator of refugee experience. It is also an 
indicator for which data can be collected relatively unobtrusively. This 
suggests that there may be some value in some program areas in extending 
the minimum data set to include year of arrival.   This could serve data 
collection purposes and in some settings could also be used to assist in 
identifying clients who are likely to be from refugee backgrounds. 
 
As is the case for planning data, published service utilization data tends to 
be confined to larger cultural communities. In program areas with a pivotal 
role in providing care to people from refugee backgrounds such as 
Community Health Services and Maternal and Child Health, it would be 
valuable to have data for the main groups represented in the Humanitarian 
Program. 

Recommendation 

The Department of Human Services should collect data on the use of 
health and community services by people of refugee backgrounds and 
disseminate it to service planners and providers. 

11.5 Interpreters 

It is important that professional interpreters are available in health care 
settings working with refugees and asylum seekers because: 

 refugees and asylum seekers are less likely to be proficient in English 
than  migrants generally; a significant proportion of refugees are not 
literate and this may serve as a barrier to learning a second language 
(McNaught and McGrath 1997; VandenHeuvel and Wooden 1999) 

 a high level of technical language proficiency is required to 
communicate medical terminology 

 anxiety and other psychological sequelae associated with torture and 
trauma may have a negative impact on communication patterns 

 by facilitating clear communication, the presence of an interpreter can 
help to foster rapport and a sense of trust and safety in the relationship 
between health care provider and service user 
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 some medical and dental procedures have the potential to invoke 
anxiety in people who have had traumatic experiences. By promoting 
clear communication, the presence of an interpreter can help to 
address this 

 when family and friends are used to interpret there is the risk that they 
will be exposed to traumatic information, a particular concern for 
refugee children and young people 

 the use of family members as interpreters may place undue stress on 
relationships which may already be fragile. In particular, the use of 
children and young people may compromise dependency dynamics 
within families 

 people may feel embarrassed when talking about sensitive issues in 
the presence of family and friends 

 confidentiality is particularly important when working with refugee 
communities, given the sensitivity of the issues involved and the close 
knit-nature of these communities. 

 
The provision of language services is central to both the state and Australian 
governments’ access and equity policies and is a key element in the Charter 

of Public Service in a Culturally Diverse Community. 

 
The Australian Government provides interpreting services for people 
accessing Medicare services and for those using certain settlement services 
through the Translating and Interpreting Service.  
 
At the state level, responsibility for funding interpreters and for determining 
arrangements for funding lies with DHS programs. A range of arrangements 
are in place including: 

 the cost of interpreters being built into unit cost funding arrangements, 
as is the case in mental health 

 a specific allocation being made for programs which services in that 
program access via a common pool 

 a specific allocation being made to services. 
 
Issues associated with interpreter services in Victoria have been well 
documented and were the subject of a recent report commissioned by the 
Victorian Office of Multicultural Affairs (Allen Consulting Group 2002). 
The Department of Human Services was identified in the report as a major 
user of language services. 
 
In 2002-3, a number of initiatives were announced as part of the Victorian 
Government’s Language Services Strategy with a view to improving 
language services. These included: 

 interpreter training scholarships and regional training initiatives to 
increase access to interpreters speaking emerging community 
languages and in regional areas 
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 a funding program to provide interpreter awareness training to staff in 
key state funded health services and to assist these agencies to better 
plan to meet interpreter needs 

 improved interpreter signage in government and government funded 
agencies 

 the re-launch of the Victorian Interpreter Card, enabling new arrivals 
requiring an interpreter to self identify to service providers 

 a ‘whole of government’ language services protocol (VOMA 2003a) 

 improved data collection 

 a project in the DHS to improve the delivery of language services 
through improved management, funding and purchasing 
arrangements, better understanding of the need for services and 
stronger accountability for quality of service provided. 

 
The language services project in DHS is being prepared at the time of 
writing and should have regard to issues that have been identified as of 
particular concern to refugees. These include the need to: 

 improve service providers’ awareness of the importance of and skills 
in booking and working with interpreters, especially when working 
with people who have experienced trauma 

 simplify booking procedures, particularly in agencies in receipt of 
Australian Government and state funding. Complex booking 
arrangements can be a disincentive to organising an interpreter for 
some service providers, in particular those working on a fee-for-
service basis, those in very busy settings and those with limited 
reception support 

 enhance access to interpreters for emerging language groups and 
ensure that both male and female interpreters are available 

 increase the application of “hands free” equipment required for 
effective use of telephone interpreting services 

 address the deficit in interpreter resources in key services used by 
refugees such as Community Health and Family Support services and 
ensure that the costs associated with interpreter provision are reflected 
in funding made available to these agencies 

 ensure funds are available for public dental health clinics treating 
refugees – this issue was discussed above in the section on early 
health assessment  

 ensure appropriate professional support for interpreters working with 
highly traumatised clients. 
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Recommendation 

In the development of the languages services project, the Department 
of Human Services should give specific consideration to the 
identification of issues affecting the access of refugees and the 
development of strategies to address concerns.  

11.6 Bilingual and bicultural staff 

Workers with bilingual and bicultural skills can enhance service delivery 
and responsiveness by: 

 delivering support from the vantage of shared language, culture and 
experiences and an understanding of Australian language, culture and 
systems 

 mediating between clients from refugee backgrounds and service 
providers 

 advising other professionals about the culture and experiences of 
people from refugee backgrounds  

 obviating the need for interpreters where they are practising their 
professions bilingually 

 through their participation in service planning serve as a mechanism 
for refugee communities to have input into planning and delivery of 
services and programs 

 advocating the needs of refugee communities to services. 
 
As well as improving quality of care and client satisfaction, in clinical 
settings bilingual workers can improve the accuracy of diagnosis and reduce 
length of hospital stay, thereby reducing costs associated with service 
delivery (Ziguras et al 2000). 
 
Increasing the engagement of workers from cultural communities in the 
health and community services workforce is also an important strategy for 
ensuring equal employment opportunity and building capacity in refugee 
communities. Diverse staffing profiles in health and community services 
communicate to refugee communities that their culture is valued. 
 
When Australia received large numbers of migrants and refugees from the 
same countries or geographic regions and entrants tended to settle in defined 
geographic areas, the establishment of ethno specific agencies or ethnic 
positions within agencies was more viable. With increasing ethnic diversity 
and the changing nature of the Humanitarian Program this has become 
practically difficult and economically inefficient in all but larger services. 
 
Several models have been developed in Victoria to address the needs of 
refugees and other population groups with intensive or unique needs.  These 
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should be assessed to determine whether they could to be extended or 
applied in other parts of the health and community services system, 
especially in the context of increasing regional and rural refugee 
resettlement.   
 
One model is the deployment of workers with bilingual and bicultural skills 
to act as patient or client representatives, advocates or case managers. For 
example, Community Mental Health services in the Western Metropolitan 
region of Melbourne have offered the Bilingual Case Management Program 
since 1986. Eleven bilingual staff employed in community care teams 
provide case management with clients from their same ethnic background, 
offer secondary consultation to staff, family education and support and 
community education (Ziguras et al 2000). To date the program has been 
implemented with larger and established communities. An evaluation 
conducted in 2000 suggested that it could be extended to smaller, emerging 
communities by employing case managers across a number of services or 
local areas. 
 
Another approach is the establishment of teams of bilingual workers to 
serve particular programs on a sessional basis. An example is the Free 
Kindergarten Association’s Casual Bilingual Worker’s program which was 
developed in response to the needs of Victorian child care centres and pre-
schools, few of which could afford to employ bilingual staff for all the client 
groups they serve. The program employs over 130 workers covering 100 
languages and dialects. The workers work on request in child care and pre-
school facilities across Victoria. They assist families in their orientation to 
child care or pre-school and support staff by providing cultural information 
and advice about parenting, teaching simple phrases in relevant languages 
and assisting them to develop a multicultural environment for all children.  
 
The state wide Immigrant Women’s Domestic Violence Service employs 
bilingual and bicultural workers to provide co-case management with 
‘mainstream’ family violence refuge and outreach services for clients of 
those services. The Service also provides support, information, referral and 
advocacy to women from non-English speaking backgrounds experiencing 
family violence. 
 
A third approach is placing bilingual workers in strategic positions in the 
health and community services system. An example is the Family and 
Reproductive Rights Education Program (FARREP). FARREP was 
established to work with communities that practice female genital mutilation 
in order to increase their access to primary health care services, improve 
their physical and emotional health and wellbeing and encourage the health 
system to be more responsive to their needs. FARREP workers are recruited 
from affected communities and have been located in strategic positions in 
the health and community services system, such as Community Health 
Services, women’s health centres and obstetric hospitals. The workers work 
with affected communities, support individuals and families and work with 
service providers to enhance their responsiveness to the needs of affected 
communities. 
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A significant barrier to building bilingual and bicultural skills for refugee 
communities in the health and community services workforce is that these 
communities do not have a large number of people with qualifications 
obtained overseas or in Australia to enable them to practise as health and 
community service professionals. In some refugee communities this may be 
compounded by limited language proficiency, settlement demands and 
limited or disrupted prior education. Measures are required to support 
members of new arrival communities to obtain health profession 
qualifications. A recent example is the scholarship made available to people 
in particular ethnic communities to study as specialised support workers in 
the juvenile justice system (DHS 2002). 
 
Also worthy of consideration are programs to train new arrivals to work in a 
‘para-professional’ capacity to provide cultural and language assistance in 
mainstream health and community services. For example, Goulburn Valley 
College of Technical and Further Education offered a course to Iraqi women 
so that they could work as bilingual aides in local services, thereby 
enhancing service accessibility to the Iraqi community in Shepparton 
(VicHealth 2003). 
 
Similarly the Victorian Health Promotion Foundation funded the 
development of a program which trained longer term residents of new 
arrival communities to provide advocacy and support to newcomers. An 
unintended benefit of the program was that it provided participants with the 
knowledge and experience to secure employment as bilingual/bicultural 
workers in local human service agencies (VicHealth 2003). 

Recommendation 

The Department of Human Services should develop a strategy to 
promote the employment and use of bilingual and bicultural staff in 
health and community agencies serving small and emerging refugee 
communities. 

11.7 Accreditation and quality assurance systems 

There are a number of accreditation and quality assurance systems in the 
health and community services system, such as those provided by the 
Quality Improvement and Community Services program and the Australian 
Council on Healthcare Standards.  These systems can help to set standards 
for service delivery and provide a means of ensuring that they are regularly 
and independently monitored and reviewed. 
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Recommendation 

The Department of Human Services should review whether 
accreditation standards ensure effective access to appropriate services 
by people of refugee backgrounds and if not, request accreditation 
bodies to amend the standards. 



 

 

 

"Welcome, Stranger" - People holding Temporary 
Protection Visas rely on assistance from the 
community. Jasim, from Iraq, finds a warm 
welcome, material aid and legal support at the 
Thornbury Asylum Seeker Resource Centre where 
Gabrielle Fakhri is a community worker. The centre 
is one of a rapidly growing number of city and 
country groups run by community volunteers and 
providing essential support to newcomers. 
 



 

 117 

12. Summary of recommendations 

12.1 Early health assessment and treatment 

12.1.1 Sentinel sites 

The Victorian Government should develop a funding program for 
Community Health Services in areas where new Humanitarian Program 
entrants are settling to enable the Services to introduce and extend early 
health assessment and care services. The program should be flexible so that 
funds can be allocated to take account of changing patterns of settlement. 
 
The Department of Human Services should consult with Community Health 
Services and other agencies to determine the kinds of services which 
Community Health Services might offer and how they might be delivered 
and assess the resources required to implement them effectively e.g. for 
staffing, workforce development, translation of information and use of 
interpreters.   
 
The appointment of nurses with responsibility for refugees should be 
considered as one means of providing enhanced early health assessment and 
care. 

12.1.2 School nurses 

The role of the School Nursing Program in the support of children and 
young people from refugee backgrounds should be strengthened through 
such measures as: 

 offering more comprehensive face-to-face health screening and pro-
active follow-up to new arrivals from refugee backgrounds through 
the Primary School Nursing Program 

 extending screening by the Primary School Nursing Program of 
children to all new arrivals enrolling directly into a mainstream school 

 extending the Secondary School Nursing Program to English 
Language Schools and Centres. 

 
Nurses working in schools with newly arrived children and young people of 
refugee backgrounds should be provided with workforce development 
opportunities to assist them to identify and respond to the needs of these 
groups. 
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12.1.3 Maternal and Child Health Program 

The Department of Human Services should explore ways of more 
effectively linking newly arrived refugee families with the Maternal and 
Child Health Program. 
 
Maternal and Child Health Program staff working in areas with newly 
arrived families of refugee backgrounds should be provided with workforce 
development opportunities to assist them to identify and respond to the 
needs of this group. 

12.1.4 Enhanced primary health care initiatives 

The Victorian Government should ask the Australian Government to make 
provision under Medicare for GPs conducting comprehensive health 
assessments of newly arrived Humanitarian Program entrants. 

12.1.5 Immunisation 

The Department of Human Services should support the implementation of 
measures to increase the coverage of immunisation of newly arrived 
refugees, for example by: 

 local governments providing immunisation on an outreach basis 
through services new arrivals have contact with on their arrival in 
Australia, such as English language schools and  

 introducing a patient held record.  

12.1.6 Monitoring health of new arrival communities 

The Department of Human Services should develop the capacity internally 
or through an outside organisation to monitor the health of refugee groups 
through systematic collection and analysis of data and ensuring timely 
dissemination of findings to planners and providers of health services. 

12.1.7 Dental health  

The Department of Human Services should continue to fund the VFST 
dental program in 2004-05 to ensure continued priority access of 
Humanitarian Program entrants to public dental health services. 
 
In its 2004-05 review of the special needs program, the Department of 
Human Services should consult with VFST to assess options to increase 
access for new arrivals under the Humanitarian Program. 
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The Department of Human Services, in partnership with Dental Health 
Services Victoria and public dental agencies, should develop strategies to 
more effectively link newly arrived refugee families with dental services for 
children and young people. 

12.2 Children and young people 

The Department of Human Services, the Department of Education and the 
Office of Youth Affairs should jointly review health and welfare programs 
and services which they provide and fund in order to ensure that they are 
adequately resourced, accessible to and appropriate for refugee children and 
young people.  
 
The review should also identify means by which health promotion for 
refugees and interventions for refugee students at high risk of mental health 
and behavioural problems can be widely implemented in schools. 
 
In undertaking the review, these bodies should consult with refugee children 
and young people, refugee organisations and non-governmental 
organisations which provide services to refugee children and young people. 

12.3 Mental health services 

12.3.1 The mental health clinic pilot project 

The Department of Human Services should continue to support the project 
facilitating access of refugees to private psychiatrists and other mental 
health professionals in the private sector. 

12.3.2 Better Outcomes in Mental Health Care 

In the context of the Australian Government’s Better Outcomes in Mental 
Health Care program, the Department of Human Services should establish a 
project to strengthen the engagement of GPs in the care of people from 
refugee backgrounds with mental health problems. 

12.3.3 Primary Mental Health and Early Intervention Initiative 

The Department of Human Services should implement measures to ensure 
that Primary Mental Health and Early Intervention Teams are able to 
effectively assist Community Health Services and GPs to enhance the 
access to and quality of services to people of refugee backgrounds with 
mental health disorders. 



Towards a health strategy for refugees and asylum seekers in Victoria 

 120 

12.3.4 Review of Counselling Services in Community Health 

Refugees with non-psychotic disorders should be identified as a population 
of concern in the next phase of the Review of Counselling Services in 
Community Health. 
 
Particular consideration should be given to mechanisms for supporting 
counsellors working with refugees, including supervision, debriefing and  
professional development. Other elements that might be considered are: 

 linkages between counselling and other community health service 
initiatives addressing broader social determinants of health 

 funding and resourcing arrangements to reflect longer and larger 
numbers of consultations and interpreter costs  

 linkages with the Victorian Foundation for Survivors of Torture and 
the Primary Mental Health and Early Intervention Teams for the 
purposes of specialist support and referral. 

 
Counselling provided by agencies concerned with family support, domestic 
violence and sexual assault services is outside the scope of the review. As 
these agencies also have clients of refugee backgrounds, it is recommended 
that the needs of their counsellors for support and professional development 
should be reviewed by the Department of Human Services. 

12.4 Senior refugees 

The Department of Human Services should commission a project to:  

 provide a profile of Victorian seniors of refugee backgrounds and their 
health and welfare needs 

 consult with refugee seniors, refugee organisations and service 
providers to assess the access of Victorian seniors of refugee 
backgrounds to appropriate health and community services and 

 identify issues requiring further research. 

12.5 Temporary Protection Visa holders and community 
based asylum seekers 

The Department of Human Services should continue to develop measures to 
ensure that holders of Temporary Protection Visas and community based 
asylum seekers can access assistance when necessary to meet basic support 
needs including food, clothing, accommodation and medical care. 
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The measures should include: 

 providing access to state government funded services and 

 funding non-government organisations. 

  
In developing the measures, the Department of Human Services should 
consult with non-government organisations to assess the needs of 
Temporary Protection Visa holders and community based asylum seekers 
and what action is required to meet them. 

12.6 Building the capacity of the wider health and 
community services system  

12.6.1 Research and evaluation 

The Department of Human Services should support the establishment and 
functioning of a Victorian Refugee Health Research Network by funding the 
appointment of a project officer to service it. 
 
Agencies conducting research into refugee health should be consulted to 
determine the Network’s structure and terms of reference and the 
organisational location of the project officer. 

12.6.2 Planning 

DHS program and regional planning  

Each Department of Human Services program and region should designate 
an officer with responsibility for ensuring that responsiveness to the needs 
of people of refugee backgrounds is an integral element of the planning and 
delivery of health and community services. 

Primary Care Partnerships 

The Primary Care Partnership Program should identify and implement 
strategies to promote responsiveness to the needs of refugees in PCP 
planning. 

Health promotion, municipal public health plans and service agreements 

The Department of Human Services should explore measures to ensure that 
the needs of refugees and asylum seekers are taken into account in 
Municipal Public Health Plans, Integrated Health Promotion Planning and 
Service Agreements where these groups are among the populations targeted 
to be served by the plans and agreements. 
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Resources for planners and service providers 

The Department of Human Services should review current planning tools to 
assess whether additional information about refugees and asylum seekers 
should be incorporated. 
 
The Department of Human Services should incorporate a section on 
refugees and asylum seekers as a population group on the health promotion 
website and invite organisations providing services to these groups or 
researching their health to contribute information to be placed there. 

Population data 

The Department of Human Services should improve the availability of 
demographic information about people of refugee backgrounds in Victoria, 
for example by establishing an accessible data base of information from 
DHS and other governmental and non-governmental sources. 

Service utilization data  

The Department of Human Services should collect data on the use of health 
and community services by people of refugee backgrounds and disseminate 
it to service planners and providers. 

12.6.3 Interpreters 

In the development of the languages services project, the Department of 
Human Services should give specific consideration to the identification of 
issues affecting the access of refugees and the development of strategies to 
address concerns. 

12.6.4 Bilingual and bicultural staff 

The Department of Human Services should develop a strategy to promote 
the employment and use of bilingual and bicultural staff in health and 
community agencies serving small and emerging refugee communities. 

12.6.5 Accreditation and quality assurance systems 

The Department of Human Services should review whether accreditation 
standards ensure effective access to appropriate services by people of 
refugee backgrounds and if not, request accreditation bodies to amend the 
standards.  
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13. Sources of information 

This report draws on a number of sources of information, including: 

 the practice experience of members of the Refugee Health Initiatives 
Advisory Group 

 the findings of the Health Access Pathways Project 3 conducted by the 
VFST in 2001 in collaboration with Community Health Services, 
ethno-specific services and Migrant Resource Centres in key 
settlement areas. It explored health issues of concern to new arrivals 
and their experiences of using health services in Australia and their 
countries-of-origin. The project interviewed over 120 new arrivals, 
mainly from Afghanistan, Iraq, the Horn of Africa and the former 
Yugoslavia, community stakeholders and health, community services 
and teaching personnel  

 the evaluation of projects targeted to new arrival communities funded 
by the Victorian Health Promotion Foundation as part of its Mental 

Health Promotion Plan 1999-2002  (Vichealth, 2003) 

 a study conducted by the Royal Melbourne Hospital and the 
University of Melbourne in July 2000 in collaboration with the 
Western Region and Banyule Community Health Services. The study, 
involving 126 people from the Horn of Africa, explored health 
utilisation issues and undertook assessment of vaccination and vitamin 
D status and screened for relevant communicable diseases and  

 a study conducted by the VFST in 2001 which engaged 19 Victorian 
GPs in offering early health assessment to new arrivals with a view to 
identifying and addressing barriers to care4. The study was conducted 
in the context of the Refugee Health and General Practice 

Development Project which is described in the report. 

                                                 
3 The Health Access Pathways Project was conducted with funding support from the 
Victorian Health Promotion Foundation. 
4 The GP Early Health Assessment Study was conducted with funding support from the 
Commonwealth Department of Ageing.
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