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Executive Summary
The May 2015 Migrant Settlement Committee meeting on
refugee health generated much interest, and the MSC felt that
the subject could be better addressed by a forum. Hence, the
Refugee Health Forum.
The forum brought together practitioners, managers, and
healthcare staff from key services in the Eastern Metropolitan
Region (EMR) to share knowledge, practices and ideas to
Sam Navarria
improve service coordination and delivery, identify issues and
CCOEI President
concerns, and propose further action. In addition to its
networking function, the forum stimulated a number of recommendations. CCOEI hopes that
the health services sector, and the community at large, finds value in the recommendations that
aim to promote action and improvements in the delivery of health services.
The recommendations are clustered under themes arising from the forum discussions: bilingual
staff from culturally diverse backgrounds; breaking down barriers to accessing GPs and other
health professionals; government support for specialised organisations in the health sector;
translation and interpreting issues; community engagement; education: forums, seminars,
workshops and networking; cultural Responsiveness. Overlap of recommendations between
themes is evident and natural.
The recommendations are interrelated, and their value and benefit are maximized when they
are taken as a whole. Although this is preferred, it should not prevent organizations and
individuals applying some of the recommendations, particularly those that have immediate and
practical benefits and that do not rely on costly budgets, for example:
Seek opportunities for community engagement with refugee and other CALD communities (such
as open days, facility tours, invitations to women’s groups etc.); and
Adhere to a policy of using professional interpreters consistently; and
Actively build and expand networks with organisations that work with refugees such as support
services, refugee health services and settlement services; and
Regular and sustained formal contact with the educational sector, parents and communities to
raise awareness and knowledge of health services, and the benefits of attending to health needs.
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Some recommendations call on the political will and commitment beyond individual
organisations:
Government to support health services at non-traditional locations and/or a multidisciplinary
service hub for effective case collaboration.
Some, however, depend on organizational decisions relating to the recruitment of CALD staff
and require a budget commitment which may be considerable:
Actively seek to employ practitioners and staff who speak local community languages relevant to
their client base.
The three tiers of government, the health sector, and the volunteer and philanthropic sectors
should consider these recommendations in their governance, planning and resourcing of health
services. CCOEI hopes that the recommendations prove useful in informing processes that aim
to deliver better health services for all, and particularly for those who are the most vulnerable
and whose needs are significant and immediate.

Sam Navarria
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Background
CCOEI is a not-for-profit organisation that auspices the Migrant Settlement Committee (MSC) in
the Eastern Region. The MSC functions as
the Standing Committee of the CCOEI.
Participation comprises: service
providers; representatives of
government, non-government, ethnospecific; community leaders and
volunteers.
For more information about the CCOEI
and the MSC access this resource at:
http://www.ccoei.org.au/docs/CCOEI_Inf
ormation_Sheet.pdf

Medical supplies arriving by boat Thai Burma border. (Photo: The Hope Project)

During the May 2015 MSC meeting a question was posed: “How are health services in the
Eastern Metropolitan Region responding to the needs of people from a refugee background
arriving in Australia?” Guest speakers at that meeting were Merilyn Spratling – EACH,
Refugee Health Nurse Coordinator and Dr. Marion Bailes, the EACH Refugee Health
Doctor.
The presentation was well received and generated wide-ranging discussion. Furthermore,
members of the MSC requested additional information regarding the gaps and barriers to
refugee participation through a forum.
The CCOEI Board of Management met in June 2015 and agreed to apply for a small grant to fund
the planning, organisation and delivery of a Refugee Health Forum. The Bendigo Bank
[Whitehorse] funding round became available and a grant was applied for and gratefully
received. Forum planning commenced in February 2016.

“Despite the significant mental health needs of people with refugee backgrounds, they are
under-represented as clients of services. Those who do attend often engage tenuously”
[Project Tyres – Foundation House 2014].
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Refugee health challenges
Many refugees and asylum seekers have multiple and complex physical and psychological health
issues, resulting from trauma and torture, deprivation and prolonged poverty, periods in
immigration detention, and previous poor access to healthcare.
Addressing health related problems early leads to successful settlement including: active
participation in family; education; work and community life once health and wellbeing improves.
MSC members reported low numbers of migrant and refugee clients accessing their programs
(i.e. clients of all ages). This appears to be widespread into all services including mental health,
and is evidenced by Project Tyres: “Despite the significant mental health needs of people with
refugee backgrounds, they are under-represented as clients of services. Those who do attend
often engage tenuously” [Foundation House 2014].

Challenges for the refugee patients






Low language literacy leading to an inability to communicate their health needs
effectively;
Low health literacy – leading to low uptake of programs and services;
Lack of understanding of systems and pathways to seeking help;
Lack of adequate information or explanations about clinical processes and treatments
that are unfamiliar - leading to non-participation;
Torture and trauma related mental health issues, including traumas experienced
overseas and/or experienced on their journey, or in Australia.

Challenges for service agencies
Although some agencies provide culturally responsive services, many find it difficult:
 Due to a range of issues many agencies are not yet able to provide culturally responsive
services and programs (lack of funds/resources etc.);
 Managers and staff have not had sufficient exposure to refugees in their work;
 Managers and staff have not had sufficient training in communication with clients from
refugee backgrounds;
 Managers and staff have not had sufficient training in working with professional
interpreters;
 Managers and staff have not been provided with sufficient access to available resources
and/or awareness of resources available to them; etc.
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Forum Planning and Delivery
Steering Committee
Invitations were sent to key stakeholder
organisations to participate on a Steering
Committee and as Project Partners. A
range of expertise was sought for this
purpose. (Acknowledgements, Page 3.)











EACH Social and Community
Medical clinic in Tow Kaw Ko – Burma
Health - Refugee Health Program;
(Photo: The Hope Project).
Foundation House;
Victorian Refugee Health Network;
Mind Australia;
Eastern Health;
Springboard Social Planning - a social research and community development consulting
organisation;
Migrant Information Centre;
City of Whitehorse;
AMES Australia - Humanitarian Settlement Services (HSS) and Complex Case Support;
Eastern Melbourne Primary Health Network.

Key objectives
The key objectives for holding a forum on refugee health
1. Explore gaps and barriers to access and Participation and to develop strategies for better
practices with realistic, achievable solutions;
2. Raise awareness of the unique health related challenges faced by clients/patients from
refugee backgrounds;
3. Provide organisations with the opportunity to network and learn the role of other
relevant agencies and who/how/when to refer clients;
4. Assist service agencies to develop culturally responsive services for their refugee clients;
5. Provide a range of resources and links to assist agencies in their work with refugees;
6. Develop a range of recommendations to be disseminated to relevant parties.

Target audience
The Steering Committee identified the target audience
 Managers and staff working in local service agencies including General Practice, specialist
and allied health services;
 Public and Community Health organisations;
 Mental Health organisations;
 Maternal and Child Health;
 Other community organisations;
 Local Government.
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Opening address
Sam Navarria, President of Communities’ Council on Ethnic Issues (Eastern Region) and Joint
Chair of the Migrant Settlement Committee (Eastern Region).
Sam welcomed participants, acknowledged the traditional owners and custodians of the land
and provided a brief introduction to the forum. He drew attention to CCOEI’s vision, and noted
that CCOEI had been operating in the Eastern Metropolitan Region (EMR) of Melbourne for
many years focusing on CALD communities, particularly those recently settled in the EMR. He
noted that CCOEI:
 promotes harmony and social inclusion;
 organises and supports activities and forums on topics of interest and need;
 focuses discussion on what can be done to improve services, share ideas,
solutions and good practice;
 encourages networking, collaboration and partnerships.
He noted that along with other recently held forums on domestic violence, elder abuse, youth
engagement, disability, and the annual Refugee Week celebrations, the refugee health forum
puts into action CCOEI’s vision: promoting harmony and social inclusion.
He invited attendees to join CCOEI and participate in its governance meetings. He also
encouraged attendees to participate in the monthly meetings of the Migrant Settlement
Committee that discuss many areas of interest to service providers working with people from
CALD backgrounds. The MSC includes volunteers and organisations working in settlement,
health, the law, local government, education and training, Victoria Police, and representatives
from the Department of Social Services, Department of Human Services, community centres,
tertiary institutions, and others.
Sam observed that the MSC approach, and CCOEI’s, is consultative and participatory, a team
effort and a partnership of stakeholders. The Refugee Health forum is one such example of
collaboration and partnership. Sam acknowledged, thanked and praised forum partners - EACH
Social and Community Health; Foundation House; AMES Australia Humanitarian Settlement
Services; the Migrant Information Centre; the Victorian Refugee Health Network; Eastern
Health; Mind Australia; and Eastern Melbourne PHN for their excellent involvement and
generous contribution, and noted that CCOEI is grateful of such partnerships.
Sam hoped that participants would find the forum engaging and useful, and looked forward to
their contribution. He said that the success of a forum is judged on what participants learn and
the knowledge, ideas and practices they take away and apply in their work, and share with their
colleagues and their communities. He hoped that the forum would inform and improve practice.

Migrant Settlement Committee (Eastern Region).
A question was posed: “How are health and allied services responding to the needs of people from a
refugee background arriving in Australia?”
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Welcome and Overview – refugee and asylum seekers in Victoria
Merilyn Spratling, Coordinator of Refugee Health Nursing, EACH Social and Community Health.

Merilyn Spratling (Photo: H. Cosgriff – CCOEI)

Merilyn welcomed forum participants and provided an overview of refugee and asylum
seeker health services in Victoria, Australia. She also provided details of the convention
relating to the status of refugees, (1951 Refugee Convention). For more information go to
Refugee Council of Australia: www.refugeecouncil.org.au/getfacts/international/definitions/
The top Country of Birth of refugee and asylum seekers seen by the EACH Refugee Health
Nurse (RHN) Program 2011 – 2015 was Myanmar (the Chin and Karen) totalling 69%. The
majority of clients are in the 6-49 age groups, with a fairly even distribution across this age
range. The male to female ratio is almost equal in all age groups.
Interpreters for people from Myanmar were sought in the following languages: Chin Hakha,
Chin Tedim, Falam Chin; Karen; Burmese; Zou and Mizo. Other top languages of refugees
seen by the RHN program were: Farsi; Arabic; Armenian; Dinka; Dari; Kurdish; Urdu; Tamil;
Tibetan; Mandarin and Pashto.
Merilyn drew attention to the number of asylum seekers living in Victoria (up to 10,000) who
arrived before 31 December 2013. They are living in detention centres (e.g. Maribyrnong), in
community detention (living in the community), or are on temporary visas valid for 3 or 5
years (also living in the community). Merilyn emphasised that Victoria has the highest intake
of asylum seekers and refugees in Australia.
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The RHN program was established by the Victorian government in 2005 (in the Eastern
region in 2009). She said that models of care differ between areas, however, these include
care for both refugees and asylum seekers and are facilitated by the Victorian Refugee
Health Network.
Merilyn ended her overview by saying that there are many examples of Asylum Seekers
settling successfully in Victoria.

______________________________
Ethnic minorities – Myanmar (formerly known as Burma)
The seven largest minority nationalities are the Chin, the Kachin, the
Karenni (sometimes called Kayah), the Karen (sometimes called Kayin),
the Mon, the Rakhine, and the Shan. Burma is divided into seven states,
each named after these seven ethnic nationalities, and seven regions
(formerly called divisions), which are largely inhabited by the Bamar
(Burmans).
[Source: The Oxford Burma Alliance]

Victoria has the highest intake of asylum seekers and refugees in Australia and
the highest numbers seen by the RHN (Eastern Region) are those from
Myanmar (the Chin and the Karen) totalling 69%.
Page | 11
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Personal Stories
The Steering Committee wanted personal stories of refugee health experiences to form part of
the narrative of the forum. Two forms of stories were incorporated into the program:

1. Hakha Chin Refugee Health Experiences in Myanmar and Australia –
a community perspective
Tial Hnem, Settlement Caseworker, Migrant Information Centre.

Tial Hnem. [Photo: H. Cosgriff – CCOEI)

Tial has been a Settlement Worker at the Migrant Information Centre for 7 years. Tial is also
a professional interpreter in Hakha Chin, a dialect of the people from the Chin State in
Myanmar (formerly known as Burma). Tial migrated to Australia as a refugee.
Tial presented an informative session (with the aid of photographs of Chin villages etc.)
describing the health experiences of her community both in Myanmar as well as in Australia.
Tial’s presentation covered a range of information about the Chin people: the location
of the Chin State in Myanmar; who the Chin people are; their naming systems;
language; body language and employment in the Chin state.
Health system
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Chin people - common health issues






Malaria;
Tuberculosis;
Hepatitis;
Back pain;
Cancer is seen as an untreatable illness.

In Myanmar, people are generally able to obtain any medication they wish at a local
shop or even in a local market – without seeing a doctor (without a prescription)!

___________________________________________

Market pharmacy in Mandalay Myanmar
Photo: D. Shaw 2014
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2. Video* - The health experiences of a young refugee family
Background
Jack and Mupo are a young Karen family who settled in the Eastern Region of Melbourne.
Mupo arrived in Australia 2 years ago after being forced to flee from her country of birth in
Myanmar. She lived for 10 years in a refugee camp on the Thai Burma border. Mupo was
accepted as a refugee and given permission to come to Australia arriving before her beloved
husband Jack. Because she was expecting their first child she came ahead on her own to ensure
a safer life for their family. Mupo gave birth to a healthy daughter Katherine while Jack was still
overseas awaiting his papers which he received in October 2015. With the family finally
reunited, it was only then that Jack was able to meet his daughter. Jack has a Bachelor degree
in English and Literature and would like to study to be a Karen interpreter. They are now
expecting their second child and are happy living in Australia in peace and safety.

Jack, Mupo and Katherine. The story of this young refugee family features in
the video shown at the forum. The video came about with the assistance of
Jasmina Mulugeta (interview) Gitta Clayton (recruiting the family), Jasmina
and Heather & Chris Cosgriff (video camera work and production).

*To watch the video follow this link: https://www.youtube.com/watch?v=8e1hJGPd20Q

“When we are feeling stressed, in unfamiliar places and cannot understand the
language, friendly faces and smiles help us to feel more relaxed and welcomed”.
Page | 14
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Summary (Personal stories)
Services need to be aware of refugee experiences and cultural barriers that may impact on the
provision of health care. The following is a summary compiled during the forum by Glenis
Crocker, Project Manager, CCOEI.

1. Inaccuracies in date of birth.
This can be up to 2 years out.
This may arise because of
different calendars (e.g.
lunar/seasonal, non-Gregorian
calendar), lack of accurate
records, birth dates not being
important in some cultures or
some areas.
Effects: children may be given
estimates and a date of 1
January in an estimated year.
This has implications for
schooling, health,
developmental assessments,
Myanmar: Mother and daughter in a chemist shop in Mandalay.
(Photo: D. Shaw 2014)
and also raises queries in
unaware service providers
about a whole family with birth dates of 1 January.
2. Names mismatch with documentation. Not all cultures have a surname (or family name) so
the known name may appear as both a given name and surname on documents. Sometimes
the family name may be an official’s clerical interpretation.
Effects: There may not be consistency in use of the name, or the person may not be aware
of the need for exact consistency, affecting Medicare, Health records (including
immunisation records). At times this results in the person unnecessarily paying the full price
for treatments/consultations. Sometimes when in haste, misunderstanding of unfamiliar
naming systems in a new country, a refugee may feel pressured to give a name that is later
regretted.
3. Previous experience with medical services outside Australia. These differences include
little or no access to adequate health services. Unqualified medical practitioners such as a
local shopkeeper might provide advice and medication based on symptoms. Difference in
systems such as the Western requirement for appointments and referrals to specialists, etc.
Effects: Undiagnosed medical conditions and reluctance to seek medical help for what are
perceived to be minor matters. Difficulties in meeting appointment requirements, sharing of
medications, lack of prior medical records.
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4. Attitudes to particular diseases and illnesses.
Cancer: There is superstition around a cancer diagnosis, e.g. that the person has done
something wrong. There is also gossip about what the patient must have done.
Mental health: The stigma results in a reluctance to seek help due to the belief that mental
health refers to a “crazy” person. The feelings of shame are shared by the patient and the
family.
5. Manners. It is rude to say “No”, and so multiple appointments are made simultaneously for
different services.
Effects: Appointments are made that cannot be kept.
6. Access to interpreters - use of friends and family. Although medical services can access
phone interpreters, they are not always available at the appointment time. Sometimes a
medical practitioner may not know an interpreter is required for a particular appointment,
and so a family member or friend is used.
Effects: Consultation may be less accurate than with a professional or specialist interpreter.
Misunderstandings may occur. Privacy and confidentiality issues for the patient when a
family member or friend is used as an interpreter.
7. For new arrivals, health is a lower priority (despite current health issues being present).
Housing; finding work and education being some of the highest priorities.
Effects: Non-disclosure of health issues initially. This also occurs because prior to travel to
Australia, if one member is not fit to travel, the whole family is held back.
8. “Lost in Translation”. As well as the use of colloquialisms, the same phrases or words can
have different meanings in English depending on context. Many other languages do not
have the complexity of English, or equivalent words.
Effects: These can cause the greatest distress when intimate examinations are involved.
Phrases such as “this needs to be witnessed by a JP” does not mean another personal
examination is needed with a JP present, and ‘you can do the swab yourself” does not mean
the doctor thinks the woman is dirty, but there may have been a multitude of other
explanations and intentions, or something quite different might have been meant, but a
literal word for word translation “came out wrong” causing distress for the patient.
9. Low health literacy in English and in their own language.
Effects: Lack of understanding of explanations and instructions, not completing treatments /
medication once feeling better.

The good things
Despite her lack of English communication skills, a newly arrived refugee mother spoke
very positively about her experience of a friendly smiling nurse helping her through the
birth of her first child in her new country (Australia).
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Presentations
1. Case Study Explanation
A case study of an imaginary newly arrived refugee family – Merilyn Spratling
Merilyn explained that whilst the case study bears no resemblance to any living person or
family, the flow-on of services, health assessments and referrals are an accurate reflection
of many aspects of the work being undertaken for refugees and asylum seekers and their
families arriving in the Eastern region.
The case study is a reflection of the collective reality for refugees and asylum seekers in
Australia. The case study focused and disciplined the forum program and facilitated
discussion without it being restrictive. Response to the case study scenario and approach
received positive comment.

Name

Date of Birth

Age Gender

Relationship

1

AASIF

2 March 1975

41

M

Father/husband

2

NAJIA

17 June 1978

37

F

Mother/wife

3

LARIF

21 March 1996

20

M

Son

4

SABIR

1 October 1998

17

M

Son

5

AFROOZ

12 May 2005

10

F

Daughter

6

SAED

15 February 2013

3

M

Son

Summary of the (Case Study) refugee experience
Aasif and Najia were born in Afghanistan and are of the Muslim faith. Aasif is one of 8 siblings
(they remain in Afghanistan; his parents are deceased); he attended school to grade 6. After
school he worked in the family shop, a clothing store, and later in farming. He married Najia at
20 years of age.
Najia is one of 4 siblings, and they and her mother still live in Afghanistan; (she states she would
never return to Afghanistan even to visit because of her experiences during the war). The
Taliban “killed my father”. She did not attend school because the Taliban did not allow girls to
do so at that time; she married at 15 years of age.
The couple had their first child, Larif, in Afghanistan but then fled with him to Iran, about 18
years ago. They had 3 more children in Iran. Aasif worked making furniture in a factory, but
after his stroke 4 years ago, was unable to work. Najia then assumed responsibility for
supporting the family but found this very difficult because of her health issues. Larif was
studying but after his father’s illness, worked part time. Sabir left school to work to support
the family. (See the addendum for a link to the Health Assessment).
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2. Humanitarian Settlement Services (HSS)
Andree O’Donnell – HSS, AMES Australia
Andree joined AMES Australia in 2005. She supports new arrivals from different ethnic groups
such as the Chin (from Myanmar), Afghanis, Iraqis, Ethiopians, Sudanese, Egyptians, and
Iranians. Since 2011 her role has been HSS Team leader at AMES for the Eastern and South
Eastern regions of Melbourne.

Andree explained that HSS clients are people with
o a Refugee Visa (https://www.border.gov.au/Trav/Visa-1/200-)
o or a Global Special Humanitarian Visa
(https://www.border.gov.au/Trav/Visa-1/202-)
HSS services include case management and orientation, accommodation services,
volunteer programs as well as advocacy and raising community awareness.
Andree said that HSS follows a strength based approach facilitating the client’s ability to
achieve a range of own goals. Andree stressed that clients arrive with strengths and this
program builds on these strength to develop independence. Pathway plans are
personalized with services and resources to actively engage clients to take responsibility
for their own settlement.
Andree also spoke about the key competencies which are satisfied when clients are able
to find information, access services and make appointments. Clients also need to have
an understanding of: public transport; money management; tenancy issues; Australian
education/employment, Australian law, the health system and (where relevant) young
clients are referred to youth services, sporting activities etc.

Page | 18

18

CCOEI - Refugee Health Forum 2016

3. Refugee Health Nurse (RHN) Program
Merilyn Spratling – Refugee Health Nurse, EACH Social and Community Health

Refugee Health Nurse Program in action.

Merilyn provided a brief overview of the RHN program at EACH projecting a slide with
an example of a referral form from AMES HSS. She also showed an example of a
Departure Health Check which is also called a “Health Manifest”. She explained that in
response to a referral from AMES HSS the RHN provides an initial assessment utilizing
the assistance of a professional interpreter. This usually happens within 4 weeks of
arrival in Australia using the Refugee Health Assessment tool. The RHN then refers the
refugee/asylum seeker to an appropriate GP (providing the health assessment report).
She noted that GPs have agreed to use professional interpreters and to bulk bill
services. Referrals by the RHN are indicated by the assessment (e.g. internally to the
EACH dental, optometrist, physiotherapist, women’s health clinic etc. and externally to
organisations such as the Maternal Child Health nurse, audiologist etc.)
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Merilyn described the health assessment as holistic, encompassing
 Physical;
 Psychological;
 Social; and,
 Spiritual Health.
Referring to the Case Study of the refugee family, Merilyn identified the following key
issues

Key Issues: Case Study - RHN assessment
AASIF

NAJIA

Father/husband
Mother/wife

Diabetic (not well controlled); hypertension; dental
decay; with incomplete vaccination.
Asthma (not well controlled); anaemia, gastritis; no
pap test undertaken; torture & trauma; incomplete
vaccination; dental plan required.

LARIF

Son (age 20)

Epilepsy; hypertension; anxiety/depression;
incomplete vaccination; dental sensitivity.

SABIR

Son (age 17)

?mental health issues; poor diet; poor hearing;
incomplete vaccination; dental decay.

AFROOZ

Daughter (age 10)

SAED

Son (age 3)

Not yet linked to Maternal Health Nurse; dental
decay and pain; incomplete record of vaccination.

Referrals
Merilyn spoke of the range of referrals which may take place with an assessment of the
key health issues for a family such as this. Referrals include (but are not limited to):
 Audiology;
 Dental;
 GP;
 Foundation House;
 Maternal and Child Health Nurse;
 Women’s Clinic;
 Diabetes Clinic;
 Optometrist; etc.
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4. Refugee Health Doctor Program
“The role of the GP in Refugee Health”
Doctor Marion Bailes
Marion is a GP in the Refugee Health Clinic at
EACH Social and Community Health in East
Ringwood.
Marion said that there are a range of health
challenges for refugees such as history of limited
access to health services and food insecurity.
Commonly refugees may have a range of issues
that affect their ability to gain better health
outcomes such as low health literacy, untreated or
under-treated health issues, high rates of mental
health problems and a lack of awareness of the
Australian health system.

Doctor Marion Bailes

Screening Marion said that screening is a vital tool in the health assessment process. She
stressed the importance of enquiring if the patient needs an interpreter.
Screening should be considered for
 Blood: Hepatitis, B, C, HIV, schistosomiasis malaria strongyloidiasis, syphilis
 Stool: Faeces C/O/P for intestinal parasites, H.Pylori faecal antigen (if symptoms);
 TB screen: Chest x-ray and Mantoux or quantiferon;
 Other tests: FPU for gonorrhoea and chlamydia.
Other checks such as the need for dental care and vaccinations along with screening for
Non-communicable diseases and vitamin deficiencies (e.g. Vitamin D and Iron).
Further enquiries are recommended in regard to social issues: housing; financial security;
education and training, and social supports.
Mental health: (PTSD, depression, anxiety, substance abuse).
Family/community overseas or here in Australia? Check their wellbeing and functioning.
Why do a health assessment?
 Humanitarian entrants often have poor health status and limited prior health care;
 Some refugee background health problems are initially asymptomatic, but may have
serious long-term health consequences;
 Early health intervention improves settlement outcomes;
 A sensitive, thorough medical examination contributes to psychological recovery.

Marion stressed that “every clinical encounter is an opportunity for healing”.
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Marion said that part of her role is to
 Explain how the system works and time-lines, helping patients gain realistic
expectations of what can be achieved and how quickly things can be done;
 Refer and liaise with allied health and specialist clinics.
Helpful Practice Systems in General Practice





Administrative staff who can book and confirm interpreters;
Staff who are comfortable and trained in working with interpreters;
Staff who are flexible and can cope patiently with problems caused by
misunderstandings and miscommunication;
Clinicians who enjoy working as a team.

Key Issues: Case Study – Refugee Health Doctor
Father/husband
AASIF
Age 41
Mother/wife
NAJIA

-

Adherence/understanding of current treatments
Assessment of disability
Referral for specialist assessment
Prevention of further diabetes related complications

-

Mental health
GI problems (parasites? H.Pylori?)
- Iron deficiency (?haemaglobinopathy)
- Reproductive health (*contraception)

-

Age 37
LARIF
SABIR
AFROOZ
SAED

-

Epilepsy
Obesity
Mental health (note – on antidepressants)

Son (age 17)

-

Emotional wellbeing/ adolescent issues
?Refer to Youth clinic

Daughter (age 10)

-

Development + - Schooling

Son (age 3)

-

Nutritional deficiencies

Son (age 20)

-

Marion also provided the following information about CALD clients
CALD clients in Melbourne are:
 more likely to feel unsafe because unable to communicate effectively
 more likely to have incorrect diagnosis and excessive investigations
 sometimes uncomfortable to ask for interpreters
 prefer to work with interpreters than family
 want more information
[Centre for Culture, Ethnicity & Health 2006 ‘Language Services in Victoria’s Health System; and Victorian
Foundation for the Survivors of Torture and Trauma, 2013 ‘Promoting the engagement of interpreters in Vic.
health services’].
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5: Foundation House – a brief overview
Jasmina Mulugeta has worked as a counsellor for over 20 years. She currently works at
Foundation House in the role of Eastern Region Team Coordinator. Jasmina has extensive
experience in trauma counselling, training, supervision, group work and individual work
with refugees and asylum seekers.

Jasmina Mulugeta (Photo: H. Cosgriff – CCOEI)

Foundation House
• Is a politically independent, non-profit community organisation;
• Is a specialist service for refugee related torture and other traumatic events;
• Provides counselling and support for adults and children from any country who have
fled persecution, torture or war-related trauma.
Jasmina said that Foundation House is not a crisis/acute or emergency mental health service nor
a case management service.
Clients are
• Asylum Seekers in community detention, who hold a detention or a Bridging Visa;
• Refugee and Humanitarian arrivals;
• Migrants who have experienced torture and other traumatic events prior to arrival in
Australia;
• Individuals, families, young people and children;
• Those who are seen at Foundation’s offices (Brunswick/Sunshine/Dandenong and
Ringwood), at school, or if appropriate/necessary other suitable locations.
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Referral Processes
•
•

www.foundationhouse.org.au
Referrals are made from various sources, organisations such as: AMES, MIC, schools,
GPs, refugee health nurse, friends, family members, as well as self-referrals.

Intake and Assessment - Case Study
•
•
•
•

Intake – phone discussion with referring person and client;
Comprehensive psycho-social assessment – face to face; family or individual;
Outcomes of referral – counselling and support at Foundation House;
Referral to other services.

Referrals - Question: “Is Foundation House the best service for the client”?
If a provider is concerned about their client’s psychological well-being and they think this might
be connected to past traumatic events they should explore this to determine if a referral to
Foundation House is appropriate. The following questions to the proposed client may be useful
in exploring the suitability of a referral:
“Before coming to Australia you may have experienced some terrible events. You don’t have to
tell me about this, but there might be some things from the past that are affecting how you feel
now, and your everyday life. Do you have any problems that are worrying you which might be
connected to events in the past? If so, it can be helpful to talk to a person trained and
experienced in working with such situations. Would you like to talk about this with someone at
Foundation House?”
How to make a referral
• Complete the appropriate referral form
http://www.foundationhouse.org.au/making-a-referral/
• FAX to: 9277-7871
• Any questions or queries (about which cases may require referral) a direct phone call
from services is welcome. Phone: 9388-0022
Jasmina thanked The Hope Project for the photo of Karen children in the refugee camp Ee Tu
Hta in Burma used in her presentation. In addition she thanked Jack and Mupo for their
contribution in creating the video for this forum.
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6: Migrant Information Centre (MIC)
Culture and health and barriers to participation
Judy McDougall and Rebecca Dunsdon
Judy said that the MIC is a not-for-profit organisation established in 1999 to support the
settlement of migrants and refugees in the Eastern Metropolitan Region of Melbourne. She
described the three customer groups as Individuals & families; communities and agencies. The
MIC covers the 7 councils of the eastern region: Boroondara; Knox; Manningham; Maroondah;
Monash; Whitehorse; Yarra Ranges.

Judy McDougall
(Photo: H. Cosgriff – CCOEI)
The role of the MIC
 Settlement support for newly arrived refugees and family migrants from countries
where English is not the first language - for the first 5 years of settlement;
 Support for youth aged 12 – 25 years;
 Information and assistance to access services;
 Life skills programs including recreational and social activities;
 Complex case management;
 Migration advice and assistance;
 Family Violence counselling for CALD women and group therapy programs;
 Building capacity of community groups to support their members and meet service
gaps;
 Assistance to access aged care and disability services.
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Cultural Health Beliefs and Practices
 Traditional healing practices/beliefs which could be very different from Western
healing practices e.g. whole of body approaches to healing compared to specialist
treatments of each part of the body;
 Traditional beliefs can impact on client’s expectations of Western medicine e.g.
people expect medication when they have colds and they feel the doctor has not
treated them appropriately if they do not prescribe medication; beliefs that
medicine should cure diseases such as diabetes;
 Generally people respect doctors and western medicine and refugees in particular
appreciate the availability and accessibility of health care;
 Disclosure of diagnosis i.e. some cultures believe that people with terminal illnesses
should not be told of their condition;
 Physical and spiritual health – some cultures have strong links between physical and
spiritual health;
 Trauma and mental health can impact on health especially for refugees;
 Preventative health care – many refugees come from countries where preventative
health care is not available;
 Beliefs about the treatment of illnesses and seeking help can differ from culture to
culture.

Barriers for Accessing Health Services
 Low English language proficiency;
 Reluctance to disclose symptoms/conditions due to shame when using interpreters
particularly in newly emerging communities;
 Cultural shame around certain health conditions;
 Accessibility of services by public transport particularly for newly arrived refugees;
 Central telephone and/or internet intake procedures – people are reluctant to call
themselves because of low English language proficiency and/or lack of skills in using
computers;
 Trauma and mental health.
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Workshop
Barriers and solutions - table discussions
A workshop was facilitated by Judy McDougall – Migrant Information Centre. The following
questions were posed
Question 1.
Question 2.
Question 3.

What are the current strategies used in your service to make it
accessible to patients from refugee backgrounds?
What are the potential barriers that patients from refugee
backgrounds may still face when trying to access your service?
What new practices, policies and/or partnerships could be put in
place to address those barriers?

Workshop Responses
The following is a summary of responses to the above questions made during the workshop
butcher paper exercise. Similar responses have been merged (for easier reading). A full set of
responses can be accessed via this link
http://www.ccoei.org.au/docs/Workshop_butcher_paper_exercise.pdf
Question 1. What are the current strategies used in your service to make it accessible to
patients from refugee backgrounds?









Access to personal development and cultural awareness training for staff;
Translated resources: pamphlets and brochures;
Community guide – taking patients to appointments;
Visiting Primary School Nursing Program;
Eastern Health Cue cards;
Link with playgroups, parent groups;
Immunization information using audio book;
Partners in Recovery: CALD specific workers; training of faith leaders; referral pathway
tools.

Question 2. What are the potential barriers that patients from refugee backgrounds may still
face when trying to access your service?










CALD community not accessing services available to them;
Inadequate interpreter access, limited access to emerging language interpreters – and
perceived lack of confidentiality in small communities (i.e. trust issues);
Difficulty - GP opinion vs cultural/community opinions;
Barriers such as financial, lack of access to transport to attend appointments;
Cultural; linguistic; age; gender; concept of privacy does not exist in many cultures;
Not telling family members of serious illness;
Patient has an inability to access services due to a lack of confidence or a language
barrier;
Lack of understanding of legislation and impacts;
Lack of awareness of services and unfamiliar systems;

Page | 27

27

CCOEI - Refugee Health Forum 2016







Stigma – reluctance to identify (mental health etc.);
Cultural attitudes to health;
Coordination and use of interpreters by services;
Service staff - lack of ease in accessing interpreter services for patients;
Fragmented medical history when patient attends multiple services.

Question 3. What new practices, policies and/or partnerships could be put in place to address
those barriers?


























All health and other services should have increased opportunities to collaborate and
share resources;
Using professional interpreters, onsite interpreters or interstate telephone interpreters.
Embed policy not to use family members to interpret for patients; improve language
assistance in hospitals and community health clinics and allied health services;
Why are CALD clients not accessing services – we must ask ourselves: who is not coming
and why!
Improve community engagement: Partnerships with key community members through
schools and religious organisations; gatherings & groups; BBQs; Harmony Day;
Build social inclusion connections, working beyond direct individual/family care;
Hiring people from refugee/migrant backgrounds to mirror the community we serve;
Hiring a diverse workforce (Bilingual and bicultural;
Bilingual practitioners – a directory should be developed;
Mandatory part of maintaining professional registration = regular professional training;
Use of a mental health phone application called “New Roots” and developing other
health apps that will provide better access and information to those of refugee
backgrounds;
Use interpreters more consistently and when appropriate, telephone interpreter and
cue cards;
Case coordination and multidisciplinary one stop shop;
Medical staff should have an awareness that many CALD people have minimal education
in health systems, are unfamiliar with health terminology or what to expect;
Health embedded in the modules and curriculum in education provider courses and
training;
Training staff to improve their ability to support CALD community members;
Incursions and invitations to specialists to talk to students;
Translated forms, surveys etc.
Services should build their networks with organisations such as the Refugee Health;
Nurse, Foundation House etc.
Venues in places that are easily accessible to public transport;
Continue to strengthen connections with EACH; MIC; AMES; Foundation House;
Use of technology e.g.: “New Roots” mobile phone application for men with mental
health concerns;
Practitioners to refer to community organisations /interest groups not just health
services e.g. interfaith; sporting; choirs; art; youth; dance; mechanics/car interest group;
cooking. Practitioners can utilize Community Directories;
School Entrant Health Questionnaire (SEHQ). The intention of the questionnaire is to
assist parents to identify health and wellbeing concerns of students;
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Some people have a preference for bilingual doctors, as they fear a lack of privacy in
small communities where they may know the interpreter. (Note: For TIS interpreters, it
is possible to request a telephone interpreter in another State).

The forum highlighted the following areas that may be useful in raising awareness of
providers in delivering more effective services:
 Improved links between GPs and refugee health programs, including access to prior
health assessments;
 Practices should put in place policies to use accredited interpreters to avoid
miscommunications or misdiagnosis (many efficiencies may result in the long term);
 Ensure discussions with patients are undertaken without family and friends present.
Example: It is inappropriate for a young person to hear the health practitioner talking to
their mother about contraception;
 Care with terminology. “Counselling” often has no equivalent in some cultures or has
negative connotations. Use phrases such as “giving time for you to talk about ….X Y Z”;
 Some large GP clinics have little liaison with the RHN and associated services, operate
purely on a business model;
 Care should be taken with repeat prescriptions and referrals – explanations of follow up
requirements are very important.

Designated bilingual staff within health services:
Bilingual staff play a pivotal role in assisting organisations provide improved effectiveness in
CALD customer servicing including providing cost efficiencies. In terms of future planning,
bilingual staff are often under-resourced in organisations and their potential overlooked.
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Victorian Refugee Health Network
Presented by Merilyn Spratling on behalf of Samantha Furneaux
Aims
 Build the capacity of the Victorian health sector to respond to the needs of people from
refugee backgrounds, including those seeking asylum;
 Support services to be more accessible to people from refugee backgrounds;
 Improve service coordination for recent arrivals and those with more complex needs.

The approach
 Vehicle for sharing practice and emerging issues;
 Collaborative development of best practice resources for the sector: e.g. guides, fact
sheets;
 Communication with Commonwealth and state government departments about trends
in refugee and asylum seeker health;
 Dissemination of information to the sector: e.g. e-bulletin, website, forums.

Resources and links
Refugee/asylum seeker health services in Victoria www.refugeehealthnetwork.org.au/refer
Victorian Refugee Health Network (VRHN). The CCOEI strongly recommends health services
encourage their staff to utilize the resources on the VRHN website
http://refugeehealthnetwork.org.au/
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Next Steps
Strategies towards improved access and participation by vulnerable
refugees clients
Facilitated by Margaret Clausen Springboard Social Planning
Margaret is a social research and
community development consultant
working particularly in the Eastern and
Southern Metropolitan Regions of
Melbourne for State & Local
Governments, Primary Care
Partnerships, Community Health
Services & Neighbourhood Centres.

Recommendations
In drawing the forum strands together,
Margaret facilitated a workshop that
highlighted the range of significant
suggestions, ideas and innovations (from
both forum presentations and participants)
emergent as a result of the forum.

Margaret Clausen
(Photo: H. Cosgriff - CCOEI)

The Final Report and Recommendations will be sent to:
 Relevant Members of Parliament (State and Federal);
 Department of Human Services;
 Vic Health;
 Department of Social Services;
 Forum Partners (see Acknowledgements Page 1);
 Forum Participants;
 Migrant Settlement Committee (Eastern Region);
 Ethnic Communities’ Council of Victoria;
 Federation of Ethnic Communities’ Councils Australia.
In addition the Final Report will be posted on the CCOEI webpage.
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Recommendations and Themes
The concepts, knowledge and understandings gained during the forum have been arranged
below under common themes. (Please note: the recommendation associated with each theme
can be found below that theme).
The recommendations range from being relatively simple task based and resource free, to those
that require substantial resource and budget commitment from various tiers of government and
individual institutions. For best result, the ideal is to take on board all recommendations given
that they are interdependent. However, progress can be made even if they are adopted singly
or selectively. They are offered as a way forward to continue the effort in providing ideas and
strategies for improvement of the refugee health sector in general.

Theme 1. Bilingual staff from culturally diverse backgrounds







CALD languages and cultural sensitivity are important in service delivery.
Hiring staff from more diversified cultural backgrounds;
Designated multicultural or diversity liaison staff within organisations;
Employ multilingual practitioners;
CALD specific mental health workers e.g. Partners in Recovery program;
Choice of male or female service support workers;
Developing a database of volunteers from CALD backgrounds.

Recommendation 1.
Health services should:
1.1 Actively seek to employ practitioners and staff who speak local community
languages relevant to their client base;
1.2 Provide clients with gender specific support workers (when requested) ensuring
mechanisms are in place to mentor and support such workers;
1.3 Recruit and utilise volunteers from CALD backgrounds to benefit services as well as
communities and volunteers themselves.

Theme 2. Breaking down barriers to accessing GPs and other health
professionals







Central telephone and/or internet intake procedures. Patients from a refugee
background often lack the English language proficiency to make the required phone
call/or lack the computer skills for online access to services. Strict privacy policies can
often prevent support workers from assisting clients to access health services when the
client does not have the ability to call the service themselves;
Lack of communication skills in English is one of the biggest barriers for refugees
attempting to access health services. When patients present with communication
barriers they are often confused by the basics (such as where to go or even the
questions to ask when they get there);
Untrained/ unwelcoming reception staff may result in further non-participation;
The onus is on all practitioners and staff working in refugee health care to ensure they
are up to date on cultural and other barriers to participation and to seek out
individualised resources to ensure access and participation.
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Recommendation 2
Health services should strive to provide access to their services for refugee and CALD clients and
adopt simpler and more welcoming processes and systems that encourage participation.
2.1 If central intake lines are used, allow support workers to speak to intake staff on
behalf of clients/patients and facilitate assessments where support workers may be
present if the patient requests it;
2.2 Provide additional training to reception staff to improve customer service and
cultural competence so that patients from refugee backgrounds feel more welcome;
2.3 All health and other services should have increased opportunities to collaborate and
share resources to break down the barriers to access and participation;
2.4 Seek opportunities for community engagement with refugee and other CALD
communities (such as open days, facility tours, invitations to women’s groups etc.).

Theme 3. Government support for specialised organisations in the health sector.
The following innovative suggestions were made by participants
 Providing refugee health services at non-traditional locations (e.g. schools, English
language centres; churches etc.);
 A multidisciplinary service hub for all services to ensure effective case collaboration;
 Utilising existing resources such as mobile phone applications that improve refugee and
other CALD access to health information (i.e. for those in the community who are
proficient in the use of modern technology).

Recommendation 3
Specialised health services must be acknowledged, sustained, supported and resourced.
3.1 Government to acknowledge, sustain, support and resource the valuable work of the
Refugee Health Nurse/Doctor program and the Victorian Refugee Health Network;
3.2 Government to support health services at nontraditional locations and/or a
multidisciplinary service hub for effective case collaboration;
3.3 Government to support and encourage the use of innovative technology that may assist
in health information to vulnerable communities.

Theme 4. Translation and interpreting issues
The support provided by language services is an essential part of effective service delivery.
Patients have a right to timely information about their health and future outcomes in their
preferred language.
 Improve interpreter access in hospitals, increase use of skype;
 Cue Cards for sensitive issues;
 Use professional interpreters not family members as interpreters;
 Translate relevant written resources - posters, brochures, surveys and letters.
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Recommendation 4
Health services must
4.1 Adhere to a policy of using professional interpreters consistently;
4.2 Mandate use of inter-state telephone interpreters (to establish trust in small
communities where patients raise concerns of their private affairs becoming public
knowledge due to using an interpreter known to them or their family).

Theme 5. Community engagement
Engaging with diverse communities through a suite of events, functions, and other community
based opportunities improves social cohesion and a sense of trust, identity and belonging.
 Build networks with organisations that provide services to refugees;
 Engage with the community through festivals and events, blogs, Harmony Day,
community gatherings etc.
 Community Guides assist patients to access support services;
 Consider training faith leaders in referral pathways.

Recommendation 5
Health services should
5.1 Actively build and expand networks with organisations that work with refugees such as
support services, refugee health services and settlement services;
5.2 Vigorously engage with local communities through: women’s groups; religious
organisations; youth and elderly groups; and festivals;
5.3 Provide information and training opportunities for faith leaders etc.

Theme 6. Education: Forums, seminars, workshops and networking
Education is the key to developing awareness and knowledge in communities, and collegiate
professional development in the sector.
 Working with educational institutions;
 Embedding health in educational curricula, promotion in schools and community
groups;
 Invitations to specialists to talk to students about health and wellbeing;
 Visiting Primary School Nursing Program;
 Health services to provide information to Language Schools (students and parents);
 Regular cultural awareness training for staff.

Recommendation 6
In their strategic and operational plans health services embed
6.1 Regular and sustained formal contact with the educational sector, parents and
communities to raise awareness and knowledge of health services, and the benefits
of attending to health needs;
6.2 Regular and sustained professional development for staff in the educational and
health sectors with regard to the health needs of people from different cultures.
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Theme 7. Cultural Responsiveness
There is growing evidence that failure to respond effectively to cultural diversity for health
services, leads to poor patient outcomes and adverse events.

Recommendation 7
All health services (public and private) should
7.1 Include cultural responsiveness as a permanent item of discussion at every formal
meeting;
7.2 (Practitioners and staff) have regular professional development opportunities to
enhance the cultural responsiveness that may be linked to maintenance of annual
registrations/training outcomes.

[In the health services sector] cultural responsiveness refers to services that are respectful
of, and relevant to, the health beliefs, health practices, culture and linguistic needs of
diverse consumer/patient populations and communities. That is, communities whose
members identify as having particular cultural or linguistic affiliations by virtue of their
place of birth, ancestry or ethnic origin, religion, preferred language of language spoken
at home.
Cultural responsiveness describes the capacity to respond to the healthcare issues of
diverse communities. It thus requires knowledge and capacity at different levels of
intervention: systemic, organisational, professional and individual.
[Source: DHHS Cultural Diversity Plan 2016-1019]
file:///C:/Users/Home/Downloads/dhhs-delivering-for-diversity-cultural-diversity-plan2016-19.pdf
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Forum related document links (in alphabetical order)
o

Acronyms and Medical Terms used in presentations

o

Biographies (of speakers and presenters)

O

Case Study http://www.ccoei.org.au/docs/Full_health_assessment_-_Case_Study.pdf

O

Evaluation and Feedback
O Evaluation form
http://www.ccoei.org.au/docs/Final_Evaluation_Form.pdf
o Evaluation results
http://www.ccoei.org.au/docs/Evaluation_Feedback_results_for_website.pdf

O

Flyer http://www.ccoei.org.au/docs/Final_Flyer_-_Refugee_Health_Forum.pdf

O

Program http://www.ccoei.org.au/docs/Program_-_22_April_2016.pdf

O

Victorian Refugee Health Network – this website is a valuable resource for health
services
o www.refugeehealthnetwork.org.au
O Link to the VRHN PowerPoint presentation:
http://www.ccoei.org.au/docs/Presentation2_VRHN.pdf

O

Workshop questions/outcomes
http://www.ccoei.org.au/docs/Workshop_butcher_paper_exercise.pdf
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Other resources available to assist community and health services
Cue cards
These are sets of cards on a wide range of topics and languages prepared by Eastern
Health to assist communication when bilingual staff are not available, or when an
interpreter service is not available. THEY ARE NOT INTENDED TO REPLACE THE USE OF
AN INTERPRETER. Please see the Eastern Health web site for further information. These
can be downloaded according to your needs. It is suggested that once downloaded,
these are laminated to extend their use.

Cultural Responsiveness Framework
https://www2.health.vic.gov.au/about/populations/cald-health

Refugee Health Assessment Tool
http://refugeehealthnetwork.org.au/refugee-health-assessment-tool/

Fact sheets on attitudes to illness and health
These are available on the Migrant Information Centre website. There are
approximately 25. These include attitudes to disclosure of diagnosis, culture of
dependency, beliefs about hot and cold foods, etc.

Health Translations
Health related documents in other languages
http://www.healthtranslations.vic.gov.au/

Interpreters
Interpreters can be booked in advance for either on-site or telephone services. Different
medical services may have different providers and different systems for accessing
interpreters. Specific information on access should be investigated further through
individual organisations.
Here are some interpreter links: (Health Services: please check the correct Interpreter
service used by your organisation).
TIS: https://www.tisnational.gov.au/
VITS: http://www.vits.com.au/

Page | 38

38

CCOEI - Refugee Health Forum 2016

Links to helpful articles and reports
Australian Medical Association: Health Care of Asylum Seekers and Refugees 2011. Revised 2015.
The AMA affirms that those who are seeking, or who have been granted, asylum within
Australia have the right to receive appropriate medical care without discrimination,
regardless of citizenship, visa status, or ability to pay. Like all people seeking health care,
asylum seekers and refugees in Australia, or under the protection of the Australian
Government, should be treated with compassion, respect, and dignity.
https://ama.com.au/position-statement/health-care-asylum-seekers-and-refugees-2011revised-2015

Growth data of underprivileged children
living in rural areas of Chin State, Myanmar (Burma), compared to the WHO reference
growth standards: an observational study.
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4735213/

Having a baby in a new country. The views and experiences of Afghan Families and
Stakeholders
http://refugeehealthnetwork.org.au/wp-content/uploads/Afghan-Families-Project-finalreport.pdf

Primary Care Forum 2015
http://refugeehealthnetwork.org.au/victorian-refugee-health-network-2015-primary-careforum-report/

Psychological trauma and help seeking behaviour amongst resettled Iraqi refugees
in attending English tuition classes in Australia
https://ijmhs.biomedcentral.com/articles/10.1186/1752-4458-9-5

Working together to improve health literacy of women from refugee backgrounds
http://www.healthissuescentre.org.au/images/uploads/resources/Improve-health-literacywomen-refugee-final-report.pdf
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