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Refugees have complex physical, psychological and social needs that are
challenging to manage comprehensively in primary care. In recent years,
many refugees settling in Australia have been sponsored by family members.
Although they may receive settlement support, these new arrivals may not be
assessed or managed by specialised refugee health services. Their sponsors
usually link them to bilingual general practitioners, but these doctors may not
be aware of or have access to a comprehensive range of services. There is
an urgent need for more integrated health service provision for people from
refugee backgrounds, based on trust and communication. This requires
change at the practice, local service and system level.

Key points
• Current settlement arrangements in
Australia can lead to refugees missing
out on healthcare that comprehensively
meets their needs
• Greater integration is required between
specialised refugee health services
and primary care, including improved
communication between providers and
better transition of care between services

Background
About 140 000 refugees were accepted as humanitarian entrants by Australia
during the 10 years between 2006 and 2015.1 There were also about 29 000
people claiming asylum at the end of 2016. Although these individuals
represent less than 1% of the population, they are a significant group for
primary care providers working in certain regions. People from refugee
backgrounds have complex health and social care needs. Their problems
are associated with risks, exposures, trauma and economic hardship in their
countries of origin, during transit and, in some cases, while in detention. Once
they are living in the community in Australia, they may suffer from uncertainty,
discrimination and reduced access to healthcare because of language,
cultural, political, social, administrative and legal barriers.2
Refugees and asylum seekers often experience mental health problems
associated with their migration experience, including anxiety, depression
and post-traumatic stress disorder. These may be particularly challenging to
manage, especially if there are language and cultural differences between
provider and patient.3 There may also be family issues associated with
separation, acculturation or generational conflict. Refugees also frequently
suffer from chronic long-term physical conditions such as cardiovascular
disease and diabetes, because of both the increased prevalence of
these conditions globally, and of lifestyle and other risk factors during
their migration.4
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Integrated care

In the past few years, many resettled refugees have
been sponsored. This means that, although they can
receive resettlement support, they may not be formally
assessed or managed by specialised refugee health
services. They may, instead, be assisted to attend a
general practitioner (GP) known to the sponsor. Although
this can help to ensure that patients see a GP who speaks
their language, it may also place a significant burden on
the GP to not only provide healthcare but also support
patients’ legal and administrative needs.5 GPs may be
unaware of all the supports available from government
and nongovernment agencies. Other staff within or linked
to the practice (e.g. administrative, nursing or allied
health staff) may struggle to deal with refugees’ health
issues because they may lack the language, knowledge
or skills required.

So where does all this leave us? How can we achieve
primary health care goals and implement for refugees
what the World Health Organization has recommended:
“well-planned, integrated health services required
to best respond to their health needs across their
lifetime and ensure that necessary services reach the
most vulnerable”?13 Refugees need support from a
comprehensive range of services and providers that share a
common understanding of the patient’s context, needs and
pathways to recovery. With the best intentions, fragmented
care can lead to missed opportunities for prevention and
early intervention, and this may result in poor outcomes.
Integrated care starts with a shared need to work
together. Primary care providers need support to deal
with the complexity of physical, psychological and social
problems faced by refugees. Specialised services need a
way to reach out to sponsored refugees and to transition
these refugees to long-term comprehensive primary
care. More integrated care also requires trust based on
knowledge of each other’s role and a relationship built
over time. This can be achieved with the help of effective
communication tools (such as shared assessments and
care plans), through practice visits by refugee health
staff to facilitate more comprehensive and appropriate
care (including use of interpreters and links to community
services), and the use of community or peer workers to
support refugees in their care transitions and to attend
referral services.12
Change at the practice and local system levels is
necessary to provide the capacity for integrated care.
This capacity includes the same sorts of elements
that make up the chronic care model: information
systems (which identify refugees and facilitate sharing
information), decision support (to assist in the assessment
and management of complex problems), multidisciplinary
teamwork (to provide comprehensive care), selfmanagement support (for prevention and management
of chronic conditions) and links to community resources
(especially refugee community organisations, which
can help improve refugees’ health literacy and address
problems associated with settlement and acculturation).
At the local level, more integrated refugee healthcare
requires collaboration between primary health networks
and both government and nongovernment refugee health
services. Integration between general practice and
state-funded community health and hospital services
is a significant challenge in the whole Australian health
system. It is even more complex in refugee healthcare
because of the additional transitions and discontinuities
between national and state agencies, the public and
private sectors, and the health and welfare sectors.
Refugees are particularly vulnerable to fragmented care
because of the nature of their health and social problems
and their lack of understanding of the Australian health
system. This may lead to increased health expenditure in
the long run.14 In Australia, we should be able to do better.

Specialised services
Specialised refugee health services exist in each
Australian state. The NSW Refugee Health Service, for
example, aims to promote the health of people from a
refugee background living in New South Wales (NSW)
by assisting the refugees and the health professionals
who work with them.6 The service provides initial health
assessments and health promotion to refugees, as well
as referrals and linkages to other services, and education
and support for health professionals. Organisations like
the NSW Service for the Treatment and Rehabilitation
of Torture and Trauma Survivors (STARTTS)7 and
nongovernment organisations (NGOs) such as the
Asylum Seekers Centre8 in Sydney provide targeted
health services and other assistance for refugees and
asylum seekers. The demand for these services varies
greatly and is affected by government policies that
govern pathways for humanitarian entrants as well as the
size of the annual refugee intake, asylum seeker eligibility
for healthcare and availability of other services. NGOs in
particular are often constrained by limited resources.

Primary care providers
Most primary care and specialised health personnel
working with refugees have a high degree of commitment.
Because of the nature of the physical and psychological
problems faced by refugees, a multidisciplinary team
approach is acknowledged as essential.9 However,
many primary care providers feel isolated and frustrated
by a lack of coordination.10 Refugee and asylum seeker
patients attending general practice providers may miss
out on a comprehensive assessment and access to
health services that can assist with their often complex
problems.11 Similarly, those attending specialised
refugee services may, despite the best efforts of these
organisations, receive poor continuity of care over time as
they seek to engage with mainstream primary care.12
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