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Between 2000 and 2003 Australia’s net migration 
rate was higher than at any time during the previous 
decade.1 In 2003 more than one in 10 total settler 
arrivals were humanitarian settlers.1 The annual intake 
of refugee settlers to Australia now exceeds 13 000.2

This raises special challenges for primary health care 
providers given that people of refugee background 
face numerous barriers to accessing local health care, 
including language, cultural and financial constraints, 
limited awareness of services, and a systemic lack of 
understanding of the complex issues faced by refugees.3 
The health problems faced by refugees in Australia have 
been described elsewhere.4 
 Young people have specific health needs, and it is likely 
that young refugees will have similar needs particularly in 
the areas of immunisation, drug and alcohol issues, family 
planning and relationship issues.5,6 A comprehensive 
health assessment can assist in providing young people 
with timely and effective health care and health advocacy.7

 A very limited formal assessment of young people 
may have been undertaken before arrival in Australia, 
however this assessment is principally aimed at identifying 
conditions that may exclude entry into the country, or which 
are of public health importance. There is no requirement to 

either document immunisation status or for the person 
to have catch up immunisation before or upon entering 
Australia. The Australian Federal Government has recently 
acknowledged the need for a more detailed approach to 
assessing the health of refugee people by the addition 
of a new Medicare item for assessment of newly arrived 
refugees.8 
 Most refugee or new migrant young people attend 
Intensive English Centre (IEC) high schools for 6–12 
months before integration to mainstream high schools. We 
looked at the relationship between reported health status 
and the need for immunisation and previous visits to a 
general practitioner in newly arrived migrant and refugee 
young people attending an IEC in western Sydney, New 
South Wales. This was incorporated into a pilot project 
offering immunisation for measles, mumps and rubella 
(MMR) and hepatitis B, with the aim of referring students 
to a GP for completion of their immunisation course.

Method
We surveyed all students attending an IEC high school in 
western Sydney during June 2003. The survey assessed 
self reported general health status, presentation to a 
GP, dentist or hospital following arrival in Australia, and 
MMR and hepatitis B immunisation status. We asked 
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students to name their local GP. The survey was 
translated into six languages: Arabic, Chinese, 
Dari/Farsi, Filipino, Korean and Turkish. Surveys 
were completed by either parents, carers, or by 
the student (if aged over 18 years).
 A single dose of MMR and the first and 
second doses of a three dose schedule 
of hepatitis B were given to students upon 
provision of informed consent. Students were 
provided with a list of local GPs who spoke 
relevant languages and a generic referral 
letter to take to a GP for their third hepatitis B 
vaccination. 
 Data were analysed using SPSS version 
10. Chi-square statistics were used to analyse 
differences between two proportions.
 Formal ethics approval was not sought as the 
data had been collected as part of a school based 
health program. Consultation with the Department 
of Education and Training, NSW Health, the area 
health service and the school itself suggested 
that formal consent would not be required. 

Results
One hundred and ninety-three students were 
enrolled in the IEC high school at the time of the 
survey and immunisation program; 165 (85%) 
completed questionnaires. There were 96 (58%) 
males and 65 (39%) females, with four (2%) 
students for whom gender was not recorded. 
The average age was 15 years (range 10–23 
years). Students were from 32 countries and 
between them spoke 36 languages (Table 1). 
Fifty-nine (36%) had lived in Australia for less 
than 6 months, with the average settlement 
period being 7 months. One hundred and thirty-
five (82%) lived with their immediate family 
(including at least one parent), 11 (7%) lived 
without a parent but at least one sibling, and 
12 (7%) did not live with any immediate family. 
None of the students lived alone.
 F ind ings  fo r  se l f  repor ted  hea l th , 
immunisation status and presentation to a GP 
are shown in Table 2. The relationship between 
request for immunisation and GP attendance 
is shown in Table 3. Students who had not 
seen a doctor in the previous 12 months were 
significantly more likely to request immunisation 
with both MMR and hepatitis B vaccines  
(p<0.01). There was no difference in requests for 
immunisation between those who could name a 
local doctor and those who could not. There was 
no difference between the number of students 
requesting immunisation for hepatitis B or MMR 
by length of stay. 

Discussion
This study is the first to report self reported 
health status and immunisation requests of 
refugee young people attending IEC high 
schools in Australia. This limited survey suggests 
that young people from refugee and migrant 
backgrounds report similar levels of health 
and wellbeing as young people in the general 

Table 1. Country of birth and primary 
language spoken at home of students 
attending IEC high school in western 
Sydney, June 2003

Country of birth No.  (%)
Southeast Asia 54  (32)
Africa 39  (24)
Unknown 29  (18)
Middle East 24  (15)
Europe 7  (4)
Western Pacific 6  (4)
Other 5  (3)

language group No.  (%)
Southeast Asian 66  (41)
Middle Eastern 42  (26)
African 17  (10)
European 16  (10)
English 9  (5)
Unknown 9  (5)
Other 4  (2)
Western Pacific  2  (1)

Table 3. Relationship between immunisation request and primary health care attendance in students attending IEC high school in western 
Sydney, June 2003

 Reported  Reported c2 saw GP in Did not c2 
 own GP no GP (p value) past year see GP (p value)

MMR requested 67%* 76% 1.66 (0.2) 54% 85% 19.45 (<0.01)
Hepatitis B requested 75% 78% 0.27 (0.6) 54% 93% 32.66 (<0.01)

*  One student with own GP was immunised for MMR and hepatitis B prompted by the school immunisation program

Table 2. Self reported health status, previous immunisation and primary care utilisation of 
students attending IEC high school in western Sydney, 2003

Reported health descriptor No.  (%)
Description of health as poor 0  (0)
Description of health as good 143  (87)
Current health problem 14  (8.5)
Access to Medicare 146  (89)
Previous MMR immunisation (self reported) 49  (30)
Previous hepatitis B immunisation (self reported) 29  (18)
Visit to GP in past 12 months* 66  (40)
Visit to dentist in past 12 months 55  (33)
Visit to hospital in past 12 months** 21  (13)
Named local doctor 68  (41)

*  Reasons for visitation to doctor included upper respiratory tract infection, headache, allergy, 
malaria, muscle strain, immunisation and general check up

**  Reasons for visit to hospital included tonsillectomy, laceration, measles, malaria and general 
check up
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Australian population,9 yet they also report low 
immunisation rates for MMR and hepatitis B. 
These rates are well below the target given in 
the New South Wales Immunisation Strategy 
2003–2006 for near universal coverage of 
children under 17 years of age.10 
 There are few studies that document the 
health seeking behaviours of adolescents from 
refugee and migrant backgrounds in Australia. This 
study reports that 40% of these young people 
had seen a GP after arriving in Australia, and 41% 
were able to name their own local GP. It is likely 
that some students who had not seen a GP were 
naming a GP seen by others in their household.
 These proportions are slightly lower than 
those reported by Booth et al11 who suggest 
that approximately half of all young people do 
seek health care from someone. As students 
who had not seen a GP since arrival in Australia 
were more likely to request immunisation 
against both MMR and hepatitis B, seeing 
a local GP may have presented a window of 
opportunity for immunisation. Nevertheless, 
over 50% of these young people who had seen 
a GP still requested immunisation.
 Having a named GP did not mean these 
young people confidently reported better 
immunisation status. These findings are similar 
to a previous report by Yusef et al12 which found 
that more than 70% of all adolescents report 
having had contact with a physician in the 
previous year, but only a few receive indicated 
vaccinations. There still remains significant 
scope – at least among the group of young 
people surveyed here – for offering opportunistic 
immunisation in general practice for people of 
refugee background in accordance with the 
Australian Immunisation Schedule.13

 Despite the self reported good health of 
respondents to this survey, it is likely that a 
significant proportion of refugee young people 
will have a range of physical and psychological 
health problems.3,7,14,15 A recent study from 
the United States documenting the health 
of unaccompanied refugee minors suggests 
that the majority of these young people do 
well if they are well supported by good access 
to services, especially primary health care.15 
Therefore there is an urgent need to link new 
arrivals to primary health care providers to 
enhance the process of detection, prevention 

and treatment of both physical and mental 
health conditions.
 Linking young people from refugee 
backgrounds to GPs and medical services may 
be difficult for a number of reasons beyond the 
usual access issues for youth. These include: 
mistrust of authority figures including medical 
staff; medical consultations and procedures 
causing significant anxiety especially where 
torture has occurred in the past; language 
difficulties and a lack of awareness of how to 
access interpreters; and incomplete knowledge 
of local health services and how the Australian 
health system is structured.16

 The new Medicare item supporting an 
extended GP consultation for recently arrived 
refugees provides an initial step in improving 
access to effective GP care. However it will 
need to be supported by substantial education 
and support for GPs, including the use and 
accessibility of suitable interpreting services*, 
and the importance of catch up immunisation 
in this group. Suitable marketing in refugee 
communities, plus close links with immigration 
settlement services, will also be important. 
*  A list of resources has been provided in  

a previous article on refugee health in  
this journal4

Implications for general practice

• Many refugee and migrant young people 
are likely to have more complex health 
needs than local young people.

• There will be barriers to accessing GP 
services beyond those usually faced by 
local young people, including previous 
torture and trauma.

• A new Medicare initiative allows for 
an extended consultation to address 
complicated health issues in refugee people.

• General practitioners have a role in providing 
opportunistic vaccination to refugee and 
migrant young people according to the 
Australian Standard Vaccination Schedule.

Conflict of interest: none declared.

References
1. Australian Bureau of Statistics. Australian social trends, 

2005. Available at www.abs.gov.au/ausstats/abs@.nsf/
Latestproducts8EF24F9FE10EE078CA25703B0080CCAF?o
pendocument [Accessed 24 May 2006].

2. Australian Government Department of Immigration and 

Citizenship. Department of Immigration and Multicultural 
and Indigenous Affairs annual report 2004–05. Available 
at www.immi.gov.au/about/reports/annual/2004–05/
output1.2_refugee_humanitarian.htm [Accessed 20 
August 2006].

3. Davidson N, Skull S, Burgner D et al. An issue of access: 
delivering equitable health care for newly arrived 
refugee children in Australia. J Paediatr Child Health 
2004;40:569–75.

4. Harris M, Zwar N. Refugee health. Aust Fam Physician 
2005;34:825–9.

5. Victorian Foundation for the Survivors of Torture. 
Enhancing refugee young people’s access to health 
service. Melbourne: VFST, 2000.

6. Bernard D, Quine S, Kang M, et al. Access to primary 
health care for Australian adolescents: how congruent 
are the perspectives of health service providers and 
young people, and does it matter? Aust N Z J Public 
Health 2004;28:487–92.

7. Davidson N, Skull S, Chaney G, et al. Comprehensive 
health assessment of newly arrived refugee children in 
Australia. J Paediatr Child Health 2004;40:562–8.

8. Australian Government Department of Health and Ageing. 
Medicare benefits schedule. Available at www.health.
gov.au/internet/wcms/publishing.nsf/Content/Medicare-
Benefits-Schedule-MBS-1 [Accessed 24 May 2006].

9. Australian Bureau of Statistics. National health survey: 
summary of results, 2004–05. Available at www.abs.
gov.au/AUSSTATS/abs@.nsf/DetailsPage/4364.02004–
05?OpenDocument [Accessed 9 November 2006].

10. New South Wales Department of Health. NSW immuni-
sation strategy 2003–2006. Sydney: NSW Department of 
Health, 2003.

11. Booth ML, Bernard D, Quine S, et al. Access to health 
care among Australian adolescents: young people’s per-
spectives and their sociodemographic distribution. J 
Adolesc Health 2004;34:97–103.

12. Yusuf H, Averhoff F, Smith N, Brink E. Adolescent immuni-
zation: rationale, recommendations, and implementation 
strategies. Pediatr Ann 1998;27:436–44.

13. National Health and Medical Research Council. Australian 
immunisation handbook. 7th edn. Canberra: NHMRC, 
2000.

14. Geltman PL, Radin M, Zang Z, Cochran J, Meyers AF. 
Growth status and related medical conditions among 
refugee children in Massachusetts, 1995–1998. Am J 
Public Health. 2001;91:1800–5.

15. Geltman PL, Grant-Knight W, Mehta SD, et al. The 'lost 
boys of Sudan': functional and behavioral health of unac-
companied refugee minors re-settled in the United States. 
Arch Pediatr Adolesc Med 2005;159,586–91.

16.  Lamb CF, Smith M. Problems refugees face when 
accessing health services. NSW Public Health Bull 
2002;13:161–3.

CORRESPONDENCE email: afp@racgp.org.au

570  Reprinted from Australian Family Physician Vol. 36, No. 7, July 2007


