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Abstract. This qualitative research project explored the experiences of primary health care providers working with newly
arrived refugees in Brisbane. Data from 36 participants (20 general practitioners, five practice nurses and 11 administrative
staff) involved in five focus groups and four semi-structured interviews were analysed. The results indicated that despite
difficulties, providers are committed and enthusiastic about working with refugees. The flexibility of the general practice
setting enables innovative approaches. The establishment of a specialised refugee health service in Brisbane has improved
providers’ capacity to deliver refugee health care. However, most practices continue to feel isolated as they search for
solutions, and the need for greater supports and a more coordinated approach to care were emphasised. The themes of
communication, knowledge and practice and health care systems encapsulated the factors that influence health care
providers’ ability to care for refugees and provide a framework for improving available supports. Australian primary health
care is currently undergoinggreat change,which provides anopportunity tomake significant gains in the provisionof care for
refugees and otherminority groupswithin our community.As health care reforms are implemented it is essential that they are
responsive to the expressed needs of health care providers working in these areas.
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Introduction

Each year ~13 500 refugees settle in Australia (Department of
Immigration andCitizenship 2011). They experience higher rates
of physical and psychological problems than other migrants,
resulting from deprivation of resources, exposure to trauma and
torture and poor access to health care before arrival (United
Nations High Commissioner for Refugees 2002; Smith 2006;
Victorian Foundation for Survivors of Torture 2012; Sheikh et al.
2009). These issues can be exacerbated in the early resettlement
period, when refugees frequently experience unemployment,
discrimination and lack of family and social supports (United
Nations High Commissioner for Refugees 2002; Davidson et al.
2004;Sheikh-Mohammed et al. 2006; Sheikh et al. 2009). It is not
uncommon for refugees to have multiple, complex health
problems at the time of arrival but, with sensitive, intensive
‘catch-up’ care in the early resettlement period,most issues canbe
addressed (United Nations High Commissioner for Refugees
2002).

In Australia, most refugee health care is provided in primary
care, yet few studies have explored the experience of these
providers (Johnson et al. 2008; Sypek et al. 2008). A 2008 South
Australian study highlighted the difficulties faced by general

practices when caring for newly arrived refugees, with some
general practitioners (GPs) questioning whether private practice
was the most appropriate setting for providing this care (Johnson
et al. 2008). The authors concluded that a specialised refugee
health service providing initial assessments for refugees before
referral to community general practices might represent a better
system (Johnson et al. 2008).

Currently each Australian state and territory has a different
model for the provision of initial refugee health services (Smith
2006; Woodland et al. 2010). In 2009, Queensland established a
specialised refugee health service, Refugee Health Queensland
(RHQ), to provide health assessments and support to newly
arrived refugees before referral to local general practices for
ongoing care (Queensland Health 2008; Kay et al. 2010). The
present study explored the experiences of general practices
working within this new model, focusing on the barriers and
enablers theycontinue to experience inprovidingcare to refugees.

Methods

Approach, setting and sampling strategy

This qualitative research project involved purposive sampling,
with RHQ staff identifying six general practices that had been
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referred newly arrived refugees within the preceding 6 months.
These practices were advised of the project by the senior medical
officer at RHQ, and provided consent for one of the researchers
(RF) to contact themandprovide further information.RFattended
each of these practices to discuss their involvement in the project.

Following each meeting, practices were contacted by
telephone to further clarify their involvement in the project. To
gain a whole-of-practice perspective, GPs, administrative staff
(AS) and practice nurses (PNs) were invited to participate.
Practices agreeing to participate were provided with information
sheets, confidentiality agreements and consent forms and either
focus groups or semistructured interviews were organised at a
time suitable for the majority of staff.

Data-collection techniques

Data collectionoccurredbetweenNovember2009andMay2010.
Focus groups were held during staff lunch breaks and lunch was
provided by the researchers. Sessionswere half an hour to an hour
in length. Informed consent from each participant was obtained
before the commencement of each group.

In addition to focus groups, semistructured interviews were
conducted with participants for whom time constraints prevented
participation in focus groups. In addition to facilitating
involvement, these interviews enabled the researchers to
determine whether additional issues emerged during interviews
when compared with the data previously collected. If further
issues did emerge, it would indicate the need to conduct further
interviews with the participants involved.

RF facilitated all focus groups and conducted the
semistructured interviews. A standard introduction and interview
schedule, informed by the literature, was used to stimulate
conversation and prompt discussion (Krueger 1998). Questions
explored the barriers and enablers experienced when providing
refugee health care and the resources providers felt would assist
them in this task. Sessionswere audio recorded and transcribed in
full at the time of the focus group or interview. RF and MK took
notes. Participants were provided with de-identified transcripts
and given the opportunity to make additional confidential
comments.

Analysis

Key themeswere identified using inductive thematic analysis and
NVivo softwarewas used to assist with datamanagement (NVivo
qualitative data analysis software Version 9, QSR International
PtyLtd,www.qsrinternational.com, verified19December 2012).
Analysis was iterative and data collection ceased when no new
issues emerged, suggesting data saturation (Hansen 2006). RF
and MK read each transcript and independently coded data,
identifying a preliminary list of themes. RFproduced a refined list
of major themes and subthemes; MK endorsed these themes.
Because similar themes were identified during the focus groups
and interviews, the data were considered comparable and
therefore analysed together.

Ethics approval was granted by the Mater Health Services
Human Research Ethics Committee (1415E).

Results

All six practices participated in the study, with a total of 36
participants: 20 GPs, five PNs and 11 AS. All practices were

mainstream, urban general practices located in areas where
refugees had been settled. The practices had a mixed-patient
population, with refugee care being integrated into their usual
practice. Five focus groups were conducted. Semistructured
interviews were conducted with a practice manager and two GPs
from the sixth practice where time constraints prevented a focus
group occurring, as well as with a practice manager from a
practice where a focus group had occurred.

Our results indicated that despite the difficulties faced when
providing refugee health care, there is enthusiasm and
commitment towards this work among providers. They spoke of
how the flexibility of the general practice setting enables them to
be innovative in their approach to caring for refugees, but could
also be somewhat isolating. As providers discussed the barriers
and enablers they experienced when caring for refugees, the
themes of communication, knowledge and practice and health
care systems emerged as an effective framework for capturing
their descriptions of the factors that influence their ability to care
for newly arrived refugee patients.

Providers’ perceptions of their patients and their work

The commitment of participants toward working with refugees
was driven by a complex mix of diverse factors. Providers
described patient characteristics, ‘I find them an absolute
pleasure, very nice, very courteous . . .’ (1C, male GP, Focus
group 1), feelings of social responsibility, ‘. . . certainly from our
experience, we come from overseas as well, so we try to help . . .’
(2E, male GP, Focus group 2) and the intellectual stimulation
involved in caring for refugee patients:

They are just really nice, interesting people . . . You learn
aboutdifferent cultures . . . You learndifferentmedicine . . .
certainly a lot of the tropical medicine we wouldn’t see
much of in Brisbane. (6A, female GP, Interview 3)

The enthusiasm amongst providers was evident as they
described their experiences working with refugees:

When they come in to me . . .we have chats . . . ‘Where did
you come from?’ I have got amapand they comeand [they]
show me, particularly the kids come and show me where
they are from. I tend to ask them what it was like . . .
sometimes they divulge; sometimes they don’t . . . it just
depends what they have been through . . . (4A, female PN,
Focus group 4)

I think the rewards would be them coming back for follow
up. I think that is the reward we get, which means they are
slowly learning we need to go back. (2C, male GP, Focus
group 2)

Despite this enthusiasm, difficulties were acknowledged.
As one provider stated:

The other side of things, of course, is that it can be quite
difficult. You’re working through interpreters and cultural
differences and trying to understand people. There is a lot
of somatisation in these patients and that can become
really frustrating because they just come with a pain that
you investigate and, as soon as that is investigated, they
have another pain. You just don’t really feel youare getting
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anywhere and they get frustrated and you do as well.
(6C, female GP, Interview 3)

One provider went as far as to state:

If you are talking about it being rewarding, I wouldn’t
think so. Sometimes you spend a whole afternoon here,
trying to sort out things. (2E, male GP, Focus group 2)

The general practice setting

The flexibility of the general practice setting enabled providers to
act on their commitment to provide refugee health care, allowing
them to be responsive and innovative in their approach to caring
for refugees and also providing flexibility in the hours they
work. Providers demonstrated a willingness to provide the time
necessary to respond to their patients’ needs and the flexibility of
the general practice setting allowed for this.

The main challenge is the time that it takes. With
vaccinations for instance, I know for a fact that I have to
wait half anhourafter I end the clinic formypatients to turn
up, because they will turn up half an hour after I am
supposed to have left. If I sit and wait, I know they will
come, so you just have to be prepared to do that. (5B,
female GP, Focus group 5)

While the flexibility offered by the general practice setting
positively impacted on providers’ ability to care for refugees in
some ways, in others it contributed to feelings of being isolated
and under resourced. As outlined previously, the themes of
communication, knowledge and practice and health care systems
emerged as a framework for capturing health care providers’
descriptions of the factors that influence their ability to care for
refugees within this setting and provide a framework for
improving available supports.

Communication

Participants described communication difficulties as one of the
most significant barriers to refugee health care. They described
difficulty in caring for patients with limited or no English-
language skills andhigh rates of illiteracy.They also identified the
enormous impact that cultural differences hadoncommunication.

The barrier, is always the language (and) interpretation
of what you are saying . . . they have a different culture,
so their cultural perception of symptoms and what they
mean . . . trying to interpret the difference between a
bloated abdomen and a painful abdomen, just becomes
an impossible task . . . (4E, male GP, Focus group 4)

Interpreter services were an important enabler of refugee
health care but were also time consuming, often unavailable and
sometimes of questionable reliability.

The interpreters don’t interpret what you say and they
give their own opinion . . . Sometimes . . . they have a five-
minute conversation, but you are not getting what they
really said. (3B, female PN, Focus group 3)

When interpreters were not available, providers used family
and friends, which enabled communication but raised concerns
about confidentiality and safety. Providers also recognised that

interpreter services do not overcome the impact of cultural
difference on effective communication.

Participants had tried to reduce these barriers. Some had
developed sufficient language skills to greet their patients; others
used pictures and diagrams.Many practices developed systems to
accommodate interpreters, including longer appointments and
careful planning to ensure availability of appropriate interpreters.
They described the value of currently available external supports,
including language classes, translation and interpreting services,
and specialised refugee health services, particularly in the area of
mental health. However, participants emphasised the need for a
broader health care system that supports the work of individual
practices and these support services.

Knowledge

Participants described deficiencies in their knowledge of refugee
health care as limiting their ability to effectively care for patients.
They discussed uncertainties around clinical and cultural
knowledge, the services available and how the broader system
worked, particularly as it pertained to refugee health.

Refugees were described as presenting with complex,
unfamiliar conditions that providers felt they lacked the skills and
expertise to manage effectively. This included both acute and
chronic diseases, such as schistosomiasis, malaria, sickle cell
anaemia and thalassaemia, but more importantly included social
and psychological complaints. Many participants expressed
their uncertainty when caring for victims of past trauma or
torture and described limited knowledge of resources available to
assist.

My problem is my lack of familiarity with . . .
schistosomiasis and all those infectious diseases . . . They
seem to have a lot of problems, particularly psychological
problems . . . very traumatised . . . that makes them much
more difficult . . . (5B, female GP, Focus group 5)

The isolation providers felt as they attempted to address these
knowledge deficiencies was evident. One provider described her
search for immunisation information before the establishment of
RHQ by stating:

Even when we called . . . the [Divison of General
Practice] . . . they didn’t know how to guide us . . . I think
we didn’t have a guideline . . . I think I used South
Australia’s guideline because . . . that was the one that I
was able to download . . . (2B, female GP, focus group 2)

Another described ‘Googling’ for information:

. . . I just searched. I Googled ‘customs and traditions
for this country’ . . .we can . . .work with that in regards
to health care, and try to incorporate it . . . (2C, male GP,
Focus group 2)

Those that were aware of available support organisations
found them to be of great value, but discussed that theywere often
underfunded and consequently limited in the support they were
able to offer. They perceived information evenings, print and
Internet resources to be important, but found them difficult to
access. Providers acknowledged the value of clinical support
provided by organisations such as RHQ, discussing how the
provision of an initial health assessment, investigations, an
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immunisation schedule and management plan assisted them in
overcoming knowledge gaps.

From my point of view, as practice nurse, [catch up
immunisations] run quite smoothly, because Refugee
Health [Queensland] has worked out the catch up
immunisation schedule and the transfer of information has
been very smooth. (1A, female PN, Focus group 1)

Practice and health care systems

Participants felt that significant gains had been made to the
refugee health care system,with the establishment of a specialised
service.Oneproviderworking in thefield for some timedescribed
thinking, ‘. . . fantastic, finally’ (6B, female AS, Interview 2).
Another stated, ‘. . . having the health service (RHQ) has just
revolutionised (refugee health care) . . . it just made perfect sense’
(3D, female GP, Focus group 3). However, providers described
the broader Australian health care system as providing limited
support and flexibility in terms of caring for this population, not
allowing for the time and complexity involved.

The complexity of the health care system itself proved
challenging for both patients and providers.

Knowledge of the Australian health system . . . You have to
make an appointment . . . go to the doctor . . . get a
script . . . go to the chemist . . . the chemist fills it out, but
then you need to make another appointment . . . they don’t
understand. (4A, female PN, Focus group 4)

These factorswere exacerbatedby the fact thatmanyproviders
working in this field have trained overseas and are yet to fully
understand the Australian health care system themselves,
particularly as it pertains to refugee health.Asoneprovider stated:

We are doctors from other countries, trying to understand
the [Australian] health system . . . I am taking care of
refugees while getting to be oriented on refugee health . . .
(2B, female GP, Focus group 2)

Individual practices had developed more flexible systems to
accommodate their refugee patients, going to great lengths to
advocate for these patients in the broader health care system.
However, they were concerned that the complex, resource-
intensive and time-consumingnatureof caring for refugeeswould
impact on their ability to both care for other patients and remain
viable in amainstreamgeneral practice setting.Caring for refugee
patients takes resources and time away from other patients and
currently Medicare does not allow providers adequate
remuneration.

Providers felt isolated in their search for solutions and called
for greater support. The value of support services availablewithin
the current system, including settlement agencies, programs for
survivors of torture and trauma, language classes, translating and
interpreting services and case workers, were all discussed. In
particular, the establishment ofRHQhad facilitated their capacity
to deliver refugee health care.

However, the need for greater support and amore coordinated,
cohesive approach to refugee health care was emphasised.
Specific suggestions included greater access to caseworkers who
could assist refugees in navigating the complexity of the health
care system and greater availability of interpreter services across

all health services, including allied health providers and
pathology and radiology providers. Adequate remuneration for
the time and complexity involved for all health care providers
involved in refugee health care was considered important.

Discussion
Our results indicate that despite difficulties, there is enthusiasm
and commitment among providers toward working with
refugees. The flexibility of the general practice setting enables
providers to be innovative in their approach to caring for
refugees. However, most practices continue to feel isolated as
they search for solutions. The themes of communication,
knowledge and practice and health care systems encapsulate the
factors that influenced health care providers’ ability to care for
refugees and provide a framework for improving available
supports (Table 1).

The present study was designed to capture the voices of
different staff members and the interactions between their
different roles. Involvement of GPs, PNs and AS in the focus
groups enabled this. However, personal relationships and
potential power differentials in theworkplacemay have impacted
on individuals’ perceived freedom to express their opinions,
particularly if it differed from the dominant opinions being
expressed. Careful facilitation and observation of the group
dynamics in each focus group suggested that all participants
contributed equally and no divergent opinions were expressed
when participants were given opportunity to provide confidential
feedback. While it may be expected that staff with different roles
(GP, PN, AS) would have raised distinct issues, this was not
generally the case. Their varied experiences may have altered
their emphasis on specific issues, but participants’ comments
generally complemented the perspectives of other participants
with different roles in the practice. The interactions seen in the
focus groups reflected a team approach to refugee health, with
individual members intensely aware of each other’s roles and the
issues they were confronting.

Two researchers (RF and MK), including the interviewer,
work in refugee health. A potential advantage of a health
practitioner with knowledge in refugee health care facilitating
sessions is the shared understanding of the specific environment,
which may reduce barriers between the researcher and the
research participants (Hansen 2006; Howes et al. 2010). The
researchers were aware of the potential for influencing data
collection and interpretation. A clear statement of the role of the
researchers was included in the preamble and an interview guide
was used to minimise this impact on data collection (Hansen
2006). To encourage reflexivity, the researchers met regularly to
discuss and reflect on data and analysis. Theywere encouraged to
reflect critically on how their views and differing perspectives
were influencing interpretation of data (Finlay 2002). Another
researcher working outside the field (DA) helped ensure
objectivity in this process.

The use of purposive sampling ensured that participating
practices had experience in caring for refugees within the new
model of care, maximising the richness of the data available and
enabling a detailed descriptive exploration of the issues (Hansen
2006). In future studies, a broader range of practices, including
practices that declined to accept referrals from RHQ, could be
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recruited to provide a broader perspective. This study focussed
on urban practices and it is acknowledged that the rural setting
adds complexity (Sypek et al. 2008). These data only capture the
provider perspective; further information from the refugee
patient’s perspective of care provided using this model would
complement this study.

Through providers’ perceptions of their work we saw the
commitment, enthusiasm and good will that exists toward
working with refugees. Our findings highlighted the importance
of patient characteristics, feelings of social responsibility and
intellectual stimulation as influencing primary health care
providers’ involvement in refugee health care and suggested that

Table 1. Framework for understanding and addressing the factors that influence health care providers’ capacity to deliver quality refugee
health care

Theme Issue Recommendation

Communication Limited English-language skills among refugees Increase range of resources available in languages other than English
Support English education for refugees
Support providers in understanding the linguistic backgrounds of their patients

Limited literacy (reading and writing) among
refugees

Consider the importance of literacy in English education for refugees
Improve availability and quality of visual resources
Raise awareness of refugees’ limited literacy among providers

Concerns regarding quality and availability of
interpreter services among providers

Increase interpreter service availability across all health care sectors (including allied
health)

Improve medical interpreter training
Impact of cultural difference on effective
communication between refugees and
providers

Provide information for providers regarding cultural differences in communication
and the impact this can have on a consultation

Knowledge Limited knowledge among providers regarding
refugee health issues

Provide focussed education and training around important refugee health issues,
including:

* Common refugee presentations
* Cultural awareness
* The settlement process and available supports
* Local refugee health services and supports
* Models of refugee health care and how they fit into the broader health care system

Difficulty among providers in accessing
available education and training resources,
through lack of awareness and practical
limitations, such as time constraints

Improve dissemination of resources, ensuring that multimodal (online, face-to-face
and print) education and training resources are readily available and adequately
advertised

Uncertainty among providers in managing
refugees with mental health issues, including
torture and trauma

Provide mental health training for providers, particularly in relation to caring for
victims of past torture and trauma

Improve supports available to providersworking in this area, throughaccess to trained
psychologist and bicultural workers

Enhance psychologists’ access to interpreters
Poor health literacy among patients Provide appropriate education for refugees to improve health literacy (e.g. education

sessions organised through settlement agencies or incorporated into English
classes)

Systems Practices feel isolated within the broader health
care system

Provide initial refugee health care in a specialised refugee health setting and ensure
effective communication and support at the time of referral and beyond. This may
include:

* Health assessments
* Initial investigations
* Immunisation schedules
* Management plans
* Useful resources
Provide a forum for the exchange and transfer of experiences, information and

resources between providers working in this area
Limited understanding among providers of the
health care system as it pertains to refugee
health

Provide focussed education and training for providers, regarding the health care
system as it pertains to refugee health care

Limited funding available for refugee health
services and support organisations

Identify and adequately resource relevant support organisations

Inadequate time, flexibility and resources
available to provide complex care

Considermethods to adequately remunerate providers (e.g.Medicare paymentswhen
interpreters are used)

Compromised care and increased costs related to
patients’ difficulties navigating the complex
health care system, resulting in missed
appointments, tests and failed follow up

Provide case workers with appropriate training to assist in coordinating care
Provide education for refugees around health care within the Australian health care

system
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the flexibility of the general practice setting facilitated this
involvement. These findings are supported by a recent study
conducted by Stevenson et al. (2011) that explored attitudes to
work and professional satisfaction, as well as strategies to
promote resilience among health care providers working in more
challenging conditions.

Stevenson et al. (2011) identified that doctors were motivated
by the belief that helping a disadvantaged population is the ‘right
thing’ to do and were often sustained by a deep appreciation and
respect for the population they served, an intellectual engagement
with the work itself, and the ability to control their own working
hours. The authors concluded that if organisations wished to
increase numbers of medical staff or increase the work
commitment of staff in areas of social disadvantage, they needed
to consider strategies such as supportingdoctors toworkpart-time
and allowing experienced doctors tomentormore novice doctors,
modelling for them patient-appreciative approaches, and
reinforcing the personal and intellectual pleasures of working in
these fields.

While the general practice setting allowed providers the
flexibility to respond innovatively to the needs of their refugee
patients, it alsomeant that many providers felt somewhat isolated
and under resourced. Lack of coordination and the isolation of
thoseworking in this setting can exacerbatemany of the problems
experienced by health care providers caring for refugees (Phillips
et al. 2011).

Providing insights into the experiences of providers caring for
newly arrived refugees, this research builds on the body of
literature that focuses on the refugee perspective. Australian and
overseas literature has highlighted language and cultural
differences, distrust of health professionals, a lack of health
information, poor understanding of the health care system, an
often-undertrained workforce and financial limitations as
impacting on refugees’ ability to access health care (FinneyLamb
and Smith 2002; Davidson et al. 2004; Murray and Skull 2005;
Sheikh-Mohammed et al. 2006; Henderson and Kendall 2011).
These issues were mirrored in the comments of providers, as they
discussed the barriers they experienced in providing care,
highlighting the way in which patients and health care providers
are struggling to overcome these issues together.

Consistent with previous recommendations, the value of a
specialised refugee health service was identified (Adams et al.
2004; Benson and Smith 2007; Johnson et al. 2008). However,
while current supports are of great value, many providers are not
aware of available resources and in some instances the necessary
resources simply do not exist. Along with the need for further
resources, the importance of improved knowledge exchange and
transfer regarding available resources and a more cohesive
approach to refugee health care was emphasised. The themes of
communication, knowledge and practice and health care systems
provide a framework for understanding and addressing the factors
that influence health care providers’ capacity to deliver quality
refugee health care (Table 1). Further research, with a broader
focus, exploring the experiences of providers working in the
different models of refugee health care across Australia will

inform these recommendations further and will assist in the
development of an evidence-basedmodel of care (Kay et al.2010;
Woodland et al. 2010).

There is emerging interest in improving the way in which
refugees are cared for throughout Australia. The Refugee Health
Network of Australia was recently established. This national
collaboration of over 140 refugee health service providers (GPs,
nurses, specialists, public health practitioners, academics and
policymakers) throughout all states and territories hopes to
overcome some of the barriers highlighted in this study, allowing
for greater communication and dissemination of information to
various stakeholders (Phillips et al. 2011). The Refugee Health
Network of Australia supplements discipline-specific groups,
including the Royal Australian College of General Practitioners,
National Faculty of Specific Interests Refugee Health Special
Interest Group, and builds on state-level networks in Victoria
and South Australia (Phillips et al. 2011). It is hoped that these
groups will provide a much-needed forum for collaboration
and communication between practitioners, policy-makers and
researchers, to support the work of individual primary health care
providers.

Australian primary health care is currently undergoing great
change (Department of Health and Ageing 2010; Department of
Health and Ageing 2011). Under national health reform, the
Australian Government states that it is aiming to shift health
services from hospital to primary care (Department of Health and
Ageing 2011). This affords the opportunity to make significant
gains in the way in which we care for refugee patients and other
minority groups within our community. As health care reforms
are implemented, it is essential that they are responsive to the
needs of patients and health care providersworking in these areas.
By giving voice to their collective experience, this project has
begun to identify the needs of health care providers working with
newly arrived refugee patients in Queensland. It acknowledges
the benefits of Queensland’s current model of refugee health care
andoffers constructiveguidance regarding the support required to
further improve delivery of quality care to refugees.1
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