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Although many refugees arriving in Australia
are in good health, they may be at risk of
medical conditions that have been contracted
overseas, as well as conditions relating

to malnutrition or trauma prior to arrival.
Thorough and prompt health screening after
arrival is important for all refugees.

MedicineToday 2012; 13(3): 79-85

Dr Schulz, Associate Professor Leder and Associate Professor Biggs are
specialists at the Victorian Infectious Diseases Service, Royal Melbourne
Hospital, Vic. Dr Maloof is a registrar at the Department of Psychiatry at the
Royal Children’s Hospital, Melbourne, Vic. Associate Professor Leder is Head
of the Infectious Diseases Unit at the Department of Epidemiology and
Preventive Medicine, School of Public Health and Preventive Medicine,
Monash University, Melbourne, Vic. Associate Professor Biggs is an Associate
Professor at the University of Melbourne Department of Medicine, Royal

Melbourne Hospital, Vic.

Worldwide there are over 43 million people who have been
forcibly displaced from their place of residence. Of these, over
15 million are refugees and some 27 million have been displaced
within their own country.' Australia accepts 13 to 14,000 people
each year on humanitarian grounds as refugees (see the box on
page 80).> This number has been relatively stable over the last
20 years.

Refugees arrive from many countries and health issues can be
different between regions. Although many refugees are in good
health, they may be at risk of medical conditions that have been
contracted overseas and conditions relating to malnutrition or
trauma prior to arrival.

THE JOURNEY

The journey to Australia for refugees is often long and difficult.

Many refugees have experienced significant emotional and

physical trauma and may have spent many years outside of their

country of origin before settling in Australia.

Those who are accepted as refugees arrive via one of two path-

ways (Table 1):>*

o offshore processing — people overseas, particularly in
refugee camps, can apply through the United Nations High
Commission for Refugees (UNHCR) to be resettled in a
third country. If their application is processed and they are
accepted they will then be resettled in Australia
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INFECTIOUS DISEASES CLINIC CONTINUED

TERMINOLOGY

Refugee:* someone who, owing to a well-founded fear of being persecuted for reasons of
race, religion, nationality, membership of a particular social group or political opinion, is
outside the country of his or her nationality, and is unable to, or owing to such fear is
unwilling to, avail him or herself of the protection of that country.?

Asylum seeker: someone who says he or she is a refugee, but whose claim has not yet

been definitively evaluated.

Immigrant: a non-national who has moved to a new country to settle, either voluntarily or

involuntarily.

*In Australia, the term refugee is often used to apply to people who have been granted refugee status and are now
permanent residents (so could be considered former refugees).

e onshore processing — people who are
in Australia, either by overstaying a
nonresident visa or via boat arrival,
can request asylum from the
Australian Government.

For a refugee claim to be accepted,
applicants need to satisfy health, character
and security checks. Only then will they
will be granted a permanent visa under
the humanitarian program.

SCREENING

Pre-arrival

Health screening of refugees prior to their
arrival in Australia includes an HIV test, a

TABLE 1. THE MOST COMMON
SOURCE COUNTRIES OF
REFUGEES IN AUSTRALIA
2010-2011>*

Rank  Offshore Onshore
processing  processing

1 Iraq Afghanistan

2 Burma Iran

8 Afghanistan Stateless

4 Bhutan Iraq

5 Congo China

6 Ethiopia Sri Lanka

7 Sri Lanka Pakistan

8 Iran Zimbabwe

9 Sudan Egypt

10 Somalia Fiji

chest x-ray and a full medical examina-
tion. In most cases, a positive HIV test
precludes the granting of a visa and any
suggestion of active tuberculosis (TB)
requires treatment before a visa will be
granted. Some refugees will also have
screening for malaria and, if necessary,
will have treatment prior to arrival. They
may also be given empirical treatment for
common helminthic infections (usually
albendazole). Selected groups, namely
unaccompanied minors and pregnant
women, are also screened for the hepati-
tis B virus (Table 2).>¢

Post-arrival

After the granting of a permanent resi-
dency visa, a comprehensive health screen-
ing is recommended within one month

of arrival” In some states and territories,
this is performed by GPs, with referral of
the person to specialist centres if concerns
are raised. Other states and territories
have a model of centralised screening
and follow up.

The health assessment involves a
comprehensive history and examination.
Screening investigations should include
testing for frequently encountered infec-
tious diseases and nutritional deficiencies,
as well as for some rare but serious condi-
tions (Table 3).” Additional screening
is recommended based on epidemiology,
clinical history and clinical or investiga-
tional findings.

Vaccination history is often limited
and unless a clearly documented history
of vaccination is received it should be
assumed in most cases that the patient
does not have up to date immunisations.
Some 50% of refugee arrivals will require
vaccination catch up.® Serological testing
is not recommended except for hepatitis B
virus and catch-up vaccination should be
commenced.”” A suitable guideline for
vaccination schedules is available in the
Australian Immunisation Handbook.’

Screening for dental problems, repro-
ductive health issues and developmental
assessments in children should also be
considered as part of a comprehensive
refugee health assessment.

TABLE 2. PRE-ARRIVAL SCREENING

Examination Requirements

Chest x-ray e For all over 11 years old. Those with active tuberculosis
will require treatment before being granted a visa, those
with a suggestion of latent disease will be given a
tuberculosis undertaking and require follow up in Australia

HIV testing o For all refugees 15 years of age or older

Hepatitis B serology e For unaccompanied minors and pregnant women only

Full medical examination o For all refugees

Note: Pre-existing medical conditions (including HIV infection) that have a potential high cost to the Australian health
system often preclude the granting of a visa. Previously, syphilis screening had been conducted in those from refugee
camps and similar situations; however, this is currently under review.
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Refugee patients often present with
nonspecific complaints, including back
and abdominal pain and headaches. It is
necessary to look thoroughly for a physi-
cal cause of these symptoms, including
nutritional deficiencies. If no obvious
cause is found, consideration should then
be given to mental health concerns mani-
festing as pain syndromes.

Most refugee arrivals will have limited
or no English and the use of professional
interpreters during consultations are
strongly recommended. The translating
and interpreting service (TIS) is available
for patients undergoing any Medicare-
funded services in private practice. These
can comprise of either an in-person or
telephone interpreter. This service is free
to both the clinician and the patient (see
the box on page 82)."

MENTAL HEALTH

Not infrequently, when refugees present
for assistance with a physical health com-
plaint, it becomes apparent to the clini-
cian that the social supports and mental
health of the refugee may also need atten-
tion. These issues may not necessarily be
the presenting problem from the patient’s
point of view, but rather become evident
as a secondary issue.

Mental health disorders of higher
prevalence than the general population
include depression, anxiety, symptoms of
a somatoform nature, and post-traumatic
stress disorder. The rate of post-traumatic
stress disorder is up to 10 times higher
in refugee groups compared with the
general Australian population.” Risk
factors include both pre- and post-
migration experiences, such as exposure
to trauma, separation from loved ones,
detention experiences and gender
(women in some ethnic groups have
higher rates of these conditions than
men).'"*"” Resettlement stressors can
contribute significantly to mental health
outcomes in this group, including cul-
tural differences, lack of social support
and language difficulties."'*" Successful

TABLE 3. RECOMMENDATIONS FOR POST-ARRIVAL SCREENING?10-12*

Health condition

Infectious diseases .

Screening recommendations

Latent tuberculosis (e.g. Mantoux test or an interferon-gamma

release assay, such as QuantiFERON®-TB Gold)
e Hepatitis B serology (sAg, sAb and cAb)
¢ Hepatitis C serology
e Schistosomiasis serology
¢ Strongyloides serology

e Syphilis serology

e HIV serology

e Malaria (e.g. thick and thin film and rapid test if the patient is
from, or has travelled through, endemic areas)
e Ova, cysts and parasites (stool samples)

Nutritional deficiencies o

Full blood count

e Liver function tests

e |ron studies

e Vitamin D levels

e Vitamin A levels (in children younger than 15 years of age)

Other health conditions
risk factors

Screening is not routine but dependent on the presence of

e Chlamydia and gonorrhoea PCR (if ever sexually active)

o Helicobacter pylori screening (if symptomatic, using stool
antigen or breath test)

e Beta hCG (if pregnancy is a possibility)

e Pap smear and breast screening (as for general Australian

population)

e Cholesterol and glucose levels (as for general population)

Uncommon health
conditions and .

Screening is not routine but can be considered based on history
Haemoglobinopathy

examinations e Calcium and phosphate levels
e Urea and electrolytes levels
e Urine MCS and parasites

e Lead levels

¢ Folate and vitamin B, levels

ABBREVIATIONS: hCG = Human chorionic gonadotropin; MCS = Microscopy, culture, sensitivity; PCR = Polymerase

chain reaction.

* Adapted from guidelines from the Australasian Society for Infectious Diseases and Victorian Foundation for
Survivors of Torture and current Victorian Infectious Diseases Service practice.®'**

resettlement involves, in the large part,
broader-scale approaches at a govern-
mental level — for example, addressing the
detention of asylum seekers, as this has
direct adverse effects on mental health,
evidenced by significantly higher rates
of suicide and self-harm among these
populations.”**
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Clinicians should be aware of mental
health problems and regularly screen for
them in their routine clinical encounters
with patients from refugee populations.
Questions to ask refugees to establish
a history of trauma and displacement, and
topics to cover in a psychosocial assess-
ment are given in the boxes on page 82.
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INFECTIOUS DISEASES CLINIC CONTINUED

TRANSLATING AND
INTERPRETING SERVICES (TIS)
NATIONAL

Features of the national interpreting
service provided by the Australian
Government’s Department of
Immigration and Citizenship:

e 24 hour a day service

e services include in-person or
telephone interpreters

e interpreters are available for over
170 languages and dialects

o free Medicare-funded services
provided outside hospitals

e phone: 13 14 50

* website: www.immi.gov.au/
living-in-australia/help-with-english/
help_with_translating/

QUESTIONS TO ESTABLISH A
HISTORY OF TRAUMA AND
DISPLACEMENT™

¢ When did you leave your country?

e Were you forced to leave?
What were the circumstances when
you left?

e Which countries had you lived in
before you reached Australia?
What were the circumstances like
in those countries?

Have you ever been in a refugee
camp?
What were the conditions like there?

e | do not need to know the details
about what you have been through
but have you had any terrible
experiences that might be affecting
you now?

As language difficulties and cultural
factors can make it challenging to address
mental health conditions in these groups,
good engagement and a strong thera-
peutic relationship while being culturally
sensitive is key. Attention to intercultural
understanding and communication is
also vital — as is use of an interpreter, not
only in translation of language, but in
understanding cultural nuances and
aiding engagement. However, it should
be noted that in small refugee commu -
nities, the interpreter and patient may
know each other socially and this may
impact on privacy. In these situations, the
use of an interstate telephone interpreter
is advised.

Involvement of key family members
and social supports may also be necessary
to help treat patients with mental health
problems. Additionally, community
organisations may aid resettlement and
strengthen social supports.” Referral to a
psychiatrist or community mental health
team may be necessary for complex cases.
A collaborative approach with the patient
is an essential ingredient to effective
management.
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UNCOMMON INFECTIONS

Although relatively rare, HIV infection
and malaria are conditions that should
not be missed in the refugee population.

HIV infection
Refugees who arrive in Australia are
screened for HIV as part of pre-arrival
screening. Among those accepted into
Australia, rates are very low. However
repeat screening is recommended after
arrival as a significant time may have
elapsed since the pre-departure HIV test.
HIV testing requires pre- and post-
test counselling and any positive results
will require referral to a specialist (some
GPs trained to prescribe s100 drugs are
specialists in HIV management).

Malaria

Malaria screening is recommended for
all refugee arrivals who are from, or who
have travelled through, a malaria ende -
mic area. Malaria is potentially fatal and
can present many months after refugees
have arrived in Australia. More problem-
atic is malaria acquired in immigrants who
return home to visit friends and relatives.

MARCH 2012, VOLUME 13, NUMBER 3

TOPICS TO DISCUSS IN A
COMPREHENSIVE
PSYCHOSOCIAL ASSESSMENT™

e Patient information — country of
origin, countries of transit, date and
means of arrival, preferred language

e Family composition, genealogy,
whereabouts of close family members
and quality of family functioning

e Extent of pre-arrival exposure to
extreme circumstances, human
rights violations and violence
(trauma history)

e Current stress associated with
settlement
e Social resources and support

e Psychological health — appetite, energy
levels, daily activities, sleep, memory,
concentration, mood, anxiety

This group often does not seek pre-travel
advice and there may be a false percep-
tion among immigrants that they remain
immune to conditions such as malaria.
Thus, immigrants returning home should
be strongly encouraged to seek pre-travel
advice.

Treatment for malaria caused by Plas-
modium falciparum is with an artemesinin-
based combination medication — generally,
this is the artemether/lumefantrine combi -
nation administered as a three-day course.

Malaria resulting from Plasmodium
vivax infection is sensitive to chloroquine
treatment in most areas, although, parts
of Papua New Guinea, East Timor, West
Papua and the Solomon Islands now
exhibit chloroquine-resistant P. vivax If
malaria has been acquired in these coun-
tries, treatment with artemether/ lume-
fantrine is recommended. Chloroquine is
no longer readily available in Australia
but hydroxychloroquine can be used as
an alternative. Treatment of the blood
stage of malaria should be followed by
primaquine therapy to remove dormant
P. vivax infection in the liver.
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COMMON INFECTIONS
Latent tuberculosis
Some two billion of the world’s popula-
tion have been exposed to TB, of whom
about 10 million will develop active dis-
ease each year. Worldwide, 1.7 million
people die each year from TB.? Australia
has a very low incidence of TB (a rate of
5.4/100,000 per year), with most cases in
people born overseas who acquired TB
before their arrival in this country.”
Refugee groups have a higher preva-
lence of latent TB (15 to 50%) compared
with both the general population and
other immigrants, and so should be
screened with a Mantoux test or inter-
feron-gamma release assay (IGRA).»'"*
Most of those with latent TB will have a
normal chest x-ray and therefore will not
have been identified on the pre-arrival
screening.” If either the Mantoux test or
IGRA is positive, treatment for latent TB
should be considered. This requires nine
months’ treatment with isoniazid tablets
given daily (six months for children).
Hepatotoxicity from the treatment is rare,
but increases with age, and in patients
beyond the age of 35 years most clinicians
would only offer treatment if there is a
clear history of recent close contact with
someone with active pulmonary disease.
Adherence to therapy can be difficult
as patients generally feel well and often do
not understand the need for treatment.
The treating doctor should spend time
educating the patient about latent infec-
tion, the chance of relapse and the bene-
fits and risks of therapy. Once therapy has
commenced, monitoring for side effects
and the need for strict compliance should
be emphasised.

Hepatitis B

Two billion of the world’s population
have been exposed to the hepatitis B virus
and 350 million have chronic infection.”
Among refugee arrivals in Australia, the
prevalence of chronic infection is high
(4 to 19%).>*** Those who acquire
hepatitis B at birth or as a young child are

highly likely to go on to develop chronic
infection.” Screening should include
serology for sAg, sAb and cAD levels to
distinguish between prior exposure and
chronic infection. Those who have not
been vaccinated or exposed (i.e. HBsAg
negative, HBcAb negative, HbsAb nega-
tive) will require vaccination. Household
contacts of a person with hepatitis B
should be screened for immunity and
offered vaccination.

Those with chronic infection should
be assessed for the stage of the disease
with serology (eAg/eAb), viral load and
liver function tests. If there is any eleva-
tion in liver function tests or any sugges-
tion of liver damage then specialist referral
is required.

Many patients with hepatitis B should
be screened for liver cancer six-monthly
using a liver ultrasound scan and mea-
surement of alpha-fetoprotein levels.”
This is particularly relevant for African
patients with hepatitis B who have high
rates of liver cancer, in part due to afla-
toxin exposure, and high rates of liver
disease from other causes such as schisto-
somiasis. Liver cancer screening in African
immigrants with hepatitis B should start
from the age of 20 years, whereas screen-
ing in Asian immigrants with hepatitis B
should start from the age of 50 years
for women and 40 years for men. Rates
of hepatocellular carcinoma are also
increased in patients with cirrhosis and in
those who are HBeAg positive with high
levels of viral DNA.

Hepatitis C

Rates of hepatitis C virus infection in many
refugee source countries are variable and
poorly understood. Consequently, all
refugee arrivals should be screened for the
disease.”'**

Helminth infections

Strongyloides stercoralis

Strongyloides stercoralis is a soil helminth
that is endemic in many parts of the devel -
oping world and is extremely common is

MedicineToday

areas with poor sanitation. High rates of
infection with this helminth have been
identified in refugee groups who have
arrived in Australia from both Africa and
Southeast Asia, demonstrating a prevalence
of positive serology of 12 to 42%.** The
worms can be long lived with ongoing
re-infection occurring via a process known
as ‘autoinfection’. Cases may manifest
many decades after a person has left
an endemic area, and deaths from over-
whelming infection can occur in patients
who become immunosuppressed.”

Most people who are infected do not
have symptoms of strongyloidiasis. The
parasite can be identified in stool samples;
however, the sensitivity of stool micro-
scopy is poor. Serology is the mainstay
of diagnosis, although a positive result
cannot distinguish between current or
recent past infection.” Treatment is with
a stat dose of ivermectin (200 g/kg), and is
repeated after two weeks for improved
efficacy.” Serology should be rechecked
six months after treatment to ensure a
significant reduction in titre has occurred.”
If parasites were identified in stool samples
or eosinophilia was present, these tests
should be repeated two to three months
after treatment to confirm resolution.

It should be noted that refugees from
West African countries where the Loa loa
parasite is endemic should have a day-
time blood film performed to exclude
infection with this parasite before being
prescribed ivermectin. This is to prevent
the rare complication of encephalopathy.”

Schistosomiasis

Schistosomiasis, caused by freshwater
flukes, is common among refugee arrivals
from Africa. Australian serological sur-
veys in refugees have shown a prevalence
of positive serology of 16 to 41%, although
this may reflect past as well as current
infection.”** Parasites are long lived
and sequelae include cirrhosis, portal
hypertension and bladder cancer. Many
patients are asymptomatic and some may
have fatigue or haematuria.* Ova may be
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INFECTIOUS DISEASES CLINIC CONTINUED

RESOURCES

Australian immunisation handbook —
catch up vaccine schedule
http://www.immunise.health.gov.au/
internet/immunise/publishing.nsf/
Content/Handbook-specialrisk239

Foundation House: The Victorian
Foundation for the Survivors of
Torture
www.foundationhouse.org.au

Victorian Refugee Health Network
www.refugeehealthnetwork.org.au

The Royal Children’s Hospital
Immigrant Health Service
www.rch.org.au/immigranthealth

Australasian Society for Infectious
Diseases: Guidelines for Refugee
Health
http://www.asid.net.au/images/Docume
nts/Guidelines/RefugeeGuidelines.pdf

detected in stool and urine and eosino-
philia may be present.

Treatment is with praziquantel 20mg/kg
for three doses given over one day and is
very effective. Patients should be followed
up to ensure parasites are cleared from
stool and urine and the eosinophil count
returns to normal. Serology, however, may
stay positive for years even after effective
treatment.”

OTHER COMMON HEALTH
CONDITIONS
Helicobacter pylori infection
H. pylori infection is commonly identified
in refugee and immigrant groups.**"
Testing for the bacteria is recommended
in those with suggestive signs or symp-
toms; these include dyspepsia, epigastric
pain, ‘hunger pains’, nausea, vomiting,
anaemia and bloating. Testing should be
performed with either a breath test or a
stool antigen test.”

Treatment is generally with a combi-
nation of amoxycillin, clarithromycin
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and a proton pump inhibitor. However,
such therapy is not always effective
because antibiotic resistance rates world-
wide are increasing.” If symptoms do not
resolve then retesting is required and an
endoscopy may be necessary. H. pylori
infection is often asymptomatic, but at
this stage the screening and treatment of
all refugees is not recommended.’

Nutritional deficiencies

Many refugees have experienced extended
periods of poor nutrition prior to their
arrival in Australia. Pre-departure screen-
ing does not include nutritional status.
Screening for nutritional deficiencies is
therefore recommended after arrival and
should include a full blood count, liver
function tests, iron studies and vitamin D
level testing. Screening for vitamin A levels
should also be performed in children."
Screening for folate, vitamin B, ,, calcium,
phosphate, glucose, urea and electrolyte
levels should be considered.

Vitamin D deficiency

People with darker skin who move to
Australia, especially to the southern states,
have high rates of vitamin D deficiency
(levels less than 50 nmol/L). Immigrants
from Africa have particularly high rates
of deficiency, with a prevalence of 73 to
889%."* This is because people with very
dark skin need longer periods of sun
exposure to achieve adequate levels of
vitamin D from natural sources; most
people are unable to achieve this, espe-
cially in colder areas.”

There is a high risk of vitamin D defi-
ciency in infants of mothers who were
vitamin D deficient during pregnancy,
leading to an increased risk of rickets and
longer term sequelae. Vitamin D defi-
ciency also leads to osteomalacia in adults
and has been associated with many other
conditions including malignancy, multi-
ple sclerosis, diabetes, cardiovascular
disease and TB.*"

Supplementation of vitamin D intake
is with 1000 to 2000 IU cholecalciferol

MARCH 2012, VOLUME 13, NUMBER 3

daily or a 50,000 IU monthly tablet (if
available). Supplementation may include
a high-dose liquid formulation for chil-
dren, but the 50,000 IU monthly dosing
is not currently recommended for preg-
nant women. Most dark-skinned refugees
who settle in southern Australia will have
low levels of vitamin D and may need
long-term supplementation. The many
potential benefits of long-term supple-
mentation in this group have yet to be
confirmed with longitudinal trials.”

Anaemia

Anaemia is also common among refugee
groups, with a prevalence of 13 to 15%
on post-arrival screening, and it is particu-
larly common in women of reproductive
age and in children (25% of Australian
refugee children in New South Wales
have anaemia).”"** Anaemia in the
refugee population is most often due to
iron deficiency which is associated with
a combination of multiple factors includ-
ing poor dietary intake, helminthic infec-
tions, blood loss and H. pylori infection.
Other considerations to determine the
cause of anaemia include malaria in those
from endemic areas, other nutritional
deficiencies, haemoglobinopathies and
lead toxicity.

Iron supplementation (either daily or
intermittent dosing) is often required for
treatment, along with dietary advice and
the consideration of further investiga-
tions if necessary.

Vitamin B,
Currently, testing for vitamin B, levels is
not recommended unless symptoms sug-
gest deficiency or if there is red blood cell
macrocytosis. Refugee groups, particu-
larly those from Bhutan (but also from
Somalia), have been identified as having
low vitamin B,, levels. Pre-departure
screening in Bhutanese refugees has
shown rates of deficiency of 64%. Even
after arrival, rates of vitamin B, defi-
ciency were over 30% in these refugees.”
Vitamin B, deficiency can lead to
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megaloblastic anaemia, peripheral neu-
ropathy and other neurological problems.
Other refugee groups, such as those from
Iraq and Burma, have not demonstrated
such high rates of deficiency, and there-
fore routine screening of all refugee arrivals
is not recommended. However, the US
Centers for Disease Control and Prevention
(CDC) has recently suggested routinely
supplementing Bhutanese immigrants
with 30 days of oral vitamin B, after
arrival and providing dietary advice.”

lodine deficiency

Iodine deficiency is the most common
preventable cause of mental impairment
worldwide. Many immigrants from moun-
tainous and inland areas may have this
deficiency and goitre is common in these
patients. Improvements in the availability
of iodised salt have enabled its use in
more than 70% of the world’s population
and rates of deficiency are now declin-
ing.* Testing for iodine deficiency is not
routinely suggested but should be consid-
ered in suggestive clinical situations.

Lead toxicity

Lead exposure has been noted to be high
in some refugees groups. Recent studies
carried out in the USA found high rates
of lead toxicity in Burmese children as
well as higher rates of toxicity among
refugee children in general compared
with local US children.” Lead toxicity
can lead to neurological, haematological,
gastrointestinal and renal symptoms and
should be considered in those with devel-
opmental delay of language, chronic
abdominal pain and anaemia.

The US CDC recommends screening
all refugee children who are younger than
16 years of age for lead levels.” Although
this is not an Australian recommenda-
tion, clinicians should be have a low
threshold for testing blood lead levels.

FOLLOW UP
After a period of time living in Australia
many refugee groups develop health
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problems that are prevalent in developed
countries. For example, studies of African
immigrants have found high rates of
obesity and overweight. High rates of
increased cholesterol levels and type 2
diabetes have also been reported.”***

The healthcare of individuals who
arrive as refugees in Australia is very much
a shifting challenge, and can involve an
initial period of nutritional screening and
infectious diseases management, followed
by the management of mental health
conditions. The subsequent management
of health issues associated with a rapid
transition to a western diet and lifestyle is
also important. Adding to the complexity
of care involved is that these health issues
need to be managed among a patient
group that often has limited health liter-
acy and is highly mobile. The box on
page 84 lists some useful health-related
resources for refugees and their health-
care providers.

SUMMARY

Refugee arrivals in Australia represent a
diverse range of health and socioeco-
nomic issues. The health concerns differ
slightly for each ethnic group but the
need for thorough and prompt screening
after arrival is important for all refugees.
Many consultations will require an inter-
preter and much time will be needed for
patient education about health-related
issues. In many cases, specialist referral
will also be necessary.

Although the initial treatment and
management of immigrants to Australia
may involve multiple visits to healthcare
services, it is expected these refugees
will achieve long-term health outcomes
similar to those of the general Australian
population. mr

A list of references is available on request to the
editorial office.

COMPETING INTERESTS: None.

MARCH 2012, VOLUME 13, NUMBER 3 85



Medicine Today 2012; 13(3): 79-85

Refugee health
update

THOMAS R. SCHULZ wm8 BS, BSc, FRACP
KARIN LEDER WB BS, FRACP, PhD, MPH, DTMH
TIBA MALOOF wB BS, MSc(Med), MPM
BEVERLEY-ANN BIGGS M8 BS, PhD, FRCP, FRACP, FACTM

REFERENCES

1. UNHCR Projected global resettlement needs 2011: including overview of
UNHCR resettlement achievements in 2009, operational challenges and strategic
directions for 2010-2011. United Nations High Commission for Refugees; 2010.
Available online at: www.unhcr.org/cgi-bin/texis/vtx/search?page=search&docid
=4c31e3716&query=resettiement (accessed February 2012).

2. Department of Immigration and Citizenship. Fact sheet 60, Australia’s refugee
and humanitarian program. Canberra: Australian Government; 2011. Available online
at: www.immi.gov.au/media/fact-sheets/60refugee.htm (accessed February 2012).
3. The refugee convention, 1951. United Nations High Commission for Refugees;
1951. Available online at: www.unhcr.org/4ca34be29.html (accessed February 2012).
4. Department of Immigration and Citizenship. Asylum Trends Australia: 2010-11
annual publication. Canberra: Australian Government; 2011. Available online at:
www.immi.gov.au/media/publications/statistics/asylum/_files/asylum-trends-aus-
annual-2010-11.pdf (accessed February 2012).

5. Department of Immigration and Citizenship. Fact sheet 67a, Pre-departure
medical screening (PDMS). Canberra: Australian Government; 2011. Available online
at: www.immi.gov.au/media/fact-sheets/67a_pdms.htm (accessed February 2012).
6. Department of Immigration and Citizenship. Fact sheet 22, The health
requirement. Canberra: Australian Government; 2011. Available online at:
www.immi.gov.au/media/fact-sheets/22health.htm (accessed February 2012).

7. Australian Society for Infectious Diseases. Diagnosis, management and
prevention of infections in recently arrived refugees. Sydney: Dreamweaver
Publishing; 2009. Available online at:
www.asid.net.au/downloads/RefugeeGuidelines.pdf (accessed February 2012).

8. Tiong AC, Patel MS, Gardiner J, et al. Health issues in newly arrived African
refugees attending general practice clinics in Melbourne. Med J Aust 2006;

185: 602-606.

9. NHMRC, Department of Health and Ageing. The Australian Immunisation
Handbook. 9th ed. Canberra: Australian Government; 2008. Available online at:
www.health.gov.au/internet/immunise/publishing.nsf/content/handbook-home
(accessed February 2012).

10. Victorian Foundation for the Survivors of Torture. Promoting refugee health: a
guide for doctors and other health care providers caring for people from refugee
backgrounds. 2nd ed. The Victorian Foundation for the Survivors of Torture; 2007.

Available online at: www.foundationhouse.org.au/LiteratureRetrieve.aspx?ID=25035
(accessed February 2012).

11. O'Brien DP, Leder K, Matchett E, Brown GV, Torresi J. liness in returned
travelers and immigrants/refugees: the 6-year experience of two Australian
infectious diseases units. J Travel Med 2006; 13: 145-152.

12. Gibney KB, Mihrshahi S, Torresi J, Marshall C, Leder K, Biggs BA. The profile of
health problems in African immigrants attending an infectious disease unit in
Melbourne, Australia. Am J Trop Med Hyg 2009; 80: 805-811.

13. Fazel M, Wheeler J, Danesh J. Prevalence of serious mental disorder in 7000
refugees resettled in western countries: a systematic review. Lancet 2005; 365:
1309-1314.

14. Schweitzer R, Melville F, Steel Z, Lacherez P. Trauma, post-migration living
difficulties, and social support as predictors of psychological adjustment in resettled
Sudanese refugees. Aust N Z J Psychiatry 2006; 40(2): 179-187.

15. Schweitzer RD, Brough M, Vromans L, Asic-Kobe M. Mental health of newly
arrived Burmese refugees in Australia: contributions of pre-migration and post-
migration experience. Aust N Z J Psychiatry 2011; 45: 299-307.

16. Lindencrona F, Ekblad S, Hauff E. Mental health of recently resettled refugees
from the Middle East in Sweden: the impact of pre-resettlement trauma,
resettlement stress and capacity to handle stress. Soc Psychiatry Psychiatr
Epidemiol 2008; 43: 121-131.

17. Position statement 52: children in immigration detention. RANZCP; 2011.
Available online at: www.ranzcp.org/images/stories/ranzcp-attachments/Resources/
College_Statements/Position_Statements/ps52.pdf (accessed February 2012).

18. Cohen J. Safe in our hands?: A study of suicide and self-harm in asylum
seekers. J Forensic Leg Med 2008; 15: 235-244.

19. Kirmayer LJ, Narasiah L, Munoz M, et al. Common mental health problems in
immigrants and refugees: general approach in primary care. CMAJ 2011;183:
E959-E967.

20. Tuberculosis: fact sheet no. 104. World Health Organization; 2010. Available
online at: www.who.int/mediacentre/factsheets/fs104/en/ (accessed February 2012).
21. Barry C, Konstantinos A. Tuberculosis notifications in Australia, 2007. Commun
Dis Intell 2009;33: 304-315.

22. Trauer JM, Krause VL. Assessment and management of latent tuberculosis

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2012.



infection in a refugee population in the Northern Territory. Med J Aust 2011;

194: 579-582.

23. Liu'Y, Weinberg MS, Ortega LS, Painter JA, Maloney SA. Overseas screening
for tuberculosis in U.S.-bound immigrants and refugees. N Engl J Med 2009;

360: 2406-2415.

24, Hepatitis B: fact sheet no. 204. World Health Organization; 2008. Available
online at: www.who.int/mediacentre/factsheets/fs204/en/ (accessed February 2012).
25. Sheikh M, Pal A, Wang S, et al. The epidemiology of health conditions of newly
arrived refugee children: a review of patients attending a specialist health clinic in
Sydney. J Paediatr Child Health 2009; 45: 509-513.

26. Caruana SR, Kelly HA, De Silva SL, et al. Knowledge about hepatitis and
previous exposure to hepatitis viruses in immigrants and refugees from the Mekong
Region. Aust N Z J Public Health 2005; 29: 64-68.

27. Fattovich G. Natural history and prognosis of hepatitis B. Semin Liver Dis 2003;
283:47-58.

28. Digestive Health Foundation. Australia and New Zealand chronic hepatitis B
recommendations. 2nd ed. Mulgrave: Gastroenterology Society of Australia; 2009.
Available online at: www.gesa.org.au/ files/editor_upload/File/Professional/CHB.pdf
(accessed February 2012).

29. Negro F, Alberti A. The global health burden of hepatitis C virus infection. Liver
Int 2011; 31 Suppl 2: 1-3.

30. de Silva S, Saykao P, Kelly H, et al. Chronic Strongyloides stercoralis infection in
Laotian immigrants and refugees 7-20 years after resettiement in Australia.
Epidemiol Infect 2002; 128: 439-444.

31. Caruana SR, Kelly HA, Ngeow JY, et al. Undiagnosed and potentially lethal
parasite infections among immigrants and refugees in Australia. J Travel Med 2006;
13: 233-239.

32. Chaves NJ, Gibney KB, Leder K, O’Brien DP, Marshall C, Biggs BA. Screening
practices for infectious diseases among Burmese refugees in Australia. Emerg Infect
Dis 2009; 15: 1769-1772.

33. Marcos LA, Terashima A, Dupont HL, Gotuzzo E. Strongyloides hyperinfection
syndrome: an emerging global infectious disease. Trans R Soc Trop Med Hyg 2008;
102: 314-318.

34. Biggs BA, Caruana S, Mihrshahi S, et al. Management of chronic strongyloidiasis
in immigrants and refugees: is serologic testing useful? Am J Trop Med Hyg 2009;
80: 788-791.

35. Igual-Adell R, Oltra-Alcaraz C, Soler-Company E, Sanchez-Sanchez P,
Matogo-Oyana J, Rodriguez-Calabuig D. Efficacy and safety of ivermectin and
thiabendazole in the treatment of strongyloidiasis. Expert Opin Pharmacother 2004;
5:2615-2619.

36. Overseas refugee health guidelines: intestinal parasites. Centers for Disease
Control and Prevention; 2011. Available online at: www.cdc.gov/immigrant
refugeehealth/guidelines/overseas/intestinal-parasites-overseas.htmi#loa
(accessed February 2012).

37. Raman S, Wood N, Webber M, Taylor KA, Isaacs D. Matching health needs of
refugee children with services: how big is the gap? Aust N Z J Public Health 2009;
33: 466-470.

38. Yong MK, Beckett CL, Leder K, Biggs BA, Torresi J, O’Brien DP. Long-term
follow-up of schistosomiasis serology post-treatment in Australian travelers and

immigrants. J Travel Med 2010; 17: 89-93.

39. Whitty CJM, Mabey DC, Armstrong M, Wright SG, Chiodini PL. Presentation
and outcome of 1107 cases of schistosomiasis from Africa diagnosed in a
non-endemic country. Trans R Soc Trop Med Hyg 2000; 94: 531-534.

40. Cherian S, Forbes D, Sanfilippo F, Cook A, Burgner D. The epidemiology of
Helicobacter pylori infection in African refugee children resettled in Australia. Med

J Aust 2008; 189: 438-441.

41. Sanz-Pelaez O, Santana-Rodriguez E, Maroto AA-M, Carranza-Rodriguez C,
Pisos-Alamo E, Perez-Arellano J-L. Helicobacter pylori and cagA seroprevalence

in sub-Saharan inmigrants recently arrived to Gran Canaria (Spain). Scand J Infect
Dis 2008; 40: 756-758.

42. Graham DY, Fischbach L. Helicobacter pylori treatment in the era of increasing
antibiotic resistance. Gut 2010; 59: 1143-1153.

43. Renzaho AM, Nowson C, Kaur A, Halliday JA, Fong D, Desilva J. Prevalence of
vitamin D insufficiency and risk factors for type 2 diabetes and cardiovascular
disease among African migrant and refugee adults in Melbourne: a pilot study. Asia
Pac J Clin Nutr 2011; 20: 397-403.

44. Gibney KB, MacGregor L, Leder K, et al. Vitamin D deficiency is associated with
tuberculosis and latent tuberculosis infection in immigrants from sub-Saharan Africa.
Clin Infect Dis 2008; 46: 443-446.

45. Working Group of the Australian and New Zealand Bone and Mineral Society,
Endocrine Society of Australia, Osteoporosis Australia. Vitamin D and adult bone
health in Australia and New Zealand: a position statement. Med J Aust 2005;

182: 281-285.

46. Barrett H, McElduff A. Vitamin D and pregnancy: an old problem revisited.

Best Pract Res Clin Endocrinol Metab 2010; 24: 527-539.

47. Rosen CJ. Clinical practice. Vitamin D insufficiency. N Engl J Med 2011;

364: 248-254.

48. Geltman PL, Dookeran NM, Battaglia T, Cochran J. Chronic disease and its risk
factors among refugees and asylees in Massachusetts, 2001-2005. Prev Chronic
Dis 2010; 7: A51.

49. Centers for Disease Control and Prevention. Vitamin B12 deficiency in resettled
Bhutanese refugees—United States, 2008-2011. MMWR Morb Mortal Wkly Rep
2011; 60: 343-346.

50. Zimmermann MB, Jooste PL, Pandav CS. lodine-deficiency disorders. Lancet
2008; 372: 1251-1262.

51. Ritchey MD, Scalia Sucosky M, Jefferies T, et al. Lead poisoning among
Burmese refugee children—Indiana, 2009. Clin Pediatr (Phila) 2011; 50: 648-656.
52. Geltman PL, Brown MJ, Cochran J. Lead poisoning among refugee children
resettled in Massachusetts, 1995 to 1999. Pediatrics 2001; 108: 158-162.

53. Refugee health guidelines: lead screening. Centers for Disease Control and
Prevention; 2011. Available online at: www.cdc.gov/immigrantrefugeehealth/
guidelines/lead-guidelines.html (accessed February 2012).

54. Drummond PD, Mizan A, Burgoyne A, Wright B. Knowledge of cardiovascular
risk factors in West African refugee women living in Western Australia. J Immigr
Minor Health 2011; 13: 140-148.

55. Guerin PB, Elmi FH, Corrigan C. Body composition and cardiorespiratory
fitness among refugee Somali women living in New Zealand. J Immigr Minor Health
2007; 9: 191-196.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2012.



