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So how do you sit with a shattered soul?
Gently, with gracious and deep respect.
Patiently, for time stands still for the shatteradd the momentum of healing will be slow at
first.
With the tender strength that comes from an opentegour own deepest wounding,
and to your own deepest healing.
Firmly, never wavering in the utmost convictiontthail is powerful, but there is a good that
is more powerful still.
Stay connected to that goodness with all your héiogvever it manifests itself to you.
Acquaint yourself with the shadows that lie degpiwiyou.
And then, open yourself, all that is you, to tiodti
Give freely. Take in abundantly.
Find your safety, your refuge, and go there asyeed.
Hear what you can, and be honest about the reshidmest at all cost.
Words won't always come;
sometimes there are no words in the face of sadidrevil.
But in your willingness to be with them, they Wweélr you;

from soul to soul they will hear that for which téere no words.

Steele, K. (1989). Sitting with the shattered soul. Pilgrimage: Journal of
Psychotherapy and Personal Exploration, 15(6), 19-25.



SUMMARY

Northern metropolitan Adelaide, South Australiamsarea which experiences
considerable social disadvantage. It is also aa iarevhich a significant number of
(predominantly young) refugee background individuzve resettled. Research indicates
that refugee youth may be at elevated risk of mémtalth (MH) and alcohol and other drug
(AOD) problems. These factors, combined with the $mcio-economic status of northern
Adelaide, the number of refugee youth residingehand the added complexity of treating

comorbid MH and AOD problems (comorbidity) promptéd research.

This thesis explored the experiences and needsusfgypeople from refugee
backgrounds with comorbid MH and AOD disordersnyin northern metropolitan
Adelaide. The first aim was to identify risk factawhich lead to the development of
comorbid MH and AOD disorders among refugee yowihd in this region. The second aim
was to explore the challenges refugee youth expegience they develop comorbid MH and
AQOD disorders and how these may impact on the praviof MH and AOD services. The
third and final aim was to identify the barriergddacilitators to effective, culturally

responsive service provision for refugee youth wiamorbid MH and AOD disorders.

This research employed a sequential exploratorgdimethods design drawing on
principles of Participatory Action Research (PARYavith theoretical underpinnings in
critical theory and constructionism. Qualitativéenviews were conducted with refugee
youth aged 12-25 years from African, Bhutanese,Afgtian backgroundsi(= 15) and with
service providers from MH, AOD and refugee supgerwices it = 15). Interview data were
analysed using a thematic approach. The findirmys the interviews then informed
development and analysis of the quantitative orgimey which was conducted with

managers of MH, AOD and other servicas=(56).



Overall, this research highlighted significant idiffities which impact on the ability
of a young person from a refugee background witharbidity to access and receive
adequate service provision. This thesis discusss wf overcoming these challenges in
order to improve the service response to this thieoup in this region. It is hoped that the

findings presented in this thesis are of valuedih lpolicy makers and clinicians.
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1. Chapter One: Introduction
This chapter introduces the research problem, eefkey concepts, identifies the study

aims and research questions, and outlines thetsteuaf this thesis.

Overview

In Australia approximately 13,000-14,000 human#anisas are granted to refugees
annually (Department of Immigration and Border Botiobn [DIBP], 2014). A large
proportion of these visas are granted to refugedsnthe age of 25 years. For example, in
the five year period from the 1st of July 2009He 80th of June 2014 71,171 humanitarian
(refugee) visas were granted in Australia, 50% loiclv were granted to refugees under the
age of 25 years on arrival. For this reason theeerieed for Australian health services to
adapt and respond appropriately to the needs admigta multicultural population, but also
an increasing number of young people from refugekdrounds. To date, the focus of much
research has been to consider the types of psyttadpgy experienced by refugee groups.
The majority of the available literature suggebtd tesettled refugees are at an elevated risk
of developing significant psychiatric and substaretated disorders resulting from a variety
of stressors pre, during and post migration (HaaSeraa, & Reimer, 2008; Porter &
Haslam, 2005; Schweitzer, Melville, Steel, & Laad®wr2006; Sowey, 2005). More recent
research has begun to acknowledge that despitadhawi elevated risk of developing
psychopathology, including substance related desstdsignificant barriers to accessing
mental health services exist for resettled refugbtsas et al., 2013; Van de Gaag, 2007).
Whilst research has increasingly begun to lookedi4seeking behaviours and service
engagement for mental health problems among redetfugees, there is still very little

research that considers the unique experienceseeds of young people from refugee

11



backgrounds living in South Australia. ResearcAustralia indicates that young people in
the general population access mental health seréss often than older people (Australian
Bureau of Statistics, 2007). Of the one in five yoypeople who experience mental illness,
only 30% are reported to receive professional stugpaistralian Bureau of Statistics, 2007;
Burns, Ellis, Mackenzie, & Stephens-Reicher, 208®cent studies highlight that
adolescents and young adults from refugee backdsoomray experience unigue and
additional barriers to accessing support and aee evore underrepresented in the services
(Colucci, Minas, Szwarc, Paxton, & Guerra, 2012;Adstiss & Ziaian, 2010; De Anstiss,
Ziaian, Procter, Warland, & Baghurst, 2009). Funtigre, research to date has tended to
focus on either mental health (MH) problems or htdand other drug (AOD) problems

within refugee and migrant groups without considgthe two types of problems together.

It is well established that AOD problems are comiy@xperienced by individuals
with MH problems (Australian Institute of Healthdawelfare, 2005). In Australia, it has
been acknowledged that effective service provigasf particular concern for individuals
with co-existing MH and AOD conditions, also termedmorbidity’(Allsop, 2008; Merkes,
Lewis, & Canaway, 2010; Teesson & Burns, 2001), youhg people experiencing
comorbidity are reported to face even more sigaiftdarriers to service provision (Szirom,
King, & Desmond, 2004). Health workers report iieglill-equipped in dealing with clients
with comorbidity due to a lack of confidence araiimg (Adams, 2008; Allsop, 2008).
Research has shown that comorbidity is often agsatwith greater difficulty in
implementing effective treatment with poorer outesnfAustralian Institute of Health and

Welfare, 2005; Szirom et al., 2004; Teesson & Bup@91).

Although much of the literature discusses why re&gyin particular are at high risk of
developing psychiatric disorders or at risk of APDblems, very little research considers

12



refugees experiencing co-existing MH and AOD disoscand how best to address these
issues. While it has been established that sigmfibarriers to service engagement and
service provision exist for young refugees withental health disorder, the risk may be
higher for those experiencing comorbidity as thelyanly face cultural and linguistic

barriers but are also often required to effectiveyigate two different service sectors.

Overall, this study sought to investigate comotgidimongst young people of refugee
backgrounds. This was achieved by investigatiegatitiology of such disorders, the
challenges they encounter once these problemseatast@nd finally, by identifying barriers
and facilitators to effective service engagemendt@morbidity service provision for this
client group. It was intended that the findinggto$ research would go some way towards
establishing a knowledge base to assist MH and AlDiicians and researchers, provide a
greater understanding of how the reported barneght be ameliorated or overcome in the

future, and finally, to inform policy and practice.

Using both qualitative and quantitative researchnejues, this research was
exploratory in nature and aims to generate knovdedmcerning the experiences and needs
of young people from refugee backgrounds with astarg MH and AOD problems, who
are living in the northern metropolitan region alelaide. The cultural responsiveness of
organisations providing services to refugee baakaggoyouth experiencing comorbidity was
considered. This study ultimately sought to idgritarriers and facilitators to accessing and
receiving culturally appropriate comorbidity caoe fefugee youth. This research discusses
these issues from two important perspectives; semioviders or professionals (managers
and clinicians), and young refugees themselvesidéntified as either community advocates

or consumer representatives.
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Project affiliations and funding partners

This project was part of a broader Australian Rese@ouncil funded project called
‘Comorbidity Action in the North (CAN); Stoppingétrun around’. This project was a
collaboration between The University of Adelaidead partner) and Northern Adelaide
Local Health Network (NALHN) (industry partner).ti@r official partners included
Northern Area Medicare Local (NAML), Aboriginal H#aCouncil of South Australia
(AHCSA), The University of South Australia, The Shury Council, and SA Network of
Drug and Alcohol Services (SANDAS). The CAN projaghed to improve service delivery
and support to individuals aged 12 years and owdraomorbid mental health and alcohol
and other drug conditions in the disadvantagecheontregion of Adelaide, South Australia.
The CAN project involved a participatory actioneasch approach and collected quantitative
and qualitative data in order to identify problewith comorbidity service provision and
identify ways of improving service provision forigttlient group. CAN involved extensive
consultation with consumers, community advocatekcy makers, and government and non-
government service providers. Data collection imedllarge scale surveys with staff and
managers of mental health, alcohol and other dnag@eripheral’ comorbidity services such
as Ambulance, Police, and Emergency Departmenisi-Seuctured interviews with service
providers were also conducted. The CAN project cotetl a series of workshops following
the data collection phase, sharing the knowleddgie the community and providing training
to various health professionals. While the gre@#®N project considered the needs of all
individuals with comorbidity in this region, thegsent study or components presented in this
dissertation focussed on youth aged 12-25 yeans fefugee backgrounds as a group with
specific needs. The aims of the present study siergar to those of the broader project as
this research also sought to provide an evidense fsam which solutions could be

identified and improvements made to comorbidity®er provision. However, our specific
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focus was on achieving this in relation to client® are young people from refugee

backgrounds experiencing both MH and AOD problemthé northern region of Adelaide.

Region of focus: Salisbury and Playford Local Goverment Areas

The northern region of Adelaide, South Australiasists of the local government areas
(LGAS) of Playford, Salisbury, Gawler, Tea Tree Iguaind Port Adelaide Enfield. The
northern region of Adelaide is acknowledged agaiicantly disadvantaged region in
Australia (Australian Bureau of Statistics, 200EBPWR, 2011). This area is disadvantaged
on many measures of social wellbeing, with a luglportion of people in receipt of
government benefits, high unemployment rates, ewels of education and high rates of
mental health and substance use problems (AustriBliaeau of Statistics, 2011; The
University of Adelaide, 2014). Of the northern kagithe Playford and Salisbury LGAs are
considered to be particularly disadvantaged. Thstilian Census of Population and
Housing (2011) which was conducted in the yearrgddhis research commencing, revealed
higher unemployment rates in Salisbury (6.97%) Rlagford (8.01%) compared to the rest
of South Australia (5.31%), and Australia (5.65%gucation levels were also reported to be
lower than state and national averages as fewgi@@alicated having a Bachelor Degree as
their highest level of education in Salisbury (3@6nd Playford (3.04%) than the rest of SA
(9.53%), and Australia (10.88%) (Australian Bur@®tatistics, 2011). Salisbury and
Playford are also reported to have high proportmfiseople in receipt of government
benefits. For example, in June 2013 greater prapwiof families residing in both Salisbury
(14.8%) and Playford (23.6%) were assessed asnoonie and welfare dependent compared
with the South Australian (10.1%) or Australian8®) average (The University of Adelaide,
2014). Overall, the Socio-Economic Indexes for Ar@adex of Relative Socio-Economic

Advantage and Disadvantage) showed that SalismdyPéayford ranked highly on levels of
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disadvantage. Salisbury ranked in the third d€oile of 100) and Playford in the first decile
(areas are ranked lowest to highest and the loi@®stof areas, that is, the most

disadvantaged, are given a decile number of one3t(alian Bureau of Statistics, 2011).

This region also contains high proportions of pedmrn overseas, people not fluent in
English and people from refugee backgrounds (Alistr8ureau of Statistics, 2011; The
University of Adelaide, 2014). In the last 10 yea88 of humanitarian entrants to South
Australia have been resettled in the SalisburyRiagiford areas (Department of Immigration
and Border Protection, 2014). Of these, 62.2% wearker the age of 25 years on arrival.
Therefore we have a large and predominantly yorefggee background population living in
areas of substantial socioeconomic disadvantagi. lBental health conditions and illicit
drug use are known to be more prevalent in areasdwexperience high levels of poverty,
unemployment and educational disadvantage (BeyReifl, 2000). Given the low socio-
economic status of these areas and the large nurhbeflugee youth who reside there, the

two LGAs of Salisbury and Playford were the foctishis study.

Definitions and key concepts

Throughout this dissertation (including the papeithin) a number of terms are used
interchangeably to encompass the diversity of tarsesl throughout the literature and to suit
the preferred terminology of the target journale Tallowing key concepts are defined and

the use of certain terms is explained.

1.1.1 Mental health and mental iliness

Definitions of mental health and mental illnessysignificantly. As a starting point,
the World Health Organisation (WHO) defines mehglth as not just the absence of
mental disorder but “a state of well-being in whesrery individual realises his or her

own potential, can cope with the normal stressdi$espfcan work productively and
16



fruitfully, and is able to make a contribution terlor his community” (WHO, 2013, p. 1).
It fits within the mental well-being component of®@’s broad definition of health

which is: “A state of complete physical, mental @odial well-being, and not merely the
absence of disease"(WHO, 2013, p. 1). The Soutlr&liesn Mental Health Act (2009)
defined mental illness simply and broadly as “dimess or disorder of the mind”
(Government of South Australia., 2009, p. 11). Ehare two main standard classification
systems used for identifying and diagnosing memtalth problems. These are the
Diagnostic and Statistical Manual of Mental DisaedéDSM) for which the 8 edition
(DSM-5), released in 2013 is current (American R@ftric Association, 2013), and The
International Classification of Diseases (ICD) fdrich the 1€ edition (ICD-10) which
came into use in 1994, is the current edition (WH@94). Throughout this dissertation
the terms mental health problem, mental disordentali iliness, psychiatric disorder and
psychological problem or disorder are used intargbably. However, due to the ease of
using a consistent acronym, mental health (MH) lemob was predominantly used. It is
assumed that we are essentially referring to theesaoncept. That is, a broad notion of a
mental health problem- ranging from the experiesfodistress, dysfunctionality or
symptoms of mental disorder (though not necessardgting criteria for a specific
diagnosis) through to more severe or diagnosabtgahdisorders. | believe that an
individual does not have to present with a diaghtesmental disorder to require
treatment or support. Therefore the focus remaioadso as to not exclude
consideration of those who are experiencing mdrmgalth problems or symptoms and

who may benefit from receiving support.
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1.1.2 Alcohol and other drug, substance use disorder andddiction

Alcohol and other drug problems (AOD) and substarsdisorder (SUD) are terms
again used interchangeably throughout. Substarediasrder is a diagnostic category
within Substance-Related and Addictive DisordemthenDSM-5. According to the DSM-
5, SUD is conceptualised as a single disorder nmedsan a continuum from mild to
severe with each substance being referred to egaate use disorder (e.g. alcohol use
disorder) (American Psychiatric Association, 201@pnsideration of the different terms
used to refer to AOD problems is necessary. Firltlgre are differences in the way this
disorder was categorised in DSM-IV and DSM-V. InND8/, SUD was referred to as a
maladaptive pattern of alcohol or substance uselatitiguishes between abuse and
dependence- abuse being defined as a mild or phalse of the disorder and dependence
as more severe (American Psychiatric Associatiét3®2 Contrary to DSM-IV
definitions, the WHO does not use the term abusetadlits ambiguity and the idea that
abuse of a substance can also be considered sevsrenanifestation. Instead, the WHO
use the terms ‘harmful use’ and ‘hazardous usermfla use refers to a pattern of
substance use that is causing damage to eitheicphgs mental health, or with potential
adverse social consequences (WHO, 2014). Hazardmueefers to a pattern of substance
use that increases the risk of such harmful coresezps. The ICD-10 categorises the
equivalent of SUD as ‘dependence syndrome’, defasedccurring when the use of a
substance takes on a much higher priority thanr dt@kaviours which once held high
value and is combined with a desire to take thstsmce (alcohol or other drug) (WHO,
2014). This thesis predominantly uses the term ‘A@@blems’ to broadly encapsulate
all of these differing concepts: SUD, harmful usgsuse, abuse, and dependence. Ten
separate classes of substances are outlined in R@Mdohol; caffeine; cannabis;

hallucinogens; inhalants; opioids; sedatives, hyipapand anxiolytics; stimulants;
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tobacco; and other (unknown) substances. The t&@D'problem’ includes the harmful
use of or dependence on these ten separate ctdsiesgs unless the substance is

specifically stated.

1.1.3 Comorbidity

‘Comorbidity’ is a term used to describe the cotocence of one or more diseases or
disorders in an individual (Allsop, 2008). This sieeuses the term ‘comorbidity’
exclusively to refer to the co-occurrence of a Midiggem and an AOD problem. ‘Dual
diagnosis’ is another term frequently used to deedhis phenomenon. However, this
term was avoided by the researcher as it implieg#istence of only two problems and

negates the likelihood of multiple morbidities.

1.1.4 Youth

There is a general consensus across literaturp@iny that the age bracket 12 to 25
years defines youth in Australia and this is thenethe definition used in the present
study (McGorry, Parker, & Purcell, 2006). ‘“Youngopée’ and ‘youth’ are terms used
interchangeably throughout this thesis and refénécage bracket defined above unless

otherwise stated.

1.1.5 Cultural responsiveness

The terms cultural competency, cultural sensitjvityltural awareness, and cultural
intelligence are often used interchangeably initeeature. Cultural competency is
defined as “a set of congruent behaviours, attgudad policies that come together in a
system, agency, or among professionals and enadiisystem, agency or those
professionals to work effectively in cross-cultusaliations” (Cross, Bazron, Dennis, &
Isaacs, 1989, p. 28). There has been debate camgéne use of the term cultural

competency as it is argued that it suggests a @atedjor absolute view, that one is
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either competent or not, which has led to the disheoterm ‘cultural intelligence’ which

is defined as “a person's capability to functidieeively in situations characterized by
cultural diversity” (Van Dyne, Ang, & Koh, 2008, B). In this dissertation, these
constructs are conceptualised as part of a brasadem termed ‘cultural responsiveness’.
Cultural responsiveness is defined in the Victofaftural Responsiveness Framework
(2009) as “the capacity to respond to the healthismues of diverse communities” (State
Government of Victoria, 2009, p. 4). Cultural respweness encapsulates the various
terms effectively and places an emphasis on thaciypand need for both organisations
and professionals t@spondto diverse individuals. This response includesidei
equipped with cultural knowledge and sensitivithhtiw an individual's explanatory
models, family dynamics, belief systems, languagsories, and other aspects of their
culture might influence service access, engageamahtreatment (State Government of

Victoria, 2009).

1.1.6 Refugees and asylum seekers
The following section will discuss what constitutesefugee, will describe common
experiences of refugees, and will consider resktdéugees in the context of Australia at

this moment in history.

Refugees and the refugee experience

1.1.7 Migration trends in Australia and humanitarian arri vals

Australia is a country characterised by its mignatihistory. Currently it is estimated
that 38% of the Australian population were bor@a icountry other than Australia (DIBP,
2014a). Since the end of World War Il approximately million people have migrated
to Australia. Of these, approximately 800,000 &uias refugees and asylum seekers

(DIBP, 2014a). At the end of 2010 there were apipnately 43.7 million forcibly

20



displaced people or ‘refugees’ worldwide (DIBP, 281 The term refugee is defined
according to the United Nations High CommissiormgrRefugees 1951 Convention as a

person who has fled their country due to a

well-founded fear of being persecuted for reasdmaae, religion, nationality,
membership of a particular social group or politmainion, is outside the
country of his nationality and is unable or, owtogsuch fear, is unwilling to
avail himself of the protection of that country;wano, not having a nationality
and being outside the country of his former habitesidence as a result of
such events, is unable or, owing to such feamygilling to return to it

(UNHCR, 2001, p. 14).

Australia is one of the nineteen signatories tothéed Nations 1951 Convention
relating to the Status of Refugees and therefoseah@sponsibility to assist in the protection
and resettlement of refugees (UNHCR, 1951). A megonponent of this responsibility is
reflected in Australia’s Humanitarian Program. lasiralia, since 2000, approximately
13,000- 14,000 humanitarian visas are typicallyntgd each year. Humanitarian visas are
granted under either onshore protection or offshesettlement. The onshore component of
the humanitarian program is for people who apptyafylum after arrival in Australia and
who are found to be refugees through the refuggastietermination process under the
definition of the UNHCR 1951 Convention. The offshoesettlement component accounts
for the majority of humanitarian visas granted. Bffshore component consists of two
categories of permanent visas. Firstly, Refugead/are granted to individuals who are
typically outside their own country and cannot retas they are subject to persecution in
their home country. The majority of these indivibuare identified and referred by UNHCR
to Australia for resettlement. Secondly, the Sgddiananitarian Program is for those who
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meet the UNHCR definition of refugee and theseiappbns must be supported by a
proposer who is an Australian or eligible New Zedlaitizen or permanent Australian

resident.

1.1.8 Recent changes in asylum seeker and immigration poies

Recently in Australia there has been an increaigeimumber of people seeking
protection after arrival in Australia and a subsayuncrease in the number of onshore
humanitarian visas granted. For example, in thésZ2WD7 year period 1,793 visas were
granted under the onshore category, this had lieadily increasing until the 2010-2011
year period where 4,828 visas were granted undecétegory. In 2011 UNHCR reported a
31% increase in claims for refugee status in Aliatend New Zealand compared to the
previous year (Procter, Williamson, Gordon, & McBagh, 2011). Many of these people
arrived by boat and were formerly referred to asgular Maritime Arrivals (now referred to
as lllegal Maritime Arrivals) or ‘asylum seeker$he term ‘asylum seeker’ refers to an
individual who is seeking protection and has agb{@ intends to apply) for refugee status
but is waiting for this status to be granted oriderfDIBP, 2014a). Until a decision is made
as to whether these individuals are classifiecehgees and while their applications are
being assessed, they are detained or held in d@tdatilities in Australia or since August
2012, in offshore detention facilities in Nauru ammdManus Island in Papua New Guinea.
Previous research has investigated the impacttehten on refugee and asylum seeker

mental health and this will be discussed latehis thapter.

The determination of refugee status and the humudanit visa application process for
asylum seekers may take many months, sometimes, ygat during this time asylum
seekers do not know whether their claims will bpraped or if they will be returned to their
country of origin. The Liberal Party of Australithé¢ Coalition) was elected to Federal
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Government in September 2013 and immediately impfeed policies in an effort to stop
asylum seeker arrivals to Australia by boat. Thesleies have been the topic of much
debate and public attention in Australia and irméomally. They have been widely criticised
by advocacy groups and human rights lawyers, amd haen debated in various high court
challenges due to claims that these policies abegach of the UNHCR 1951 Refugee
Convention, The Universal Declaration of Human Rsgland The Convention on the Rights
of the Child. These policies include mandatory ludfe detention (initially adopted by the
Australian Labour Party (ALP) in 2012) for undefihgeriods of time. In 2013, Scott
Morrison, the Minister for Immigration and BordemRection at the time, announced that
anyone arriving by boat to Australia would not beattled in Australia (DIBP, 2014b). These
policy changes are also reported to impact thasady living in Australia with permanent
residency status. This is either indirectly, by peeceived negative portrayal of refugees and
asylum seekers in political debates and the madisell as fear of terrorism and
radicalisation of migrants (Esses, Medianu, & Laws2013; O'Doherty & Lecouteur, 2007)
or directly, by changes which impact anyone whovad to Australia by boat (DIBP, 2014a).
These changes are relevant to this research asipredicted to result in a change in the

types of issues services were being presented iwitkgard to this population.

In recent years there have also been changes tmthber of humanitarian visas
granted in Australia. In September 2012 the govemtrat the time (the ALP) increased the
humanitarian intake to 20,000 places. In 2014 tiré>Minister Tony Abbott along with
Immigration Minister Scott Morrison announced ttie humanitarian program would
comprise 13,750 visas granted annually (DIBP, Bp1Meedless to say, this is an area in
which there have been constant changes, heatetedebal as a result has necessitated

keeping up to date with current affairs in ordeutalerstand changes in mood among the

23



communities and follow the topics of conversatidmew speaking with community members
and participants. Similarly, it has also been ns&gsto follow current migration trends,
specifically the number of humanitarian arrivalsl &ime countries from which they are
arriving. The migration trends and statistics presd in this dissertation are relevant to the

period of time in which this research took place.

1.1.9 South Australia

Over the last 10 years, from th# df July 2004 to the 30of June 2014, South
Australia has resettled 151,134 refugees unddnih&nitarian program (Department of
Immigration and Border Protection, 2014). Of thds®% were under the age of 25 years on
arrival and 31.5% were aged between 12 and 25 y€hestop ten countries of birth of
humanitarian arrivals aged between 12-25 yearsuthSAustralia over the last decade are

presented in Table 1.1.
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Table 1.1: Top ten countries of birth: Humanitarian arrivalsSouth Australia from 2004-

2014 (aged 12-25 years)

Country of Birth Number of arrivals
1. Afghanistan 1202
2. Sudan 518
3. lran 355

4. Democratic Republic of the Congo 292

5. Liberia 287
6. Burma 286
7. Bhutan 271
8. Nepal 268
9. Burundi 203
10.Iraq 161

1.1.10 The refugee experience

It is important to acknowledge the diversity of teéugee experience. Refugees have
originated from many different countries, cultureistorical and political environments and
are forced to flee due to a vast variety of circtamses. Refugees are certainly not a
homogenous group. Rather, as Malkki (1995) st#tedabel of refugee, in addition to the
true UNHCR definition, can encompass diverse s@tinemic statuses, histories, journeys
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and religious backgrounds rather than a generddisgpe of person or situation. However,
refugees have many similar experiences in that aéineyforced to flee their homeland and
often share common reasons for this flight suclwarsor political, religious or ethnic
persecution (Williams, 2009). Stein (1981) arguéspossible and even beneficial to
consider the consistencies across the refugeeierperand refugee behaviour in order to
look at the accumulated research and knowledgdeand from the past. By not simply
focussing on one arrival group, we are able to viefugee experiences as recurring
phenomena with similar patterns. Stein also artjuetsspecific refugee situations should not
be perceived as unique, atypical, individual hisedrevents but rather as part of a wide-
ranging subject, that is, refugee behaviour, probkland situations that recur in many
contexts, times and regions. This position is ingarto acknowledge as it informs the
present research. This research did not focusfgglyi on a particular cultural group but
sought to consider and identify common elementssamdarities and patterns across
individuals and communities from various refugeelgaounds. This is not to ignore the
unique experiences and nature of each individdafie® or subgroup of refugees. However,
for the purpose of the present research it is iseftonsider and reflect on common

characteristics.

Further, this broad focus may allow the findinghi&we greater applicability to
services in the target region that are working \pitlople from multiple refugee and cultural
backgrounds. Therefore, one specific ethnic oucaltgroup was not the focus, but rather the

issues relating to diverse refugee backgrounds imgestigated.

However, in saying this, this research acknowledpatlyoung refugees certainly
have unigue experiences and needs compared toag@@roups. This view is consistent
with that of the Refugee Council of Australia (RCO®14) who state that refugee young
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people, by virtue of their age, have needs diffgfroam those of their parents or older
refugees, as they are in a difficult transitiortabe of their life, negotiating developmental
challenges alongside resettlement and a multithd¢her challenges. This is explored in

greater depth in Chapter Two: Paper One.

The majority of the literature conceptualisesridfeigee experience as a three stage
process: pre-migration/ pre-flight, transition/fiigand resettlement (Lewig, Arney, &
Salveron, 2009; Lustig et al., 2004; Stein, 1981ikstig et al. (2004) states that “a culturally
relevant developmental theoretical foundation geatial to understanding the experience of
refugee youth in the context of flight and resetéat”. As young refugees are the focus of
this research, Bronfrenbrenner’s bioecological thed human development
(Bronfenbrenner, 1986; Bronfenbrenner & Morris, 8p8longside Stein’s three-stage
conceptualisation of the refugee experience (desdrabove) provides a useful meta-
framework from which to consider the refugee exgrere, and its potential impacts, on
young refugees. These frameworks and theories leere integral in informing the present
research and understanding of the factors whiclaanhgevelopment and mental health

outcomes.

1.1.10.1Bronfenbrenner’s bioecological theory

Bronfenbrenner’s theory accounts for the impactsuiture, among multiple other
influences, on development, and highlights the demmterrelatedness of different factors
which impact on a young person’s developmentagttayy. This in turn has obvious
implications for mental health or psychological ei®pment. Bronfenbrenner originally
emphasised the aspects of context (microsystengsystem, exosystem and macrosystem)
and the interconnections between those and theidgugil in human development
(Bronfenbrenner, 1986). He revised his theory 88L& incorporate the Process- Person-
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Context- Time model (PPCT) (Bronfenbrenner & Marfi898; Tudge, Mokrova, Hatfield,
& Karnik, 2009). Consideration of these four cquiseand the interaction between them is

useful in capturing the diverse influences on teeetbpment of a refugee young person.

1.1.10.2Process- Person- Context- Time Model
Process, or proximal processes, refers to theenla of reciprocal interactions
between the ‘biopsychological human’ and the stirffpdople, objects) in their immediate

environment.

The concept of ‘person’ acknowledges the biologisal genetic influences on
development and emphasises personal characte(istiagich there are three types;
demand, resource and force) that influence devedopniPersonal characteristics include
temperament or motivation (force characteristicgglligence, and emotional resources,
which can also be influenced by an individual’'sex@nces. A person’s material resources
such as access to food, housing, care and educdidously also influence development
and are particularly relevant to refugee childieimgy in camps or other transient
accommodation where there is often a lack of faudlmater (demand characteristics).
Characteristics such as age and gender can inéiutbectypes of experiences a refugee may
be exposed to. For example, adolescent girls are fikely to experience sexual abuse and
violence (Miller & Rasco, 2004). This model emplsasi how personal characteristics can
influence environment as they may determine whedhmgrson has the motivation to either
flee or stay when faced with adversity. It may apply to variations in resilience, emotional
resources, and access to supports among refugeesfiplly mediating the impact of
exposure to trauma on subsequent psychologicalaawent. It also highlights how
environments, exposure to trauma and violence naaddutrition can influence personal
characteristics and impact on development.
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Context refers to the influence of environment emedlopment and involves four
interrelated systems. The microsystem is the enment where the individual spends the
majority of their time such as home, church, sclavoh the context of the transition stage of
the refugee experience- a refugee camp or a deteceintre. The mesosytem refers to the
interrelations between the various microsystemisichieg the interactions between the
people from each microsystem, for example, theactéons between the detention centre
guards or doctors with family members, or religiteeders and peers. The exosystem refers
to the environment in which the individual is natedtly exposed but which indirectly
impacts on their development- such as a polititahton in a country. Finally, the
macrosytem describes the culture or subculturéntieidual is situated in, where a group
shares beliefs and values which influence thetlifesand life-course of the individual. The
macrosystem also includes the socioeconomic statethnicity and the influence this has on
their development. This concept posits the diffeatimfluence of two macrosystems on
young people’s development. For example, two adel#s from different cultural
backgrounds may be living in the same city — orfeois a persecuted ethnic group and the
other is not. The impact this has on their intecaxst with each other and the environment
and the activities they engage in has implicationsheir development. One may be able to

attend school and the other is forced to stay home.

The final aspect of the PPCT model is time, whickrn@mwledges the interaction of
time with all the other influences or elementshedf tnodel on the way people and
environments change. This is also of particularartgnce as it emphasises the differential
impact on people from refugee backgrounds resetitirdifferent stages of life such as
during childhood or adolescence. It acknowledgdserg@l variation in developmental

trajectories at different points in time as “deyteental processes are likely to vary
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according to the specific historical events that@curring as the developing individuals are
at one age or another” (Tudge et al., 2009, p..Z0iy allows us to consider what may be
developmentally disruptive to the development céfagee young person. It also highlights
the diversity of refugee experiences and the difeermpact on development and other
outcomes. A chronological framework in additiorBimnfenbrenner’s theory allows
discussion of the distinct stressors and expergeti@ each stage can elicit and the differing
impact of these based on process, person, comdxirae. Drozdek explains the importance

of merging these concepts when considering refagdeasylum seeker mental health:

To fully understand the complexity of traumati@lévents, it is essential to frame
them in what Bronfenbrenner called “the ecologematironment” ... In building on
Bronfenbrenner's work and others, it is importanthderstand that “the ecological
environment” is a dynamic system that can change tme. In the case of asylum
seekers and refugees or other non- Western pabpléme line can include the
premigratory and the postmigratory periods, as alihe period of forced migration
and resettlement. Included in these intervals arynsecondary stressors and
intersecting variables that effect patterns of fpastatic adaptations and disposition

to the development of PTSD (Diek, 2013, p. 59).

1.1.10.3The three stage framework of the refugee experience

Keller (1975) describes the stages of the refugperéence as involving the
following: perception of a threat, decision to fl&®e period of extreme danger and flight,
reaching safety, camp behaviour, repatriationlesatint or resettlement, the early and late

stages of resettlement, adjustment and accultaradiad finally, residual states and changes
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in behaviour caused by the entire experience. Tsges sit within with the three broader

stages described; pre-migration, transition anettiesnent.

1.1.10.4Pre- migration

The literature highlights common pre-flight expeges across a variety of refugee
backgrounds and situations. High rates of pre-rtimgmaxposure to traumatic experiences
are often reported by refugees and asylum seekég iliterature (Procter et al., 2011).
Exposure to traumatic situations often charactépse-migration” or “pre-flight”
experiences. Traumatic events often witnessed merenced by refugees include forced
labour, mass killings, sexual abuse, extreme vadestarvation, torture, death/murder of
loved ones, drownings at sea, and suicide attefhptgig, Arney & Salveron, 2009; Lustig
et al, 2004).

One study found that 90% of Sierra Leon refugepsrted experiencing at least one
of the following traumas: separation from familgjtg close to death, murder of family or
friend, and lack of food, water and shelter. Ov@¥o6of participants reported experiencing
either ill health and no medical care, being ladtidnapped, or being exposed to a combat
situation (Fox & Tang, 2000).

Refugees from a range of backgrounds living in falist have been found to report
common pre-flight experiences of witnessing or egresing human rights violation,
extreme deprivation, separation from or loss ofifa@ind friends, and periods of starvation
(Lewig et al., 2009). Schweitzer, Brough, Vromaansg Asic-Kobe (2011) interviewed
resettled Burmese refugees in Australia. The nresient experiences they reported
included lack of food or water (73.5%), combatations (57.6%), ill health without medical
care (55.9%) and forced separation from family merslf45.6%). Schweitzer et al. (2006)

found high levels of exposure to traumatic evengsrpigration in a group of 63 Sudanese

31



refugees living in Queensland, Australia. All paigants reported exposure to at least one
traumatic event, assessed using the Harvard Tr&umeationnaire. Eighty five percent of
participants reported separation from family, 688d bxperienced murder of a family
member or friend, 59% had experienced lack of faod water, 28% of participants had
experienced torture and 11% had experienced rapexoal abuse. Similarly, Iraqi refugees
living in Australia reported pre-flight experienagfsbeing close to death (49.5%), lack of
food and water (42.5%), unnatural death of familjriend (41.3%), murder of family or
friend (39%) and ill health without medical carg @%) (Nickerson, Bryant, Steel, Silove,
& Brooks, 2010).

It is important to understand, in relation to the-flight stage of the refugee
experience, that the refugee is usually forcedigate, whereas the migrant may choose to
leave. This has also been described as reactioppased to proactive migration or
involuntary versus voluntary migration (Richmon@98). Kunz (1973) proposed a kinetic
model which describes the immigrant as ‘pulledttte new land, often attracted by greater
opportunity and new success, whereas the refugpadgbed’ out for fear of persecution. For
the refugee it is often the case that any destinatill suffice, whereas the immigrant has a
preferred destination (Stein, 1981).
1.1.10.5Flight

Once refugees have fled their home due to violemee or persecution and begun the
migration process, they are in the transition igghtl stage. They may enter a lengthy period
of danger and uncertainty, involving high risk joeys, refugee camps, detention centres and
ongoing experiences of trauma (Lewig, Arney & Sedve 2009). The experience of a
refugee camp may be characterised by separationtfre host population, sharing of
facilities, no privacy, overcrowding, a restrictaea in which daily life is lived, and limited

food and water (Stein, 1981). Living in a refugeenp is reported to have a negative impact
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on the psychological wellbeing of children, partasly those with a history of trauma
exposure and those who have parents who are niwigcovell (Lewig, Arney & Salveron,
2009). Stein (1981) denotes the transition stadeear the stage in which the focus is on

what has been lost, and uncertainty about thedutur

Besides the suffering, trauma and persecutiondjreadured, and the loss of loved
ones, the refugee must now face up to the lossmiland, identity and former life.
A new life in a strange land awaits. Anxiety, fdanstration and emotional

disturbance appear... (p. 324).

Keller (1975) argues that the trauma of flight progls psychological states that will
continue to affect the individuals’ behaviour inbe future. As stated earlier, many people
who are already in Australia including those wheviously arrived by sea or air, make
applications for protection (DIAC, 2012). The vasjority of asylum seekers are held in
detention facilities throughout Australia and otishin Nauru and Papua New Guinea

(PNG), while their claims are being processed.

Research conducted by Green and Eagar (2010) amgaet of detention centres in
Australia on asylum seeker health found that thdse had been detained for longer than a
year suffered higher rates of MH problems and tivese problems became more severe the
longer they lived in detention. Their research ssfed that those in detention suffer greater

levels of trauma than those not detained (Lewige&r& Salveron, 2009).

The importance of this research is of ongoing @hee as the issue of asylum seeker
mental health and the impact of immigration detantiontinues to receive great public
attention In February 2014 the Human Rights Commission (HRG)ched the National

Inquiry into Children in Immigration Detention. Ate time there were 983 children in
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detention facilities across Australia and Naurupb#hom were unaccompanied and 128 of
whom were babies born in detention (HRC, 2014)nFdanuary 2013 to March 2014 there
were 128 reported incidents of self-harming bydreih in detention. Dr Peter Young, the
former director (2011-2014) of the mental healtbgoam for International Health and

Mental Services (IHMS), the health service proviiderthe detention centres, gave evidence
for the inquiry which suggested that the rate ohtakehealth problems among child detainees
is 30% greater than children in the Australian papon (HRC, 2014). This, considered
alongside the factors impacting developmental auoaccording to Bronfenbrenner’s
theory help us understand possible mental heatttomes and increased vulnerability when

children and young people are exposed to such iexpes in the flight and transition stage.

1.1.10.6Post Migration

A considerable amount of research has focusedeopdkt-migration or resettlement
phase of the refugee experience. It is generaky@eledged that adjustment to a new
country, culture and language poses many diffiesltMigrants in general experience major
challenges in this area, however, refugees hadedbwith the additional challenges of
forcedmigration. For refugees, resettlement often resaltoss of identity, social status,
education and employment status, and loss of famuilgure, and community which in turn
has the potential to lead to poverty, social exolusand further marginalisation (Beyer &
Reid, 2000; Brough, Gorman, Ramirez, & Westoby,20Q Milner & Khawaja, 2010;

Sowey, 2005).

Stein (1981) categorises the resettlement pran&s$our stages. During the initial
arrival period of the first few months many refuge@ll be confronted by the reality of what
has been lost. For example, those who have comedrhigh occupational or social status
may now face being a part of a minority and pogsiipoverished. They may struggle with
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loss of culture, identity and habits, and expemeditficulties within the family as traditional
roles may be challenged. For example, women mayremme work and children may not
adhere to traditional behaviours. Nostalgia, degio, anxiety, guilt, anger and frustration
may appear or increase throughout this periodr§S1€181). Secondly, Stein suggests that
throughout the first two years of resettlement maaiygees demonstrate an attempt to
succeed in their new life, to ‘rebuild’. Accultuiat, language improvement, retraining
programs, hard work, and determination often charae this period. After four to five
years a major part of adjusting to a new culturelbeen completed and less change occurs
after this pointFinally, a decade or more later, Stein suggestanthay refugees reach a
more stable stage of resettlement. Of coursejgliependent on multiple other influences
including those which impact developmental processeh as those highlighted by
Bronfenbrenner's model, as well as the influenceaofier stages of the refugee experience

and access to opportunities, support and resodroasy resettiement.

Research has consistently shown that specific feetocountered in each stage of the
refugee experience place refugees at significaktaf developing MH and AOD problems
(Beyer & Reid, 2000; Brune, Haasen, Yagdiran, &tB8s2003; O’shea, Hodes, Down, &
Bramley, 2000; Sowey, 2005; Teesson & Burns, 2004¢. literature also suggests that
psychological distress as a result of a turbulegtation experience, in turn places refugees
at increased risk of substance misuse (Sowey, 2008)idea that refugees may be at risk of
developing comorbidity as a result of their refugaekground and resettlement experience,
and the implications this has for formal suppoekseg and access to adequate service
provision, is in need of further investigation. $kill be the focus of the following chapter-

Chapter Two: Paper One.
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1.1.11 Refugee background clients: A priority area?

Whether or not providing services to individuaksnr refugee backgrounds is
considered a priority area varies across poliaesfeEameworks in AustralidAt a national
level, The Fourth National Mental Health Plan (2@&@8.4) mentioned refugees only once,
stating that they are a group with complex needswshould be acknowledged and
addressed. It further states that front line wakexed “an appreciation of the issues facing
particular groups such as refugees” (p.35-36). Nagonal Drug Strategy (2010-2015) made
no specific mention of refugees, however did ackedge that Culturally and Linguistically
Diverse (CALD) groups “may have higher rates of{lb®@] at higher risk of drug use” (p.7).
The National Standards for Mental Health Servi@&d Q) states that services must take into
account the cultural diversity of consumers (Stathdour: Diversity Responsiveness)

(Department of Health and Ageing, 2010).

At a state level, the current South Australian Méhtealth and Wellbeing Policy
(2010-2015) states that CALD communities are adfjityi area” and that there is a need to
understand the possible effects of resettlementl@ndefugee experience on mental health
(p.11). It further emphasises the need to incréss@volvement of CALD consumers and
representative organisations in service desighivelgland evaluation in order to inform
culturally appropriate mental health care and imprbealth outcomes. Conversely, the
Social Inclusion Action Plan for mental health mafon SA (2007-2012) did not mention
CALD, migrant, non-English speaking background (BESr refugee clients in the plan.
The South Australian Mental Health Act (2009) sdteat as a guiding principle, a person

should receive ‘culturally appropriate care’. Altlgh refugees are not receiving a great deal
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of attention at a policy level in South AustraliaAustralia, the extent to which their needs

are being addressed by services in our study regquires evaluation:

While there are many positive statements of pahegnt in relation to immigrant and
refugee communities in national mental health pedi@and strategies there is virtually
no reporting by Commonwealth or State and Terrigwyernments of whether
policies that are relevant to immigrant and refugemmunities are effectively
implemented. It is not possible, on the basis efdata collected, to determine
whether immigrant and refugee communities are limgfrom the mental health
system reforms that are being actively carried ©aé majority of Australian mental
health research does not adequately include immtignad refugee samples. (Minas et

al., 2013, p. 2).

Colucci, Minas, Szwarc, Paxton, and Guerra (2@bhducted a two-stage national
survey to develop an Australian mental health reseagenda concerning people from
refugee backgrounds. During stage one they sudveyeesearchers, health policy makers
and refugee health and mental health service peosid’he second stage involved another
survey and condensed the research domains thatowegirally suggested by participants in
stage one. Thirty nine of the original 51 particigacompleted the second survey. These
findings determined the key research prioritiesedehincluded studying the prevalence of
mental health problems in refugee clients and rekaato factors which promote resilience
and successful re-settlement. Additionally, angaoticular relevance to the present study,
research concerning mental health service delimadydesign for refugee clients was
determined to be a research priority in Austrdhiarther, research investigating how existing
services can be adapted and extended to suit &us roé refugee clients was considered a
priority.
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The present study

1.1.12 Aims and research questions

Based on the gaps in knowledge described in thewepaper presented in Chapter
Two, the following aims were generated. Broadlys tiesearch aims to explore comorbidity
in resettled refugee background youth living inthern metropolitan Adelaide, South
Australia. More specifically it aims to investigdéetors which place refugee young people
at risk of developing MH and AOD problems, the tdradjes faced by refugee young people
with comorbidity, and the response of the servtoasis client population. This project also
aims to identify barriers and facilitators to etfee service provision for young refugee
background individuals with comorbidity. This israowith the intention of identifying ways
in which we can improve the provision of servicesihd outcomes for this particular

population.

This study seeks to answer three main researchiopgs

1. What are the aetiological and risk factors whiaudl¢éo young people from refugee

backgrounds developing mental health and alcohdlotimer drug problems?

2. What are the biggest challenges for young peopla frefugee backgrounds with
comorbidity and how do these impact service prowai

3. What are the barriers and facilitators to effectudturally responsive service
provision for young people of refugee backgrounthwomorbid mental health and

alcohol and other drug problems?

1.1.13 Organisation of the thesis
This thesis is a combination of a conventionalithasd a ‘thesis by publication’.

This results in some chapters being written iraditronal format (Chapters One, Three and
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Seven), some being presented as published papeegimeviewed academic journals

(Chapters Two, Four and Five) and manuscripts stiédnior publication (Chapter Six).

The thesis contains seven chapters; Chapter Gumeirgroductory chapter which
introduces the focus and defines key terms. Chapteris a published paper summarising
the relevant literature. Chapter Three briefly dibss the methods used in this research.
Chapters Four, Five and Six present the findingsifthe research and are in the form of
manuscripts either published or submitted for mation. Finally, Chapter Seven is the
conclusion which provides an overall summary ofrtian findings of the project and
considers the strengths, limitations and possiltieré directions. The appendices contain an
additional publication generated from this reseavbich focused on ethical issues
encountered in the larger CAN study, a report cornng effective therapeutic interventions
for refugee and asylum seeker clients producedhéydsearcher for an organisation which
provides treatment for refugee and asylum seekeiveus of torture and trauma, and one

other published paper related to the CAN researcjeqt as a whole.

1.1.14 Conclusion

This chapter has outlined the context of the reseproblem. Key concepts have
been defined and the significance of comorbiditygg region, and refugee experience with
the focus on young people, has been presentedchiiiger has begun to highlight the gaps
in knowledge and provide a context and rationaldle present research. The following
chapter (Paper One) continues to review the egditierature. Finally, the study aims and

research questions were presented and the organisthe thesis was explained.
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2. Chapter Two: Paper One

Mental health and drug and alcohol comorbidity in young people of refugee
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3. Chapter Three: Methods

Introduction

This chapter briefly describes the philosophicalenpinnings of this research and the
methodological approach used, that is, elemenraspairticipatory action research (PAR)
framework. This is followed by the rationale foinga mixed-methods approach. Finally,
ethical considerations are presented. This chapies not discuss the study methods as
information about procedures (sampling, participaahd data collection and analysis, as
well as research rigour and validation checkingégues) is presented in the papers which

comprise Chapters Four, Five and Six.

Scaffolding the research

In order to meet the objectives of this researshgudlined in Chapter One, and
explore service provision for young resettled refegywith comorbidity, the perspectives of
both young people from refugee backgrounds andcseproviders were sought. This
required a framework which emphasised community bexsi knowledge and involvement
in the research. Although it was beyond the scdpki® research to implement a full cycle of
a PAR study and conduct and evaluate an interveti@ction component, the
methodological framework chosen incorporated elémeha PAR approach in order to
maximise the involvement of the community. Furtlikis research enabled the use of both
qualitative and quantitative methods of data gei@rand had theoretical underpinnings in
critical theory and constructionism. Table 3.1aséd on Crotty’s (1998) basic elements of
research and depicts the perspectives and appmoadtieh form the structure of this

research.
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Table 3.1:Underpinnings of the research

Epistemology Theoretical Methodology Methods
perspective

Constructionism Critical Theory Participatory Actio Mixed-methods:
Research (PAR) Survey and semi-
structured
interviews.
Statistical and
Thematic analysis

Personal influences

As this research largely emphasised qualitativehotitlogy, it is important to
acknowledge the theoretical ideas which influenoedduring the development of this
research project and in the analysis and interfietaf data. Qualitative research requires
the researcher to acknowledge any potential bidsanstantly reflect on and consider how
such biases might be impacting on the researchtherefore important to draw the reader’s
attention to these considerations. First, the Yalhg discussion of the theories which
influenced my perspective go some way in allowimg reader to understand the context in
which this research was conducted. Secondly, dihegecond year of my candidature, |
gained employment as a Counsellor/ Advocate farget and asylum seeker survivors of
torture and trauma. Therefore, in the writing a$ ttissertation | had both clinical and
research experience in the area of service provisiorefugee clients. It is important to
understand these influences - not only in relatiopotential bias but also regarding the
possibility that these experiences may have erdiemel strengthened my understanding of
the area. | believe my clinical experience madebateer informed regarding some of the

issues that refugee communities living in northkdelaide faced. | heard many stories of
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people trying to get help and wanting to be beiteterstood and accepted. Additionally,
being a part of the main specialist mental heatliise for refugees in Adelaide made me
more aware of the way mainstream services wergging to engage refugee background
clients. As a result we were inundated with refsrthat were often not necessarily
appropriate for our service, for example, whereitiokvidual did not have a history of torture
or trauma. Consequently, we sometimes had waistg) Which lasted over 12 months. It
became clear to me that many of the referring sesvcould have handled such clients had
they had the necessary resources and knowledgealQwey role as a counsellor intersected
well with my research and | believe the study wascbed as a result. In the papers that
make up Chapters Four, Five and Six, it is disaigssv biases were addressed and research

integrity was ensured.

Constructionism

Theepistemological position of a researcher formspiéosophical basis of a
research project and is therefore important to eskedge as it impacts aspects of the
research such as the methodology and methodsaseg|l as how the data is analysed and
interpreted (Crotty, 1998). Constructionism undesghis research as it is believed that
knowledge is socially constructed from people’sfattion with each other and their world,
and therefore developed within a social and culiwwatext. A constructionism approach
emphasises our dependence on culture and contdixetd our behaviour and give meaning
to our experience (Crotty, 1998). As was explore@hapter One through discussion of
Bronfenbrenner’s and Morris’ (1998) theory, thigian is highly relevant to understanding
the refugee experience and the impact of cultudecamtext. Constructionism was selected
as a guiding philosophy over constructivism. Cargdtonism differs from constructivism as

the focus of meaning making includes consideratiotme collective generation of meaning
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rather than focusing on meaning making of the ildial mind, as is the case in
constructivism (Crotty, 1998). Constructionistsagise the influence our culture has on us
and on our perspectives and experiences of thalwddwever, constructivists emphasise
each individual's unique experiences. Whilst natydieg the importance of an individual’s
experience in understanding a phenomenon, privilegommonalities and a collective
generation of meaning was of great relevance sorédgearch (as was explained in section
1.1.9 ‘The refugee experience’). Constructionisspauggests that moving from one culture
to another, “provides evidence enough that strikinjverse understandings can be formed
of the same phenomenon” (Crotty, 1998, p.47). Ehigrticularly pertinent to this research
as differing conceptualisations of health, menéallth, and substance use, as well as
differing definitions and understandings of treattheare, and recovery, were of significant

interest.

Critical Theory

The philosophical and theoretical perspective aqugdhis project is influenced by
critical theory. Similar to constructionism, craictheory views the social world as constantly
being constructed through human interactions aecktbre understood through the
perspectives of people involved in meaning-makictgpas (Bohman, 2013). However, it
further suggests that for change to eventuateciatyanust reflect on its problems, so as to
identify solutions and do so in a practical as \asltheoretical way (Crotty, 1998; Reeves,
Albert, Kuper, & Hodges, 2008). This is consistetth the aims of the present research. The
critical theory paradigm posits that knowledgeas universal but rather, is created and that
the creation and interpretation of knowledge iseshglent on language (Campbell & Bunting,
1991). Therefore research guided by critical theaxplores the knowledge which is created

by those individuals’ being studied, and the lamguased to communicate that knowledge
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(Campbell & Bunting, 1991). Thus, interviews are@docted and meaning emerges from the
interaction of both the participant and the redearcThis is different from phenomenology
where the researcher focuses on simply describmgarticipant’'s meanings. An additional
level of analysis and interpretation is requiredritical theory and is not simply descriptive
(Campbell & Bunting, 1991). Critical theory evolv&dm the Frankfurt School in Germany
and was based on the ideas of Marxism (Carr & Kesng003; Kincheloe & McLaren,

2005; Reeves et al., 2008). Critical theorists vegiginally concerned with issues of
domination and oppression in society and it isiig reason that elements of this theory are
applied to this research (Reeves et al., 2008).idéwethat dominated or marginalised groups
exist in our society whose interests are not barstesl by current societal systems and
structures is an assumption of critical theory ambtion that this research sought to

consider.

Consistent with the ideas of the principal researam this study, critical theorists aim
to confront injustices in society and are interésteunderstanding the complexities and
interconnections between different types of oppoes&g. class, race, gender) (Crotty,
1998). As Kincheloe and McLaren (2005) state “caltitheory is never static; it is always
evolving, changing in light of both new theoretigaights and new problems and social
circumstances” (p.306). The present research wasecned with a relatively new problem.
That is, how best to provide support to a groupaeing individuals who have experienced
forced migration- an injustice confirmed by meetihg UNHCR definition for refugee, who
are now residing in a particularly disadvantagegiom in Australia. Therefore it was
appropriate to apply critical theory to the preseisearch. Consistent with the aims of the
study, critical theory seeks to identify factoratttimpede empowerment or success within a

society, and emphasises engagement and consuhétiothose individuals who potentially
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possess less power. In other words, research gbidedtical theory “must explain what is
wrong with current social reality, identify the axt to change it, and provide both clear
norms for criticism and achievable practical gdafssocial transformation” (Bohman, 2013,
p.1). This enables solutions to be grounded ircdmamunity’s or consumer’s experience and
knowledge. In the context of this research, thepse is not simply to determine the
problem but also aims to identify the favourablpesss, or facilitators which are more
conducive to successful outcomes. This is in ot@rform and transform the community
and specifically, comorbidity services for refugeeith, for the better (Reason & Bradbury,

2006).

Methodology: Participatory action research

Participatory action research (PAR) was develope@ttando Fals Borda with the
aim of producing research anywhere in the worldcitsolved unique local problems with
local knowledge and resources (Kamberelis & Diradis, 2005). Freire, a well-known
critical theorist who emphasised researchers nuligtimmerse themselves in the
community in order to understand the problem (Erei®©72), influenced the PAR movement
(Kamberelis & Dimitriadis, 2005). Like critical tbey and constructionism, PAR is interested
in the social processes and interactions in cotkbha@ learning and encourages people to
join together to remake the practices in which timgract. Habermas, another well-known
critical theorist, called this “opening communiwvatispace” (Kemmis & McTaggart, 2005, p.

563).

By incorporating the guiding philosophies of critheory and constructionism, the
methodological framework of this research additityndrew on principles of PAR. To put it
simply, PAR is a methodology of social, collaborafiand phase-based investigation of a

problem (Kemmis & McTaggart, 2005; Reason & Bragh@006). As its name suggests,
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participation and action are the two key conceptslved. The participation component
stipulates that the research is a participatorggss involving collaboration with the
community of research interest (Kemmis & McTagga@05; Reason & Bradbury, 2006).
The action component proposes that research shoudtve an action which seeks to
stimulate change in that community (Kemmis & McTadg2005). The aims of PAR can be

summarised as follows:

One aim is to produce knowledge and action diracslyful to a group of people
through research, adult education or socio-poliacéion. The second aim is to
empower people at a second and deeper level thithegbrocess of constructing and

using their own knowledge (Denzin & Lincoln, 2008, p. 271).

The present research sought to address the fitkesé aims and emphasised the
collaboration and participation of community andtiggpants. A traditional PAR study
would involve the implementation of an interventimn‘action’ based on the knowledge
generated in an earlier phase. It was beyond thgesof this study to implement an
intervention based on the findings or to subsedyeetiect on or observe the impact of such
an action. Despite not being able to implemenbactaspects of PAR corresponded well to
the research aims and underlying guiding philosegrand were therefore selected and
applied to this research. Community involvement emashmunity meetings were a large
component of this research and are a particularportant aspect of PAR as they served to
identify issues, reclaim a sense of community, nskese of the information collected, and
reflect on the progress of the project (Reason4LI2AR differs from other forms of action
research in that the involvement of ‘ordinary’ pkois central, whereas in other forms of
action research it is generally the ‘experts’ antsile parties who determine what problems
to address. In PAR, members of the community osdldirectly involved in the problem,
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assist in deciding the core objectives of the nese@ark, 2001). In addition, in PAR,
participants, or those involved in the problem|almbrate at any stage of the research- during
design, data collection, analysis and interpretiatibfindings, or in forming conclusions.
Giving a voice to concerned individuals, allowsitlperspectives to become known and
leads to the generation of knowledge through re@iaqPark, 2001; Reason & Bradbury,

2006).

This research initially involved a number of cdltetions with community members
who collectively formed an advisory group. Earlythe study, this advisory group assisted
with establishing, guiding and advising the reseaygestions and study design, and then
facilitating recruitment opportunities (Park, 20Reason, 1994). Later in the study, this
advisory group merged with an already establistediork of service providers and
community members. | was a co-facilitator of thegswork and involved in the coordination
of network meetings. Drawing on PAR methodologyséd this group as an avenue to share
the knowledge produced throughout the project batke community. This way, the
information produced and shared was immediateljulise those involved in the
community. Further, being a co-facilitator of thetwork, combined with my own clinical
work, immersed me in the topic and provided a new wf understanding the situations
faced by all who work and seek help for problemthia space. Figure 3.1 depicts the
phased PAR process of the study. Community invoergralso enabled the continuation of

community development regarding this topic oncerédsearch project was finished.

Additionally, as | engaged with the refugee youdntigipants, | was able to provide
them with knowledge of mental health and substaiseeissues, available services, and other
information not readily available. This was in dtempt to empower individuals and
encourage social advocacy through the sharing @iviatdge.
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Phase 1: Engage with community. Attend events, meet
with community members, form advisory group, form
study focus, develop target questions, develop
interview schedules and recruitment plan with advice
from advisory group (duration 1 year)

Phase 2: Data collection: Interviews with refugee youth,
interviews with service providers. Administration of
survey. Continue attending various events and meetings.
Continued involvement with and co-facilitation of CALD
action group. (duration 2 years)

Phase 3: Dissemination of study findings via focus
group, seminar, CALD action group, CAN advisory
meetings and CAN research team meetings (this was
also occurring after preliminary findings were revealed
in Phase 2). (Duration 9 months- overlap with phase 2)

Figure 3.1:PAR phases of this research

Finally, PAR can incorporate diverse methods ohgahg data, both qualitative and
quantitative. The following section describes hathbtypes of methods were used in order
to produce knowledge by including a variety of smsrand methods of data generation

(triangulation).

Methods: Research Design: Mixed methods

This project used a mixed-methods design, thahésuse of both quantitative and
gualitative research methods to collect data. Asetinas been debate in the literature
concerning the appropriateness and validity of ohireethods studies, at the outset of this
project, the advantages and disadvantages of mpargdigms were considered. Researchers
have argued that as qualitative and quantitativadigms rest on different assumptions,
combining methods is inappropriate (Cameron, 2@8@swell & Plano Clark, 2011;

Tashakkori & Teddlie, 2010). However, others mamthat combining quantitative and
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qualitative approaches can be more powerful tharguesther on their own as drawing on the
strengths of both approaches provides richer, ralafgorate data (Tashakkori & Teddlie,

2010).

Clark (2000) states that quantitative methods aedine researcher to be value-free
and separate to the topic that is being reseanvhedeas qualitative methods assume that the
researcher interacts with the research topic absts and brings certain values and
assumptions to the research. However, it can heedrthat even the quantitative researcher
brings values and assumptions to the researchebgahof choosing a field of study and
which analyses to conduct, which may indicate tagetevel of bias (Crotty, 1998).

Creswell and Plano Clark (2011) suggest that rekeas should consider using different
assumptions within each phase of a mixed-methamy skor example, when the researcher
is conducting the quantitative component of thelgtthey may begin with a positivist
perspective to measure variables and conducttgtatianalyses. Then during the “qualitative
phase of the research which values multiple petsgscand in-depth description, there is a
shift to using the assumptions of constructivis@rgswell & Clark, 2011, pg 83). This
approach would be most relevant to a study in wthehquantitative component was driven

by a theory.

This research was exploratory rather than expetiahand did not seek to confirm a
theory, did not require variables to be controliall did not intend to produce generalisable
findings. Instead we sought to develop a more cetepinderstanding of the research topic.
Therefore, the paradigm and philosophical undeipgsichosen and described, and the use
of both survey and interview data were appropfiatehis type of mixed-methods research.

As Tashakkori and Teddlie (2010) state, “a vargdtparadigms may serve as the underlying
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philosophy for the use of mixed methods” and unsiecessary to endorse only one paradigm

and exclude those whose conceptual orientationdifiezent (p. 9).

Creswell (2003) states that a mixed-methods dasigeeful and advantageous when
seeking to best understand a novel research proklesswell and Plano Clark (2011) argue
that researchers should design their mixed metbuaies with at least one clear reason as to
why they plan to combine methods. There were maltipasons | chose to employ a mixed-
methods design. Firstly, triangulation allows foneergence and corroboration of results
from different methods and different perspectiasyell as highlighting divergent findings.
Triangulation enables the researcher to be corffidethe validity of the results if similar
findings are emerging from different sources (ivieawvs and survey), and groups of people
(service providers and refugee youth) (Cameron9p(econdly, completeness, which
refers to the idea that combining methods will gateea more comprehensive account of the
research topic, was also a reason to utilise mmxethods. Finally, similar to triangulation, it
was argued that employing mixed methods will enkahe credibility of the findings. In
summary, these methods of data generation (intesvénd survey) allowed a large amount
of information concerning the views and knowled§@articipants to be gathered from

various sources and through various means (Cam2009).

Mixed methods can be sequential, concurrent, osteaimative in their design and
can either involve equal weighting of both methodemphasise one method over the other
(Creswell & Plano Clark, 2011; Tashakkori & Tedd2®10). This research utilised a
sequential exploratory design and prioritised opkasised the qualitative component
(Cameron, 2009; Terrell, 2012). In sequential desighe research is conducted in two
distinct phases and the collection and analyseneftype of data occurs before the collection
and analysis of the other type of data (Camerod92CGreswell & Plano Clark, 2011). Figure
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3.2 depicts the phases of an exploratory sequenii@d methods design and which methods

were used to generate the three research papees. Rao reported on purely qualitative

aspects of the research, Paper Three reportedaditadjve data which had also been

quantified for the purposes of comparison and disicun and finally, Paper Four reported on

and integrated both qualitative data and quantgadata.

Qualitative data - Quantitative .
collection Builds ta/ \I data collection |" Interpretation ]|
interviews infarms -.

[ _] and J (survey) ?nd o Y,
analysis — analysis —
Paper 2 bapera
Paper 3

Figure 3.2:The use of exploratory sequential mixed methodgyde Figure adapted from
Creswell and Clark (2011)

As will be described in the papers comprising CaepFour, Five and Six, the
gualitative data were analysed using thematic aimlriefly, thematic analysis is a way of
identifying patterns in the data and interpretingse patterns in relation to the research topic
(Braun & Clarke, 2006). Using the process of thecraxtalysis described by Braun and
Clarke (2006), data analysis followed six phasg$ariliarising yourself with your data, 2)
generating initial codes, 3) searching for themgseviewing themes, 5) defining and
naming themes, and 6) producing the report. Thensgmesented in the subsequent chapters

will provide detail regarding how the validity ancedibility of my analysis was ensured.
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Ethical considerations

A number of ethical considerations were raisedhatnitial stage of the research and

plans were established in order to minimise angl problems.

There has been discussion in the literature abetitodological and ethical
considerations of conducting research with vulnkergboups such as refugees and displaced
populations (Dyregrov, Dyregrov, & Raundalen, 20Blitaway, Bartolomei, & Hugman,
2010; Schweitzer & Steel, 2008). These considaratrange from common difficulties in
conducting research with refugee population sualeasitment difficulties due to fear and
distrust of researchers, to ethical concerns ssgatticipants feeling that they are

excessively researched yet the promised changes neeur (Pittaway et al., 2010).

In a paper titled “'Stop stealing our stories’: Téthics of research with vulnerable
groups”, the authors document many ethical chadienigvolved in researching refugee
populations and discuss a framework which can bswted in order to minimise such
ethical dilemmas (Pittaway et al., 2010). Althoulyd paper was primarily concerned with
research taking place in international refugee cspme of their recommendations apply to
research in Australia. They emphasise that reseegcieed to consider and negotiate the
reciprocal benefit of the study and justify thee@sh by its benefit to the community. The
PAR approach adopted in my research facilitatecudision of this issue and it was
concluded that the potential benefits to the comtyyuastified the need for this research. In
fact, it was discovered through discussions withabmmunity that refugee youth were a
somewhat neglected group in the region of inteRittaway et al (2010) recommend that
researchers choose a methodology that collecteniafiion “from vulnerable populations in a
way that is empowering, not harmful or exploitafigad which has the potential for bringing

about social change” (p.247). This statement alpparts the use of PAR principles of
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collaboration, knowledge sharing, and empowerm@ne study has shown that conducting
research with traumatised or bereaved refugee ptpns can be beneficial to the
participants who rated the overall experience agtige (Dyregrov et al., 2000). This is
consistent with research which has suggested hiaaing distressing stories with a researcher

can have a healing effect (Cook & Bosley, 1995).

Other ethical concerns which were considered mrsearch related to practical
aspects of the research and consent processyFostparticipants in the youth sample and
for whom English was a second language, a two-stagsent process enabled participants to
decide whether they were comfortable with the candé the interview and the level of
English required to participate. Participants wasked if they would like to stop the
interview or continue after having participated & minutes. No participants withdrew
from the interview. All research participants werrmed that they were free to withdraw at
any stage of the research. Participants wereessouraged to let the researcher know if
they wanted to take a break, skip a question draseor reschedule the rest of the interview

for another occasion.

Secondly, although it was not anticipated thatipg@ants would become distressed as
a result of taking part in this research, inititdieal considerations required procedures to be
put in place in the event of this occurring. Adeguame was allocated to each interview in
order to allow sufficient time to build rapport,nmhuct the interview in a sensitive manner
and allow time for debriefing and a more casualessation on completion. | conducted all
of the interviews and have previously been traineahd had over two years of experience
conducting interviews with populations who haveerignced torture and trauma.
Additionally, as mentioned, | was concurrently wiakas a counsellor for refugees who
have experienced torture and trauma and theredbriaterviews were conducted in a

67



sensitive and cautious manner. As part of the Pg{itaach, by interviewing and involving
the young people in the research it was possibtedeide information about mental health
symptoms and substance use and provide informatiomhere they are able to go for help
and support if required. If it was required, reféprocedures were put in place. This was
only necessary on one occasion and was unrelatbe iaterview itself. Rather, the
participant indicated he wished to seek mentalthealpport and asked me to facilitate this
process. | was trained in suicide risk assessmehirgervention if any participants began to

display signs of or speak of any intention to hénemselves. However, this did not occur.

Thirdly, as this study included young people ag2d & years we needed to obtain
parental consent for those under the age of 1&y&&ae purpose, significance and risks of
the study were outlined on participant informatshreets and consent forms which the
parents or guardians were required to read and Aigmugh this consent process was
approved by the Human Research Ethics Committegd concerns regarding the utility of
English information sheets given that these docusmere not translated into other
languages due to financial constraints. Fortunatalyinvolvement in the community
enabled me to meet many of the parents, guardiafasnily members of the participants
who were under the age of 18 years. Therefore logafident that this ethical concern was
minimised and through my own verbal and follow-@mgent process during the interview, |
believe that there was no coercion of participaflisparticipants were informed of the
reasons for the research and were assured thafdineation provided was to be kept

confidential.

3.3.1 Human Research Ethics Committee
Ethics approvals were obtained from The Women’s@hitdren’s Health Network Human
Research Ethics Committee and the University ofl&ide Human Research Ethics
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Committee. The process of obtaining ethics apprimrathis study and the CAN parent
project led the researchers to observe some ititegetiscrepancies between what was
required for studies involving refugee participaautsl studies involving Aboriginal
participants. These observations, along with @ecéithn and critique of the ethical review
process was documented in a paper published intdietealth and Substance Use’ titled
‘Ethics overload: Impact of excessive ethical rew@n comorbidity research’ (Posselt et al.,

2014). This paper is presented in Appendix A.

Conclusion

This chapter has discussed the theoretical andgaphical underpinnings of this
research (constructionism and critical theory),l@xed the use of PAR methodology, and
provided a rationale for the use of a mixed mettagmwoach. This chapter concluded with a
discussion of ethical considerations. The followpapers will describe the materials and

methods used within each phase of the research.
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Improving the provision of services to young people from refugee backgrounds with

comorbid mental health and substance use problems: Addressing the barriers

Abstract

South Australia (SA) has resettled 151,134 refugees in the last ten years (Department
of Immigration and Border Protection, 2014). Northern metropolitan Adelaide, an area which
experiences significant social disadvantage, has received a significant number of
(predominantly young) refugees. Research indicates that refugee youth are at elevated risk of
mental health (MH) and alcohol and other drug (AOD) problems. These factors, along with
the low socio-economic status of northern Adelaide, the number of refugee youth residing
there, and the added complexity of treating comorbid MH and AOD problems (comorbidity)
prompted this research. We investigated the barriers and facilitators to culturally responsive
comorbidity care for these youth and whether the MH and AOD services were equipped to
provide such support. This mixed-methods study employed semi-structured interviews with
refugee youth and service providers and an online survey with managers of services. Thirty
participants (15 refugee youth, 15 service providers) took part in the semi-structured
interviews and 56 (40 complete, 16 partially-complete) in the survey. Thematic analysis of
the interview data revealed the most commonly reported barriers related to four broad areas:
(1) organisational and structural, (2) access and engagement, (3) treatment and service
delivery, and (4) training and resources. Survey data supported the barriers identified in the
qualitative findings. This research highlights significant gaps in the response of MH and
AOD services to refugee youth with comorbidity. Based on the findings, ways of overcoming
the barriers are discussed, and are of particular relevance to policy makers, organisations and

clinicians.

Key words: Refugee, youth, comorbidity, service provision, mental health, substance use



Background

Comorbidity is defined as the existence of one or more clinical conditions (Allsop,
2008). However, the use of the term comorbidity in this research refers exclusively to the co-
existence of mental health (MH) and alcohol and other drug (AOD) problems (also
commonly referred to as dual diagnosis or co-occurring disorders). Comorbidity is prevalent
among the general population of Australia and treatment for individuals with comorbidity is
often complicated by a number of challenges relating to detection, diagnosis and treatment,
including the separation of MH and AOD service sectors (Allsop, 2008; Australian Institute
of Health and Welfare, 2005). While we have a growing understanding of the implications of
these challenges for treatment of individuals in the general population, there is little
knowledge concerning how these issues may impact on individuals from refugee

backgrounds.

The Significance of Comorbidity

The actiology of comorbidity is complex. Researchers suggest there are three main
explanations as to how comorbidity occurs; that causal relationships are either direct or
indirect or that common reasons lead to both conditions developing (Allsop, 2008; Jacobs,
Cahill, & Gold, 2005). Establishing the cause of comorbidity and determining which disorder
came first may be useful in understanding the development of the problem, which can
therefore be addressed during treatment (Allsop, 2008). However, regardless of causal
relationship, it is understood that each condition assists in maintaining or exacerbating the
other and that addressing both conditions is critical (Mills et al., 2008). Research has
consistently reported that individuals with comorbidity experience poorer prognoses,
premature mortality, higher rates of suicide, a more severe illness course, greater burden of
disability, difficulty obtaining correct diagnoses, greater difficultly accessing effective

treatments and greater use of health services than those with only one disorder (Holt et al.,



2007; Merkes, Lewis, & Canaway, 2010; Mills et al., 2008; Teesson & Burns, 2001). Many
reports and guidelines have been produced in an attempt to improve the outcomes for
individuals with comorbidity. The majority of the literature states that integrated and
coordinated treatment models addressing both conditions (usually concurrently) are
necessary, see, for example, Allsop (2008), Donald, Dower, and Kavanagh (2005), de
Crespigny and Talmet (2012), and Gordon (2008).
The Prevalence of Comorbidity

Large-scale prevalence studies have reported high rates of comorbidity. For example,
the National Comorbidity Survey in the United States found that in a sample of 8,100 people,
41-65% of people with an addictive disorder also had at least one mental disorder and 51% of
those with a mental disorder also had at least one addictive disorder (Kessler, Nelson, &
McGonagle, 1996). In Australia, MH problems are prevalent among clients of AOD services
and AOD use is more common among those with MH diagnoses than in the general
community (Allsop, 2008; Australian Institute of Health and Welfare, 2005). For example,
the 2013 National Drug Strategy Survey found that the prevalence of mental illness was
greater among adults who had used illicit drugs within the past 12 months (21%) or past
month (24%) than those who had not used (12.6%) (National Drug Strategy, 2013).
Comorbidity is also an important issue among young people in Australia. According to the
most recent Mental Health and Wellbeing Survey (2007), 26% of young people (aged 16 -24
years) had a recent (within the past 12 months) mental disorder and 13% reported a recent
substance use disorder (Australian Bureau of Statistics, 2007). Young people with a recent
mental disorder (36%6) were five times more likely than those without mental disorders (7%)
to have misused drugs in the previous year. Further, large proportions of those with mood
(37%) and anxiety (32%) disorders reported misusing drugs within the last 12 months. The
most common substance use disorder found among young people was harmful use of alcohol

(9%) and 57% of those with a recent mental disorder reported consuming alcohol at least



weekly compared to 35% of those without a mental disorder. Like most prevalence surveys,
refugee background was not measured and it is therefore difficult to determine the extent to
which these findings are likely to be generalisable to young refugees in Australia.

Instead, we draw on studies considering rates of MH conditions among this population
and other research investigating the risk factors of developing AOD problems. Research
indicates that refugee young people are faced with multiple risk factors pre-, during and post-
migration, placing them at risk of MH and AOD disorders (Henley & Robinson, 2011;
Horyniak et al., 2014; Olliff & O'Sullivan, 2006, Refugee Council of Australia, 2009,
Schweitzer, Melville, Steel, & Lacherez, 2006; Sowey, 2005). Research has reported high
rates of PTSD, depression and other psychiatric problems among refugee groups. For
example, prevalence studies concerning refugee young people have reported that rates of
PTSD vary from 19-54% and rates of depression vary from 3-30% (Bronstein &
Montgomery, 2011). Further, there are well-established links between PTSD and AOD
disorders (Australian Centre for Posttraumatic Mental Health, 2013), as well as between
socio-economic disadvantage and AOD use among migrant populations (Beyer & Reid,

2000; Reid, Crofts, & Beyer, 2001).

Service Utilisation

Many individuals with comorbidity do not access treatment or support for their
problems (Stohler & Rossler, 2005). This is reported to be the case for young people in
Australia (Australian Bureau of Statistics, 2007; Szirom, King, & Desmond, 2004) and for
culturally and linguistically diverse (CALD) individuals across the lifespan (Malak, 2001). In
Australia, only 23% of young people in the general community who reported having a MH
problem in the previous 12 months had accessed a service within that time period and young
people with AODs were even less likely to have accessed formal support (11%0) (Australian

Bureau of Statistics, 2007). Young refugees in particular are underrepresented in support



services and face substantial barriers accessing support and treatment for both MH (Colucci,
Minas, Szwarc, Paxton, & Guerra, 2012; De Anstiss & Ziaian, 2010; Ellis, Miller, Baldwin,
& Abdi, 2011) and AOD problems (Greater London Authority, 2004; Mario-Ring et al.,
2005; Van de Gaag, 2007). Given these findings, it is likely that those young people from
refugee backgrounds with comorbidity are facing additional obstacles to service engagement
and to receiving appropriate assessment, support and treatment. Research conducted in
Sydney, Australia investigated the barriers that culturally and linguistically diverse clients
with comorbidity experience in receiving support (Flaherty & Donato-Hunt, 2012; Flaherty,
Donato-Hunt, Arcuri, & Howard, 2010). Flaherty and colleagues (2012) interviewed service
providers and clients and found that services not only struggle to effectively help those with
comorbid MH and AOD conditions but also fail to adequately accommodate cultural and
linguistic diversity (Flaherty & Donato-Hunt, 2012). There has been no such research
looking specifically at young people from refugee backgrounds. However, it is likely that the
additional complications concerning ethnicity and cultural diversity would apply to refugee
youth. Further, these difficulties may be compounded by the backgrounds of these young
people as many will have had traumatic experiences, by the very definition of refugee
(UNHCR, 1951). As this is a topic characterised by little research and discussion, this paper
goes some way towards addressing the paucity of research concerning comorbidity among
refugee youth.
The Study Region

The local government arcas (ILGAs) of Salisbury and Playford in the northern suburbs
of Adelaide experience significant social disadvantage. At the time the research was
conducted, the Australian Census of Population and Housing (2011) revealed high
unemployment rates in Salisbury (6.97%) and Playford (8.01%) compared to the rest of South
Australia (5.31%), and Australia (5.65%) (Australian Bureau of Statistics, 2011). Lower

levels of education were also reported in these regions as fewer people indicated having a



Bachelor Degree as their highest level of education in Salisbury (5.56%) and Playford
(3.04%) than the rest of SA (9.53%), and Australia (10.88%) (Australian Bureau of Statistics,
2011). High proportions of people in these LGAs are in receipt of Government welfare
benefits. For example, in June 2013 greater proportions of families residing in both Salisbury
(14.8%) and Playford (23.6%) were assessed as low income and welfare dependent compared

with the SA (10.1%) or Australian (9.8%) average (The University of Adelaide, 2014).

Over the last decade SA has resettled 151,134 refugees under the humanitarian
program (Department of Immigration and Border Protection, 2014). One third of these
arrivals were resettled in the LGAs of Salisbury and Playford. The majority (63%) of these
refugees were under the age of 25 years on arrival. As a result, SA has a large young refugee
population particularly in the northern suburbs. Furthermore, to our knowledge, there has
been no investigation into whether the MH and AOD services are equipped to respond
appropriately and effectively to clients from refugee backgrounds or consideration of what

factors might impede such service delivery in this region.

The Present Study

This research aimed to determine the barriers and facilitators to effective, culturally
responsive service provision for young people of refugee background living in the study
region with comorbid MH and AOD problems. It is hoped that the findings from this research

will lead to the barriers being addressed in policy and practice.

Method

This mixed methods study involved three components of data collection:

1. Interviews with consumers (refugee vouth)
2. Interviews with service providers (‘on the ground’)

3. Online survey of MH, AOD and related services (management staft)



Mixed methods

This research employed a sequential exploratory mixed methods design where the
qualitative component informed the development, analysis and interpretation of the
quantitative survey. The survey aimed to provide additional data to the interview findings, as
well as help verify the qualitative findings. The use of more than one approach to investigate
aresearch question, known as data triangulation, was important because it enabled
comparison of findings from the different data sources and methods and therefore can ensure
greater confidence in the findings. Similarly, a mixed methods approach to address a complex
area also provides valuable data because it draws on the strengths of both methods and allows

us to compare findings from different perspectives (Tashakkori & Teddlie, 2010).

Participatory Action Research

This research drew on principles of participatory action research (PAR) by involving
community members and participants in all stages of the research process (Reason &
Bradbury, 2006). Numerous meetings were held with community members, stakeholders and
refugee advocates to optimise the research objectives, the interview guides, provide valuable
assistance with recruitment, and provide insight into the findings. This approach facilitated
the recruitment and data collection process and provided the community with an opportunity
to contribute to the research and have their perspectives heard and considered at every stage
of the research. This process also assisted with the interpretation and validation of the results
through the sharing and discussion of findings with the members of the community via a
group discussion (n = 3), individual consultation (» = 2) and a meeting of local health
professionals (n = 10, 2 of whom were participants). Although a PAR study would typically
involve an intervention or ‘action’ phase of the research after having engaged with the
community, collected data, and shared with findings back to the community, an intervention

was beyond the scope of this study. However, as this research was situated within a larger



project, our specific findings then informed the delivery of workshops for health professionals
regarding the service provision for individuals with comorbidity in this region (de Crespigny
et al., 2015).

FEthics approvals were obtained from the Women’s and Children’s Health Network
Human Research Ethics Committee and The University of Adelaide Human Research Ethics
Committee. All interview participants or their guardians gave written informed consent and

survey participants indicated their consent online before continuing to the questions.

Qualitative Component

Sampling and recruitment. The relationships established using the PAR approach
with community leaders, members and advocates facilitated recruitment of both refugee
background young people and service providers. The principal researcher (MP) was mvited to
attend various community events to hand out flyers and promote the study to both health
professionals and people from refugee communities. Interview participants were recruited
using purposive sampling techniques by identifying individuals who possessed knowledge
related to the research question and who would be able to provide rich, in depth information.
Using snowball-sampling techniques, participants were also asked to identify other relevant
individuals who could potentially participate. Some refugee youth participants (7 = 4) were
recruited by their MH or AOD workers encouraging them to participate in the study as they
were identified as being able to advocate for refugee background youth with comorbidity.
Careful attention was given to avoid practices of coercion of potential participants by the
principal researcher. This was done by ensuring oversight of information being distributed,
reinforcing the voluntary nature of participation and how the information would be used in a
de-identified manner. In addition to using the established networks to recruit service
providers, MH, AOD and refugee support services were contacted and professionals were

invited to participate.



Data collection. Interviews with service providers and refugee youth were conducted
during 2013 and 2014. Interviews were conducted in locations where the participant felt most
comfortable including libraries, cafes, various health services or at the local Migrant
Resource Centre. Interviews were semi-structured and an interview schedule was used. The
interviewer used prompts, probes, clarification, and follow-up questions to enable deeper
exploration of the participants” knowledge and lived experiences. Questions were broadly
focused on the difficulties for refugee youth resettling in Australia, what specific risk factors
are related to the development of MH and AOD problems and comorbidity, what challenges
youth face once they are experiencing MH and AOD problems and comorbidity, and what
barriers and facilitators are perceived to impact on access to and receipt of treatment for youth
with comorbidity. Interviews ranged from 45-90 minutes in length, were audio-recorded and
transcribed verbatim. All interviews were conducted and the majority were transcribed by the
principal researcher to allow total immersion in the data. Refugee youth who participated in
the interview received a AUD$20 shopping voucher to compensate for the time spent
participating and any travel costs.

Analysis. Data were analysed using a thematic approach guided by a commonly
applied protocol for thematic analysis (Braun & Clarke, 2006) and with the assistance of
NVivo 9 software (QSR, 2010). Data were initially coded and then re-coded as additional
themes emerged. A coding structure was determined where coded categories were collapsed
and organised with notes identifying their relationships to other codes and overarching
themes. All emergent themes (derived from the corresponding codes) were then categorised
under the broad over-arching themes presented in this article.

Validity checking of the qualitative data. In addition to utilising triangulation
techniques, employing a mixed methods design, and consulting the community to verify the
findings, potential biases of the principal researcher were addressed by regular meetings with

the authors to discuss and interpret the qualitative findings. Individual transcripts and



emerging themes were discussed to develop and enrich the interpretations and subsequent
conclusions drawn.
Quantitative Component

Recruitment. An initial scoping study was conducted within the larger parent project
and is published elsewhere (Cairney et al., 2015). This scoping study identified 70 services
which provided treatment and support for individuals with MH or AOD problems living in
northern Adelaide. Of these, 26 services were deemed relevant for young people from refugee
backgrounds. Using this directory, the relevant services were contacted and email addresses
were obtained. An email was then sent with the study information and a link to the survey.
Workers employed in a management or leadership role at a MH, AOD or related service,
which provided support or treatment for youth aged 12-25 years in northern Adelaide, were
eligible to participate in the 10-20 minute online survey. By way of snowball sampling,
participants were encouraged to forward the link and email to other eligible colleagues. Given
that participation in the survey was anonymous and that there may be a number of
management positions within each service, we are unable to estimate how many services took
part in the survey or estimate a response rate. However, this survey did not aim to generate a
representative sample but rather, aimed to collect information from a number of managers
from various services. Therefore this recruitment technique was adequate for the purposes of
our exploratory research.

Data collection. The survey consisted of 35 questions regarding service provision for
refugee background clients aged 12-25 years. The questions concerned staff training, data
collection and access to resources, funding and interpreters as well as asking participants to
identify barriers and facilitators within their organisation to culturally responsive care for this

population. The survey was conducted from May to July 2014.

Data analysis. Data were analysed using SPSS (IBM, 2012). The analyses were

guided by findings from the qualitative data. For example, interview participants reported
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marked differences in the way refugee youth were treated, as well as the cultural competence
of the staff depending on the type of MH or AOD organisation. Therefore in addition to the
descriptive statistics obtained from the data as a whole, further analyses examined differences
in responses between Government Organisations (GOs) and Non-Government Organisations
(NGOs). In order for differences to be examined, a series of Chi-square tests were conducted.
In cases where the assumptions of the Chi-square test were violated such as if the cell count
was less than five, Fisher’s exact test of significance was also calculated to determine if there
were any significant differences between groups. A p value less than .05 was considered
significant. Cohen’s (1988) definition of effect size is used, suggesting that 0.2 is a small

effect, 0.5 is a moderate effect and 0.8 is a large effect.

Results
Participant Description

Qualitative component.

Refugee youth. Fifteen young people aged between 12 and 25 years (average 17.7
years) participated in the study. There were more female (1 = 9) than male (n = 6)
participants. Participants were from Afghan (60%), African (27% [Congolese, Liberian,
Burundian]) and Bhutanese (13%) backgrounds, and had been living in Australia for an
average of 4.9 years. Two participants had arrived as unaccompanied minors.

Service providers. Service providers interviewed were from Government (# = 7) and
Non-Government (7 = 8) MH, AOD and refugee support services. They were qualified social
workers (n = 10, 5 of whom were program managers), psychologists (# = 2) and mental
health nurses / nurse practitioners (n = 3).

Quantitative component.

Fifty-six participants took part in the survey (40 complete and 16 partially complete).

Demographics for survey participants are presented in Table 1. All respondents were

11



employed in management or leadership positions: team leaders (58.5%, n = 24), service

managers (26.8%, n = 11), section managers (9.8%, n = 4) and program managers (4.9%, n =

2).

Table 1. Service/ participant characteristics

Government Non-Government Total
MH 26 10 36
AOD 1 3 4
Combined MH/AOD 4 5 9
Other (correctional, 3 4 7
homelessness,
gambling)
Total 34 22 56

MH: Mental health service

AQD: Alcohol and other drug service

Results from thematic analysis.

Four broad themes relating to the barriers and facilitators to effective service

provision for refugee youth with comorbid MH and AOD problems were identified:

1. Organisational and structural barriers
2. Access and engagement
3. Treatment and service delivery

4. Training and resources

12



Within each of these broad themes, there are a number of subthemes that are described.
Many of the themes and subthemes are iterrelated and have been organised in a way which
best reflects the reported importance of each of the barriers. There was overall consistency in
the perspectives of both groups of interview participants and they are therefore organised and
presented together. Any differences or contrasting perspectives are highlighted. Some
subthemes were predominantly reported by service provider participants. Where this
occurred, the quotes presented are exclusively those of service providers. More commonly,
participant quotes are presented from both groups of participants and are identified by either
‘RY’ indicating a quote by a refugee youth participant or ‘SP’ for a service provider

participant.

Results from quantitative analysis

Overall, there was convergence between the results of the qualitative and quantitative
data. The findings from the total dataset are presented in Table 2 and show the general trends
reported by survey participants. However, survey data which relate specifically to the
qualitative themes are presented within each corresponding or relevant theme to complement

and strengthen the research findings.
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Theme 1: Organisational and structaral barriers

One of the most commonly reported barriers for clients accessing and receiving
appropriate comorbidity care was the fragmented structure of services. This fragmentation
related to the divide of MH and AOD services, as well as that between mainstream services
and CALDY refugee specific services. This fragmentation increased the experience of ‘run
around’ for refugee youth clients, where young people were required to attend multiple
services, potentially risking further disengagement. This was highlighted by service

providers:

“Probably one of the biggest problems is the way in which services are funded to

work in silos, there is that disconnection.” SP201

The interviews with refugee youth revealed that they often were unaware of services
that were available to them. Many refugee youth participants indicated they were willing to

seek assistance from agencies if they deemed their services to be of benefit:

“If the services are well known or better known in the migration agencies this could
increase access. So if services worked with settlement support agencies they would

know where people can get help and give advice.” RY110

Related to the fragmentation of services, interview participants reported there was an
unaddressed need for stronger partnerships and collaborative interagency projects. It was
generally agreed that the need for partnerships or collaboration was greater when dealing with
refugee communities because some agencies had the skills, resources and connections with

communities. They did not however have the ability to take on more clients. In contrast,
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others had the capacity and desire to take on the clients but faced significant barriers to
engaging refugee clients. Therefore, the lack of collaboration between MH and AOD sectors

resulted in further isolation of one sector and reduced access opportunities for the youth:

“I think services need to work in partnership with one another; it needs to be a joint

nitiative.” SP201

Service providers often spoke about the need for partnerships and collaboration
between organisations with various specialities or expertise as a way of addressing the lack of

funding for community engagement efforts:

“They need to create partnerships with services that do [have funding for CALD community
engagement] and can because they are out there. They need to reach out and they also need

to be receptive... " SP201

A further barrier identified by service providers was the lack of available funding for
improving the cultural responsiveness of their service, such as community engagement
efforts. The need for these efforts was also recognised by refugee youth. Young people
reported that more presentations and attempts by organisations to promote mental health
awareness and knowledge of services within community groups would reduce some of the
stigma and create a feasible way of accessing services. Service providers acknowledged that
although they knew these efforts were necessary, limited funding and resources prevented this

from occurring:

“I think one of the things in our current health environment that we are struggling to hang on

to, is community engagement.” SP 202
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This finding was corroborated by survey participants who said they believed their service
was inadequately funded to provide treatment to young refugee background clients (69.6%, n
= 39) and inadequately resourced (bi-lingual materials, assessment tools and so on) to

provide treatment to these clients (66.1%, # = 37).

The final barrier identified by service providers for access and appropriate comorbidity
care for refugee youth was the lack of data collection conceming refugee background clients.
Most service providers reported that their organisations did not collect any data regarding the
background of their clients. Most service providers understood this to be because few young
refugee clients accessed their services (unless they were specifically funded for refugee
clients) and therefore it was hard to justify the allocation of scarce resources, as well as there
being no perceived need by the organisations to collect such data. Service providers also
reported that this in turn provided justification for the lack of funding allocated to efforts to
engage this population in the services. However, most felt that the collection of this kind of

data was important:

“It [refugee background] is often recorded in consultation but not on the data system and |

think that's a problem across the state.” SP202

Consistent with reports from interview participants, only a small number of survey
participants (32.5%, n = 13) reported that their organisation collected data concerning refugee
background. The majority of participants (67.5%, » = 27) indicated their service did not
collect data about whether clients are from refugee backgrounds. However, just over half

(57.5%, n = 23) of participants reported their service collected country of birth.
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Theme 2: Access and engagement

The second theme identified from the interview data was access and engagement with
services. Of particular importance was the perception that stigma and shame was a significant
barrier to refugee young people’s willingness to access or remain engaged with services.
Given that MH stigma is a problem in the general population and reported to be greater in
CALD communities, it was not surprising that shame and stigma associated with
experiencing MH and AOD problems was a frequently reported barrier to accessing services.
Service providers discussed the stigma associated with mental health issues within the wider
community as well as concerns by young people themselves accessing services that have

Mental Health within the name of the organisation:

“I don’t think that this client group readily access mental health services anyway and when

you 've got mental health in your name it’s a real issue.” SP 202

Young people also spoke about their concerns of being seen by their community members in a service

that provides mental health services and the subsequent conclusions that would be drawn by others:

“If I go alone to hospital and someone saw me and they would say- you have been there, I saw

you. You have been attending appointment.” RY 106

Participants reported they had very little knowledge of mental illness, addiction and the
potentially harmful consequences of drug and alcohol use, as well as very little awareness of
MH and AOD support services among refugee youth. Lack of information, compounded with

the fear and mistrust of services was reported to result in the lack of help-secking:

“No I couldn’t find anyone, I couldn't trust anyone...I was embarrassed too but it's just that

there was no one to trust. " RY 114
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There was also agreement among refugee youth that when this information was
presented in schools or at community events, it was rarely delivered in a way that was
meaningful to CALD or refugee background individuals which has important implications for

engagement of refugee youth:

“..even if you do [receive drug and alcohol education] you might see that as just a western

thing”. RY 115

Participants suggested an information exchange between service providers and resettled
refugee communities as a way of meaningfully engaging refugee background youth in health and

support service promotion:

“If they [MH workers] give lots of information to the refugees, [they] get lots of information

from them [refugees] - what kind of situation the refugee people got”. RY106

Increasing the profile of services, including their work in MH and AOD issues, was also
considered as important by refugee youth as not only increasing information and education

but also fostering trust and familiarity:

“So when they [workers from local MH service] came to the school they introdced themselves,
they talk about themselves and that’s when you find them more interesting and can go and see

them once you know about them” RY 110

There was agreement among all participants that fear and distrust was a major barrier
to accessing and engaging in services. This included a fear of disclosing personal information,

fear of retribution, such as being deported or put back in immigration detention, a fear of any
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people in authority related to their previous experiences with corrupt or violent government
officials, a fear of gossip by interpreters (and reported experiences of this occurring), and fear

of clinicians informing parents of their difficulties:

“Lack of trust also is a big problem and the larger CALD communities, they think if [ tell them

this will they tell the police? Will they tell the child protection agencies?” SP 206

Similarly, one participant indicated that she differentiated whom she could confide in:

“.. but worried [it is] not confidential. [ can trust doctors- they know better. But counselling-

not really.” RY 105

Some refugee youth also indicated that they did not think many of the services were
culturally appropriate or likely to offer them the same services that were offered to Australian

born youth:

“...even with counselling or any of those kind of health services, they are using western point

of view and that is different to what other cultures believe so, it’s totally different” RY 115

“If vou are born in Australia you get more respect- they care more about you because you
are part of them, one of them. Rather than coming from overseas you get treated... [trails
offf ... I think they care more about you if you are citizen and you are born m Australia.”

RY1I0

Not surprisingly, most participants (SP and RY) reported that language barriers were a
significant obstacle to accessing services. Service providers said that some services did not

have funding to use interpreters and those that did were sometimes encouraged to avoid using
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them wherever possible due to the high associated costs. Service providers reported that in
recent years it was less common for family members to be used as interpreters. However, the
youth interviewed reported that they often have to act as interpreters for their relatives in such
services. It was also reported that sometimes there was a preference by clients to not use
interpreters for fear that the interpreter would not keep their information confidential and
young people reported being concerned their parents would find out if they used an
interpreter with a health professional. Although this was a reported barrier to effectively
engaging in support and treatment, young people were reported by service providers to be less
likely to need interpreting services as many refugee youth acquired English skills faster than
their older relatives. However, this was not always the case and one refugee youth participant

reported his frustrations with not being able to communicate his experiences adequately:

“They haven’t seen that stuff, so it’s hard to explain to them also. Some people who can’t
speak English so they don't know how to tell them, they don’t know how to say some words in

English.” RY105

There was some disparity between what interview and survey participants reported in
relation to access to accredited interpreting services as the majority of survey participants
reported that their clients do have access to interpreters (92.9%, n = 52).

Service providers also stated that it was common for refugee youth experiencing
comorbidity to only access support services once they had reached a point of crisis and had
been referred through emergency departments, crisis intervention services, homelessness
agencies or through the criminal justice system. Service providers generally agreed that the
ability to intervene early was challenging because refugee youth did not usually access

services during periods of stability:
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“Most people from these communities don't seek help until they are dying. If it's not serious,

they don't seek help until it is a crisis” SP 206

Again, related to the fragmentation of MH and AOD services, as well as refugee and
mainstream services, it was reported that when a refugee young person did access a service,
being referred back and forth between services was a common occurrence. Service provider
participants stated that they witnessed an ongoing referral process where each service would
determine that they were not equipped or suitable to deal with this client group or their
presenting problem and therefore refer them to other services. This was referred to as
“handballing” and was reported to result in further disengagement of refugee background

complex clients:

“The biggest difficulty was trying to get mental health services on board. Often a response was,

we won 't take that client on until you have dealt with their drug and alcohol issue... There are

a

lot of services out there that are happy to handball to the other service sector. They put it in the

too hard basket.” SP 208

“that problem [back and forth referral] is even worse for the CALD communities, because
apart from the fact that the services don’t necessarily have that cultural understanding, which
makes it worse -but even within mainstream services, you've got mental health and drug and

alcohol services trying to work together... ” SP 205

Some service providers recognised that the constant “handballing” of clients is not in the best

interests of the young refugees with comorbidity:
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... the idea that you would send somebody away to deal with a substance use issue and then
deal with the mental health issue doesn’t work. You actually have to deal with them

concurrently.” SP 202

Consistent with the qualitative findings, the majority (67.5%, n = 27) of survey
participants reported that young refugee background clients and potential clients face barriers
to accessing their service. Similarly, most (77.5%, n = 31) perceived that young people from
refugee backgrounds do not have the same access to services as other young clients. Survey
participants (n = 40) reported the top five barriers to accessing their service to be (1 = most
significant barrier): 1. language, 2. shame and stigma, 3. unaware of service, 4. fear of

deportation, and 5. fear of authority.

Theme 3: Treatment and service delivery

Additional barriers identified concerned the provision of treatment and support by
health professionals. Although type of therapeutic approach was not specifically explored,
some service provider participants reported that Western therapeutic approaches may not
always be appropriate for refugee background clients. However, others stated that it was
possible to work therapeutically within Western modalities if the treatment was delivered in a
flexible and culturally appropriate way.

The following subthemes relate to some of the organisational processes or systems in
place which were reported to impede service access and effective service delivery. ‘Flexible
service delivery” which was described by participants to mean being flexible with inclusion
criteria, rules around missed appointments or late arrivals, as well as where the service was

delivered, was reported to be a facilitator to more effective engagement with this population.

A common concern reported by both service providers and refugee youth was that often

the policies and procedures of services prevent refugee youth clients engaging in services.
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This related to both the experience of comorbidity and therefore not meeting inclusion
criteria, appointment based services versus drop-in services, and time limitations such as a
limited number of sessions and therefore not being able to accommodate CALD clients who

may require more time to engage:

“The organisation says ok this particular client seems like they are not interested in engaging
with us, they look like they don’t need help but of course deep down they do need help, they just

don’t know how to express it in a timely manner- tn our time frame” SP207

Other barriers concerning service delivery related to where the treatment was delivered
and both service providers and refugee youth reported that offering the option of

appointments outside of the office environment could facilitate access and engagement:

“Sometimes the actual policies and procedures make 1t a barrier to these people accessing the
services. Like the rigid “you've got this number of appointments, you can’t do this, your
contract says you're not allowed to work past 6pm or no home visits, no you can’t go to their
house, they have to come here- well maybe they don't feel safe coming here, maybe they would

like me going out to meet in their environment” SP 205

It was also reported that although some services were able to offer home visits, many
were not which sometimes resulted in workers not adhering to policies and procedures in
order to engage the client. This was not surprising given that other service providers spoke

about the need for such flexibility:

“I'rarely see people in the office. Home visits, schools wherever they want to meet. [ know that

not all services are that flexible.” SP 202
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There was general agreement among refugee youth participants that offering flexibility in
appointment location encouraged engagement and could even facilitate deeper
communication. It was also suggested that changing the format from sitting down, face-to-

face to walking side-by-side could enhance communication:

“Maybe they meet somewhere else like in a park one day and not in the hospital every time.
When you walk the environment it feels good and then you feel you can talk about whatever you

want.” RY 106

Although home visits were not common practice among the 15 service providers
interviewed, the majority of survey participants reported their service allows home visits
(71.4%, n = 40). In light of the qualitative data, it was encouraging that service managers
reported they were able to offer a flexible service to their clients to facilitate greater access
and engagement.

A common theme from the interviews with service providers and refugee youth
concerned holistic care and consideration of clients’ non-clinical needs in addition to their
MH and AOD issues. When services were able to offer this, it was reported to encourage
engagement, continuity of care, and foster trust and the therapeutic relationship. However,
funding barriers and limited resources were reported to impede this option and therefore
result in discontinuity and reduced ability to engage in treatment. This also related to the
fragmentation of services and holistic care was seen as an alternative and a solution to the

problems associated with disjointed care:

“I think that sometimes when services are funded so specifically “well no, we are not funded,

it is not in our service agreement to work with a client experiencing mental health issues, it
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clearly states that all we work with is the drug and alcohol” and then you have the mental
health services that say “no, no, we are not going to address the drug and alcohol issue, we
are not going to address homelessness, we are only funded to help with mental health”... It’s
really hard for the young person to understand why their issues have to be broken down the
way they are, why they have to see so many services.... we have to look at problems
holistically. Even though we are funded to work with ... (omitted for confidentiality) we would

still address their homelessness situation” SP 201

It was commonly identified by service providers in the interviews that without the option
of offering holistic comorbidity services which have the capacity to address other needs, one
way of reducing the disengagement resulting from siloed and fragmented services was to

employ liaison, bi-cultural or CALD consultation workers to act as a buffer between all the

relevant services:

“Having some kind of overarching case manager or liaison officer who can work with that
client side by side in referring them to different services, explaining the purpose, escorting
them to their first appointments... We have a number of CALD liaison officers whose primary

role is to just do that, start people off on their journey and guide them through” SP 201

Tt is worth noting that the survey data revealed that approximately half (47.5%, n =
19) of the services reported that their service employed individuals in roles dedicated to
working with CALD clients such as a CALD worker, cultural liaison, or CALD consultation
worker. Although their role descriptions varied slightly, the primary goals for these positions

were to act as a support and advocate for CALD clients and a cultural resource to other staff.

Discussions about treatment and service delivery during the interviews also raised the

topic of the possible involvement of the family in the treatment of the young people. There
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were divergent perspectives between the refugee youth and service providers concerning this
topic. Refugee youth participants described the idea of involving family members as highly
undesirable and spoke of the fear young people experience when they think clinicians are
going to involve the family. This was also reported to be a reason why young people did not
seek help. Service provider participants, on the other hand, believed that where it was
appropriate, possible and able to be negotiated, treatment involving the family was often more

beneficial:

“The more you involve the family the more it becomes successful.” SP 206

Consistent with the interview findings, the majority of survey participants (67.5%, n =
27) believed that young people from refugee backgrounds with comorbidity do not get the
same level of treatment as those who experience only a MH problem or an AOD problem.
Further, only 30% (n = 12) of participants believed that refugee youth with comorbidity
receive the same level of treatment as young people in the general population with

comorbidity.

Survey participants (n = 40) also reported that the main difficulties of working with
refugee youth clients are (top 5 in order, 1 = most significant difficulty): 1. managing
languages differences, 2. having access to sufficient bi-lingual resources, 3. negotiating
family attitudes and perception of treatment, 4. managing cultural differences, and 5.
negotiating clients attitudes and perception of treatment. These barriers are consistent with

those reported by service providers during the interviews.

Theme 4: Training and resources

Service providers reported a widespread unmet need for training in working with refugee

background clients. Overwhelmingly, they described the lack of training offered by training
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institutions such as universities and vocational training establishments, as well as by the

organisations for which they worked:

“One of the biggest challenges [ see is workers with limited cultural awareness, cultural
competence in mainstream services and not necessarily through any fault of their own, just
not understanding the challenges, the differences and even presentations of whether it is
psychosis or other mental health issues. Even having experienced clinicians and doctors not
understanding that that presentation may not be schizoaffective disorder, it might just be a

reaction to forture and trauma, or to someone i their homeland who has just passed away... ”

SP205

Refugee youth agreed with service providers saying that they thought it was necessary for

workers to be trained in how to work effectively with refugee background individuals:

“I'would say to people, like a counsellor or a psychologist, to try to understand different
cultures because you never know who you could be working with, so while they are doing
their training and education ... I'm sure they might do it but it’s still from a Western point of

view and you really inhibit people from just accessing those kind of services and even if they

do, they don’t feel satisfied” RY115

“You should learn about our country. ¥ ou should use an interpreter. You should ask if they

have any problems like coming to Australia, if they feel free or is something missing?” RY103

It is important to note that service providers reported that even when CALD or refugee
training was offered, it was usually optional to participate rather than compulsory. Therefore

only those clinicians who were seeking it out would receive it and service providers

emphasised the need for widespread training:
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“Generally training the use of interpreters is compulsory but generally the other stuff is not.

So really we have to make it look as interesting as possible to sell it to everyone.” SP202

Overall, the survey findings corroborated the interview findings regarding staff
training for working with refugee background clients. Only 25% (» = 10) of managers
reported that their staff received this type of training. More participants reported that their
staff received training for working with CALD clients generally (65%, n# = 26), however,
service provider interview participants often commented that this was primarily focussed on
working with Indigenous Australian clients. According to the survey data, the perceived
competence of staff was reported as low, with only 15% (n = 6) of survey participants
reporting that staff within their service were adequately trained to provide treatment for
refugee background clients and 40% (n = 16) reporting that they believe there is room for

improvement.

The discussions during the interviews with service providers about the need for
training and upskilling the workforce were primarily centred on the need for training for
working with refugee background clients rather than training for working with individuals
with comorbidity. However, the survey findings suggested that clinicians may not be
adhering to best practice guidelines regarding detection of comorbidity and may not be
adequately assessing refugee youth clients for comorbidity. Less than half of survey
participants (48.7%, n = 19) reported that they screen all refugee youth clients to detect the
co-occurrence of MH and AOD disorders, 20.5% (n = 8) reported they screen most clients,
10.3% (n = 4) reported screening some and 20.5% (n = 8) reported they do not screen any

clients.
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Service providers highlighted in the interviews that often assumptions are made about
a client’s cultural background, religion or traditional values, which leads the provider to

believe there is no need to inquire about substance use:

“That is part of the mindset as well, ‘they are Muslim so they don’t drink’. They are Islamic
so they don’t have drug and alcohol problems, and that is part of Western mainstream

thinking.” SP203

Government versus non-Government.

Interview participants suggested there were marked differences between the response of
GO and NGO organisations to refugee youth with comorbidity. Therefore it was of interest to
determine whether there was any evidence of this in the survey data. Table 3 displays the
results of Chi-square tests which were used to compare GO and NGO organisations on a
variety of variables. There were statistically significant differences between type of service;
GO or NGO and four out of ten variables. The available sample size per cell was more than
five in the majority of cases and therefore the assumptions for using Chi-square were met in
seven cases. The assumption of Chi-square that the cell count is greater than five was violated
in three cases and therefore a Fisher’s exact test of significance was calculated and reported

where necessary to account for this.
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From these results, a relationship between type of service and allowing home visits
was shown, as GOs (23.2%, n = 13) were more likely to not allow home visits than NGOs
(5.4%, n = 3). ¥* (1, N = 56) =3.96, p < .05. Cramer’s V indicated that this finding had a
small effect size, .27. There was also a significant association between the type of service
(GO or NGO) and staff training for working with CALD clients. GOs (32.5%, n = 13) were
more likely to report that their staff had not received training for working with CALD clients
than NGOs (2.5%, n = 1), ¥ (1, N=40) = 9.689, p < .01, (moderate effect size, .49). There
was a significant association between type of service and employment of a CALD specialist
worker, with NGOs (35%, n = 14) more likely to employ CALD specialist workers than GOs
(12.3%, n = 5). ¥* (1, N=40) = 17.109, p <.01, (moderate effect size, .65). A relationship was
also observed between type of service and whether participants perceived their staff to be
adequately trained to provide treatment to refugee background clients. GOs (60%, n = 24)
were more likely to report that their staff were not adequately trained than NGOs (25%, n =

10). %% (1, N = 40) = 10.588, p<_.01, Fisher’s exact test, p = .002. (Moderate effect size, .514).

Discussion

Little is known about the provision of services to young refugees with comorbidity in
Australia. This study sought to determine whether services in a particular region of South
Australia were able to respond to refugee background youth with comorbidity, and identified
some of the potential barriers and facilitators to culturally responsive comorbidity care. It was
apparent that a number of services were attempting to meet the needs of refugee clients and
endeavouring to be culturally responsive. For example, a large proportion of services had
access to accredited interpreting services, almost half the services had hired bi-cultural or

CALD workers, and a large number of services allowed home visits. However, the findings
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highlighted significant gaps in the service response to young refugee background clients with

comorbid MH and AOD problems as well as those with only one condition.

The barriers reported in this research were consistent with literature outlining barriers
to service provision for resettled refugee youth in Australia. A recent study using focus
groups with key informants found that barriers and facilitators to engaging refugee youth in
mental health services identified themes of: cultural concepts of mental health, illness, and
treatment; service accessibility; trust; working with interpreters; engaging family and
community; the style and approach of mental health providers; advocacy; and continuity of
care(Colucci, Minas, Szwarc, Guerra, & Paxton, 2015). The fact that two simultaneous and
independently conducted studies in different Australian states yielded consistent findings in
the area of access and engagement by refugee youth reflects that this is a widespread concern.
Our findings add to this by suggesting that not only do refugee clients not get the same access
to treatment as Australian born clients, but that refugee clients with comorbidity do not get
the same access to treatment as those who experience only either a MH or AOD problem in
isolation. Therefore our findings indicate that refugee youth with comorbidity are at greater

risk of ‘falling through the gaps’ and not receiving appropriate care.

The gaps in service provision highlighted by the present findings warrant immediate
attention in order to reduce some of the reported barriers and improve the delivery of support
to this population. As our key focus was on the provision of services to those experiencing
comorbidity, the following discussion and identified solutions are central to that objective.
From the qualitative component, the four broad themes concerning service provision for
refugee youth with comorbidity were related to organisational and structural barriers, access
and engagement barriers, treatment and service delivery, and training and resources. When
these themes and subthemes were considered alongside and integrated with the survey

findings, three key areas were emphasised; organisational changes, policies and procedures;
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accessibility, engagement and treatment delivery; and workforce development. We discuss

the integrated findings under these key domains.

Organisational Changes, Policies and Procedures

The National Practice Standards for the Mental Health Workforce (2013) (the practice
standards) outline requirements for Australian nurses, psychologists, psychiatrists, social
workers, and occupational therapists (Department of Health, 2013). These standards
emphasise cultural responsiveness. One particular standard, Standard 3: Meeting Diverse
Needs, states that MH workers should acknowledge diversity and facilitate care, treatment
and support in a manner that “demonstrates respect for the diversity of people, family and
carers, and the cultural and social context in which they live”(p.13). Further, workers should
use culturally appropriate assessment tools and demonstrate an awareness of the cultural
issues which may impact upon assessment, care and treatment. Our findings suggest that this
standard is not sufficiently met by health professionals and there is a lack of awareness in the

workforce about how to approach working with this population.

Fragmented services. The emphasis on the fragmentation of services by participants
in the present study was not surprising given the existing literature highlighting that this is a
widespread problem resulting from separate funding and organisation of MH and AOD
services (Canaway & Merkes, 2010). Our findings have drawn attention to an additional
fragmentation of specialist (migrant/refugee) and mainstream services which creates the
additional ‘run-around” for comorbidity clients who are also from refugee backgrounds.
Colucci et al (2015) also identified fragmented service delivery as a barrier to engagement for
refugee youth with MH problems. Based on these findings and consistent with those of
Flaherty et al. (2010), it is reasonable to hypothesise that this is a population at greater risk of
“falling through the gaps’. The reported “handballing of complex clients” given their refugee

background and comorbidity status emphasises the need for policies and procedures to be
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produced for organisations and clinicians to be aware of this vulnerable group, develop

sufficient competency in managing their difficulties and provide coordinated care.

The lack of data collection by services concerning refugee background clients further
serves to exacerbate these problems. Without data it is difficult to determine needs, plan
services, and justify the need for additional funding, staff training and resources. Therefore, a
paradoxical situation is evident where without organisations experiencing an increase in the
number of young refugees accessing services, there is no argument to increase staff training,
funding or access to necessary resources or to work on establishing connections with
communities and promoting their service. However, without such funding and resources,
there will continue to be significant access barriers in place, clinicians will continue to lack
effective engagement strategies with this population, and the necessary community education,

capacity building and service promotion will not occur.

Community engagement and interagency collaboration. Based on these findings,
some of the solutions may lie in relevant MH and AOD services taking responsibility for
community engagement and service promotion, and developing the necessary partnerships to
facilitate this process, as was suggested by participants in this research. Participants across all
data sources identified the need for mainstream services to collaborate with specialist
agencies that have existing knowledge and links with communities from refugee producing
countries. A recent study in Sweden found that lack of collaboration between services was a
major barrier to working effectively with refugee clients (Baarhielm, Edlund, Ioannou, &
Dahlin, 2014). Creating formal or informal partnerships has previously been identified as a
means for improving the provision of services to young people with comorbidity (Szirom et
al., 2004). This need may be even greater in addressing service provision for refugee
background young people with comorbidity. Participants who were successfully collaborating

and communicating with other services or professionals reported smoother transitions
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between services for clients, increased accessibility, and greater continuity of care. The
majority of service providers expressed the need for communication between services and
workers to be strengthened. Although the nature of competitive tendering for funding and
grants was seen to hinder this process and encourage the siloing of services, participants
reported that partnerships and collaborative work could help overcome funding barriers and
enable greater scope in community engagement initiatives. Young people interviewed also
expressed the need for community development work and capacity building in order to
increase awareness of problems and support services, reduce the fear and stigma around
accessing them and provide them with a feasible way to make contact. A recent study of drug
use among African youth in Victoria recommended targeted programs to improve health
literacy to prevent drug use (specifically injecting drugs), increase awareness of MH
problems, and reduce stigma among African youth (Horyniak et al., 2014). Other researchers
recommend creating strong partnerships between MH services, refugee communities, and
social and settlement services (De Anstiss & Ziaian, 2010; Kirmayer et al., 2011) and suggest
using these partnerships to better coordinate interagency service planning and delivery for

CALD clients with comorbidity (Malak, 2001).

Bi-cultural workers and culture brokers. Our findings highlight that where
possible, services would benefit from hiring CALD or bi-cultural workers to act as advisors,
culture brokers and a resource for other staff and to improve interagency liaison and
collaboration. Survey data suggested this had already been initiated in some services and
interview participants spoke of the resulting benefits. Our survey analyses suggest that this
occurs more in NGOs than GOs. Increasing the number of bilingual health professionals in
services has previously been recommended to improve comorbidity care for CALD clients
(Malak, 2001). CALD workers can document, interpret and provide valuable insights into

hidden, nuanced and sensitive material, elements of distress and deterioration that are
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unlikely to be detected by mainstream workers. Kirmayer et al. (2011) describes a stepped
process of working effectively with interpreters and culture brokers and outlines how this can
improve communication and reduce some of the commonly reported language barriers. The
National Practice Standards specifically state that MH workers should liaise or work
collaboratively with CALD ‘care partners’ such as religious and spiritual leaders, traditional
healers and community-based organisations, and bilingual counsellors (Department of Health,
2013). Participants commonly suggested hiring liaison officers as a solution to the
difficulties clients experience navigating multiple services. Further, many participants
suggested integrating the roles of CALD workers and liaison workers to prevent
disengagement by refugee clients when they are engaged with multiple services. Some
services reported already trialling this, the outcome of which should be evaluated by future

research.

As has been highlighted, the apparent disconnect between organisational policies and
what is actually occurring “on the ground” was repeatedly reported and observed throughout
this research. Almost all organisations have objectives and mission statements stating they are
committed to responding to the needs of the community. The Mental Health Service
Guidelines states that the MH services must deliver services that take into account the cultural
and social diversity of its consumers and meet their needs (The Department of Health, 2010).
The lack of cultural responsiveness by services and lack of community engagement and
workforce development efforts in a multicultural region is not congruent with such statements
and standards. Findings from the larger project highlighted the general “run-around™ and
inadequate care for comorbidity clients in this region, as well as the need for greater
acknowledgement of the high prevalence of comorbidity by organisational staff and policies
(Cairney et al., 2015; de Crespigny et al., 2015). Evaluations in organisations of cultural

responsiveness and comorbidity responsiveness, and increased data collection were
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recommended from all data sources and are clearly needed. This would assist in establishing a
more effective way of approaching refugee background clients who are presenting with MH

and AOD comorbidity.

Accessibility, Engagement and Treatment Delivery Solutions

The study findings also highlighted the underrepresentation of refugee youth with
comorbidity in receipt of services. Given that this did not reflect the representation of refugee
youth in the northern suburbs, it is a significant concern. Across our survey and interview
findings, a number of barriers to access were reported with emphasis placed on resources,
funding, screening for comorbidity, cultural responsiveness, fear, shame and stigma, and

awareness of services.

The trend that emerged from the interviews was that young people were either not
aware of support services or if they were, many reported a lack of faith in them for a variety
of reasons. Some refugee young people interviewed stated that they would rather speak with
friends about MH difficulties or AOD use, and that they would not trust services because they

feared family involvement.

Young people also reported that MH was not a priority. If the clinicians were not able
to simultaneously assist with migration issues, housing issues, social, educational and
occupational issues, then they very quickly disengaged. A recent qualitative study
iterviewing experienced therapists working with refugee clients found that meeting the
practical resettlement needs of clients was vital in acknowledging the wider socio-political
context relevant to the individual and in which this work takes place (Schweitzer, Wyk, &
Murray, 2015). The National Comorbidity Clinical Guidelines also argue that clients with
complex needs such as comorbidity require a holistic approach to treatment and that
clinicians should assist with other needs where possible (Mills et al., 2008). We have

previously emphasised the importance of a holistic approach to this particular client group
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(Posselt, Procter, de Crespigny, & Galletly, 2015). Flexibility with regards to appointment
location was identified by participants as a critical aspect to engagement and also has the
potential to reduce the perception of stigma for the young person requiring the service. This
finding is consistent with recent research that concluded services should have the “flexibility
and accessibility to engage the child, and mental health mput should always be integrated
with welfare, education and physical health services” (Majumder, O’Reilly, Karim, &
Vostanis, 2015, p. 7). Concurrent advocacy and the meeting of ‘non-clinical” needs was
considered essential by the participants in this study in facilitating and maintaining
engagement with refugee clients and this is consistent with other recent studies (Colucei et

al., 2015; Schweitzer et al., 2015).

Professionals’ knowledge and explanatory models. There was agreement among all
participants that counsellors and psychologists needed to understand where their clients have
come from or show an interest in their culture and refugee past. They suggested that health
professionals learn about the refugee experience in order to better understand their problems.
We conceptualise this knowledge as a combination of trauma-informed and culture-informed
care. It requires professionals to explore the meanings that clients attach to their experiences
and problems, have an understanding and an interest in their clients’ past and cultural
background, and an appreciation of the refugee experience, which includes the ongoing
impact of the journey, and the ongoing difficulty of adjusting to a new culture. The
aforementioned practice standards also considers access barriers and states that MH workers
should gather information relevant to service access and take into account possible migration
and refugee history, exposure to torture and trauma, and the impact of cultural adaptation,

integration and marginalisation (Department of Health, 2013).

Although repeatedly documented in the literature concerning service provision for

refugee clients, the findings from our study indicate that there is still an apparent need for MH
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and AOD professionals to understand the explanatory models of individuals. Kleinman
(1978) defines explanatory models as understandings or explanations of illness or treatment
within the context of social and cultural beliefs and history. This requires an understanding of
the way in which symptoms are presented, when, how and why help is sought, and what is
considered a good outcome. The Diagnostic Manual for Mental Disorders Fifth Edition (DSM
5) includes a section on cultural formulation and offers a series of questions (the cultural
formulation interview) which enables clinicians to obtain information about the impact of
culture and emphasises explanatory models in various domains (American Psychiatric
Association, 2013). Research has found that consideration of the cultural formulation in
assessment is useful in improving diagnostic accuracy and reducing misdiagnosis of CALD
individuals (Adeponle, Thombs, Groleau, Jarvis, & Kirmayer, 2012). These approaches to
assessment and formulation could be easily incorporated into future training efforts of AOD

and MH service providers.

Workforce Development

The lack of training in this area was evident from the survey responses and the
interviews. Cultural competence for working with refugee clients was reported to be low and
training opportunities were minimal and limited. The need for workforce development was
apparent in two particular areas; training on working with individuals from refugee
backgrounds, and training on the assessment, diagnosis and best treatment for individuals
experiencing comorbidity. We suggest that the integration of these two areas of training may

serve to improve the provision of services to this population.

Training regarding working with refugee clients. There is a clear need for health
professionals to be more aware of the factors that are impeding access to services, effective
engagement, and continuity of care for clients both with comorbidity and from refugee

backgrounds. Many organisations have compulsory training for working with indigenous
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clients and service providers commented that given the demographics of the region, their skill
base does not accurately reflect the diversity of the population in which the services are
located. Considering that the majority of managers reported that their staff did not receive
professional development opportunities to gain knowledge and skills in relation to this
population and further, did not perceive their staff to be adequately trained to work with
refugee background clients, up-skilling the workers to reflect the large CALD and refugee
background population should be considered a priority. This may be more pertinent to GOs
given that our survey found that none of the managers in GOs perceived their staff to be
adequately trained to work with refugee youth. It was reported that initiatives to prioritise this
training were being provided by certain organisations but again this was minimal and not
widespread. Certainly very few offered training specific to working with clients from refugee
backgrounds. Bidrnhielm et al. (2014) argued that access to care by refugees is influenced by
professionals’ knowledge about cultural aspects of patients’ expressions and understanding of
mental distress. We would argue this relates to the need for health professionals to understand
differing explanatory models. Badrnhielm et al. (2014) evaluated the impact of cross cultural
training on working with refugees and found an increased ability to understand the
vulnerability and contextualised health of newly arrived refugees, as well as increased
empathy with ways of expressing distress which were unfamiliar to them. However, they
acknowledged that this training was insufficient because it had no impact on the lack of
collaboration between services and workers, the latter of which was seen as a more significant
barrier. The authors also reported that participants perceived the lack of collaboration to be an
organisational responsibility. Similarly, Colucci et al (2015) stated that “enhancing the
cultural competence of services is important but not sufficient to ensure children and young
people in need are able and willing to access assistance” (p.17). Although there is insufficient
evidence of the benefits of improving the cultural competency of services in improving

outcomes (Kirmayer, 2012), our findings suggest that the self-perceived lack of competency
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by staff is leading to the “handballing” of clients, resulting in further disengagement and loss

of hope by youth, signifying that training is certainly necessary.

Training regarding Comorbidity. Almost half of the survey participants reported
screening their refugee youth clients for comorbidity. This finding was promising, however,
given the prevalence of comorbidity in Australia and mental health services, it would be ideal
and considered best practice if clinicians screened all of their clients. Findings indicated that
there was an assumption by many workers that if a client was Muslim or from a country with
conservative views of AODs that they would assume there was no AOD use. There is a need
for clinicians to be aware of the high prevalence of comorbidity in order to identify if AOD
use is contributing to or maintaining the problems, and if there is a need to involve other
workers and services. Given the high prevalence of comorbidity in service settings, many
guidelines have recommended compulsory training for clinicians in order to be equipped with
skills in screening for and treating comorbidity (de Crespigny & Talmet, 2012; Mills et al.,

2008).

Divergent findings

Overall, there was great convergence between the three methods of generating data.
However, through the comparison of findings from different data sources, there were some
inconsistencies between what was reported by survey participants and what was reported by
service providers and youth in the qualitative interviews. For example, although the majority
of service managers reported they had access to interpreters, service providers in the
mterviews stated they are often encouraged to avoid using them due to the associated high
costs. Refugee youth participants reported that they often act as the interpreter for relatives
and friends accessing health services, suggesting they may be filling the interpreter role. Such

divergent findings support the need for further research.
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Limitations

Although yielding important findings and adding to the paucity of literature on this
topic, this study was not without limitations. The survey response was overwhelmingly from
the MH sector, or from services that identified as being ‘combined’. Therefore the findings
might be limited to only MH or combined services. However, it should be noted that there
certainly are fewer AOD services and programs and therefore the low response rate from
AOD services may reflect the fact there are less AOD services and service providers.
Additionally, we also acknowledge the potential for selection bias because it is possible that
only those with a particular interest in the research topic participated in the survey (much like
the trend for secking professional development in this area). Although we made concerted
efforts to contact all eligible services in the region, we cannot be confident this was a broad
sample of the services. Further, we were unable to determine if multiple people from the same
organisation were responding to the anonymous survey as many services had various

management positions.

The relatively small number of individuals who participated in the interviews and
online survey, and the fact that the study was limited to a particular region of SA, does not
allow us to make broader generalisations, although this was certainly not the aim of this
research. It is not uncommon for refugees to be resettled in areas of social disadvantage, often
on the outskirts of cities where there is affordable housing. Therefore the findings from this
research may well apply to other areas across Australia with similar demographics,
particularly if services are structured similarly and there are similar funding limitations and

limited training opportunities.
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Conclusion

Considering the large number of refugee background youth who reside in northern
Adelaide, it is essential that MH and AOD services have the capacity to respond appropriately
to the needs of this diverse community. Our research has found there are significant gaps in
the service response to this population and findings highlight a general and widespread lack
of cultural responsiveness by services in dealing with refugee youth clients experiencing
comorbidity. The implications of these findings have been discussed and we have reported
various solutions which warrant consideration by Governments, organisations, and MH and

AQD staff.
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Figure 7.1:Diagram depicting thesis structure.

The thesis has considered an important and preyianaddressed topic by exploring
multiple areas related to the provision of serviioes/oung people from refugee backgrounds
with comorbid mental health and alcohol and othraggroblems (comorbidity). Previous
literature regarding service provision for resettlefugee youth in Australia was reviewed to
explore what barriers and facilitators exist focegsing support for mental health problems,
substance use problems, and comorbidity. Previesesarch concerning service provision for
clients with comorbidity identified the numerousstdcles comorbidity clients from the
general community face in accessing and receivopyapriate support. To date, the unique

experiences of young refugee clients have remaineaplored. No literature has specifically
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examined service provision for refugee youth wibtimorbidity. In addition, there is no
previous research concerning comorbidity amonggesfigroups utilising the dual

perspective of refugee youth and service providers.

As portrayed by Figure 7.1, using a mixed methagsgh, this thesis examined; the
aetiological and risk factors which lead to yourgple from refugee backgrounds
developing MH and AOD problems; the challenges Wiarist for young people from
refugee backgrounds experiencing comorbidity and th@se may impact service provision;
and finally, the barriers and facilitators to etfee, culturally responsive service provision

for young people of refugee background with contitii

Summary of findings

This thesis explored three main aspects of comitytédnong refugee background
youth and has looked at how these relate to thégiom of services to this population. These
areas correspond to the three research questidnssaéd in three chapters of this thesis
(Chapters Four, Five and Six). This section sumsearand integrates the findings, linking

them back to the original research questions.

Paper One, presented in Chapter Two, revieweduhiéahle literature and identified
gaps in knowledge. The relevance of this literatmnelation to service provision was
discussed in this paper, along with directionsfddure research. Papers Two, Three and Four
reported on the study findings. Taken togethes, tiiesis answered the following research

questions.
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7.1.1 Research question one: What are the aetiological drrisk factors which
lead to young people from refugee backgrounds dewmding MH and AOD problems?

Using a qualitative approach, Paper Two investiéte aetiology of MH and AOD
disorders in young refugees and discussed the theinieh emerged from interviews with
refugee youth and service providers. The analysigigled in-depth perspectives of the plight
of the refugee young person and hardships faced@mdnstrated how interrelated risk
factors may lead to the development of comorbiditese findings showed that shared or
common risk factors are important in the developneétoth MH and AOD problems, as
well as factors which were found to be specifith® development of either MH or AOD

problems.

Similarities and differences between the perspestof refugee youth and service
providers were considered. Overall, there was demable convergence, which enhanced
confidence that the themes identified were a tamersary of causal factors. As far as | am
aware, a study using a dual perspective approaicivéstigate the aetiological factors
surrounding MH and AOD problems among refugee yautustralia has not been
previously conducted and therefore this was thst §trudy to utilise this method. The themes
identified provide an original contribution to etiigy knowledge by exploring and
documenting the complexities of these situatiortstaow these might impact on service
access and treatment, as well as by documentingpibes of young resettled refugees
themselves and the workers who seek to support.tiiéma contribution of this paper is
significant as it also provides insight into thsuss refugee youth face where targeted early
intervention may be valuable. This is particulamycial in a time when refugees and
migrants are potentially facing increasing chalkshgeing accepted into the wider

community of resettlement (Esses et al., 2013).fifténgs of my study drew attention to
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refugee youth in this region being at risk of unéayment, homelessness, involvement in
crime, and becoming further disenfranchised. Indgedng people with poor English
language skills are at risk of living a restrictiéel on Government welfare payments and
with all the problems which arise from unemploymandl socioeconomic disadvantage (A.
Milner et al., 2014). Importantly, in 2013, Genekédtors announced that they would close
the Holden’s motor vehicle factory in Elizabeth (Bs, 2014). This is predicted to have a
devastating impact on the community where youttmpieyment is already so high (Burns,
2014; A. Milner, 2014). Burns (2014) states th#t@lgh ensuring access to MH services is
certainly important in this region at this time édio Holden'’s closure), prevention of mental
disorders as a result of unemployment and sociaenandisadvantage is equally important.
My paper points to initiatives which could ultimbtehange the trajectories for refugee
youth in this region. For example, the findingsup the need for an integrated program
between MH services and settlement services, psriaihe transition phase of refugee
resettlement. There is scope for the developmeattansition program for refugee youth in
this region where new arrivals and MH servicesratteas early as possible. As a society we
need to assist those at risk of MH, AOD and othlieblems to become healthy contributing
members of our communities. This paper goes sonyamaighlighting how we can

accomplish this in relation to refugee youth.

7.1.2 Research gquestion two: What are the biggest challges for young people
from refugee backgrounds with comorbidity and how night these impact service
provision?

Paper Three considered the difficulties and chgésrfaced by refugee young people
experiencing comorbidity. Although we found consity in what was reported by study

participants, some differences in perspectives éetwefugee youth and service providers
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were identified. Importantly, | found that refugegckground youth reported that social
disconnectedness was the biggest challenge theyofaxe they were experiencing
comorbidity. Young people highlighted how commuratyd family rejection, often due to
shame, stigma and intergenerational conflict regulh social isolation which only served to
maintain the problem. Service providers, on theotiand, were more concerned with the
difficulties these young people face in accessimdjr@ceiving culturally competent
comorbidity treatment. These findings were discdssigh a focus on how clinicians can
prioritise areas of care and assist with other;clomncal needs despite organisations often
not supporting such essential holistic care framrksicAlthough the importance of holistic,
integrated approaches for complex clients is wediutinented in the literature, my findings
point towards the particular necessity of this apph when working with this client group
given their vulnerability (described in Paper Ond 8wo), ongoing challenges (outlined in
Paper Three), and tendency to not engage, or reengiaged, with services (discussed in
Paper Four). Based on the study findings and ht lid other literature, this paper also
proposed clinical implications and offered pradtsaggestions for clinicians and

organisations.

7.1.3 Research question three: What are the barriers anéacilitators to
effective, culturally responsive service provisioffior young people of refugee
background with comorbid mental health and alcoholand other drug conditions?

Paper Four focused on the barriers and facilitatoservice provision for this
population. This paper utilised a mixed methodsepph and reported on and compared the
findings from both the qualitative and quantitatoe@mponents of the research. Consistencies
between methods of generating data were revealeakasing my confidence in the validity

of the findings. This paper added to the knowlellgse regarding the unique barriers to
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access and treatment that exist for comorbidignts from refugee backgrounds. The
quantitative analysis emphasised access and treabagiers related to the cultural
responsiveness of services. My findings also sugdetifferences in how government and
non-government organisations are responding tacti@at population. Qualitative analysis
highlighted the common themes related to structamdl organisational barriers; access and

engagement barriers; treatment and service dejieexy workforce development.

Taken together, the integrated findings collapséal three areas of discussion. These
discussion points are potentially valuable in teeedopment of policies and guidelines, in
identifying areas in need of workforce developmamd training, and in providing both
clinicians and organisations with an awarenesshaftwbstacles are preventing this at-risk
population from accessing and receiving suppottaatment. With the final research
question and influence of critical theory in mititis paper went beyond simply identifying
the problem and provided discussion on ways of@vaing the identified barriers. This was
done by drawing on the qualitative and quantitatia&, considering what | have found from
the existing literature, and synthesising the aadatad knowledge gained throughout this
research. These findings are of considerable \aditbey combine the richness of the
gualitative data with the clear situation sugge$igthe quantitative data which ‘paints a
picture’ of how services are delivered for this plgion and what could be done to improve

the situation.

Significance of the findings

The three research papers that make up this thesient the most important findings
that arose from the data and addressed the ovesathrch aim. Collectively, the findings
from these three papers have generated an incraadedstanding of the experience of

refugee youth with comorbid MH and AOD problems)giag from the factors which may
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place them at risk of developing such conditioaghe significant psychosocial and social
challenges they face, and to the numerous diffesithey may experience in accessing or

receiving treatment and support for their problems.

This work has generated a greater awareness ofitvhay be like for a young person
from a refugee background with MH/AOD comorbidiiyithg in Australia and attempting to
engage with, or possibly more likely, currentlyatigaged from support. For clinicians to be
able to work effectively with such clients, a sowrdierstanding of the factors which led to
their problems is essential. Likewise, it is vialunderstand that their mental health needs
are not necessarily prioritised in the contextarfig-political-cultural factors, as well as other
more pressing social challenges. An increasedratateling of these factors is important in

order to effectively engage and work with this plagion.

Finally, interviews and community consultationsealed that there was a desire
among clinicians to acquire more knowledge conogrmiorking with refugee youth and
complex clients. My findings and the resulting padions go some way to providing a
resource which clinicians can draw on. The findiatg® provide a rationale for increasing
the training opportunities available to these stdfwell as for ensuring there is greater

collaboration, networking and sharing of resoutoetsveen organisations.

Implications of the findings — policy and clinicalpractice

The implications of each study have been discusstt individual papers. This
conclusion integrates the key implications acrassdomains- policy and practice. Overall,
the findings of this research are valuable forgpofnakers, service managers and clinicians.
My findings have contributed to the knowledge basgarding the challenges refugee youth
face in general as well as when they are expengrmmorbidity. The findings also reveal

the difficulties services and clinicians are fagéth as they attempt to engage with and treat
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refugee background young people with comorbidityisTesearch has shown that refugee
youth with comorbidity do not get the same access fevel of treatment as either young
people with comorbidity in the general populationrefugee youth with isolated Mét

AOD problems. Both service providers and refugegtly@mphasised that more initiatives
are needed to improve the situation for this clgmup. Although this may start with basic
training around working with refugee youth and wogkwith comorbidity clients, this is not

the only solution. Changes need to be incorporatedpolicy and practice.

7.1.4 Policy

Health and social service policies need to retieetreality that this is a population
which may require an alternative approach to engege and treatment, and need to outline
evidence based approaches for working effectivetly such clients. Although, as this thesis
has demonstrated, there is a clear gap in the msédiease for working with refugee
background clients with comorbidity and while weitdar more research to emerge in this
area, we are forced to draw on the available litieeahighlighting best practice with refugee
clients (see Appendix B), as well as best praatiitk comorbidity clients. Although this
thesis goes some way in outlining ways we canrtaiiproaches to encourage service access

and treatment, the need for more research is clear.

The National Mental Health Plan and other releyanticies should acknowledge the
critical need for community engagement, educategarding MH and AOD problems, and
service promotion among new arrival and existirfiggee communities. Training for
working with refugee clients should also be con®dea priority issue in updated versions of
these policies. These policies should also spedifistress the need to establish partnerships
and collaborative projects across MH and AOD sergiectors, and specialist (CALD/
refugee services) and mainstream services.
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7.1.5 Practice

The findings of this thesis have highlighted thetipalar vulnerability of this client
group and the importance of initiatives to imprale way in which services and MH and
AOD clinicians respond to this population. The extef fragmentation between services and
sectors was very apparent. My findings suggestisolsithat lie in strengthened partnerships,
collaboration and enhanced communication betweetorse services and clinicians. The
findings presented in this thesis also suppornted for increased education in the two
particular areas; comorbidity awareness and worlittly refugee clients. Training
opportunities in these areas in South Australiseweported to be minimal. Access to this
training needs to be increased at both undergraduat postgraduate levels particularly for
those professions who work closely with these tli€psychiatrists, psychologists, social
workers, MH nurses, and occupational therapistegja@isations should also offer and
support professional development for their workéoirt these crucial areas. My findings also
support the need for increased access to resosuchsas bi-lingual materials, interpreters,
and culturally appropriate assessment tools inolydomorbidity screening tools. A final
key practice implication of my findings is the obus necessity for holistic approaches to
assessment and treatment. This has been discudsedth in the papers as well as the need
for a more flexible model of care with less rigidas concerning appointment times, length

of treatment time in a service, and location oEs®Es

Strengths

Whilst strengths and limitations of the researchehaeen discussed within each paper,
this conclusion acknowledges them overall. The madwvantage of this research was the
diversity of methods used to gather information gath a deeper understanding of

comorbidity among refugee youth. The research desigployed triangulation of data
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methods, sources and researchers to reduce pbtesgarcher bias, ensure the validity of
interpretations, and increase my confidence irfititéngs. The use of a mixed-methods
approach was valuable as it drew on different apsioms, forms of data collection, and
analytical methods. This research was based oprémise that for the purpose of an
exploratory research objective, neither qualitative quantitative methods were alone
sufficient in capturing the depth of informatiomuéred. The use of surveys provided
evidence of patterns among a larger service pdpualand the use of interviews allowed me
to gather more in-depth insights, opinions andsd&andall, 2008). These two methods
ultimately served to complement one another antl aated interpretation of the other.
Rather than a mixed methods approach used the evdly through, in this research, each
research aim emphasised a different method. Paperéported on purely qualitative aspects
of the research, Paper Two reported on the qutiwsitaspects embedded within the
qualitative method (interviews) and used the gatié aspects to aid the interpretation and
discussion, and finally, Paper Three integratet ljo&litative and quantitative data in the

discussion and compared both data results.

Further, triangulation of multiple data sourceswkd me to capture data from a
variety of perspectives (managers, service prosidard refugee youth) and compare their
perspectives and opinions to identify consistencrdaconsistencies in what was reported
and cross-validate the findings. The use of ingastir triangulation was also a strength of
this study as involvement of multiple colleagued anpervisors, all with different expertise
(qualitative, quantitative, health services researefugee health research and comorbidity)
in the discussion of research progress, emergenmtdh, and interpretation of overall findings
served to enhance my understanding of the reséapah) check the validity of the results

and again reduce any potential bias.
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Similarly, the PAR approach proved valuable in ®whmy immersion in the research
problem and community, as well as providing an aeeto share my findings with the
community. Presentation of the qualitative findirgsl interpretations to individuals from
the community through a seminar and CALD networletimg, a focus group, and individual
consultation, also enhanced the validity of therpitetations and results. The PAR approach
also aided the recruitment process which is a fsogmit strength of this research considering
that this is generally a difficult population fromhich to recruit. The involvement of the
community was also a valuable motivator as theouarevents attended, constant discussions
with community members and professionals, and fidservations (for example, withessing
a young African boy crying in the gutter with a t@bf alcoholic spirits) resulted in me
becoming increasingly convinced of the need fa thsearch and a desire to provide the

larger community with some practical solutions.

A final strength of this research was interviewihg potential consumers of these
services, that is, young people from refugee bamkus. This was important as it gave those
who had accessed services a voice, as well asiegabbse who had not, to speak on behalf
of all young people within their communities, paunlarly those who they had seen “lose their
way”. The PAR approach also allowed for this mareakly from the community by
engaging with community members and consumer ades@ad enabling their perspectives
to be heard. This was especially important in konhg that there was a need for this
research in the initial pre-data collection stagesin article describing the importance of
gualitative methods in cross-cultural mental heedgearch, Bolton and Tang (2004) state
that successful interventions “require the collation and support of those for whom they
are intended” (p.97). They further state that fdeiiventions to be effective, the target

community must confirm there is a problem and #utiressing it is a priority. By including
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refugees from diverse cultural backgrounds andgsicig on commonalities, it was intended
that the findings would be more applicable and wigefservices and clinicians. However, |
do acknowledge that this could also be considelleditation as this may be at the cost of
not addressing unique aspects of one culture awady for deeper exploration of youth from

a particular culture.

Limitations

Despite these strengths and as with all resedrele were limitations. As highlighted
in the papers, the limitations to this researchteel to the design, sampling and data
collection. First, snowball and purposive samplingthods were used to recruit interview
participants in the qualitative component and algiothere were reasons for doing so, such
as targeting those with knowledge on the topig théates a potential for selection bias.
Therefore these perspectives might not be repratbemf all service providers or refugee
youth in this region. However, obtaining a repréatwve sample is not the aim of qualitative
research and for our research purposes of explariogic in depth, this was entirely

appropriate.

Another limitation included the extensive time ne@do collect and analyse data.
Despite the advantages of using a PAR approashtiihe consuming and requires a great
deal of commitment and out of hours work by theagsher. As described, there were many
advantages of using a mixed methods approach, lrewens may have compromised
gaining a deeper understanding had the researchombe quantitative or qualitative
methods. Expanding the quantitative component naag Iprovided more extensive data or a
focus on solely qualitative data may have revesdtder findings. The concept of data
saturation may be considered a limitation in thsearch. It has been suggested that after 12

interviews data saturation will occur (Guest, Bur&dohnson, 2006). This was found to be
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the case in the present research as after thinfetview, it became apparent that no new
themes were emerging and therefore | stopped ieteivg at 15 interviews. However, we
cannot know that had | continued interviewing, otissues may have been discovered and
more themes identified. It was noted that towahesend of interviewing process with
service providers, there was increasingly more mattention and political debate
concerning refugees and asylum seekers in Austrdiavas mentioned in Chapter One, this
resulted in conversations emerging on the impathisfnegative portrayal and negative
treatment of refugees and asylum seekers. Paped®aumented this theme as it was
spoken about by refugee participants and by sepriceiders. Had | continued interviewing,

this may have become a more prominent theme amoh gihore attention.

Due to ethical concerns such as participant safetlyrecruitment difficulties in
sampling service users from refugee backgroundecided to interview young people from
refugee backgrounds who identified as advocatesefagee youth and who may or may not
have attended MH or AOD services. This proved usefgetting a broader perspective of
issues that impact them and their community andspé&towever, this is a limitation of this
study. Had we interviewed only those who had aamkservices, we may have revealed
different findings, different barriers and diffetdacilitators. Additionally, due to resource
and financial restraints, | was not able to userpreters. This resulted in not interviewing
anyone who did not possess reasonable conversidinghksh and therefore may have
excluded the voices of some of the most margingdlisdividuals in the community. Using
community advocates and peers as the informantewbat reduced this limitation as they
were encouraged to speak on behalf of those whe m@rable to have their voices heard

directly.
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The survey component had several limitations medgtd recruitment of participants.
Although recruitment involved contacting all eliggViH, AOD and related services who
provide support to young people in the northerrusgh of Adelaide and inviting managers to
participate, due to the anonymity of the survaeyak not able to identify how many services
were involved or how many survey participants wiesen the same service. Additionally, as
the survey was self-report and respondents wemaimagement roles, there is the possibility
that participants responded in ways that made lsgirice look more favourable. However,
the anonymity of the survey should have reducedikb&hood of this occurring and based
on the criticisms of the services which emergediatild seem that this was not a real
concern. A significant number of respondents didaomnplete the survey to the final
guestion § = 16/ 56). As participants were all in managenpasitions it is likely that they
did not have sufficient time to complete the surddgwever, as there was no opportunity for
participants to explain why they did not compldte survey, | cannot know if they

discontinued for a particular reason.

Finally, as this research was limited to a particuégion of metropolitan Adelaide, the
findings of this research may not be generalisdtdtevever, as highlighted in Paper Four, it
is possible that the findings are transferabler¢@gawith similar demographics. This, of

course could be one focus for future research.

Future research

This research has only begun to explore the carafegpmorbidity among refugee
youth and future research should continue to addtes gap in the literature and add to this
growing knowledge base. While this research goewesway in identifying the risk factors in

the development of comorbidity, quantitative reskas needed in order to identify the extent
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to which these and other factors contribute todéeelopment of such disorders, as well as

identifying protective factors which could have iioptions for early intervention pursuits.

Further, as a limitation of this research was mandp able to confirm the prevalence
of comorbidity among resettled refugee youth, eithehe community or in the service
population, there is a need for future prevalengdiss to investigate this. For example, the
next Australian Mental Health and Wellbeing Surgbpuld include measures which
specifically identify individuals from refugee bagkunds in order to estimate prevalence
and ascertain the degree of the problem withinghisgroup. Although there are some
limitations to this approach regarding languageiber and cross-culturally valid assessment

tools, this does not excuse not making any attetogteclude this population.

It was beyond the scope of the present study teudbepecifically with refugee youth
with comorbidity and who had been engaged with MIAGD services. Subsequent research
should specifically recruit service users to elatédtheir personal experiences of services and
identify their perceived needs. This knowledge widukther aid clinicians in tailoring
treatment for this population. Additionally, asylw®ekers and unaccompanied minors were
identified in this research as potentially at geeaisk or more vulnerable due to reasons such
as often being away from their families and therefeery isolated, as well as experiencing a
great deal of uncertainty regarding their futurd #greir families’ future. As this was an
incidental finding, this issue requires furtherestigation. We suggest future research

consider co-occurring MH and AOD problems specifjcamong these populations.

This research has identified the difficulties yoyrapple face accessing and receiving
support and treatment, as well as the problemsceepvoviders experience in striving to
assist such young people. Although it goes someimwayoviding a knowledge base which

services and clinicians can consult in order torowup their response to this client group,
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more research is needed to trial and evaluate sbtne suggested strategies outlined in this
thesis to improve service provision to this popolatFor example, research should examine
the outcome of using CALD liaison officers in impnog integrated interagency service
delivery for complex comorbidity clients. Likewisevaluation of training efforts and other
strategies aimed at improving the cultural and adality responsiveness of services is
needed. As a key finding of this research wasdkatified pressing need for MH and AOD
education and service promotion to be woven irdéugee youth friendly’ community
engagement efforts with new arrival groups, fut@search should examine the impact of
this on the uptake of services, levels of stignmayg@lence of disorders, MH and AOD
literacy levels, and the new arrivals’ knowledgewéilable supports. As lack of partnerships
and collaboration was identified as a significaatrier to effective service provision, an in-
depth exploration of what prevents this from ocaogmay aid efforts to enhance such

necessary collaboration.

Additionally, future studies should attempt to e&se involvement of the AOD sector
in this type of research considering that the MEt@ewas overrepresented in the present
study despite attempts to ensure a more balanpeglsentation. This partly reflects the fact
that MH services are much larger and employ mai stan the AOD sector. It should be
noted that the majority of AOD workers from the m&@overnment AOD service who were
approached and invited to participate in an inemideclined, stating that they did not have
any refugee background clients in their service @ddot possess any knowledge on the
topic. Although | thought it possible that they tiave some refugee background clients
engaged with these services, as given the exteheqgiroblem it seemed unlikely there
would be no refugees in contact with AOD serviegtempts to verify this claim were

unsuccessful due to the lack of data collectiothiyy Government AOD service.
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Finally, due to the limited literature regarding ttneatment of refugee young people
with comorbidity, and considering the suggestioraglenby the present study, future research
should also investigate integrated treatment pragrahich simultaneously address MH and
AOD problems for young refugees. Considering thatwere aware of some services already
providing such an approach, we suggest that reéses@and services collaborate and

comprehensively evaluate these efforts.

Personal reflection

Throughout this research | encountered clinicialsacademics who debated the
need for this research given that refugee populatiend not to prioritise mental health nor
appear to want any assistance. As has been hitgadigi the literature and the papers which
comprise this thesis, marginalised, disadvantagidjee background youth (particularly
those who have fallen out with their communitiegaonilies) are at an increased risk of
involvement in criminal activity, subsequent engaget with the criminal justice system,
homelessness, unemployment, and suicide. | stdrt®desearch at a time where there had
been a spate of suicides in refugee communitidseimorthern suburbs. My first community
engagement activity was attending a Burundian ygublup where two other MH workers
and | spoke with the young people about mentaltheald suicide. What was striking to me
at that first encounter was the number of youngpfgewanting to know how to assist their
peers when they had “lost their way” or were intdiggan intent to end their own life. From
the outset of this research | observed a desirangriiee communities and refugee individuals
to better understand mental health problems, evemvhey did not have a language for
them. As | conclude this research | am more cordrtban ever that a significant social
problem exists for young people from refugee bamkgds, not only living in this area of

South Australia but all over Australia. As mentaalih organisations and professionals are,
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as defined by the codes and guidelines that gavein practice, committed to responding to
the needs of the community and delivering ‘cliesnitted care’, it perplexes me why the
service response appears so dire. | have comedarstand systemic and financial barriers
which prevent much needed developments. Howevegnghat certain professionals and
services have found ways around these barriersisda# wondering why this is a
population who are left to ‘fall through the cracksthout adequate acknowledgment or

assistance.

Final comments

This thesis has explored a novel topic in Australiefugee health research by
acknowledging a seemingly ignored or forgotten paipan of young people in Australia. For
many of these young people, their past is markesuiffering, whether it be by the tragedies
from which they fled or the ongoing battle to rexteea new life and identity in Australia.

We, as health professionals are in a positiongoifcantly alter the future of these young
peoples’ lives and all those who arrive to our ¢oum the future. At the very least, support
services and professionals should be directinguress and energy into better understanding
and addressing the needs of these vulnerable thdiis. This thesis has highlighted that
despite the difficulties in doing so, there are svetyimprove the delivery of support and
treatment to young people from refugee backgroumdsistralia who are experiencing

mental health and substance use problems.

- They don’t believe that this much trouble carsexi a life, they don’t believe me-

(18 year old Afghan Hazara male participant, flddhanistan alone at age 16

years after his mother disappeared)
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Background

There is a wealth of literature documenting effective interventions for survivors of
trauma in the general population who are experiencing posttraumatic stress disorder (PTSD)
and other mental disorders. Much of this research has been conducted with individuals who
have been exposed to single traumatic events (Cloitre et al., 2011). There is less evidence
regarding effective treatments for those who are experiencing a more complex type of PTSD,
often the result of prolonged or repeated exposure to torture or trauma. Further, there is even
less research documenting best practice in relation to the treatment of refugee and asylum
seeker populations experiencing such problems. Research has consistently reported elevated
prevalence rates of PTSD, depression and anxiety among refugees and asylum seeker groups
living in developed countries (Steel et al., 2009). Additionally, refugees and asylum seekers
face a multitude of ongoing resettlement and social difficulties which highlights the need for
interventions to be delivered within a broader contextual focus (Drozdek, 2014; McFarlane &
Kaplan, 2012). Not surprisingly, given the emphasis on PTSD in the refugee literature, the
available evidence is predominantly concerned with the treatment of PTSD and therefore this

inevitably was the focus of the current review.

This review of the literature aimed to investigate what psychosocial interventions
have been found to be effective for refugee and asylum seeker survivors of torture and
trauma. Many asylum seekers will face unique and additional difficulties due to the
uncertainty of their asylum claims and future. For this reason, treatments for asylum seekers
were considered separately where possible. Similarly, differences in age and gender
regarding treatment outcome will be discussed where possible. The majority of literature
highlights that as refugees and asylum seekers often present with unique challenges and
multiple complex problems, contextual factors as well as cultural differences need to be
considered in the initial intake and assessment procedures. There has been much discussion
regarding the use of assessment tools and procedures which may not be culturally relevant or
appropriate for use with this population. For this reason, this review will start by briefly

addressing what we know regarding the appropriate assessment process for this client group.

Intake and assessment

The guidelines for the treatment of acute stress disorder and PTSD state that a holistic

approach to assessment and treatment is necessary when working with asylum seckers and
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refugees (Australian Centre for Posttraumatic Mental Health, 2007). Likewise, Drozdek
(2014) provided a detailed description of the importance of holistic assessment with refugee
and asylum seeker survivors of torture and trauma. ‘Holistic assessment’ involves
consideration of psychosocial processes and cultural, social and political factors (see chapter

three for his detailed contextual model of assessment).

Cultural Formulation Interview

The most recent edition of The Diagnostic and Statistical Manual of Mental Disorders
(DSM-3) places a greater emphasis on understanding cultural influences in mental illness
than previous editions and includes the Cultural Formulation Interview (CFI) (American
Psychiatric Association, 2013). The CFI enables clinicians to use a series of questions in
order to collect information about the impact of culture in relation to mental health and
emphasises the importance of understanding clients’ explanatory models. ‘Explanatory
models’ being the way people communicate about their illness, present their symptoms,
when, how and why help is sought, and what is considered a good outcome (Kleinman,
Eisenberg, & Good, 1978). The use of the CFI has been found to reduce misdiagnosis in
culturally diverse clients and improve diagnostic accuracy (Adeponle, Thombs, Groleau,

Jarvis, & Kirmayer, 2012; Rohlof, Knipscheer, & Kleber, 2009).

The Cultural Awareness Tool

Mental Health in Multicultural Australia, through funding from the National Mental
Health Strategy, developed “The Cultural Awareness Tool” which also offers a detailed way
of conducting a culturally appropriate mental health assessment. It outlines a series of
questions again aimed at obtaining information about a client’s explanatory models and
negotiating an appropriate treatment plan based on this comprehensive understanding (Seah,

Tilbury, Wright, Rooney, & Jayasuriya, 2002).

The Refugee Health Screener-13
The Refugee Health Screener-15 was developed to be a cross-culturally valid
screening tool for mental disorders such as anxiety, depression and PTSD in refugee clients

(Hollifield et al., 2013). It has been validated for use with refugees aged 14 years and older
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from Burmese, Iraqi and Nepali Bhutanese backgrounds (Hollifield et al., 2013). The items
were developed using qualitative research methods with Vietnamese and Kurdish refugees.
Although this screening instrument is in the preliminary evaluation period, so far it has

shown effectiveness in screening newly arrived refugees to increase early access to support

for those most distressed.

Self-report measures
Harvard Trauma Questionnaire

The Harvard Trauma Questionnaire (HTQ) was designed in an attempt to create a
cross-culturally valid assessment instrument for use with refugee populations. It is a self-
report measure which consists of two sections. The first section lists 16 common traumatic
events including torture in order to ascertain the client’s past exposure to torture and trauma.
The second section consists of 16 items assessing symptoms of PTSD (Mollica et al., 1992).
The HTQ is a widely used tool in both research with refugees and clinical practice (Kleijn,
Hovens, & Rodenburg, 2001). For example, ter Heide and Smid (2015) report using the HTQ
as a routine intake assessment instrument with refugee clients in their Psychotrauma Mental

Health Institute.

Hoplins Symptoms Checklist-25

The Hopkins Symptoms Checklist-25 (HSCI-25) is a valid measure of anxiety and
depression and has been used with a wide range of refugee groups demonstrating
transcultural validity (Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, 1974; Hollifield et al.,
2002). The HSCL also includes questions assessing somatisation symptoms in order to

capture culturally-relevant symptoms.

Treatment

Phase Based Treatment Models

The literature consistently documents the appropriateness of phase based models in
the treatment of individuals presenting with complex PTSD (Grey & Young, 2008; National
Institute for Clinical Excellence, 2005). Findings from a recent expert consensus study
suggests multi-modal, phase based treatment approaches are necessary regardless of the
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psychological intervention chosen to be integrated into this approach (Cloitre et al., 2011).
They state:

Contemporary formulations of this approach to complex PTSD have recommended
that the initial stage of treatment focus on patient safety, symptom stabilization, and
improvement in basic life competencies. A second and later stage includes the
exploration of traumatic memories for the purposes of first reducing acute emotional
distress resulting from the memories and then reappraising their meaning and

integrating them into a coherent and positive identity. (p. 616).

This process will often involve moving back and forth between the phases as issues
arise (Grey & Young, 2008). Drozdek (2015) acknowledged that integrating multimodal and
trauma-focused treatments can be effective and proposes that his Integrative Contextual
Model may facilitate this approach. In their review of the literature, Nickerson, Bryant,
Silove, and Steel (2011) stated that multimodal approaches did not have sufficient evidence
for their effectiveness. However, they acknowledged that multimodal approaches such as
interventions which include a stabilisation phase may allow clinicians working with refugee
clients to address other psychosocial issues not addressed by a stand-alone trauma-focussed

intervention.

Individual interventions

As previously mentioned, research concerning the psychopathology of refugees and
asylum seekers has tended to focus on PTSD and other psychological sequelae as a result of
exposure to trauma. Therefore the focus of many intervention studies has been to examine the
impact of various treatments on PTSD symptoms. As a result, the majority of literature
reviewed in this section is inevitably focussed on the treatment of refugees and asylum
seekers experiencing PTSD. However, we acknowledge the potential for multiple other
physical, social and psychological outcomes of torture and trauma and where there is

available literature, have documented interventions addressing other mental health needs.

For individuals in the general population, the evidence supports the use of trauma-
focussed cognitive behavioural therapy (CBT) and eye movement desensitisation and
reprocessing (EMDR) for the treatment of PTSD as well as comorbid anxiety and depression

(Australian Centre for Posttraumatic Mental Health, 2007; Kar, 2011; National Institute for
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Clinical Excellence, 2003; Shapiro, 2014). While there is significantly less evidence
supporting the effectiveness of any particular mtervention for refugee and asylum seeker
groups, we attempt to compile the available knowledge with respect to a number of

therapeutic modalities.

Interventions with asylum seekers

Contrary to a previous belief that asylum seekers who face an uncertain future
regarding protection and visa status are unlikely to benefit from mental health treatment,
more research is highlighting that this perspective is not supported and rather, asylum seekers
have been found to improve as a result of psychotherapy (Grey & Young, 2008; Hensel-
Dittmann et al., 2011; Stenmark, Catani, Neuner, Elbert, & Holen, 2013). Although the
results of these studies outline therapeutic improvements for asylum seekers, the findings
must be taken with caution given that they included participants who had received permanent
visas during the research. However, Drozdek (2014) has also documented findings where
asylum seekers (who did not receive visas) made significant clinical improvements as the
result of psychotherapy. Therefore we can be more confident that this is a population with

whom we can work clinically.

Cognitive Behavioural Therapy

As cognitive behavioural therapy (CBT) is one of the most supported treatments for
PTSD, much of the literature concerning interventions for refugee and asylum seeker
survivors of torture and trauma has focussed on whether CBT is also effective with this
population. Paunovic and Ost (2001) found that both CBT and exposure therapy (ET)
significantly reduced symptoms of PTSD and other anxiety disorders in refugee patients and
that this outcome remained at six month follow-up. This research was conducted with a
relatively small number of participants (n = 16) and excluded those refugees who were not
able to engage in therapy without an interpreter. Further, the majority of participants (75%)
were already receiving pharmacological treatment. Therefore these findings may only apply
to those combining medication with therapy, those with permanent visas, and those who are

proficient in the host country’s language.
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More recent research examining the effectiveness of CBT with refugees has reported
on CBT approaches which are trauma-focussed and culturally adapted in order to more
effectively tailor CBT to this population. As a result, culturally adapted CBT approaches
often integrate aspects of other therapeutic approaches. Vindbjerg, Klimpke, and Carlsson
(2014) have designed a randomised controlled trial investigating a culturally adapted CBT
model which integrates elements of acceptance and commitment therapy and mindfulness for
use with refugees. The results for this study are not yet available, however, the components of
their manual are described (Vindbjerg et al., 2014). Hinton and Jalal (2014) present
guidelines which can be used to increase the cultural sensitivity of CBT approaches and
recommend CBT interventions integrate techniques which acknowledge common cultural
complaints such as somatic symptoms and utilise spiritual or culturally specific coping
strategies such as meditation. Hinton, Rivera, Hofmann, Barlow, and Otto (2012) describe
the components of their culturally adapted CBT (CA-CBT) manualised program. They
describe integrating relaxation, meditation, mindfulness, and body work into their program.
They also address somatic symptoms and cultural syndromes. See Hinton et al. (2012) for a
description of the components within each session. Hinton, Pich, Hofmann, and Otto (2013)
present case examples of applying the CA-CBT approach to traumatised Latino and
Cambodian refugee populations. Research evaluating this program has shown promising
results, particularly with Southeast Asian refugees (Hinton et al., 2005; Hinton, Hofmann,
Pollack, & Otto, 2009; Hinton et al., 2004). A recent meta-analysis reviewed trauma-focussed
intervention studies for refugees and concluded that trauma-focussed CBT and narrative
exposure therapy (NET) produced overall large effect sizes compared to control conditions,
therefore suggesting that traumatised refugees can be most effectively treated with these
approaches (Lambert & Alhassoon, 2015). CA-CBT is clearly effective with Latinos and
Southeast Asians. However, this approach needs to be studied further with refugees from
other cultural backgrounds. Drozdek’s (2014) group therapy program integrates CBT with
other approaches and has found promising outcomes with Iranian and Afghan refugees (this

research is discussed further in the group work section of this review).

Buhmann et al. (2015) integrated CBT with mindfulness and acceptance and
commitment therapy (ACT) with promising results. They evaluated a six month treatment
program which consisted of an average of 13.5 sessions with 85 clients aged 18 years and
older who were all diagnosed with PTSD and/or depression. OQutcomes were measured by the

HTQ, HSCIL-23, the World Health Organisation quality of life scale and the Sheehan
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Disability Scale. Interestingly they found that the more CBT, ACT and mindfulness methods
used and the more times each method was used, the better the outcome. They also found
participant engagement in homework exercises was associated with better outcomes. This
study was limited by the lack of a control group and by the fact that participants were also on
psychopharmacological medication. However, it again demonstrates that structured CBT can

be successfully applied to refugee clients.

CBT with refigee children

CBT has also been researched with refugee children. Ehntholt, Smith, and Yule
(2005) found that six sessions of a weekly, school-based group CBT program with 26 refugee
children resulted in reductions in PTSD symptoms, behavioural problems and emotional
symptoms. However, these outcomes were not maintained at three month follow-up. A
review also conducted by Ehntholt and Yule (2006) reported that although our knowledge
base with respect to treatment for traumatised refugee children is limited, CBT, EMDR,

testimonial psychotherapy and NET are showing the most promise.

Narrative Exposure Therapy

Narrative exposure therapy (NET) was originally created in an attempt to meet the
mental health needs of survivors of organised violence living in refugee camps. Since then, it
has been conducted and researched with refugee and asylum seeker populations living in
developed countries. NET incorporates aspects of CBT and testimony therapy (Robjant &
Fazel, 2010). Testimony therapy was originally developed in Chile as a treatment for
survivors of organised violence (Van Dijk, Schoutrop, & Spinhoven, 2003). There is
increasing evidence that NET is particularly effective for both refugee and asylum seeking

children and adults (Robjant & Fazel, 2010).

Neuner et al. (2010) compared NET with treatment as usual with asylum seekers
living in Germany. They measured PTSD symptomatology, pain, and depression. Unlike
most studies they did not exclude individuals who needed an interpreter or individuals with
additional disorders, suicidal ideation or substance abuse, potentially making their findings
more applicable to our client population. At post-treatment, they found significant reductions
m symptoms of PTSD for those in the NET group compared to those in the treatment as usual

(TAU) group. No improvements were observed with regard to depressive symptoms.
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Although this research was conducted with a relatively small sample size (14 participants in

NET group, 16 participants in TAU group), the findings are promising.

Stenmark et al. (2013) also compared NET to TAU with a larger sample of 81
participants and included both refugees and asylum seekers living in Norway. TAU was
described as assistance with sleeping difficulties, depressive symptoms and problems related
to asylum status. Treatment was ten 90 minute sessions of either NET or TAU. Their study
yielded similar findings to those of Neuner et al. Participants were assessed used the
Clinician Administered PTSD Scale, the Hamilton Rating Scale for Depression and the MINI
Neuropsychiatric Interview. Participant symptoms in both treatment groups improved.
However, they found significantly greater improvement as a result of NET for both refugees
and asylum seekers in terms of reduction of PTSD and depressive symptoms and reduction in
participants who met diagnostic criteria for PTSD. Interestingly, in 2014 the same researchers
investigated the factors associated with treatment response in the aforementioned study
(Stenmark, Guzey, Elbert, & Holen, 2014). They found that females were more likely to
respond to NET than males and that those males who were violent offenders were the least
likely to respond. Torture status, asylum status, age, or number of reported exposures to

traumatic events did not account for differences in response.

Additionally, a meta-analysis of the literature documenting the effectiveness of NET
for refugees concluded that based on the results from seven studies, NET produced treatment
outcomes which had medium effect sizes and sufficient statistical power (Gwozdziewycz &

Mehl-Madrona, 2013).

As mentioned, the effect of NET has also been explored in refugee and asylum secker
children (Robjant & Fazel, 2010). Ruf et al. (2010) found that eight sessions of Kidnet (NET
adapted for children) resulted in reductions of PTSD symptoms compared to a waitlist control
group in children aged 7-16 years living in Germany. The effect of this intervention appeared

enduring as these reductions in symptoms were maintained at 12 month follow-up.

Cognitive Processing Therapy
Cognitive Processing Therapy (CPT), a manualised treatment designed as a 12 session
protocol combines cognitive therapy with written exposure and is found to be effective for

people with PTSD in the general population. One study has investigated the effectiveness of
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CPT with 53 refugees at a community health clinic in the US (Schulz, Resick, Huber, &
Griftin, 2006). The sample included refugees from Afghanistan and the former Yugoslavia
and approximately 66% of participants were survivors of torture. Interpreters were used with
almost half of the participants. Using the PSTD Symptom Scale, they measured the outcome
of 17 sessions lasting 1.5-2 hours in duration. Results showed significant improvement
(reduction in PTSD symptoms) from baseline to post-treatment. They also found that there
were no significant differences in treatment outcomes for those who required an interpreter
and those who did not. Limitations include the lack of a control or comparison group and that

the treating therapists assessed the post-treatment outcome.

Bolton et al. (2014) conducted a randomised controlled trial investigating two
treatments: behavioural activation treatment for depression (BATD) and CPT for survivors of
systematic violence in northern Iraq. They found that both interventions were effective for
reducing depression and dysfunction (measured by HSCL and a locally developed
dysfunction scale). Although CPT produced improvements in these studies, more research 1s

needed.

Acceptance and Commitment Therapy

Aside from the research describing integrated principles of acceptance and
mindfulness with CBT in treatment programs with refugees (Buhmann et al., 2015; Hinton et
al., 2013), there is a lack of research in which ‘pure” acceptance and commitment therapy
(ACT) has been investigated with respect to refugee or asylum seeker clients. Follette, Palm,
and Pearson (2006) suggest that mindfulness principles can be integrated into any traditional
intervention for trauma and discuss the literature that has found ACT to be effective in the
treatment of trauma in the general population. Orsillo and Batten (2005) describe how ACT
can be implemented in the treatment of PTSD and along with Twohig (2009) provide a case

example demonstrating the application of ACT in trauma treatment.

The evidence is scarce for the effectiveness of ACT as a stand-alone treatment with
refugees, asylum seekers or even cross-culturally. However, the previously mentioned CA-
CBT model clearly integrates acceptance and mindfulness techniques and has demonstrated
how these components improve the cultural sensitivity of treatment. Therefore ACT and

mindfulness should not be discounted as useful treatment components.
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Interpersonal Therapy

Research looking at the use of interpersonal therapy with refugees is limited but
worthy of attention as it has been found to result in significant improvements in low income
countries and with traumatised groups. Comparison of NET with interpersonal therapy found
NET to be more effective than interpersonal therapy for reducing PTSD in refugees in
Rwanda. However, interpersonal therapy was still found to be effective as 29% of
participants no longer met criteria for PTSD at six month follow-up (Schaal, Elbert, &
Neuner, 2009). Group interpersonal therapy has been found to be effective cross-culturally.
Bass et al. (2006) conducted a randomised control study examining group interpersonal
therapy (n = 103) compared to TAU (113) with individuals in Uganda. At post-treatment and
six-month follow-up they found significant reductions in depression symptoms as measured

by the HSCL-25.

Betancourt et al. (2012) looked at outcomes of group interpersonal therapy with war-
affected youth in Uganda. Compared to a creative play/ recreation group and a waitlist
control condition, differences in outcome between gender and abduction history were
observed. Improvements in depressive symptoms were observed in both males and females.
However, interpersonal therapy was most effective among females without a history of
abduction. Non- abducted males were the least likely to benefit from interpersonal therapy
whereas abducted males did improve as a result of interpersonal group therapy. Interestingly,
depressive symptoms increased from time one to time two for abducted males in the creative
play group. Overall, more research is warranted regarding interpersonal approaches for
refugee and asylum seeker survivors particularly as it may have specific usefulness in treating

comorbid depression.

Narrative therapy- Tree of Life

The “tree of life” is a narrative based therapeutic intervention and although there has
been little research conducted examining its effectiveness, the available literature reports
positive outcomes. Reeler, Chitsike, Maizva, and Reeler (2008) found that after delivering
‘tree of life’ to survivors of torture in Zimbabwe, participants reported better coping abilities
at three month follow-up. More recently, Schweitzer, Vromans, Ranke, and Griffin (2014)

11
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documented their experiences of implementing a manualised version of ‘tree of life” with a
young woman from a Liberian refugee background living in Australia. They reported that
using a narrative therapy approach assists refugee clients in integrating their past experiences
with their preferred self-narrative and appears to help promote a sense of hope for the future.
Other research reports integrating narrative approaches into other treatment models

(Stepakoff et al., 2006).

Eye Movement Desensitisation and Reprocessing (EMDR)

As previously mentioned, there is a significant amount of literature documenting the
effectiveness of EMDR for individuals presenting with PTSD in the general population
(Australian Centre for Posttraumatic Mental Health, 2007; Shapiro, 2014). Although there
has been some consideration of the effectiveness of EMDR with refugee populations, more
research in this area is warranted. ter Heide, Mooren, Kleijn, de Jongh, and Kleber (2011)
compared eight sessions of EMDR with stabilisation (establishment of safety in physical,
cognitive-behavioural, interpersonal, and social areas of functioning, as advocated by
Herman (1992)). Interpreters were used in therapy and the study included both asylum
seekers (n = 3) and refugees. This study was limited by a high attrition rate (50%) leaving
only five participants in each condition. Although difficult to draw conclusions with such a
small sample, they concluded that it was feasible to treat refugee clients with EMDR and
reported a small improvement in the EMDR group compared to individuals in the

stabilisation condition which saw symptoms worsen from pre to post treatment.

EMDR was found to be effective when used in a psychodynamic context for children
from refugee backgrounds (Oras, Ezpeleta, & Ahmad, 2004). In a study of 13 children in
Sweden, researchers found a reduction in symptoms of PTSD and depression. Although these
were promising results, there were again significant limitations to this study such as the low
sample size and that the number of sessions of psychotherapy (5-235 sessions) and EMDR (1-
6 sessions) varied dramatically across participants. Further, the lack of a comparison group
means that we cannot know if it was the psychodynamic aspect of therapy, the EMDR or the
combination of both that was causing the improvement. Finally, seven out of nine
participants received residency while they were participating in the study and this would have

likely had a significant impact on their scores at post-treatment.
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Psychodynamic

In addition to the aforementioned research on EMDR in a psychodynamic context,
research conducted in Germany following clients of a torture treatment centre examined the
outcome of a predominantly psychodynamic approach (83% were treated with
psychodynamic, as well as 7% with Gestalt therapy and 7% with systemic therapy) (Birck,
2001). They measured clients pre-intervention and at two-year follow-up. Treatment ranged
from seven to 40 months, was conducted weekly and also included medical and social
support. They found that two years post-treatment there were no observed changes in
symptoms of PTSD, anxiety or depression. However, there were reductions in intrusion
symptoms of PTSD and through qualitative interviews, clients reported clinically significant
improvement in symptoms. Although this study has major limitations such as huge variation
of length of time in treatment, no control group, and a mixture of interventions, it is
considered useful in that it is conducted in a naturalistic setting (van Wyk & Schweitzer,

2014).

Dickerman and Alfonso (2015) discuss the difficulty in conducting psychodynamic
psychotherapy involving interpreters. They consider the potential usefulness of ‘split
transferences’ and the use of the interpreter as a cultural broker. However, they conclude
there is insufficient evidence regarding how to work in a psychodynamic way with clients
who require interpreters. Likewise, Baker, [zzo, and Trenton (2015) discuss conducting
psychodynamic therapy with three examples of refugee background clients. Although not
documenting the outcomes of therapy, they provide a consideration of involving interpreters
in psychodynamic therapy. Katsounari (2013), on the other hand, documents a case example
in which an interpreter was used in the majority of sessions of a psychodynamic therapeutic
intervention with a 16 year old trauma survivor from a refugee background. Katsounari
describes the progress of 16 weekly sessions with the client using relational psychodynamic
therapy integrated with trauma focused psychoeducation as well as explaining the link
between thoughts, feelings and behaviours. Using elient self-report and clinician observation,
it was noted that the client experienced a reduction in PTSD symptoms, changes in emotional
expression and interpersonal contact, and an increased sense of agency. Although this paper
has major limitations as it is a case study and as it did not use any objective outcome
measures, it is a useful illustration of an integrated therapeutic approach which could be
researched further. Overall, there is currently very little evidence for the effectiveness of

‘pure” psychodynamic interventions with this population.
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Group work

There is increasingly more research emerging which highlights the effectiveness of
group interventions for refugee and asylum seeker populations. The most comprehensive
research concerning group work for refugee and asylum seeker survivors of torture and
trauma has been conducted by Drozdek and colleagues (2014). The ‘Den Bosch’ phase-
orientated trauma group treatment model combines CBT, psychodynamic, imaginal exposure,
empowerment, exploration of coping styles and supportive approaches and does so in the
context of addressing multiple ecological factors (factors based on Bronfenbrenner’s model
but expanded on by Drozdek). The program combines verbal and non-verbal (psychomotor,
art and music) therapies. The non-verbal component is included in acknowledgement of the
difficulties survivors have in verbally expressing traumatic memories. The group program is
85 sessions (bi-weekly) for one year. This program has been found to be more effective than
a control group for Iranian and Afghan males (Drozdek, Kamperman, Bolwerk, Tol, &
Kleber, 2012). Further, a seven year follow-up of this group treatment program collated data
from seven treatment groups over a 12 year period (including the sample from the 2012
outcome study) (Drozdek et al., 2014). This research found that the treatment resulted in
reduction of PTSD, depression and anxiety symptoms at post-treatment and that this
reduction was maintained up to five years post-treatment. Although symptoms started to
worsen again after five years, at seven vears the symptoms were still at lower levels than

baseline.

Salem and Renner (2015) report findings from a randomised, controlled study
comparing four interventions with asylum seekers and refugees from Chechnya. Participants
(n = 94) were allocated to either 15 weekly 90 minute sessions of a guided self-help group,

15 weekly 90 minute sessions of group CBT, three sessions of EMDR or a wait-list control
condition (no treatment, 15 weeks). Using the HTQ, the HSCIL-25 and the post-traumatic
growth inventory they found that the self-help group and the CBT group produced significant
reductions in PTSD, depression, anxiety and somatoform symptoms compared to the wait-list
control. These outcomes were maintained at three and six month follow-up. No changes were
observed across time on the post-traumatic growth inventory and EMDR did not produce any

effect after the three sessions.
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Stepakoff et al. (2006) describe a phase-based group counselling program in West
Africa. Their therapy model integrates elements of psychodynamic, relational/interpersonal,
CBT, narrative, and expressive/humanistic approaches. They also state the importance of
allowing expression of affect using drawings, drama and music and therefore integrated
elements of West African culture into the program. This included healing rituals, traditional
stories, drumming, clapping, and songs. There were 10 weekly sessions lasting approximately
two hours each. Measures were administered at intake and one month, three months, six
months and 12 months after intake. They report significant reductions in trauma symptoms
and increases in social support and daily functioning as a result of group therapy. Although
this research is limited by a lack of detail concerning measures, statistical analyses, and study
rigour, it does describe powerful events qualitatively demonstrating the value of such a group

program and its acceptance by refugee survivors of trauma.

Reading and Rubin (2011) have developed a group therapy program for lesbian, gay
bisexual, and transgender (LGBT) asylum seekers and argue that the group context is
particularly important to counteract social isolation, create a sense of safety, draw on the
strengths of collectivist cultures, and promote a sense of solidarity and empowerment among
group members. Likewise, Tucker and Price (2007) demonstrate how groups provide a safe
structure and symbolic home for refugees and asylum seckers offering an environment in
which clients can begin to process traumatic memories. Robertson, Blumberg, Gratton,
Walsh, and Kayal (2013) describe their phase-based integrative group CBT orientated
treatment program at The Traumatic Stress Clinic in the United Kingdom. They describe how
they have adapted this model for refugee and asylum seckers survivors and present two case
examples illustrating the beneficial and empowering aspects of being involved in group
therapy. Given the rationale and wide use of group therapy with this population, there is a
clear need for more evaluative research to be conducted on such group treatment programs.
As previously mentioned, Drozdek’s extensive and ongoing group evaluation research
provides significant evidence of the benefits of group work for this population and therefore
there is enough support that these approaches should continue to be developed, utilised and

evaluated.
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Casework and advocacy

A recent qualitative study conducted by Schweitzer, Wyk, and Murray (2015) found
that therapists working with refugee clients emphasised the importance of assisting with
practical resettlement needs in order to promote acculturation and improve client well-being.
This was seen as particularly important as post-migration difficulties often exacerbate trauma
symptoms. This perspective is supported by the guidelines for the treatment of acute stress
disorder and PTSD which recommend holistic treatment when working with asylum seekers
and refugees (Australian Centre for Posttraumatic Mental Health, 2007). In Drozdek’s group
treatment program, advocacy work is acknowledged as necessary in order for treatment to be
suitable for this population. However, in this model they address advocacy and case work
issues in a separate way (Drozdek, 2014). At the beginning of treatment it is negotiated with
clients what they will focus on outside of the therapy group and allocate the afternoon session
purely for settlement issues which are agreed upon by the group. These topics will include
general settlement issues, life-stress, child-rearing, job/professional problems, medication
issues, migration/ visa issues, and legal problems. Overall, it is widely acknowledged that the

complex nature of these clients requires therapists to address practical issues in some way.

Complementary and alternative therapies

The efficacy of the use of complementary and alternative medicine (CAM) with
torture and trauma survivors in the general population has been investigated through a
systematic review conducted by the Department of Veteran Affairs in the United States
(Strauss & Durham, 2011). They found there was surprisingly minimal research conducted on
the topic despite the widespread use of CAM by trauma survivors. Of the research which was
available, the findings indicated positive outcomes on PTSD symptoms and health-related
quality of life. However, the studies rarely included a follow-up and were generally of poor-

quality, therefore concluding that further research was needed.

Of greater relevance to torture and trauma survivors from refugee backgrounds, a
review of the literature conducted by Longacre, Silver-Highfield, Lama, and Grodin (2011)
examined the effectiveness of a variety of complementary and alternative therapies in the
treatment of the mental and physical sequelae of torture and trauma. These therapies included
meditation, dance and movement, spirituality, music, acupuncture, T"ai Chi, Reiki, or an
mtegration of various CAMs. Although again finding that there was a lack of research
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conducted in this area, they conclude that the preliminary findings suggest these therapeutic
approaches are an important component of the integrated treatment of torture and trauma
survivors. They state “holistic treatments, including many CAM modalities, fundamentally
recognise the interrelationship of the mind-body system, and view health as an ongoing
process encompassing interdependent physical, psychological, and social factors” (p40). Due
to the somatisation, chronic pain and physical injuries often seen in torture and trauma
survivors, treatment should consider ways to simultaneously address these aspects. Although
there 1s limited evidence and literature documenting the outcome of complimentary or
alternative approaches such as massage and body work, preliminary and qualitative findings
suggest clients certainly value these therapies (Longacre et al., 2011), with other studies
reporting positive outcomes when certain CAMSs are integrated with psychotherapy (Drozdek,
2014; Hinton et al., 2012).

Conclusion

This review began by outlining some important considerations in the assessment of
refugee and asylum seeker survivors of torture and trauma. Different therapeutic modalities
were then listed and the available literature documenting their effectiveness has been
discussed. While there is some evidence for the effectiveness of individual psychotherapeutic
interventions in the treatment of PTSD, depression and other mental disorders among refugee
and asylum seeker survivors of torture and trauma, the literature highlights the need for more
research. CA-CBT, NET, and group interventions appear to be the most comprehensively
studied and supported therapeutic approaches with adult refugees and asylum seekers
(Lambert & Alhassoon, 2015) and this is also the case for refugee and asylum seeker children
(Ehntholt & Yule, 2006). However, based on the treatment descriptions, it is apparent that
these modalities often integrate aspects of other approaches such as ACT, mindfulness,
narrative, and art and music based therapies in an attempt to make interventions more
culturally appropriate and holistic. Although brief, this review has also acknowledged that the
complex presentation of these clients often necessitates the therapist to address practical
“non-clinical” needs as the broader socio-political and resettlement context of such
therapeutic work is emphasised in the literature (McFarlane & Kaplan, 2012; Schweitzer et
al., 2015). Additionally, the literature highlights that psychoeducation about trauma plays a

fundamental role in therapy and therefore needs to be integrated into any treatment approach
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(Cloitre et al., 2011). Overall, the interventions which are documented to possess the most
evidence of efficacy and effectiveness for the treatment of PTSD are those which share two
important therapeutic elements- exposure to the traumatic memory and cognitive processing
of the meaning of their experiences (Drozdek, 2014; Forbes et al., 2007). Therefore clinicians
should ensure that they are including these two key aspects in any therapeutic approach. This
of course requires a strong therapeutic alliance between client and therapist and a safe
therapeutic environment. The establishment of such safety is reported to be facilitated by
phase-based treatment models and the evidence supports the use of these (Cloitre et al., 2011;
Drozdek, 2014; National Institute for Clinical Excellence, 2003).
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The “too hard basket”: service delivery and supportfor young
people of refugee background with mental health andubstance
use conditions.

Miriam Posselt, Professor Cherrie GalletlyProfessor Charlotte de Crespignrofessor Nicholas
Proctef

tUniversity of Adelaide, South Australia
2University of South Australia, South Australia

This paper presents findings from a qualitativelgtconducted in the disadvantaged northern
region of Adelaide, South Australia. We investightiee cultural competency and
responsiveness of mental health and drug and dlsapport services when dealing with
young people from refugee backgrounds. The locatgonent areas of Salisbury and
Playford experience the highest proportion of peaplreceipt of government benefits, high
unemployment rates, low levels of education andiagantly high rates of mental health and
substance use problems. This area also contaihgphigortions of people born overseas,
people not fluent in English and people from refigackgrounds. In the last 10 years 33%
of humanitarian entrants to South Australia wesettted in the Salisbury and Playford areas.
Of these, 62.2% were under the age of 25 yearsrimala Given the low socio-economic
status of these areas and the large number ofeefyguth who reside here, this region, and
young people, were the focus of this study.

In-depth semi-structured interviews were conduetgd both young people aged 12 -25
years from a variety of refugee backgrounds linmghe northern suburbs, as well as health
professionals working in various government and-government mental health and drug
and alcohol support services. Based on the findimgs the youth and professionals, this
paper discusses the main challenges that servieda@ed with when trying to engage and
provide treatment to young people from refugee gemknd with comorbid mental health

and alcohol and other drug conditions. Thematadyses indicated that barriers and
facilitators to culturally competent service defiveelated to the broad themes of access,
knowledge and awareness, staff training, refertiways, and resources. By considering the
perspective of both the worker and the consumedigauss ways in which service provision
can be improved for resettled refugee youth witmadbid mental health and alcohol or other
drug conditions in this particular demographic.
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The cultural responsiveness of mental health and dg and alcohol support services for
resettled refugee youth in northern Adelaide

Miriam Possekl, Professor Cherrie GalletlyProfessor Nicholas Proctddr Dennis Lid,
Professor Charlotte de Crespigny

IUniversity of Adelaide, Adelaide, Australia
2University of South Australia, Adelaide, Australia
3 Northern Mental Health Service, Lyell McEwin HdapiAdelaide, Australia

This presentation is part of the TRU NORTH Mentabh Research Group within The
Northern Adelaide Local Health Network (NALHN)

Background: Over the last ten years South Australia (SA) leasttled 151,134 refugees
under the humanitarian program. One third (33%pe$e arrivals were resettled in the
Salisbury and Playford areas of northern metropolidelaide. The majority (63%) of
refugees in this region were under the age of 2Bsyen arrival. Research indicates refugee
youth are faced with multiple risk factors pre,idgrand post migration, placing them at risk
of developing psychiatric and substance use dissrédorthern Adelaide is an area which
experiences significant disadvantage with the tsgpeoportion of people in receipt of
government benefits in SA, high unemployment rate$low levels of education. The low
socio-economic status of these areas and the tamgéer of refugee youth residing there
prompted investigation into whether the mental the@H) and alcohol and other drug
(AOD) services are adequately equipped and resduoceespond appropriately to this
population.

Methods: Workers employed in a management or leadershipatoh MH, AOD or related
service which provides support to youth aged 13«€24s in northern Adelaide were invited
to participate in an online survey. Information vea#lected concerning culturally
appropriate service provision such as staff trgndata collection and access to resources,
funding and interpreters.

Results: Fifty-six participants took part in the survey (@@mplete, 16 partially-complete).
Participants indicated that their organisation gegawith individuals from a variety of
cultural and refugee backgrounds. Despite thislifigs highlighted inadequate data
collection by services regarding this populatiofack of staff training and inadequate access
to resources and funding. Only 15% of managerebedi their staff were adequately trained
to provide treatment to refugee clients.

Conclusion: Results yielded significant gaps in the serviapomse for resettled refugee
youth. Priority areas were identified and recomnagioths for organisations to improve their
cultural competency and responsiveness are presente
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