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Abstract

To date, the world is experiencing its largest forced population displacement globally. The mental 

health of everyone forcibly displaced is likely to be affected, however, children remain amongst the 

most at risk of the group. Non-clinical service providers are often the first people working with 

refugee children. Therefore, they play a crucial role in the recognition of mental illnesses and link 

refugee children to appropriate support services. Yet there are limited studies that focus on school 

aged children and their understanding of mental health and illness. Furthermore, there is limited 

research taking a holistic approach regarding non-clinical service providers’ understanding of refugee 

children mental health. This paper aims to add to the limited literature existing in this area by 

exploring how service providers understand refugee children’s behaviours, and links to mental health 

and well-being, through a biopsychosocial lens. An exploratory qualitative analysis was utilised to 

explore non-clinical service providers’ perspectives. The data suggested service providers have a low 

baseline of mental illness recognition beyond the child’s expression, through externalised behaviours 

and displays of aggression. Service providers overlooked other aspects contributing to refugee 

children’s mental health such as sleep, diet, and exercise. The lack of recognition, early intervention, 

and preventative measures to support mental health may adversely affect neurological development, 

serious and continuous mental illnesses, and poor quality of social life and connections, leading to 

poor quality of life and declined overall well-being.

Keywords: Biopsychosocial model, Children’s well-being, Early intervention, Mental health, 

Non-clinical service providers, Refugee children
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Service Providers’ Understanding of Mental Illness in Refugee Children: Applying a 

Biopsychosocial Approach.

Objective

Background

As of 2021, 89.3 million people worldwide have been forcibly displaced from their 

homelands due to human rights violations, persecution, war, and similar distressing events. 

Approximately 36.5 million, or just over 40% of all displaced persons were classified as children 

under the age of eighteen (United Nations High Commissioner for Refugees – UNHCR, 2022). These 

numbers are reflected as 153,642 people who immigrated to Australia by the end of 2021 (United 

Nations High Commissioner for Refugees – UNHCR, 2022). Peterson (2018) reported refugees often 

experience traumatic events, resulting from persecution or war either in their home countries or while 

they are travelling to their final destination. Such experiences are likely to affect children in numerous 

ways based on the severity of their experiences, their resiliency levels, and coping skills. Peterson 

(2018) reported in some children, the experience of such events could lead to profound and long-

lasting effects that could impair daily functioning, such as school performance.

Hamrah et al., (2020) reported approximately half of the adult refugee population have 

symptoms consistent with post-traumatic stress disorder (PTSD). Psychological distress and anxiety 

disorders have been reported as prevalent among 40-50% of adult refugees and 16% have diagnoses 

such as bipolar disorder (Taylor et al., 2014; Guajardo et al., 2018). Such patterns have also been 

reported for children under the age of 18, with Fazel and Stein (2002) noting the evidence of mental 

health disorders such as anxiety, depression, and post-traumatic stress disorder. Similarly, Hodes 

(2000) approximated that 40% of refugee children suffered from disorders including anxiety, 

depression, and other trauma-related disorders. It has been argued that the risk of the development of 

psychiatric disorders is exacerbated in unaccompanied minors (Fazel & Stein, 2002).   
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Impacts of Trauma   

Refugee children are at an increased risk of experiencing several types of traumas. Griffin 

(2018) divided the trauma accumulation of refugee children into three phases; traumas incurred in the 

country of origin, during displacement, and post-resettlement. Impacting these phases Griffin (2018) 

added four more stressors that could exacerbate the experienced traumas in post-resettlement – 

traumatic stress, resettlement stress, acculturation, and isolation stress. Refugee children may also be 

exposed to early childhood trauma, family/domestic violence, physical abuse, sexual abuse, natural 

disasters, bullying, medical trauma, traumatic grief, terrorism, and violence, along with already 

existing refugee-related traumas (Peterson, 2018). The negative psychological impacts of traumatic 

experiences have been established in depth (Li et al., 2016; Silove et al., 2007; Neuner et al., 2004; 

Steel et al., 2002). Exposure to trauma increases a person’s likelihood of developing mental illness, 

and as children are in their developmental stages, they are particularly vulnerable to these factors 

(Peterson, 2018). 

A Biopsychosocial Lens

Conceptualising mental illness in refugee children from a diagnostic perspective is limiting in 

its ability to understand the child’s experience. Diagnostic criteria and their underpinnings are normed 

in western cultures and presentations (The WHO World Mental Health Survey Consortium, 2004). 

While the utility of mental illness diagnosis is still very much relevant, it is important to support it 

through a unifying approach that considers both past and current experiences which may be 

influencing refugee children’s mental health. The biopsychosocial model allows for a holistic 

approach to minimising the gaps within standardised diagnostic criteria (Porter & Haslam, 2001). 

The biopsychosocial model aids in understanding the interactions between biological factors, 

social influences, and psychological mechanisms that impact a person’s mental health and other 

aspects of life (Brown et al., 2011).  Psychological stress such as exposure to conflicts and violence 

can consequently result in dysregulation of affect and disruption in attachment styles and relationships 

(McMahon et.al., 2002). Exposure to war during childhood can cause significant psychological 

disruptions and illnesses, such as depression and posttraumatic stress disorder (PTSD); however, it is 
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important to not the psychological response is also influenced by the child’s gender, family, and social 

factors (Shaw, 2003). They may be exposed to familial conflicts, lack of friendship support, and 

possible helplessness (Short, 2002). Such experiences may alter the child’s social interactions and 

connections with others. For example, children may display antisocial behaviour towards their peers. 

The psychological response to chronic stress and trauma during childhood can have long-

lasting neurobiological effects which can increase the risk of developing mood disorders, aggression 

dysregulation, hypo immune dysfunction, structural changes in the central nervous system, and 

medical illnesses (Shaw, 2002, Mulraney et al., 2021). Exposure to acutely stressful situations 

cascades a change in the nervous, endocrine, cardiovascular, and immune system; these changes are 

normally adaptive and last for a brief period (Schneiderman et al., 2005). However, as the stress 

response is constantly activated it becomes maladaptive, which can cause adverse effects on the body. 

This stress response has been linked to health issues and behaviours later in life, including eating 

disorders, substance use, risk-taking behaviours, and sleep issues (Schneiderman et al., 2005; 

Peterson, 2018). 

Trauma can cause profound impacts on children’s development. During the developmental 

stages from infancy through to adolescence, normal biological functions are influenced by the 

environment. If a child is exposed to prolonged extreme stress levels, the immune system and the 

natural body response may not develop at a normal rate (Peterson, 2018). As a result, when these 

children experience stressful situations their adaptivity in the face of the ‘perceived threat’ will be 

different and they may be present as detached, overacting, or unresponsive (Peterson, 2018). This is 

caused by body dysregulation which results in under-response to environmental cues (Lipowski, 

1987). 

Weiss et al (2009), reported different cultural groups respond to mental illness in different 

ways, such that are in line with their cultural norms, for example may be based on gender-based 

norms. People of Asian heritage tend to respond to stress with somatic symptoms, whereas Western 

populations tend to express symptoms through affect (Weiss et al, 2009).  Somatisation can be defined 

as the presence of somatic symptoms in the absence of biological causes (Lipowski, 1987) associated 
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with psychological distress such as dizziness and headaches (Keyes & Ryff, 2003). Chronic and 

recurrent forms of somatisation increase healthcare utilisation and increase disability (De Gucht & 

Fischler, 2002). Persistent mental health disorders often begin during childhood and can manifest as 

internalised and externalised behaviours in dealing with a problem – for example, in school settings 

(Achenbach et al., 2016; Cabaj et al., 2014). Externalisation presents as a conflict against social norms 

such as aggression and defiance; internalisation, in turn, reflects the person’s issues with self, such as 

withdrawal and anxiety (Achenbach et al., 2016). 

Peterson (2018) outlined different behaviours based on the children’s age and developmental 

stage. Primary school children (6-11 years) exhibited trouble in school, changes in behaviour such as 

aggression, irritability, withdrawal, anger, and experiencing trouble with peers. This is in contrast to 

secondary school youth (12-18 years) who may display conduct problems, issues with interpersonal 

relationships, and a sense of guilt and responsibility for negative past events. Wilson et al. (2021) 

identified violence, poverty, and marginalisation as risk factors. It is important to highlight that 

although childhood behaviours may not meet the criteria for a clinical diagnosis, these issues could 

have long-term impacts on the social and emotional well-being of the affected children (Beers & De 

Bellis, 2002). 

Children with refugee backgrounds may present with symptoms such as nightmares, sleep 

disturbances, withdrawal, grief, inattention, disruptive behaviours, and somatisation (Pacione, et al., 

2013). These symptoms should be considered in a larger social context that includes family and 

community when deciding on an appropriate target intervention (Kronick, 2018). 

While some literature has considered the social and emotional well-being of refugee children, 

there is little known about somatisation in refugee children (Rohlof, Knipscheer, and Kleber, 2014). 

Somatisation can be defined as the physical manifestation (symptoms) as a result of psychological 

distress. Wilson et al. (2021) found refugee children were at a greater risk for psychosomatic 

presentation and mental health issues compared to children in non-conflict-affected regions. 

Additionally, they found a significant reduction in resilience-enhancing resources which negatively 

correlated with symptoms and mental health outcomes. 
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Trauma-exposed children often have difficulties with identifying, expressing, and managing 

their emotions. Their use of language around their emotions may also be limited and not convey how 

they are truly feeling. Stress responses are often externalised which could lead to explosive responses 

concerning stimuli and or internalised responses which could lead to significant mental health 

problems such as depression and anxiety. In such cases, the child may appear to be removed, while in 

reality, they could be responding differently than non-traumatised children to their environment such 

as interacting with the teacher or other peers (Peterson, 2018). 

Definitions    

For the purpose of this study, the various legal statuses of migrants (e.g., refugees, asylum 

seekers, immigrants) will not be delineated, and the population is referred to as a collective under the 

term “refugee”. The term refugee was defined by UNHCR (2017) as  

Any person who owing to a well-founded fear of being persecuted for reasons of race, 

religion, nationality, membership of a particular social group or political opinion, is outside 

the country of his/her nationality and is unable, or owing to such fear, is unwilling to avail 

himself/herself of the protection of that country.  

Service provider in this context refers to anyone/ organisation providing services and assistance 

directly to refugee children and/or their families. This includes schools, migrant resource centres, and 

the department of education.   

Culturally and Linguistically Diverse (CALD) is an umbrella term to describe communities 

with diverse ethnic backgrounds, traditions, nationalities, religions, languages, and societal structures 

(Vaughan, et al., 2015). This abbreviation will be interchangeably used for refugee communities or 

refugee people.   

Non-clinical service providers   

Often, non-clinical service providers work with refugee children in clinical capacities, e.g., 

organisations and agencies. Non-clinical service providers can be described as anyone who delivers 

services that offer resource information, screening, education, and provide support until appropriate 

referrals have been made to clinical services and service providers. For example, in school settings, 
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non-clinical services include those that provide prevention and early interventions for higher-risk 

students, gauge students in activities that promote good mental health and prevention for students, 

provide coaching, available support at the student's request, peer support, short term crisis 

intervention and de-escalation strategies with the ability to link students to appropriate services 

(Valuing Mental Health: Next Steps - Open Government, 2015). This could also include raising 

awareness about mental health and reducing stigma around accessing mental health support/resources, 

counselling services available for sub-clinical problems, and electronic self-help modules (Valuing 

Mental Health: Next Steps - Open Government, 2015).   

To date, research has primarily focused on emotional issues in addressing mental health in 

refugee children, with limited literature exploring the behavioural presentations of psychological 

distress in the interest group of this study. Different forms of support are needed for behavioural 

presentations rather than emotional presentations. There is a gap in service providers’ knowledge in 

understanding the behavioural manifestation of mental health presentations. The limited studies which 

exist addressing refugee children’s mental health and behaviours, have included small sample sizes 

and have reported that behavioural manifestations vary with age and based on whether the data are 

self-report or parental report (Montgomery, 2008; Ceri & Narisgolu, 2018). Furthermore, there is a 

lack of literature that focuses on the service providers’ understanding of mental health and illness in 

refugee children. Thus, understanding service providers’ perspectives on mental health and illness is 

necessary, as in many cases, they are the first contacts these children have outside of their homes. A 

holistic approach – such as the biopsychosocial model – is also important to consider.  For example, 

understanding the connections between biological and psychological has implications for providing 

preliminary help and linking children and their families and broader communities with professionals 

for necessary treatment and support.   

Aim  

This research aims to add to the limited body of research in this area and to explore 

how service providers understanding refugee children’s behaviours, and links to mental health and 

well-being, incorporating a biopsychosocial lens. 
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Method

Participants  

The current study includes pre-existing interview data collected from individuals with 

previous or current experience in working with children of refugee backgrounds (at the time of the 

data collection). The data set consisted of nine participants including two social workers, one 

behavioural support specialist, three individuals who worked in the education department, one 

program facilitator for refugee children, one support worker/case worker, and a team leader for 

refugee youth services (refer to Table 1).   

Table 1  

Participant Demographics   

Names  

(pseudonyms)  

Gender  Position   Experience   Participant’s 

Cultural 

Background  

Ana   F  Teacher    9 years  Caucasian  

Chelsea   F  Former Social Worker  19 years  Hispanic  

Joey   M  Team Leader for refugee youth 

services   

  9 years   African  

Josh   M  Support worker/Case worker    5 years   Asian  

Karla   F  Social Worker    4 years  Hispanic  

Matthew   M  Refugee Liaison officer     8 years  Middle Eastern  

Shaban   M  Program Facilitator for refugee 

children   

  3 years   Bhutanese  

Stephen   M  Behaviour Support Specialist    5 years  European  

   

Zeke   M  Education Department    3 years  Middle Eastern  
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The age of participants ranged from 27- 58 years (M = 37.7, SD =10.41). Participants had 

been working with refugee backgrounds children for an average of 7.2 years (SD =5.01).   

Procedure   

This study received ethics approval from the University of Adelaide School of Psychology’s 

Human Research Ethics Sub-committee (21/16). These data were originally collected by an Honours 

Psychology student to fulfill the research component of their degree in 2021. Participants were 

recruited through a convenience and snowball method of sampling. Four of the interviews were 

conducted via phone and five were conducted in person over a period of four months (April – August 

2021). All participants were resided in the state of South Australia, Australia. The inclusion criteria 

required service providers to communicate proficiently in English be at least 18 years of age and have 

worked with children of refugee backgrounds within the past five years.   

The duration of the interviews ranged between 22 to 95 minutes (M= 50.61, SD= 27.06). A 

semi-structured methodology of interviewing was utilised, following an iterative approach to allow 

for a better flow and in-depth narrative to be captured by the researcher. The primary research data 

included questions relating to the mental health of refugee children, behavioural issues, mental health 

illnesses, childhood diagnosis, and support available for refugee children. All interviews were 

recorded and transcribed verbatim by the interviewer.  

Reflexivity   

I was a refugee child, from a Middle Eastern background, who immigrated to Australia as an 

adult. I am a linguistic interpreter that has been working with CALD communities in various settings 

(e.g., early settlement, immigration matters, Centrelink, hospital, education, and housing) for the past 

eleven years, including working with Afghan and Iranian community groups. This background 

provided me with an insider perspective as both a refugee and a service provider.

Data analysis   

Inductive thematic analysis was employed to analyse the transcribed data (Clarke & Braun, 

2013; Tracy, 2010). The aims of the study were to explore service providers’ understanding of refugee 

children’s behaviours, and their understanding of behavioural links to mental health and well-being, 
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incorporating a biopsychosocial lens. Codes relating to behaviour, mental health and well-being, and 

the intersection of physical and psychological and social factors were organised into themes. The most 

appropriate and relevant extracts relating to the overall research aims were chosen for each theme. 

Line numbers of transcripts are provided for rigour and trustworthiness (Tracy, 2010).

Results 

Overview  

This study aimed to explore refugee children’s behaviours through service providers’ 

perceptive and how they linked it to mental health and well-being, encompassing a biopsychosocial 

lens. Codes relating to behaviour, mental health and well-being, and the intersection of physical and 

psychological and social were organised into themes. 

Five themes were identified, namely, observable behaviours with hidden meaning, effects of 

trauma on behaviour, foundation of well-being: the mind-body connection, influences of cultural 

elements on behaviour, relationships and social connections. 

Theme 1: Observable behaviours with hidden meaning. 

A key feature of participants’ interviews in terms of understanding behaviours was that 

participants were orientated towards externalisation rather than internalisation when discussing 

behaviour. Where participants did speak to internalized behaviours, they often spoke of children being 

“withdrawn” (Josh – Case/support worker) and focused on changes in behaviour. Josh (case/support 

worker) explained it this way:   

We could see the behavioural changes so one day they might be very friendly with us, and 

then the next day they may not be friendly at all or in fact, totally withdrawn. So, yeah, the 

behavioural problems could range.  (lines 40-42) 

In terms of the focus on externalisation, participants most commonly discussed aggression 

and violence. For example, Shaban (Program facilitator for refugees) described aggression as 

common in the refugee children she worked with and highlighted that aggressive behaviours would 

typically require extra support in the program that she works for, saying: “[aggressive behaviour is] 
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quite common like if someone is aggressive, they would refer to them as like, special kid.”  (Shaban, 

lines 463-464) 

Other participants also identified aggressive behaviours as predominant, often linking such 

behaviours with psychological trauma as highlighted further in a later theme of Orientation to trauma 

as an explanation for refugee children’s behaviour. As an example, Josh (support/case worker) also 

focused on aggression – as well as self-harm and attempted suicide – as stemming primarily from 

trauma, saying: “some of them [refugee children] would become aggressive I do remember some 

instances of self-harm and attempted suicide and things like that so, behavioural, all the behavioural 

problems were related to trauma.” (Josh, lines 36-38). Karla (Social Worker) also spoke of 

externalised behavioural issues as a consequence of mental health issues, again trauma, specifying 

Post Traumatic Stress Disorder (PTSD): “[What] I’ve noticed the most has been like having violent 

kind of outbursts, or I guess having PTSD those kind of behaviours…you know, big, big emotions 

like crying, screaming, that kind of stuff.” (Karla, lines 76-78).  Here, Karla speaks of emotional 

regulation difficulties observed in refugee children, particularly what she terms “big emotions.”   

When orienting to discussions of aggression and externalised behaviours, participants sometimes 

described these behaviours as stemming from challenges in terms of communication. For example, 

Stephan (Behavioural support specialist) also focused on aggression when talking about his work with 

unaccompanied minors within the foster-care system but highlighted that this often played out when 

the young people he worked with were in interactions with their carers. He noted: “there’s a lot of 

sensitive stuff I wouldn’t want to go into, but just generally, like aggressive, you know, non-

compliance, like always arguing with [their] own foster carer… they are always like having a power 

struggle.” (Stephen, lines 78-80). Similarly, Joey (Team leader for refugee youth) attributed the 

behavioural issues he observed to communication struggles around emotions:   

  [The behaviour] is a form of expressing something that is not working well but because one 

doesn’t have an ability to communicate in a way that is regulated well, then it comes up as 

problematic for those who are interacting with children.  (lines 68-70) 
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As such, participants often discussed the importance of paying attention to children’s behaviours as 

potential expressions of emotion they were having trouble regulating. For example, Chelsea (Former 

Social Worker) highlighted that internalised behaviours require looking at observable behaviour 

beyond how the child may present: “I think that the child, the child needs to be heard, the child’s got 

something to say if you’re saying it not verbally saying it behaviourally. We need to have a look at 

that.”  (Chelsea, lines 813-815) 

Overall, when asked about their understandings of refugee children’s behaviours, participants 

oriented to externalised rather than internalised behaviours, while also discussing the importance of 

paying attention to behavioural expression (e.g., in relation to emotions).  

Theme 2: Effects of trauma on behaviour. 

Many service providers spoke primarily about trauma in their interviews, focusing on both 

exposures to traumatic events and any resulting psychological trauma. For example, Josh 

(support/case worker) spoke frequently of trauma, including specifically in relation to being a refugee 

beyond other traumatic events, saying: “…I think trauma is the biggest, the trauma of being a refugee 

being labelled a refugee.” (Josh, line 312). Other participants focused on broader experiences, noting 

that traumatic events in any form are likely to adversely impact the behaviour of refugee children. As 

an example, Joey (Team leader for refugee youth) identified trauma as the key area to focus on when 

considering behavioural issues. However, he highlighted that this could be any sort of trauma, with 

refugee-related experiences just one of many examples of that trauma:  

Trauma is the key. So, trauma, whether it’s due to family violence or neglect, 

exposure to traumatic events, or any it could be any other biological issues, maybe a 

child was born with things like alcohol syndrome. So, kids who have been exposed to 

situations that are not conducive for a child.   (lines 87-89) 

As can be seen, in describing refugee children’s behaviours, service providers often oriented 

to talking about trauma as a key explanatory device in terms of maladaptive behaviour, or behavioural 

issues. This was also the case in the specific case of children’s development. Ana (Teacher) compared 
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the effects of trauma on the children’s developmental state to children with generalised 

neurodevelopmental disorders, saying:     

…it doesn’t help you if you’ve had trauma, because the effect of trauma on the brain is very 

similar to children with intellectual disabilities. So, my kids with intellectual disabilities and 

teaching them that's why the styles and the teaching how I would do things is very similar to 

how they do it in there, and how they do their programming, planning their unit, because it’s, 

it’s a different brain set. Some of these kids do come with [lots] of trauma.  (lines 101-105) 

Here, Ana points to the fact that “some of” the refugee children she works with have 

experienced significant trauma, and due to its impacts on brain development, she draws in skills from 

working with other groups of children requiring support such as those with intellectual disabilities. 

Other service providers are similarly oriented to trauma at a developmental and biological level as 

explanatory in terms of refugee children’s behaviour. For example, Stephen (Behaviour Support 

Specialist) touched on the effects of trauma on not only behavioural issues but also on the 

developmental and learning capabilities of refugee children:   

…trauma obviously has, like a huge implication on a child’s development, it literally changes 

their brain and changes their entire ways of thinking, ways of functioning. So, it’s extremely 

important, you know, you can take a child with um who would be otherwise predisposed to, 

you know, great things whose if they, if they experience significant trauma early in their life, 

and they don’t receive adequate support. Yeah, they will, their development will be 

significantly compromised.  (lines 243-247) 

In summary, service providers understood the types of traumas and the impacts it could have 

on children’s presentation as a key explanation for maladaptive behaviour and specifically in terms of 

influencing children’s development.   

Theme 3: Foundations of well-being: the mind – body connection.

This theme explored service providers’ understanding of the aspects that could influence both 

the children’s mental health and well-being; this includes health behaviours such as sleep, diet, 
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physical activity, and social connections. Analysis also explored if participants were able to identify 

how each of these aspects affects their mental health and overall well-being. 

When asked about social connections in children and their mental and overall well-being, 

Shaban (program facilitator for refugee children) reported the following by alluding to the association 

between social connections and physical activity. 

…I feel like they are quite isolated from other groups […] they tend to spend like, spend more 

time in like, you know, using tablet or like, like, access to internet […instead of] going 

outdoor, like [going] to parks…and doing outdoor activities. (lines 44, 42, 408, 408)

He further reported on the dangers of social exclusion and its effect on mental health. “…she 

was treated as a special kid. And then the problem was, other students would go for excursion, or like 

any like gaming’s she was excluded from the team. Yeah, and then that would cause like, mental 

issues.” (Shaban lines, 415-417)

Chelsea (former social worker) also recognised the impact of social exclusion and identified 

improving social inclusion and physical activity by providing a one size fits all program. 

…you develop a program in which all the children do this same activity, and they all feel 

inclusive. You don’t do a separate program for the person who has got polio, you don’t do a 

separate program for the person who’s got autism. You do activities and programs where 

everyone is enclosed included in there. (lines 278-240)

Service providers displayed a level of understanding on how social exclusion can 

inadvertently influence a child’s physical health. Another influence on children’s health was explored 

through diet and eating habits. 

The parents there did not have a lot of time to focus on these kind of issues, because it’s very 

difficult to put a meal on a dinner plate. So there focuses more on basically providing two or 3 

meals for the kids. So they’ve got a bigger problems to deal with than looking at. Not that this 

is not a big problem. It is a big problem. But for them, feeding them is a more challenge than 

doing anything else. (lines 260-264)
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Zeke underlined eating habits could be impacted by a lack of resources which may facilitate 

regular meals. Ana (teacher) added the following about diet and its impact on children. 

…if these families aren’t eating at home, you can tell when a child’s not bringing food in their 

lunch box have got nothing in their lunchbox, then you know that there’s a bit of a problem… 

they’re not eating in the morning, and they can’t keep their eyes open, or they’re not being 

able to concentrate. And all it is that you give them some toast or a toasted sandwich and a 

drink and things, you’re better off doing that, then giving them a good start. (lines 413-415, 

418-420)

Ana suggests there is an ongoing impact from the lack of food on children’s ability to engage 

in schoolwork. Similarly sleep-related issues were also discussed as a factor influencing a child’s 

schooling, however, there was no recognition of impact on the broader well-being “…if they’re not 

sleeping at night, and they’re coming in really, really tired, and they’re not coping” (Ana, lines 212-

213) she added, “…they might be having night terrors, they might be having nightmares all through 

the night.” (Ana, lines 214-215). 

Inadequate or interrupted sleep, as a result of trauma or other reasons, can negatively impact 

mental health and interrupt daily activities and result in somatisation of mental health. 

…he was having difficulties sleeping. And how I mean, what was his problem had to do with 

nightmares, and he would always run, I mean, whenever there was bombs coming in, he 

would always run to his parents. And his reasons for running to his parents room was to check 

if they’re safe. And how, how that affected him and his daily functioning to me, was not as 

bad in as much as he was having all these headaches and stuff like that. (lines 372-377)

Further to that, another participant spoke about the mind-body connection “…you try to teach them 

about the body triggers, like your temperature, your, the way you’re feeling and so on.” (Ana, lines 

409-410).

To summarise, aspects such as sleep, physical activity, a balanced diet, and social 

inclusion/connections are crucial to maintaining a healthy balance. Service providers showed an 

awareness of the various factors which could impact a child’s health such as their physical exercise, 
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diet, and sleep. However, service providers exhibited a low understanding of how these factors may 

influence a child’s overall wellbeing, rather they focused on specific instances of domains influencing 

a child’s health. As the biopsychosocial model suggests these aspects all interact and influence one 

another and were overlooked by most service providers.

Theme 4: Influences of cultural elements on behaviour.

This theme explores service providers’ views on the influence of various cultural elements 

(the culture children are brought up in their homes) on refugee children’s behaviours. Further 

exploration was undertaken to understand if they believed, cultural elements had negative impacts on 

behaviour. As part of this exploration, discussion arose on the impacts of cultural differences on views 

of mental health in various CALD communities   

When asked whether refugee children’s cultural background influenced any issues, Joey 

reported the following.   

I wouldn’t say culture itself, but how culture is perceived by the dominant culture can lead to 

some kind of resistance for kids, for young people who feel like, oh you don’t seem to 

acknowledge the fact that I have my own culture or something like that. That can lead to 

situations whereby the young person will misunderstand other person who’s of a different 

culture to them.  (lines 157-160) 

Joey further spoke about the cultural differences between the CALD communities and what 

Australians find to be the norm.   

We had a number of young people that when we talk about mental health, they’ll say, ‘I'm not 

crazy’. So, in their community, or in their cultural background, if someone goes to see 

someone for something that is troubling them, that’s that is seen as a weakness, or crazy being 

crazy. So, the backgrounds that are that are informed by that kind of thinking. (Joey, 424-

428) 

This underlines the influence of culture on potentially seeking mental health support and 

defining or understanding mental health.   
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Other structural cultural influences were discussed by Shaban who identified gender 

differences and how culture may influence perceptions of mental health between girls and boys.   

It’s very typical in a culture that…the girl can, like, you know, like, they come to the parents, 

and they can open up anything but like, boys know, we’re asked to be like, act like a man, you 

know, you shouldn’t cry, you know, you can deal with this one. And those things can have 

like because I grew up in those same environments for like, you know, like, long years, and 

then yeah, it’s hard to like shift.  (lines 331-335) 

Josh took a similar approach when addressing structural cultural influences on behaviour of 

the oldest children and having greater familial responsibilities.   

…many of these kids have been the oldest kids so once they come over. There is this pressure 

too, you know, continue supporting the family back home, find a job. Study well. And then 

there is the issue of teenage, you know the normal behavioural issues which come up with 

teenage hormones, settling into the school, into the community such as all these multiple 

factors and pressures which, which plays into the behaviour problems.  (lines 79-83)

While Josh explored family responsibilities impacting mental health due to cultural influence, 

Chelsea described the loss of connection to extended family and sometimes even close family when 

moving away from one home country.   

…we don’t have that that system that supports the family. So, we end up talking to people 

that are strangers to us so our, we don’t trust them...some cultures will say yes, yes. No 

worries, I’m fine. Because what are they going to say, they don’t even know what they’re 

talking about. So, this is the thing. It’s cultural as well and I would say the African 

communities are very similar [to Latin culture] as well, Middle Eastern communities are the 

same. They come from communities, where they don’t go to a psychologist with a problem, 

necessarily. They try to solve that within the family.  (lines 506-511) 

Another participant reported “…culturally, some won’t let them speak to other people or won’t let 

them have therapy because their idea of therapies are so different and it’s just so you’re 

interfering.”  (Ana, line 696-697).  
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To summarise, a variety of cultural elements were examined concerning their influence on 

behaviour. A few of the participants touched on mental health views in different CALD communities 

and some of the perspectives held by those communities. For example, in many CALD communities, 

being the older child can come with greater responsibilities and expectations. Similarly, gender-based 

norms play a major role in the determination of ‘acceptable’ behaviours, and many communities hold 

a lot of stigma and shame around mental health and do not discuss things openly.   

Theme 4: Relationships and social connections. 

When asked how they have supported these children and their families, the common feature 

mentioned by service providers conveyed their understanding regarding building and maintaining 

relationships. Throughout the interviews, service providers highlighted the importance of connection. 

Their underrotating revolved around connection with services, connection with service providers, 

connection with the child, and with their families.   

Chelsea rose awareness regarding the mental health services available through the Child and Family 

Health Service (CaFHS).   

…now that the CaFHS, for example, a child health and adolescent services. There are doctors, 

you know that you can actually go and refer the person to, the schools, they have got, the 

schools have got access to certain programs that help you supporting children who have got 

behavioural issue.  (lines 807-810) 

Joey discussed connecting and utilising a holistic approach to helping the children, particularly in 

acknowledging their cultural background.   

I’m not sure if you’ve heard of Ben Denticles’ quote, ‘connect before, correct’. I think that is 

the key. However, in terms of helping the child, it is also important to take a holistic approach 

where, for example, you thought of not only the child, you connect also with a family, and if 

the schools can make sure, that makes sure that their programs acknowledge the culture of the 

people that they work with from refugee backgrounds. (lines 287-292) 

Furthermore, he added the following.  



Service Providers’ Understanding of Mental Illness in Refugee Children: Applying a Biopsychosocial 

Approach.

18

…you consult with a young person and then also consult with the parents, get to know the 

family. Because I strongly believe that it is important to realize that when it comes to any 

child, whether they are of refugee background, I mean of multicultural background or 

mainstream it is important to understand the context, the family context, and also to accept 

that, for them to thrive, they need, they need an environment that is conducive and supportive 

of their well-being. So, understanding those backgrounds, and also connecting well with their 

support systems is very much important.  (lines 496-503) 

Josh further endorsed the importance of connection-building with these children.   

…to build that therapeutic relationship or trust by and being very patient because with some 

of most of these clients it takes months to even get to know them and get them to trust you as 

well, because kids go through that trauma, the journey, and they don’t know what is 

coming.  (lines 214-127) 

Stephen highlighted the importance of reconnecting people to their communities.   

…So yeah, so it’s definitely I think, for refugees. It’s not just about like, clinical practice, like 

using this therapy, using the strategy, but actually helping them connect with the 

community.  (lines 118-120) 

Lastly, Zeke (Education Department) spoke about destigmatising mental illness which remains a 

taboo subject amongst many CALD communities.   

…now let’s go and talk to your parents at the same time and educating them that this is a 

reality in life. The strongest men can have this problem. And we need to basically, take that 

stigma away from it. (lines 160-162) 

In summary, service providers highlighted methods which they found to be helpful in their 

experiences while working with CALD children and their families. Rapport building and the 

maintenance of important relationships was indicated as an integral factor to maintain prior to any 

therapy or support provided. 
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Conclusions

This explorative analysis sought to examine service providers’ understanding of refugee 

children’s behaviours and their understanding of behavioural links to mental health and well-being, 

through a biopsychosocial lens. This study provides important insight into service providers’ 

understanding of not only the mental health of refugee children but also the links to of their mental 

health to general well-being. It has also highlighted a number of the methods used by service 

providers to support refugee children and their families. 

Orientation towards externalisation of behaviour  

Service providers showed an understanding of mental illness in refugee children through the 

externalisation of behaviour indicating poor mental health. This understanding may be due to service 

providers limited understanding of behavioural range and only being able to recognise extreme forms 

of behaviour such as aggression or what they deemed as “troubling behaviour”. This is consistent with 

those reported in the literature (Hodes & Vostanis, 2018). Service providers attributed the behavioural 

‘issues’ to be driven by experienced traumas by these children, which is consistent with previous 

findings (Peterson, 2018; Scharpf et al., 2021; Ayşe Soylu et al., 2020; Nadeau & Measham, 2005). 

Internalised behaviours were identified however to a much lesser extent to the externalised 

behaviours suggesting it is a factor which remains overlooked.  Identifying internalised behaviours is 

critical to recognise as they are detrimental to mental health and overall well-being outcomes for 

refugee children (Teicher, 2018). Internalised behaviours may be less obvious to view, however, they 

play a pivotal role in what might be influencing a child’s observable behaviour. Internalised behaviour 

such as withdrawal and attention deficit may be indicative of mental health issues such as anxiety and 

depressive disorders (Fegert et al., 2018) which can exacerbate negative outcomes concurrent to pre-

existing developmental delays due to various traumas and increase the potential risk for their well-

being (Anagnostopoulos et al., 2016). 

Somatisation of mental health was identified by one participant. It is highlighted in this paper 

as it is crucial somatic manifestations are not overlooked or attributed to other factors. Based on the 

analysis, service providers have a limited understanding of somatic symptoms, which often appear to 
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go unnoticed compared to displays of aggression. Betancourt et al., (2012) found that war affected 

refugee children suffered from behavioural issues (21.4%), traumatic grief (21.4%), generalised 

anxiety (26.8%), somatisation (26.8%), and posttraumatic stress disorder (30.4%); they have 

highlighted functional issues and comorbid conditions should be taken into consideration when 

working with refugee children and adolescents. Therefore, preventative and community-based 

interventions should include family, peer support, and school settings for improving their condition 

and improving their quality of life.

It must be trauma  

Service providers orientated towards trauma as a way to explain the externalisation of 

behaviour in refugee children. This may be due to providers heightened awareness of traumatic 

experiences children may face. Interestingly, service providers discussed neurodevelopmental 

disorders such as intellectual disability instead of mental illness issues such as depression and anxiety. 

This may be due to the specific working backgrounds of service providers who are not within a 

clinical but community setting. Service providers noted externalised behaviours due to trauma impacts 

refugee children’s development in the same way they viewed neurodevelopmental disorders. Research 

by Jeong et al., (2021) suggested that trauma is an important risk factor that could alter the cortical 

thickness in the frontal (language, executive functioning) and cingulate regions (information 

processing and behaviour regulation) of the brain in children. 

Cultural implications and service provision 

Trauma-affected children and adults are likely to respond differently to traumatic events 

based on their cultural norms (Ford et al., 2015; Schnyder et al., 2016). Service providers within this 

study also acknowledged the role and influence of cultural factors which is reflective in the literature 

as noted above. However, other cultural challenges within include stigma and shame associated with 

seeking mental health support; this could be viewed as challenging while working with a service 

provider from diverse cultural/ethnic backgrounds (Gharibian & McCarty-Caplan, 2022).

Service providers referred to one common element prior to engaging in any form of therapy. 

The common denominator was building connections and maintaining them before being able to even 
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offer any provisions or linking CALD persons with the appropriate services. This was mirrored in the 

literature (Majumder, et al., 2019). Developing rapport and building a therapeutic alliance is the most 

pivotal aspect prior to providing any psychological services (Brown et al., 2016). Therefore, the 

service providers mirrored the literature (Hodes et al., 2018) and highlighted their understanding of 

working with CALD communities, based on their individual experiences and professional 

capacity. This related to the social aspect of the biopsychosocial frameworks and highlights the 

importance of the quality of social component of the model. 

Next step for service providers – recommendations 

Principles that should be considered for guidelines: There are leading psychological therapies 

designed for refugee children, however, they are currently not accessing the right supports when 

needed. It is important to understand how non-clinical service providers could help these children, 

particularly through the process of identifying the needs of the child. Early intervention is key and the 

ability to recognize and link CALD children and their families to the appropriate services could be 

paramount for their mental health as well as their overall well-being with respect to the 

biopsychosocial model and holistic approach to health. All service providers, including schoolteachers 

may be a pivotal resource to identify issues in children through undertaking outreach training such as 

mental health first aid training to broaden their understanding of mental health and behaviours in 

refugee children. It is best practice for all service providers to be employing trauma informed and 

culturally aware frameworks to provide the best possible service provision within their respective 

areas of work. In the above section, participants described an understanding that cultural differences 

create variabilities in perspectives towards mental health and illnesses which impact the connect and 

communication with refugee children and their families regarding this topic. It would be 

recommended that service providers engage in continuous cultural development and learning, as 

attending ad-hoc one-day conferences do little to support service providers competency or develop 

cultural authenticity.
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Strengths and implications of the study 

A qualitative method of data collection is a strength of the study as it aligns with the aim, 

allowing participants to freely describe and provide rich descriptive information regarding their 

understanding as service providers. Recruited participants represented a range of culturally and 

linguistically diverse communities including individuals who were once refugees themselves, 

allowing them to draw on their individual experiences as well. Participants represented a broad range 

of experiences in working with refugee children across various settings, including social workers, 

schoolteachers, and community officers. The implications of this study strongly suggest while service 

providers have some knowledge regarding the influences on refugee children’s mental health, there 

are still substantial gaps in their knowledge and ability to recognise children’s mental health 

difficulties. Furthermore, this study indicates service providers are able to consider various 

biopsychosocial factors which could be contributing to a child’s mental health. However, it was 

highlighted service providers had little understanding of this could influence a child’s overall 

wellbeing as well. 

Challenges and limitations 

The participants were recruited by snowball and convenience methods, which may not be 

generalised to other areas of practice – such as service providers who work in clinical settings. 

Similarly, service providers may have shared perspectives dominant from there area work, for 

example teachers understanding may be different to a community leader understanding. Similarly, the 

difference in service providers years of experience may have contributed to the level of understanding 

which may come from experience with working with refugee children. Another limitation of this 

study is the biopsychosocial model was not applied during the development of the questions for the 

semi-structured interviews. As a result, participants were not directly asked about their understanding 

regarding somatisation and the biopsychosocial model. This may have influenced the responses given 

by participants as that could have elicited different understanding of mental health and illness if the 

questions were designed from a biopsychosocial framework.  
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Future Directions 

As established by this study, there is a large gap in knowledge and literature of non-clinical 

service providers’ understanding of working with refugee children. Future research should aim to 

include a larger population across Australia, and endeavour to represent a more diverse range of 

professionals for a more in-depth understanding of their perspectives. This study hopes to provide a 

foundation on the current understandings contributing to the literature and enabling the creation a 

standardised guideline that is trauma-informed and culturally authentic as a tool to provide more 

support to people who are supporting refugee children and their families. 

Culturally and linguistically diverse communities are not homogenous groups, therefore, it 

could be of benefit for future research to focus on ethnocultural groups and gain a more in-depth 

understanding of the challenges they may have faced. This would allow refugees experiences to guide 

future guidelines or programs to support service providers understanding of refugee children’s mental 

health. 

Conclusion  

Refugee children are at a higher risk of being affected by mental illnesses due to pre-and post-

immigration traumas. Often the first line of service providers who have the opportunity to work with 

these children and recognise the symptoms of mental health illness are those who do not work in 

clinical settings and have limited knowledge and understanding of refugee children’s behaviours. 

Thus, mental illness can easily be overlooked as adjustment issues, neurodevelopmental conditions, or 

attributed to other external factors. Applying a biopsychosocial lens, this research has found that there 

are gaps in knowledge and a low baseline of recognition of mental illness misestimations in refugee 

children amongst non-clinical service providers. Early recognition and intervention reduce the risk of 

the development of serious mental illnesses in the future that could negatively impact the overall well-

being of refugee children.    
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References should be prepared according to the Publication Manual of the American Psychological 
Association (6th edition). This means in text citations should follow the author-date method whereby 
the author's last name and the year of publication for the source should appear in the text, for example, 
(Jones, 1998). The complete reference list should appear alphabetically by name at the end of the 
paper.

A sample of the most common entries in reference lists appears below. Please note that a DOI should 
be provided for all references where available. For more information about APA referencing style, 
please refer to the APA FAQ. Please note that for journal articles, issue numbers are not included 
unless each issue in the volume begins with page one.

Journal article

Example of reference with 2 to 7 authors

Beers, S. R. , & De Bellis, M. D. (2002). Neuropsychological function in children with maltreatment-
related posttraumatic stress disorder. The American Journal of Psychiatry, 159, 483–
486.https://doi:10.1176/appi.ajp.159.3.483

Ramus, F., Rosen, S., Dakin, S. C., Day, B. L., Castellote, J. M., White, S., & Frith, U. (2003). 
Theories of developmental dyslexia: Insights from a multiple case study of dyslexic 
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Example of reference with more than 7 authors

Rutter, M., Caspi, A., Fergusson, D., Horwood, L. J., Goodman, R., Maughan, B., … Carroll, J. 
(2004). Sex differences in developmental reading disability: New findings from 4 epidemiological 
studies. Journal of the American Medical Association, 291(16), 2007–2012. https://doi: 
10.1001/jama.291.16.2007

k) Endnotes must appear as a numbered list at the end of the manuscript, not the foot of each page. 
Endnotes should be referred to with consecutive, superscript Arabic numerals in the text. They should 
be brief, containing short comments tangential to the paper’s main argument, and not include 
references.

l) Please place Appendices at the end of the manuscript, numbered in Roman numerals and referred 
to in the text.

m) Tables should be self-contained and complement not duplicate, text information. Number tables 
consecutively in the text using Arabic numerals. Include tables on a separate page with concise but 
comprehensive legend information above. The table, legend and footnotes should be understandable 
without reference to the text. Please do not use vertical lines to separate columns. Use brief column 
headings, with units of measurement in parentheses; define all abbreviations in table footnotes. Use 
Footnote symbols: †, ‡, §, ¶, (in that order). Reserve *, ** and *** for p values. Identify statistical 
measures e.g. M, SD, SEM in the headings using appropriate statistical notation outlined in the 
Publication Manual of the American Psychological Association (6th ed.).

n) Figure Legends. Legends should be concise but comprehensive – the figure and legend must be 
understandable without reference to the text. Define any symbols used as well as abbreviations and 
units of measurement.
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Preparing Figures: Although we encourage authors to publish the highest-quality figures possible, 
for peer-review purposes we can accept a wide variety of formats, sizes, and resolutions.

Click here for basic figure requirements for initial peer review, and high-resolution publication figure 
requirements.

Colour Figures: Figures submitted in colour may be reproduced in colour online free of charge. 
Please note it is preferable to supply line figures (e.g. graphs and charts) in black and white so they 
remain legible if printed by a reader in black and white. If you wish to have figures printed in colour 
in hard copies of the journal, a fee will be charged by the Publisher.

Qualitative Reports

Qualitative research encompasses various paradigms for reporting primarily textual data. Although 
visual and graphical data are increasingly included in qualitative research. Australian 
Psychologist requires high standards of research and reporting to ensure research quality and social 
relevance of findings and interpretations. Although there are differences in the conduct of research 
between qualitative and quantitative research, there are similarities in reporting. Respect for 
participants is paramount.

Important publication factors include:

a) Research quality achieved through open-ended, meaningful questions to achieve rich responses. In 
the case of deductive logic, seeking disconfirmation, rather than confirmation, of theory/hypotheses;
b) The depth and length of interview/focus group data, describing data collection method/s (i.e., open-
ended, flexible format; structured interview with pre-determined set of questions);
c) The variety of evidence, sampled from multiple and different participants and use of other data 
forms where relevant (i.e., field notes, site documents, participant observation;
d) The use of data sources quotes/excerpts; and
e) Attention to rigour via credibility checks, attending to findings trustworthiness/dependability, 
authors perspective/reflexivity, and a description of context to allow transferability of findings 
assessments. Refer to Empirical Reports sections (a) title page, (b) abstract, and (g) to (n) for further 
specifications on manuscripts.

Case Studies

Australian Psychologist values Case Studies as an important aspect of psychological practice 
development, adding depth to practitioner’s knowledge and skill. Case Studies develop theory and 
practice, and extend upon empirical work in psychological practice, including individual clients, 
groups, or organisations. Please provide an objective account of the case, related variables, diagnostic 
features, interventions observed and measured effects, and any possible alternative explanations for 
observed variables. Give careful attention to ethical and legal considerations of reporting Case 
Studies, and abide by the Australian Psychological Society’s Code of Ethics. Case Studies must 
include a statement that written informed consent was obtained from the subject/s. All efforts must be 
taken to anonymise/exclude demographic/identifying information less relevant to case presentation 
(e.g., employment type, location, gender, age, ethnicity, cultural identification). Where subject/s are 
under 18, the statement must show consent from legal guardians for Case Study procedure and 
publication.

Case Studies presentation should contain:
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a) Case Context and Method: including case selection rationale, methodological strategies used to 
enhance study rigour, Case Study setting information, and confidentiality.

b) Practitioner Description: including demographic information, theoretical orientation, educational 
attainment, and relevant experience.

c) Client/s Description: including demographic/diagnostic information; case conceptualisation, 
including client’s problems, goals, strengths, and history. Note: ‘client’ refers to individual clients, 
groups, communities, or organisations.

d) Formulation: a link between guiding conceptions of the client and previous research publications 
and the psychologist's previous practical experience.

e) Course of psychological service, including information on the alliance and relationship built 
between client and psychologist, assessment, intervention, and description of any strains encountered 
in the professional relationship with the consulting psychologist. Other useful information includes 
interactions between client and psychologist, interventions and strategies the psychologist used and 
client reaction (the best method being transcripts of important interactions).

f) Monitoring of psychological service and use of feedback information: if feedback was used, the 
report should consist of; i) psychologist completed and self-report questionnaires, ii) peer feedback, 
iii) psychologist self-reflection, and iv) feedback from professionals who have previously or 
concurrently worked with the client (consistent with the Australian Psychological Society’s Code of 
Ethics). Case studies without appropriate evaluation of psychological services (i.e., using 
psychometrically based assessments) cannot be published.

g) Concluding evaluation of the outcome of service and its process: including information on reaching 
client goals and alleviating presenting problems at conclusion of service/follow-up, strengths and 
weaknesses of the approach, and funding issues. Discussion of the case in relation to previously 
reported cases, research and theory, and possible hypotheses or recommendations for practice should 
also be included.

Case Studies must follow Australian Psychologist’s standard publication submission format (ie title 
page, abstract, reference list, tables, figures). Refer to Empirical Reports sections (a) title page, (b) 
abstract, and (g) to (n) for further specifications on manuscripts.

Reviews (Quantitative and Narrative)

Review Articles provide research summation on specific issues/questions relevant to Australian 
Psychologist readers: general clinical practice, specialty practice, or public health. Review Articles 
should provide subject matter scope, background, and practice relevance, while describing recent 
empirical research, and conceptual and theoretical papers. Systematic reviews are preferred to 
narrative reviews, which may be published circumstantially. Please include the best-quality evidence 
(e.g., randomised controlled trials and meta-analyses). Novel findings may be included when 
especially relevant and justified. Include an impartial discussion surrounding the evidence and any 
controversies within the research. If using unpublished data, a source must be provided (e.g., 
registered trial, unpublished doctoral dissertation, etc.).

Review Article length may vary substantially according to size of research domain and issue. 
Narrative reviews must not exceed 5000 words, including references, tables, and figures. Quantitative 
reviews must not exceed 8000 words, including references, tables, and figures. Review Abstracts must 
include information on the context and relevance of the research, how review evidence was obtained 
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(i.e., databases/years searched, search terms), exclusion criteria, findings/conclusions drawn, and 
implications for psychological practice.

Refer to Empirical Reports sections (a) title page, (b) abstract, and (g) to (n) for further specifications 
on manuscripts.

Commentaries (and Response to Commentaries)

Australian Psychologist publishes Commentaries on previously published journal articles. 
Commentaries have a 6000 word limit, including all materials. A Commentary’s purpose is to provide 
meaningful insight, alternative interpretation, clarification, or critical analysis. Commentary 
publication provides comprehensive issue understanding that significantly adds to the literature. 
Commentaries that focus on issues such as small sample size or statistical power alone rather than 
provide substantial critique will not be considered for publication. Commentaries must maintain a 
constructive and respectful tone.

All Commentaries (and responses) require an unstructured abstract stating major points and principal 
conclusions (200-250 words).

The Commentary title includes a subtitle reflecting the title and publication year of the article that 
engendered the comment, e.g. “Comment on A Model for Increasing Youth Engagement in Education 
(Smith & Jones, 2014).”

The original article author/s may be invited to respond to Commentary accepted for publication. The 
Commentary and Response/s may be published together, subject to the timely delivery of comments 
and journal space. Invited Responses should be no longer than half the Commentary’s length.

Supporting Information

Supporting Information is non-essential article information that provides depth and background. 
Supporting information only appears online, without editing or typesetting. It may include tables, 
figures, videos, datasets, etc. Click here for Wiley’s FAQs on supporting information.

Note, if data, scripts or artefacts used to generate article analyses are publicly available, authors must 
include a location reference within the paper.

Wiley Author Resources

Wiley author resources for manuscript submission preparation are here. Wiley’s best practice tips 
on Writing for Search Engine Optimization.

Article Preparation Support: Wiley Editing Services offers expert help with English Language 
Editing, as well as translation, manuscript formatting, figure illustration, figure formatting, and 
graphical abstract design – so you can submit your manuscript with confidence. Also, check out our 
resources for Preparing Your Article for general guidance about writing and preparing your 
manuscript.      

5. EDITORIAL CONSIDERATIONS AND POLICIES

Peer Review
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Acceptance criteria for all papers are research quality and originality, and significance to our 
readership. Manuscripts are double-blind peer reviewed by two anonymous reviewers and the Editor. 
Final acceptance or rejection rests with the Editorial Board, who reserves the right to refuse any 
material for publication.

Manuscripts should have a clear, concise, direct writing style. Where contributions are judged as 
acceptable for publication on the basis of content, the Editor and the Publisher reserve the right to 
modify typescripts to eliminate ambiguity and repetition and improve communication between author 
and reader.

Human Studies and Subjects

For medical studies manuscripts involving human participants, we require a statement identifying the 
approving ethics committee, and that the study conforms to recognized standards, for 
example: Declaration of Helsinki; US Federal Policy for the Protection of Human Subjects; 
or European Medicines Agency Guidelines for Good Clinical Practice. Individual participant 
images and information will only be published where authors have the individual's free prior informed 
consent. Non-essential identifying details should be omitted.

Conflict of Interest Statement

The journal requires authors disclose any potential sources of conflict of interest. Any interest or 
relationship, financial or otherwise that can be perceived as influencing an author's objectivity is 
considered a potential source of conflict of interest. These must be disclosed when directly or 
indirectly related to work authors describe in their manuscript. Potential sources of conflict of interest 
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directors membership, company consultancy, or receipt of speaker's fees from a company. Please note 
the existence of a conflict of interest does not preclude publication. It is the corresponding author’s 
responsibility to review this policy with all authors and collectively to disclose with the submission 
ALL pertinent commercial and other relationships.

Data policy

The APS encourages data sharing wherever possible, and subscribes to the Australian Code for the 
Responsible Conduct of Research. The code states “Research data should be made available for use 
by the other researchers unless this is prevented by ethical, privacy or confidentiality matters.” 
Authors publishing in the journal are encouraged to make data/scripts/other artefacts used to generate 
their analyses available via a publicly available data repository, however this is not mandatory. If the 
study includes original data, at least one author must confirm they had full access to all study data, 
and takes responsibility for data integrity and analysis accuracy.

By submitting a manuscript to or reviewing for this publication, your name, email address, and 
affiliation, and other contact details the publication might require, will be used for the regular 
operations of the publication, including, when necessary, sharing with the publisher (Wiley) and 
partners for production and publication. The publication and the publisher recognize the importance 
of protecting the personal information collected from users in the operation of these services, and 
have practices in place to ensure that steps are taken to maintain the security, integrity, and privacy of 
the personal data collected and processed. You can learn more at 
https://authorservices.wiley.com/statements/data-protection-policy.html
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