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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 shattered, and the momentum of healing will be slow at 

first.   

With the tender strength that comes from an openness to your own deepest wounding, 

and to your own deepest healing.   

Firmly, never wavering in the utmost conviction that evil is powerful, but there is a good that 

is more powerful still.   

Stay connected to that goodness with all your being, however it manifests itself to you. 

Acquaint yourself with the shadows that lie deep within you. 

And then, open yourself, all that is you, to the light. 

Give freely. Take in abundantly.   

Find your safety, your refuge, and go there as you need. 

Hear what you can, and be honest about the rest: be honest at all cost. 

Words won't always come;  

sometimes there are no words in the face of such tragic evil.   

But in your willingness to be with them, they will hear you;  

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

 

 

Steele, K. (1989). Sitting with the shattered soul. Pilgrimage: Journal of 

Psychotherapy and Personal Exploration, 15(6), 19-25. 

 

 

 

 



4 

 

SUMMARY 

Northern metropolitan Adelaide, South Australia is an area which experiences 

considerable social disadvantage. It is also an area in which a significant number of 

(predominantly young) refugee background individuals have resettled. Research indicates 

that refugee youth may be at elevated risk of mental health (MH) and alcohol and other drug 

(AOD) problems. These factors, combined 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.  

This thesis explored the experiences and needs of young people from refugee 

backgrounds with comorbid MH and AOD disorders living in northern metropolitan 

Adelaide. The first aim was to identify risk factors which lead to the development of 

comorbid MH and AOD disorders among refugee youth living in this region. The second aim 

was to explore the challenges refugee youth experience once they develop comorbid MH and 

AOD disorders and how these may impact on the provision of MH and AOD services. The 

third and final aim was to identify the barriers and facilitators to effective, culturally 

responsive service provision for refugee youth with comorbid MH and AOD disorders. 

This research employed a sequential exploratory mixed-methods design drawing on 

principles of Participatory Action Research (PAR) and with theoretical underpinnings in 

critical theory and constructionism. Qualitative interviews were conducted with refugee 

youth aged 12-25 years from African, Bhutanese, and Afghan backgrounds (n = 15) and with 

service providers from MH, AOD and refugee support services (n = 15).  Interview data were 

analysed using a thematic approach. The findings from the interviews then informed 

development and analysis of the quantitative online survey which was conducted with 

managers of MH, AOD and other services (n = 56).  
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Overall, this research highlighted significant difficulties which impact on the ability 

of a young person from a refugee background with comorbidity to access and receive 

adequate service provision. This thesis discussed ways of overcoming these challenges in 

order to improve the service response to this client group in this region. It is hoped that the 

findings presented in this thesis are of value to both policy makers and clinicians. 
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1. Chapter One: Introduction  

This chapter introduces the research problem, defines key concepts, identifies the study 

aims and research questions, and outlines the structure of this thesis.  

Overview 

In Australia approximately 13,000-14,000 humanitarian visas are granted to refugees 

annually (Department of Immigration and Border Protection [DIBP], 2014).  A large 

proportion of these visas are granted to refugees under the age of 25 years. For example, in 

the five year period from the 1st of July 2009 to the 30th of June 2014 71,171 humanitarian 

(refugee) visas were granted in Australia, 50% of which were granted to refugees under the 

age of 25 years on arrival. For this reason there is a need for Australian health services to 

adapt and respond appropriately to the needs of not only a multicultural population, but also 

an increasing number of young people from refugee backgrounds. To date, the focus of much 

research has been to consider the types of psychopathology experienced by refugee groups. 

The majority of the available literature suggests that resettled refugees are at an elevated risk 

of developing significant psychiatric and substance related disorders resulting from a variety 

of stressors pre, during and post migration (Haasen, Sinaa, & Reimer, 2008; Porter & 

Haslam, 2005; Schweitzer, Melville, Steel, & Lacherez, 2006; Sowey, 2005). More recent 

research has begun to acknowledge that despite having an elevated risk of developing 

psychopathology, including substance related disorders, significant barriers to  accessing 

mental health services exist for resettled refugees (Minas et al., 2013; Van de Gaag, 2007). 

Whilst research has increasingly begun to look at help-seeking behaviours and service 

engagement for mental health problems among resettled refugees, there is still very little 

research that considers the unique experiences and needs of young people from refugee 



12 

 

backgrounds living in South Australia.  Research in Australia indicates that young people in 

the general population access mental health services less often than older people (Australian 

Bureau of Statistics, 2007). Of the one in five young people who experience mental illness, 

only 30% are reported to receive professional support (Australian Bureau of Statistics, 2007; 

Burns, Ellis, Mackenzie, & Stephens-Reicher, 2009). Recent studies highlight that 

adolescents and young adults from refugee backgrounds may experience unique and 

additional barriers to accessing support and are even more underrepresented in the services 

(Colucci, Minas, Szwarc, Paxton, & Guerra, 2012; De Anstiss & Ziaian, 2010; De Anstiss, 

Ziaian, Procter, Warland, & Baghurst, 2009). Furthermore, research to date has tended to 

focus on either mental health (MH) problems or alcohol and other drug (AOD) problems 

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

It is well established that AOD problems are commonly experienced by individuals 

with MH problems (Australian Institute of Health and Welfare, 2005). In Australia, it has 

been acknowledged that effective service provision is of particular concern for individuals 

with co-existing MH and AOD conditions, also termed ‘comorbidity’(Allsop, 2008; Merkes, 

Lewis, & Canaway, 2010; Teesson & Burns, 2001), and young people experiencing 

comorbidity are reported to face even more significant barriers to service provision (Szirom, 

King, & Desmond, 2004).  Health workers report feeling ill-equipped in dealing with clients 

with comorbidity due to a lack of confidence and training (Adams, 2008; Allsop, 2008). 

Research has shown that comorbidity is often associated with greater difficulty in 

implementing effective treatment with poorer outcomes (Australian Institute of Health and 

Welfare, 2005; Szirom et al., 2004; Teesson & Burns, 2001).  

Although much of the literature discusses why refugees in particular are at high risk of 

developing psychiatric disorders or at risk of AOD problems, very little research considers 
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refugees experiencing co-existing MH and AOD disorders and how best to address these 

issues. While it has been established that significant barriers to service engagement and 

service provision exist for young refugees with a mental health disorder, the risk may be 

higher for those experiencing comorbidity as they not only face cultural and linguistic 

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

Overall, this study sought to investigate comorbidity amongst young people of refugee 

backgrounds.  This was achieved by investigating the aetiology of such disorders, the 

challenges they encounter once these problems do coexist and finally, by identifying barriers 

and facilitators to effective service engagement and comorbidity service provision for this 

client group. It was intended that the findings of this research would go some way towards 

establishing a knowledge base to assist MH and AOD clinicians and researchers, provide a 

greater understanding of how the reported barriers might be ameliorated or overcome in the 

future, and finally, to inform policy and practice.  

Using both qualitative and quantitative research techniques, this research was 

exploratory in nature and aims to generate knowledge concerning the experiences and needs 

of young people from refugee backgrounds with co-existing MH and AOD problems, who 

are living in the northern metropolitan region of Adelaide.  The cultural responsiveness of 

organisations providing services to refugee background youth experiencing comorbidity was 

considered.  This study ultimately sought to identify barriers and facilitators to accessing and 

receiving culturally appropriate comorbidity care for refugee youth. This research discusses 

these issues from two important perspectives; service providers or professionals (managers 

and clinicians), and young refugees themselves who identified as either community advocates 

or consumer representatives. 
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Project affiliations and funding partners 

This project was part of a broader Australian Research Council funded project called 

‘Comorbidity Action in the North (CAN); Stopping the run around’. This project was a 

collaboration between The University of Adelaide (lead partner) and Northern Adelaide 

Local Health Network (NALHN) (industry partner).  Other official partners included 

Northern Area Medicare Local (NAML), Aboriginal Health Council of South Australia 

(AHCSA), The University of South Australia, The Salisbury Council, and SA Network of 

Drug and Alcohol Services (SANDAS). The CAN project aimed to improve service delivery 

and support to individuals aged 12 years and over with comorbid mental health and alcohol 

and other drug conditions in the disadvantaged northern region of Adelaide, South Australia. 

The CAN project involved a participatory action research approach and collected quantitative 

and qualitative data in order to identify problems with comorbidity service provision and 

identify ways of improving service provision for this client group. CAN involved extensive 

consultation with consumers, community advocates, policy makers, and government and non-

government service providers. Data collection involved large scale surveys with staff and 

managers of mental health, alcohol and other drug and ‘peripheral’ comorbidity services such 

as Ambulance, Police, and Emergency Departments. Semi-structured interviews with service 

providers were also conducted. The CAN project conducted a series of workshops following 

the data collection phase, sharing the knowledge with the community and providing training 

to various health professionals. While the greater CAN project considered the needs of all 

individuals with comorbidity in this region, the present study or components presented in this 

dissertation focussed on youth aged 12-25 years from refugee backgrounds as a group with 

specific needs. The aims of the present study were similar to those of the broader project as 

this research also sought to provide an evidence base from which solutions could be 

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

backgrounds experiencing both MH and AOD problems in the northern region of Adelaide. 

Region of focus: Salisbury and Playford Local Government Areas 

The northern region of Adelaide, South Australia consists of the local government areas 

(LGAs) of Playford, Salisbury, Gawler, Tea Tree Gully and Port Adelaide Enfield. The 

northern region of Adelaide is acknowledged as a significantly disadvantaged region in 

Australia (Australian Bureau of Statistics, 2006; DEEWR, 2011). This area is disadvantaged 

on many measures of social wellbeing, with  a high proportion of people in receipt of 

government benefits, high unemployment rates, low levels of education and high rates of 

mental health and substance use problems (Australian Bureau of Statistics, 2011; The 

University of Adelaide, 2014). Of the northern region, the Playford and Salisbury LGAs are 

considered to be particularly disadvantaged. The Australian Census of Population and 

Housing (2011) which was conducted in the year prior to this research commencing, revealed 

higher unemployment rates in Salisbury (6.97%) and Playford (8.01%) compared to the rest 

of South Australia (5.31%), and Australia (5.65%). Education levels were also reported to be 

lower than state and national averages 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). Salisbury and 

Playford are also reported to have high proportions of people in receipt of government 

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 South Australian (10.1%) or Australian (9.8%) average (The University of Adelaide, 

2014). Overall, the Socio-Economic Indexes for Areas (Index of Relative Socio-Economic 

Advantage and Disadvantage) showed that Salisbury and Playford ranked highly on levels of 
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disadvantage.  Salisbury ranked in the third decile (out of 100) and Playford in the first decile 

(areas are ranked lowest to highest and the lowest 10% of areas, that is, the most 

disadvantaged, are given a decile number of one) (Australian Bureau of Statistics, 2011).   

This region also contains high proportions of people born overseas, people not fluent in 

English and people from refugee backgrounds (Australian Bureau of Statistics, 2011; The 

University of Adelaide, 2014). In the last 10 years 33% of humanitarian entrants to South 

Australia have been resettled in the Salisbury and Playford areas (Department of Immigration 

and Border Protection, 2014).  Of these, 62.2% were under the age of 25 years on arrival. 

Therefore we have a large and predominantly young, refugee background population living in 

areas of substantial socioeconomic disadvantage. Both mental health conditions and illicit 

drug use are known to be more prevalent in areas which experience high levels of poverty, 

unemployment and educational disadvantage (Beyer & Reid, 2000). Given the low socio-

economic status of these areas and the large number of refugee youth who reside there, the 

two LGAs of Salisbury and Playford were the focus of this study. 

Definitions and key concepts 

Throughout this dissertation (including the papers within) a number of terms are used 

interchangeably to encompass the diversity of terms used throughout the literature and to suit 

the preferred terminology of the target journal. The following key concepts are defined and 

the use of certain terms is explained.  

 Mental health and mental illness 

Definitions of mental health and mental illness vary significantly. As a starting point, 

the World Health Organisation (WHO) defines mental health as not just the absence of 

mental disorder but “a state of well-being in which every individual realises his or her 

own potential, can cope with the normal stresses of life, can work productively and 
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fruitfully, and is able to make a contribution to her or his community” (WHO, 2013, p. 1).  

It fits within the mental well-being component of WHO’s broad definition of health 

which is: “A state of complete physical, mental and social well-being, and not merely the 

absence of disease"(WHO, 2013, p. 1). The South Australian Mental Health Act (2009) 

defined mental illness simply and broadly as “any illness or disorder of the mind” 

(Government of South Australia., 2009, p. 11). There are two main standard classification 

systems used for identifying and diagnosing mental health problems. These are the 

Diagnostic and Statistical Manual of Mental Disorders (DSM) for which the 5th edition 

(DSM-5), released in 2013 is current (American Psychiatric Association, 2013), and The 

International Classification of Diseases (ICD) for which the 10th edition (ICD-10) which 

came into use in 1994, is the current edition (WHO, 1994). Throughout this dissertation 

the terms mental health problem, mental disorder, mental illness, psychiatric disorder and 

psychological problem or disorder are used interchangeably. However, due to the ease of 

using a consistent acronym, mental health (MH) problem, was predominantly used. It is 

assumed that we are essentially referring to the same concept. That is, a broad notion of a 

mental health problem- ranging from the experience of distress, dysfunctionality or 

symptoms of mental disorder (though not necessarily meeting criteria for a specific 

diagnosis) through to more severe or diagnosable mental disorders.  I believe that an 

individual does not have to present with a diagnosable mental disorder to require 

treatment or support. Therefore the focus remains broad so as to not exclude 

consideration of those who are experiencing mental health problems or symptoms and 

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

Alcohol and other drug problems (AOD) and substance use disorder (SUD) are terms 

again used interchangeably throughout. Substance use disorder is a diagnostic category 

within Substance-Related and Addictive Disorders in the DSM-5. According to the DSM-

5, SUD is conceptualised as a single disorder measured on a continuum from mild to 

severe with each substance being referred to as a separate use disorder (e.g. alcohol use 

disorder) (American Psychiatric Association, 2013).  Consideration of the different terms 

used to refer to AOD problems is necessary. Firstly, there are differences in the way this 

disorder was categorised in DSM-IV and DSM-V. In DSM-IV, SUD was referred to as a 

maladaptive pattern of alcohol or substance use and distinguishes between abuse and 

dependence- abuse being defined as a mild or early phase of the disorder and dependence 

as more severe (American Psychiatric Association, 2013). Contrary to DSM-IV 

definitions, the WHO does not use the term abuse due to its ambiguity and the idea that 

abuse of a substance can also be considered severe in its manifestation. Instead, the WHO 

use the terms ‘harmful use’ and ‘hazardous use’. Harmful use refers to a pattern of 

substance use that is causing damage to either physical or mental health, or with potential 

adverse social consequences (WHO, 2014). Hazardous use refers to a pattern of substance 

use that increases the risk of such harmful consequences. The ICD-10 categorises the 

equivalent of SUD as ‘dependence syndrome’, defined as occurring when the use of a 

substance takes on a much higher priority than other behaviours which once held high 

value and is combined with a desire to take the substance (alcohol or other drug) (WHO, 

2014). This thesis predominantly uses the term ‘AOD problems’ to broadly encapsulate 

all of these differing concepts: SUD, harmful use, misuse, abuse, and dependence. Ten 

separate classes of substances are outlined in DSM-5: alcohol; caffeine; cannabis; 

hallucinogens; inhalants; opioids; sedatives, hypnotics, and anxiolytics; stimulants; 
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tobacco; and other (unknown) substances. The term ‘AOD problem’ includes the harmful 

use of or dependence on these ten separate classes of drugs unless the substance is 

specifically stated.  

 Comorbidity  

‘Comorbidity’ is a term used to describe the co-occurrence of one or more diseases or 

disorders in an individual (Allsop, 2008). This thesis uses the term ‘comorbidity’ 

exclusively to refer to the co-occurrence of a MH problem and an AOD problem. ‘Dual 

diagnosis’ is another term frequently used to describe this phenomenon. However, this 

term was avoided by the researcher as it implies the existence of only two problems and 

negates the likelihood of multiple morbidities.  

 Youth 

There is a general consensus across literature and policy that the age bracket 12 to 25 

years defines youth in Australia and this is therefore the definition used in the present 

study (McGorry, Parker, & Purcell, 2006). ‘Young people’ and ‘youth’ are terms used 

interchangeably throughout this thesis and refer to the age bracket defined above unless 

otherwise stated. 

 Cultural responsiveness  

The terms cultural competency, cultural sensitivity, cultural awareness, and cultural 

intelligence are often used interchangeably in the literature. Cultural competency is 

defined as “a set of congruent behaviours, attitudes, and policies that come together in a 

system, agency, or among professionals and enable that system, agency or those 

professionals to work effectively in cross-cultural situations” (Cross, Bazron, Dennis, & 

Isaacs, 1989, p. 28). There has been debate concerning the use of the term cultural 

competency as it is argued that it suggests a categorical or absolute view, that one is 



20 

 

either competent or not, which has led to the use of the term ‘cultural intelligence’ which 

is defined as “a person's capability to function effectively in situations characterized by 

cultural diversity” (Van Dyne, Ang, & Koh, 2008, p. 3). In this dissertation, these 

constructs are conceptualised as part of a broader notion termed ‘cultural responsiveness’. 

Cultural responsiveness is defined in the Victorian Cultural Responsiveness Framework 

(2009) as “the capacity to respond to the healthcare issues of diverse communities” (State 

Government of Victoria, 2009, p. 4). Cultural responsiveness encapsulates the various 

terms effectively and places an emphasis on the capacity and need for both organisations 

and professionals to respond to diverse individuals. This response includes being 

equipped with cultural knowledge and sensitivity to how an individual’s explanatory 

models, family dynamics, belief systems, language, histories, and other aspects of their 

culture might influence service access, engagement and treatment (State Government of 

Victoria, 2009).  

 Refugees and asylum seekers 

The following section will discuss what constitutes a refugee, will describe common 

experiences of refugees, and will consider resettled refugees in the context of Australia at 

this moment in history.   

Refugees and the refugee experience 

 Migration trends in Australia and humanitarian arri vals 

Australia is a country characterised by its migration history. Currently it is estimated 

that 38% of the Australian population were born in a country other than Australia (DIBP, 

2014a). Since the end of World War II approximately 7.5 million people have migrated 

to Australia. Of these, approximately 800,000 arrived as refugees and asylum seekers 

(DIBP, 2014a). At the end of 2010 there were approximately 43.7 million forcibly 
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displaced people or ‘refugees’ worldwide (DIBP, 2014a). The term refugee is defined 

according to the United Nations High Commissioner for Refugees 1951 Convention as a 

person who has fled their country due 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 nationality and is unable or, owing to such fear, is unwilling to 

avail himself of the protection of that country; or who, not having a nationality 

and being outside the country of his former habitual residence as a result of 

such events, is unable or, owing to such fear, is unwilling to return to it 

(UNHCR, 2001, p. 14).  

Australia is one of the nineteen signatories to the United Nations 1951 Convention 

relating to the Status of Refugees and therefore has a responsibility to assist in the protection 

and resettlement of refugees (UNHCR, 1951). A major component of this responsibility is 

reflected in Australia’s Humanitarian Program. In Australia, since 2000, approximately 

13,000- 14,000 humanitarian visas are typically granted each year. Humanitarian visas are 

granted under either onshore protection or offshore resettlement. The onshore component of 

the humanitarian program is for people who apply for asylum after arrival in Australia and 

who are found to be refugees through the refugee status determination process under the 

definition of the UNHCR 1951 Convention. The offshore resettlement component accounts 

for the majority of humanitarian visas granted. The offshore component consists of two 

categories of permanent visas. Firstly, Refugee Visas are granted to individuals who are 

typically outside their own country and cannot return as they are subject to persecution in 

their home country. The majority of these individuals are identified and referred by UNHCR 

to Australia for resettlement. Secondly, the Special Humanitarian Program is for those who 
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meet the UNHCR definition of refugee and these applications must be supported by a 

proposer who is an Australian or eligible New Zealand citizen or permanent Australian 

resident.  

 Recent changes in asylum seeker and immigration policies 

Recently in Australia there has been an increase in the number of people seeking 

protection after arrival in Australia and a subsequent increase in the number of onshore 

humanitarian visas granted. For example, in the 2006-2007 year period 1,793 visas were 

granted under the onshore category, this had been steadily increasing until the 2010-2011 

year period where 4,828 visas were granted under this category. In 2011 UNHCR reported a 

31% increase in claims for refugee status in Australia and New Zealand compared to the 

previous year (Procter, Williamson, Gordon, & McDonough, 2011).  Many of these people 

arrived by boat and were formerly referred to as Irregular Maritime Arrivals (now referred to 

as Illegal Maritime Arrivals) or ‘asylum seekers’. The term ‘asylum seeker’ refers to an 

individual who is seeking protection and has applied (or intends to apply) for refugee status 

but is waiting for this status to be granted or denied (DIBP, 2014a). Until a decision is made 

as to whether these individuals are classified as refugees and while their applications are 

being assessed, they are detained or held in detention facilities in Australia or since August 

2012, in offshore detention facilities in Nauru and on Manus Island in Papua New Guinea.  

Previous research has investigated the impact of detention on refugee and asylum seeker 

mental health and this will be discussed later in this chapter.  

The determination of refugee status and the humanitarian visa application process for 

asylum seekers may take many months, sometimes years, and during this time asylum 

seekers do not know whether their claims will be approved or if they will be returned to their 

country of origin. The Liberal Party of Australia (the Coalition) was elected to Federal 
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Government in September 2013 and immediately implemented policies in an effort to stop 

asylum seeker arrivals to Australia by boat. These policies have been the topic of much 

debate and public attention in Australia and internationally. They have been widely criticised 

by advocacy groups and human rights lawyers, and have been debated in various high court 

challenges due to claims that these policies are in breach of the UNHCR 1951 Refugee 

Convention, The Universal Declaration of Human Rights, and The Convention on the Rights 

of the Child. These policies include mandatory offshore detention (initially adopted by the 

Australian Labour Party (ALP) in 2012) for undefined periods of time. In 2013, Scott 

Morrison, the Minister for Immigration and Border Protection at the time, announced that 

anyone arriving by boat to Australia would not be resettled in Australia (DIBP, 2014b). These 

policy changes are also reported to impact those already living in Australia with permanent 

residency status. This is either indirectly, by the perceived negative portrayal of refugees and 

asylum seekers in political debates and the media, as well as fear of terrorism and 

radicalisation of migrants (Esses, Medianu, & Lawson, 2013; O'Doherty & Lecouteur, 2007) 

or directly, by changes which impact anyone who arrived to Australia by boat (DIBP, 2014a). 

These changes are relevant to this research as it was predicted to result in a change in the 

types of issues services were being presented with, in regard to this population.  

In recent years there have also been changes to the number of humanitarian visas 

granted in Australia. In September 2012 the government at the time (the ALP) increased the 

humanitarian intake to 20,000 places. In 2014 the Prime Minister Tony Abbott along with 

Immigration Minister Scott Morrison announced that the humanitarian program would 

comprise 13,750 visas granted annually  (DIBP, 2014b). Needless to say, this is an area in 

which there have been constant changes, heated debates and as a result has necessitated 

keeping up to date with current affairs in order to understand changes in mood among the 
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communities and follow the topics of conversation when speaking with community members 

and participants. Similarly, it has also been necessary to follow current migration trends, 

specifically the number of humanitarian arrivals and the countries from which they are 

arriving.  The migration trends and statistics presented in this dissertation are relevant to the 

period of time in which this research took place. 

 South Australia 

Over the last 10 years, from the 1st of July 2004 to the 30th of June 2014, South 

Australia has resettled 151,134 refugees under the humanitarian program (Department of 

Immigration and Border Protection, 2014). Of those, 59% were under the age of 25 years on 

arrival and 31.5% were aged between 12 and 25 years. The top ten countries of birth of 

humanitarian arrivals aged between 12-25 years to South Australia over the last decade are 

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

2014 (aged 12-25 years) 

Country of Birth Number of arrivals  

1. Afghanistan 1202 

2. Sudan 518 

3. Iran 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 

 

 The refugee experience 

It is important to acknowledge the diversity of the refugee experience. Refugees have 

originated from many different countries, cultures, historical and political environments and 

are forced to flee due to a vast variety of circumstances. Refugees are certainly not a 

homogenous group. Rather, as Malkki (1995) states, the label of refugee, in addition to the 

true UNHCR definition, can encompass diverse socioeconomic statuses, histories, journeys 
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and religious backgrounds rather than a generalisable type of person or situation. However, 

refugees have many similar experiences in that they are  forced to flee their homeland and 

often share common reasons for this flight such as war or political, religious or ethnic 

persecution (Williams, 2009).  Stein (1981) argues it is possible and even beneficial to 

consider the consistencies across the refugee experience and refugee behaviour in order to 

look at the accumulated research and knowledge and learn from the past. By not simply 

focussing on one arrival group, we are able to view refugee experiences as recurring 

phenomena with similar patterns. Stein also argues that specific refugee situations should not 

be perceived as unique, atypical, individual historical events but rather as part of a wide-

ranging subject, that is, refugee behaviour, problems and situations that recur in many 

contexts, times and regions. This position is important to acknowledge as it informs the 

present research. This research did not focus specifically on a particular cultural group but 

sought to consider and identify common elements and similarities and patterns across 

individuals and communities from various refugee backgrounds. This is not to ignore the 

unique experiences and nature of each individual refugee or subgroup of refugees.  However, 

for the purpose of the present research it is useful to consider and reflect on common 

characteristics.   

Further, this broad focus may allow the findings to have greater applicability to 

services in the target region that are working with people from multiple refugee and cultural 

backgrounds. Therefore, one specific ethnic or cultural group was not the focus, but rather the 

issues relating to diverse refugee backgrounds were investigated. 

However, in saying this, this research acknowledged that young refugees certainly 

have unique experiences and needs compared to other age groups. This view is consistent 

with that of the Refugee Council of Australia (RCOA, 2014) who state that refugee young 
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people, by virtue of their age, have needs differing from those of their parents or older 

refugees, as they are in a difficult transitional stage of their life, negotiating developmental 

challenges alongside resettlement and a multitude of other challenges. This is explored in 

greater depth in Chapter Two: Paper One.  

 The majority of the literature conceptualises the refugee experience as a three stage 

process: pre-migration/ pre-flight, transition/flight and resettlement (Lewig, Arney, & 

Salveron, 2009; Lustig et al., 2004; Stein, 1981). Lustig et al. (2004) states that “a culturally 

relevant developmental theoretical foundation is essential to understanding the experience of 

refugee youth in the context of flight and resettlement”. As young refugees are the focus of 

this research, Bronfrenbrenner’s bioecological theory of human development 

(Bronfenbrenner, 1986; Bronfenbrenner & Morris, 1998) alongside Stein’s three-stage 

conceptualisation of the refugee experience (described above) provides a useful meta-

framework from which to consider the refugee experience, and its potential impacts, on 

young refugees. These frameworks and theories have been integral in informing the present 

research and understanding of the factors which impact development and mental health 

outcomes.  

1.1.10.1 Bronfenbrenner’s bioecological theory  

Bronfenbrenner’s theory accounts for the impacts of culture, among multiple other 

influences, on development, and highlights the complex interrelatedness of different factors 

which impact on a young person’s developmental trajectory. This in turn has obvious 

implications for mental health or psychological development. Bronfenbrenner originally 

emphasised the aspects of context (microsystem, mesosystem, exosystem and macrosystem) 

and the interconnections between those and the individual in human development 

(Bronfenbrenner, 1986). He revised his theory in 1998 to incorporate the Process- Person- 
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Context- Time model (PPCT) (Bronfenbrenner & Morris, 1998; Tudge, Mokrova, Hatfield, 

& Karnik, 2009).  Consideration of these four concepts and the interaction between them is 

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

1.1.10.2 Process- Person- Context- Time Model 

Process, or proximal processes, refers to the influence of reciprocal interactions 

between the ‘biopsychological human’ and the stimuli (people, objects) in their immediate 

environment.    

The concept of ‘person’ acknowledges the biological and genetic influences on 

development and emphasises personal characteristics (of which there are three types; 

demand, resource and force) that influence development. Personal characteristics include 

temperament or motivation (force characteristics), intelligence, and emotional resources, 

which can also be influenced by an individual’s experiences. A person’s material resources 

such as access to food, housing, care and education obviously also influence development 

and are particularly relevant to refugee children living in camps or other transient 

accommodation where there is often a lack of food and water (demand characteristics). 

Characteristics such as age and gender can influence the types of experiences a refugee may 

be exposed to. For example, adolescent girls are more likely to experience sexual abuse and 

violence (Miller & Rasco, 2004). This model emphasises how personal characteristics can 

influence environment as they may determine whether a person has the motivation to either 

flee or stay when faced with adversity. It may also apply to variations in resilience, emotional 

resources, and access to supports among refugees, potentially mediating the impact of 

exposure to trauma on subsequent psychological development. It also highlights how 

environments, exposure to trauma and violence, and malnutrition can influence personal 

characteristics and impact on development.  
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Context refers to the influence of environment on development and involves four 

interrelated systems. The microsystem is the environment where the individual spends the 

majority of their time such as home, church, school or in the context of the transition stage of 

the refugee experience- a refugee camp or a detention centre. The mesosytem refers to the 

interrelations between the various microsystems including the interactions between the 

people from each microsystem, for example, the interactions between the detention centre 

guards or doctors with family members, or religious leaders and peers. The exosystem refers 

to the environment in which the individual is not directly exposed but which indirectly 

impacts on their development- such as a political situation in a country. Finally, the 

macrosytem describes the culture or subculture the individual is situated in, where a group 

shares beliefs and values which influence the lifestyle and life-course of the individual. The 

macrosystem also includes the socioeconomic status or ethnicity and the influence this has on 

their development. This concept posits the differential influence of two macrosystems on 

young people’s development. For example, two adolescents from different cultural 

backgrounds may be living in the same city – one is from a persecuted ethnic group and the 

other is not. The impact this has on their interactions with each other and the environment 

and the activities they engage in has implications for their 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, which acknowledges the interaction of 

time with all the other influences or elements of the model on the way people and 

environments change. This is also of particular importance as it emphasises the differential 

impact on people from refugee backgrounds resettling in different stages of life such as 

during childhood or adolescence. It acknowledges potential variation in developmental 

trajectories at different points in time as “developmental processes are likely to vary 
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according to the specific historical events that are occurring as the developing individuals are 

at one age or another” (Tudge et al., 2009, p. 201). This allows us to consider what may be 

developmentally disruptive to the development of a refugee young person. It also highlights 

the diversity of refugee experiences and the differing impact on development and other 

outcomes. A chronological framework in addition to Bronfenbrenner’s theory allows 

discussion of the distinct stressors and experiences that each stage can elicit and the differing 

impact of these based on process, person, context and time. Drozdek explains the importance 

of merging these concepts when considering refugee and asylum seeker mental health: 

To fully understand the complexity of traumatic life events, it is essential to frame 

them in what Bronfenbrenner called “the ecological environment” … In building on 

Bronfenbrenner’s work and others, it is important to understand that “the ecological 

environment” is a dynamic system that can change over time. In the case of asylum 

seekers and refugees or other non- Western people, the time line can include the 

premigratory and the postmigratory periods, as well as the period of forced migration 

and resettlement. Included in these intervals are many secondary stressors and 

intersecting variables that effect patterns of posttraumatic adaptations and disposition 

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

 

1.1.10.3 The three stage framework of the refugee experience  

Keller (1975) describes the stages of the refugee experience as involving the 

following: perception of a threat, decision to flee, the period of extreme danger and flight, 

reaching safety, camp behaviour, repatriation, settlement or resettlement, the early and late 

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

stages described; pre-migration, transition and resettlement.  

1.1.10.4 Pre- migration  

The literature highlights common pre-flight experiences across a variety of refugee 

backgrounds and situations. High rates of pre-migration exposure to traumatic experiences 

are often reported by refugees and asylum seekers in the literature (Procter et al., 2011). 

Exposure to traumatic situations often characterise “pre-migration” or “pre-flight” 

experiences. Traumatic events often witnessed or experienced by refugees include forced 

labour, mass killings, sexual abuse, extreme violence, starvation, torture, death/murder of 

loved ones, drownings at sea, and suicide attempts (Lewig, Arney & Salveron, 2009; Lustig 

et al, 2004). 

One study found that 90% of Sierra Leon refugees reported experiencing at least one 

of the following traumas: separation from family, being close to death, murder of family or 

friend, and lack of food, water and shelter. Over 60% of participants reported experiencing 

either ill health and no medical care, being lost or kidnapped, or being exposed to a combat 

situation (Fox & Tang, 2000).  

Refugees from a range of backgrounds living in Australia have been found to report 

common pre-flight experiences of witnessing or experiencing human rights violation, 

extreme deprivation, separation from or loss of family and friends, and periods of starvation 

(Lewig et al., 2009). Schweitzer, Brough, Vromans, and Asic-Kobe (2011) interviewed 

resettled Burmese refugees in Australia. The most frequent experiences they reported 

included lack of food or water (73.5%),  combat situations (57.6%), ill health without medical 

care (55.9%) and forced separation from family members (45.6%). Schweitzer et al. (2006) 

found high levels of exposure to traumatic events pre-migration in a group of 63 Sudanese 
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refugees living in Queensland, Australia. All participants reported exposure to at least one 

traumatic event, assessed using the Harvard Trauma Questionnaire. Eighty five percent of 

participants reported separation from family, 68% had experienced murder of a family 

member or friend, 59% had experienced lack of food and water, 28% of participants had 

experienced torture and 11% had experienced rape or sexual abuse. Similarly, Iraqi refugees 

living in Australia reported pre-flight experiences of being close to death (49.5%), lack of 

food and water (42.5%), unnatural death of family or friend (41.3%), murder of family or 

friend (39%) and ill health without medical care (27.9%)  (Nickerson, Bryant, Steel, Silove, 

& Brooks, 2010).  

It is important to understand, in relation to the pre-flight stage of the refugee 

experience, that the refugee is usually forced to migrate, whereas the migrant may choose to 

leave. This has also been described as reactive as opposed to proactive migration or 

involuntary versus voluntary migration (Richmond, 1993). Kunz (1973) proposed a kinetic 

model which describes the immigrant as ‘pulled’ to the new land, often attracted by greater 

opportunity and new success, whereas the refugee is ‘pushed’ out for fear of persecution. For 

the refugee it is often the case that any destination will suffice, whereas the immigrant has a 

preferred destination (Stein, 1981).  

1.1.10.5 Flight  

Once refugees have fled their home due to violence, war or persecution and begun the 

migration process, they are in the transition or flight stage. They may enter a lengthy period 

of danger and uncertainty, involving high risk journeys, refugee camps, detention centres and 

ongoing experiences of trauma (Lewig, Arney & Salveron, 2009).  The experience of a 

refugee camp may be characterised by separation from the host population, sharing of 

facilities, no privacy, overcrowding, a restricted area in which daily life is lived, and limited 

food and water (Stein, 1981). Living in a refugee camp is reported to have a negative impact 
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on the psychological wellbeing of children, particularly those with a history of trauma 

exposure and those who have parents who are not coping well (Lewig, Arney & Salveron, 

2009). Stein (1981) denotes the transition stage as being the stage in which the focus is on 

what has been lost, and uncertainty about the future:  

Besides the suffering, trauma and persecution already endured, and the loss of loved 

ones, the refugee must now face up to the loss of homeland, identity and former life. 

A new life in a strange land awaits. Anxiety, fear, frustration and emotional 

disturbance appear... (p. 324).  

Keller (1975) argues that the trauma of flight produces psychological states that will 

continue to affect the individuals’ behaviour into the future. As stated earlier, many people 

who are already in Australia including those who previously arrived by sea or air, make 

applications for protection (DIAC, 2012). The vast majority of asylum seekers are held in 

detention facilities throughout Australia and offshore in Nauru and Papua New Guinea 

(PNG), while their claims are being processed.  

Research conducted by Green and Eagar (2010) on the impact of detention centres in 

Australia on asylum seeker health found that those who had been detained for longer than a 

year suffered higher rates of MH problems and that these problems became more severe the 

longer they lived in detention. Their research suggested that those in detention suffer greater 

levels of trauma than those not detained (Lewig, Arney & Salveron, 2009).  

The importance of this research is of ongoing relevance as the issue of asylum seeker 

mental health and the impact of immigration detention continues to receive great public 

attention. In February 2014 the Human Rights Commission (HRC) launched the National 

Inquiry into Children in Immigration Detention. At the time there were 983 children in 
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detention facilities across Australia and Nauru, 54 of whom were unaccompanied and 128 of 

whom were babies born in detention (HRC, 2014). From January 2013 to March 2014 there 

were 128 reported incidents of self-harming by children in detention. Dr Peter Young, the 

former director (2011-2014) of the mental health program for International Health and 

Mental Services (IHMS), the health service provider for the detention centres, gave evidence 

for the inquiry which suggested that the rate of mental health problems among child detainees 

is 30% greater than children in the Australian population (HRC, 2014). This, considered 

alongside the factors impacting developmental outcomes according to Bronfenbrenner’s 

theory help us understand possible mental health outcomes and increased vulnerability when 

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

1.1.10.6 Post Migration  

A considerable amount of research has focused on the post-migration or resettlement 

phase of the refugee experience. It is generally acknowledged that adjustment to a new 

country, culture and language poses many difficulties. Migrants in general experience major 

challenges in this area, however, refugees have to deal with the additional challenges of 

forced migration. For refugees, resettlement often results in loss of identity, social status, 

education and employment status, and loss of family, culture, and community which in turn 

has the potential to lead to poverty, social exclusion, and further marginalisation (Beyer & 

Reid, 2000; Brough, Gorman, Ramirez, & Westoby, 2003; K. Milner & Khawaja, 2010; 

Sowey, 2005).  

  Stein (1981) categorises the resettlement process into four stages. During the initial 

arrival period of the first few months many refugees will be confronted by the reality of what 

has been lost. For example, those who have come from a high occupational or social status 

may now face being a part of a minority and possibly impoverished. They may struggle with 
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loss of culture, identity and habits, and experience difficulties within the family as traditional 

roles may be challenged. For example, women may commence work and children may not 

adhere to traditional behaviours.  Nostalgia, depression, anxiety, guilt, anger and frustration 

may appear or increase throughout this period (Stein, 1981). Secondly, Stein suggests that 

throughout the first two years of resettlement many refugees demonstrate an attempt to 

succeed in their new life, to ‘rebuild’. Acculturation, language improvement, retraining 

programs, hard work, and determination often characterise this period. After four to five 

years a major part of adjusting to a new culture has been completed and less change occurs 

after this point. Finally, a decade or more later, Stein suggests that many refugees reach a 

more stable stage of resettlement. Of course, this is dependent on multiple other influences 

including those which impact developmental processes such as those highlighted by 

Bronfenbrenner’s model, as well as the influence of earlier stages of the refugee experience 

and access to opportunities, support and resources during resettlement.  

Research has consistently shown that specific factors encountered in each stage of the 

refugee experience place refugees at significant risk of developing MH and AOD problems 

(Beyer & Reid, 2000; Brune, Haasen, Yagdiran, & Bustos, 2003; O’shea, Hodes, Down, & 

Bramley, 2000; Sowey, 2005; Teesson & Burns, 2001). The literature also suggests that 

psychological distress as a result of a turbulent migration experience, in turn places refugees 

at increased risk of substance misuse (Sowey, 2005). The idea that refugees may be at risk of 

developing comorbidity as a result of their refugee background and resettlement experience, 

and the implications this has for formal support seeking and access to adequate service 

provision, is in need of further investigation. This will be the focus of the following chapter- 

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

Whether or not providing services to individuals from refugee backgrounds is 

considered a priority area varies across policies and frameworks in Australia. At a national 

level, The Fourth National Mental Health Plan (2009-2014) mentioned refugees only once, 

stating that they are a group with complex needs which should be acknowledged and 

addressed. It further states that front line workers need “an appreciation of the issues facing 

particular groups such as refugees” (p.35-36). The National Drug Strategy (2010-2015) made 

no specific mention of refugees, however did acknowledge that Culturally and Linguistically 

Diverse (CALD) groups “may have higher rates of, or [be] at higher risk of drug use” (p.7). 

The National Standards for Mental Health Services (2010) states that services must take into 

account the cultural diversity of consumers (Standard Four: Diversity Responsiveness) 

(Department of Health and Ageing, 2010). 

At a state level, the current South Australian Mental Health and Wellbeing Policy 

(2010-2015) states that CALD communities are a “priority area” and that there is a need to 

understand the possible effects of resettlement and the refugee experience on mental health 

(p.11). It further emphasises the need to increase the involvement of CALD consumers and 

representative organisations in service design, delivery and evaluation in order to inform 

culturally appropriate mental health care and improve health outcomes. Conversely, the 

Social Inclusion Action Plan for mental health reform in SA (2007-2012) did not mention 

CALD, migrant, non-English speaking background (NESB), or refugee clients in the plan. 

The South Australian Mental Health Act (2009) states that as a guiding principle, a person 

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

are being addressed by services in our study region requires evaluation:  

 While there are many positive statements of policy intent in relation to immigrant and 

refugee communities in national mental health policies and strategies there is virtually 

no reporting by Commonwealth or State and Territory governments of whether 

policies that are relevant to immigrant and refugee communities are effectively 

implemented. It is not possible, on the basis of the data collected, to determine 

whether immigrant and refugee communities are benefiting from the mental health 

system reforms that are being actively carried out. The majority of Australian mental 

health research does not adequately include immigrant and refugee samples. (Minas et 

al., 2013, p. 2). 

 Colucci, Minas, Szwarc, Paxton, and Guerra (2011) conducted a two-stage national 

survey to develop an Australian mental health research agenda concerning people from 

refugee backgrounds.  During stage one they surveyed 51 researchers, health policy makers 

and refugee health and mental health service providers. The second stage involved another 

survey and condensed the research domains that were originally suggested by participants in 

stage one. Thirty nine of the original 51 participants completed the second survey. These 

findings determined the key research priorities. These included studying the prevalence of 

mental health problems in refugee clients and research into factors which promote resilience 

and successful re-settlement. Additionally, and of particular relevance to the present study, 

research concerning mental health service delivery and design for refugee clients was 

determined to be a research priority in Australia. Further, research investigating how existing 

services can be adapted and extended to suit the needs of refugee clients was considered a 

priority.  
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The present study 

 Aims and research questions 

Based on the gaps in knowledge described in the review paper presented in Chapter 

Two, the following aims were generated. Broadly, this research aims to explore comorbidity 

in resettled refugee background youth living in northern metropolitan Adelaide, South 

Australia. More specifically it aims to investigate factors which place refugee young people 

at risk of developing MH and AOD problems, the challenges faced by refugee young people 

with comorbidity, and the response of the services to this client population. This project also 

aims to identify barriers and facilitators to effective service provision for young refugee 

background individuals with comorbidity. This is done with the intention of identifying ways 

in which we can improve the provision of services to and outcomes for this particular 

population. 

This study seeks to answer three main research questions: 

1. What are the aetiological and risk factors which lead to young people from refugee 

backgrounds developing mental health and alcohol and other drug problems? 

2. What are the biggest challenges for young people from refugee backgrounds with 

comorbidity and how do these impact service provision? 

3. What are the barriers and facilitators to effective, culturally responsive service 

provision for young people of refugee background with comorbid mental health and 

alcohol and other drug problems?  

 Organisation of the thesis 

This thesis is a combination of a conventional thesis and a ‘thesis by publication’. 

This results in some chapters being written in a traditional format (Chapters One, Three and 
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Seven), some being presented as published papers in peer reviewed academic journals 

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

The thesis contains seven chapters; Chapter One is an introductory chapter which 

introduces the focus and defines key terms. Chapter Two is a published paper summarising 

the relevant literature. Chapter Three briefly describes the methods used in this research. 

Chapters Four, Five and Six present the findings from the research and are in the form of 

manuscripts either published or submitted for publication. Finally, Chapter Seven is the 

conclusion which provides an overall summary of the main findings of the project and 

considers the strengths, limitations and possible future directions. The appendices contain an 

additional publication generated from this research which focused on ethical issues 

encountered in the larger CAN study, a report concerning effective therapeutic interventions 

for refugee and asylum seeker clients produced by the researcher for an organisation which 

provides treatment for refugee and asylum seeker survivors of torture and trauma, and one 

other published paper related to the CAN research project as a whole.  

 Conclusion  

This chapter has outlined the context of the research problem. Key concepts have 

been defined and the significance of comorbidity, study region, and refugee experience with 

the focus on young people, has been presented. This chapter has begun to highlight the gaps 

in knowledge and provide a context and rationale for the present research. The following 

chapter (Paper One) continues to review the existing literature. Finally, the study aims and 

research questions were presented and the organisation of the thesis was explained.  
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3. Chapter Three: Methods 

Introduction 

This chapter briefly describes the philosophical underpinnings of this research and the 

methodological approach used, that is, elements of a participatory action research (PAR) 

framework. This is followed by the rationale for using a mixed-methods approach. Finally, 

ethical considerations are presented. This chapter does not discuss the study methods as 

information about procedures (sampling, participants, and data collection and analysis, as 

well as research rigour and validation checking techniques) is presented in the papers which 

comprise Chapters Four, Five and Six.   

Scaffolding the research 

In order to meet the objectives of this research, as outlined in Chapter One, and 

explore service provision for young resettled refugees with comorbidity, the perspectives of 

both young people from refugee backgrounds and service providers were sought. This 

required a framework which emphasised community members’ knowledge and involvement 

in the research. Although it was beyond the scope of this research to implement a full cycle of 

a PAR study and conduct and evaluate an intervention or action component, the 

methodological framework chosen incorporated elements of a PAR approach in order to 

maximise the involvement of the community. Further, this research enabled the use of both 

qualitative and quantitative methods of data generation and had theoretical underpinnings in 

critical theory and constructionism. Table 3.1 is based on Crotty’s (1998) basic elements of 

research and depicts the perspectives and approaches which form the structure of this 

research. 
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Table 3.1: Underpinnings of the research  

Epistemology Theoretical 
perspective 

Methodology  Methods  

Constructionism Critical Theory Participatory Action 
Research (PAR) 

Mixed-methods: 
Survey and semi-
structured 
interviews. 
Statistical and 
Thematic analysis  

 

Personal influences 

As this research largely emphasised qualitative methodology, it is important to 

acknowledge the theoretical ideas which influenced me during the development of this 

research project and in the analysis and interpretation of data. Qualitative research requires 

the researcher to acknowledge any potential bias and constantly reflect on and consider how 

such biases might be impacting on the research. It is therefore important to draw the reader’s 

attention to these considerations. First, the following discussion of the theories which 

influenced my perspective go some way in allowing the reader to understand the context in 

which this research was conducted. Secondly, during the second year of my candidature, I 

gained employment as a Counsellor/ Advocate for refugee and asylum seeker survivors of 

torture and trauma. Therefore, in the writing of this dissertation I had both clinical and 

research experience in the area of service provision for refugee clients. It is important to 

understand these influences - not only in relation to potential bias but also regarding the 

possibility that these experiences may have enriched and strengthened my understanding of 

the area. I believe my clinical experience made me better informed regarding some of the 

issues that refugee communities living in northern Adelaide faced. I heard many stories of 
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people trying to get help and wanting to be better understood and accepted. Additionally, 

being a part of the main specialist mental health service for refugees in Adelaide made me 

more aware of the way mainstream services were struggling to engage refugee background 

clients. As a result we were inundated with referrals that were often not necessarily 

appropriate for our service, for example, where the individual did not have a history of torture 

or trauma. Consequently, we sometimes had waiting lists which lasted over 12 months. It 

became clear to me that many of the referring services could have handled such clients had 

they had the necessary resources and knowledge. Overall, my role as a counsellor intersected 

well with my research and I believe the study was enriched as a result. In the papers that 

make up Chapters Four, Five and Six, it is discussed how biases were addressed and research 

integrity was ensured.  

Constructionism  

The epistemological position of a researcher forms the philosophical basis of a 

research project and is therefore important to acknowledge as it impacts aspects of the 

research such as the methodology and methods used, as well as how the data is analysed and 

interpreted (Crotty, 1998). Constructionism underpins this research as it is believed that 

knowledge is socially constructed from people’s interaction with each other and their world, 

and therefore developed within a social and cultural context. A constructionism approach 

emphasises our dependence on culture and context to direct our behaviour and give meaning 

to our experience (Crotty, 1998). As was explored in Chapter One through discussion of 

Bronfenbrenner’s and Morris’ (1998) theory, this notion is highly relevant to understanding 

the refugee experience and the impact of culture and context. Constructionism was selected 

as a guiding philosophy over constructivism. Constructionism differs from constructivism as 

the focus of meaning making includes consideration of the collective generation of meaning 
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rather than focusing on meaning making of the individual mind, as is the case in 

constructivism (Crotty, 1998). Constructionists recognise the influence our culture has on us 

and on our perspectives and experiences of the world. However, constructivists emphasise 

each individual’s unique experiences. Whilst not denying the importance of an individual’s 

experience in understanding a phenomenon, privileging commonalities and a collective 

generation of meaning was of great relevance to this research (as was explained in section 

1.1.9 ‘The refugee experience’). Constructionism also suggests that moving from one culture 

to another, “provides evidence enough that strikingly diverse understandings can be formed 

of the same phenomenon” (Crotty, 1998, p.47). This is particularly pertinent to this research 

as differing conceptualisations of health, mental health, and substance use, as well as 

differing definitions and understandings of treatment, care, and recovery, were of significant 

interest.  

Critical Theory 

The philosophical and theoretical perspective guiding this project is influenced by 

critical theory. Similar to constructionism, critical theory views the social world as constantly 

being constructed through human interactions and therefore understood through the 

perspectives of people involved in meaning-making actions (Bohman, 2013). However, it 

further suggests that for change to eventuate, a society must reflect on its problems, so as to 

identify solutions and do so in a practical as well as theoretical way (Crotty, 1998; Reeves, 

Albert, Kuper, & Hodges, 2008). This is consistent with the aims of the present research. The 

critical theory paradigm posits that knowledge is not universal but rather, is created and that 

the creation and interpretation of knowledge is dependent on language (Campbell & Bunting, 

1991). Therefore research guided by critical theory explores the knowledge which is created 

by those individuals’ being studied, and the language used to communicate that knowledge 
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(Campbell & Bunting, 1991). Thus, interviews are conducted and meaning emerges from the 

interaction of both the participant and the researcher. This is different from phenomenology 

where the researcher focuses on simply describing the participant’s meanings. An additional 

level of analysis and interpretation is required in critical theory and is not simply descriptive 

(Campbell & Bunting, 1991). Critical theory evolved from the Frankfurt School in Germany 

and was based on the ideas of Marxism (Carr & Kemmis, 2003; Kincheloe & McLaren, 

2005; Reeves et al., 2008). Critical theorists were originally concerned with issues of 

domination and oppression in society and it is for this reason that elements of this theory are 

applied to this research (Reeves et al., 2008). The idea that dominated or marginalised groups 

exist in our society whose interests are not best served by current societal systems and 

structures is an assumption of critical theory and a notion that this research sought to 

consider.   

Consistent with the ideas of the principal researcher in this study, critical theorists aim 

to confront injustices in society and are interested in understanding the complexities and 

interconnections between different types of oppression (eg. class, race, gender) (Crotty, 

1998). As Kincheloe and McLaren (2005) state “critical theory is never static; it is always 

evolving, changing in light of both new theoretical insights and new problems and social 

circumstances” (p.306). The present research was concerned with a relatively new problem. 

That is, how best to provide support to a group of young individuals who have experienced 

forced migration- an injustice confirmed by meeting the UNHCR definition for refugee, who 

are now residing in a particularly disadvantaged region in Australia. Therefore it was 

appropriate to apply critical theory to the present research. Consistent with the aims of the 

study, critical theory seeks to identify factors that impede empowerment or success within a 

society, and emphasises engagement and consultation with those individuals who potentially 
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possess less power. In other words, research guided by critical theory “must explain what is 

wrong with current social reality, identify the actors to change it, and provide both clear 

norms for criticism and achievable practical goals for social transformation” (Bohman, 2013, 

p.1). This enables solutions to be grounded in the community’s or consumer’s experience and 

knowledge. In the context of this research, the purpose is not simply to determine the 

problem but also aims to identify the favourable aspects, or facilitators which are more 

conducive to successful outcomes. This is in order to inform and transform the community 

and specifically, comorbidity services for refugee youth, for the better (Reason & Bradbury, 

2006).  

Methodology: Participatory action research  

Participatory action research (PAR) was developed by Orlando Fals Borda with the 

aim of producing research anywhere in the world which solved unique local problems with 

local knowledge and resources (Kamberelis & Dimitriadis, 2005). Freire, a well-known 

critical theorist who emphasised researchers must fully immerse themselves in the 

community in order to understand the problem (Freire, 1972), influenced the PAR movement 

(Kamberelis & Dimitriadis, 2005). Like critical theory and constructionism, PAR is interested 

in the social processes and interactions in collaborative learning and encourages people to 

join together to remake the practices in which they interact. Habermas, another well-known 

critical theorist, called this “opening communicative space” (Kemmis & McTaggart, 2005, p. 

563). 

By incorporating the guiding philosophies of critical theory and constructionism, the 

methodological framework of this research additionally drew on principles of PAR. To put it 

simply, PAR is a methodology of social, collaborative, and phase-based investigation of a 

problem (Kemmis & McTaggart, 2005; Reason & Bradbury, 2006). As its name suggests, 
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participation and action are the two key concepts involved. The participation component 

stipulates that the research is a participatory process involving collaboration with the 

community of research interest (Kemmis & McTaggart, 2005; Reason & Bradbury, 2006). 

The action component proposes that research should involve an action which seeks to 

stimulate change in that community (Kemmis & McTaggart, 2005). The aims of PAR can be 

summarised as follows:  

One aim is to produce knowledge and action directly useful to a group of people 

through research, adult education or socio-political action. The second aim is to 

empower people at a second and deeper level through the process of constructing and 

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

The present research sought to address the first of these aims and emphasised the 

collaboration and participation of community and participants. A traditional PAR study 

would involve the implementation of an intervention or ‘action’ based on the knowledge 

generated in an earlier phase. It was beyond the scope of this study to implement an 

intervention based on the findings or to subsequently reflect on or observe the impact of such 

an action. Despite not being able to implement action, aspects of PAR corresponded well to 

the research aims and underlying guiding philosophies, and were therefore selected and 

applied to this research. Community involvement and community meetings were a large 

component of this research and are a particularly important aspect of PAR as they served to 

identify issues, reclaim a sense of community, make sense of the information collected, and 

reflect on the progress of the project (Reason, 1994). PAR differs from other forms of action 

research in that the involvement of ‘ordinary’ people is central, whereas in other forms of 

action research it is generally the ‘experts’ and outside parties who determine what problems 

to address. In PAR, members of the community or those directly involved in the problem, 
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assist in deciding the core objectives of the research (Park, 2001). In addition, in PAR, 

participants, or those involved in the problem, collaborate at any stage of the research- during 

design, data collection, analysis and interpretation of findings, or in forming conclusions. 

Giving a voice to concerned individuals, allows their perspectives to become known and 

leads to the generation of knowledge through reflection (Park, 2001; Reason & Bradbury, 

2006). 

 This research initially involved a number of consultations with community members 

who collectively formed an advisory group. Early in the study, this advisory group assisted 

with establishing, guiding and advising the research questions and study design, and then 

facilitating recruitment opportunities (Park, 2001; Reason, 1994). Later in the study, this 

advisory group merged with an already established network of service providers and 

community members. I was a co-facilitator of this network and involved in the coordination 

of network meetings. Drawing on PAR methodology, I used this group as an avenue to share 

the knowledge produced throughout the project back to the community. This way, the 

information produced and shared was immediately useful to those involved in the 

community. Further, being a co-facilitator of the network, combined with my own clinical 

work, immersed me in the topic and provided a new way of understanding the situations 

faced by all who work and seek help for problems in this space.  Figure 3.1 depicts the 

phased PAR process of the study. Community involvement also enabled the continuation of 

community development regarding this topic once the research project was finished.   

Additionally, as I engaged with the refugee youth participants, I was able to provide 

them with knowledge of mental health and substance use issues, available services, and other 

information not readily available. This was in an attempt to empower individuals and 

encourage social advocacy through the sharing of knowledge.   
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Figure 3.1: PAR phases of this research  

Finally, PAR can incorporate diverse methods of gathering data, both qualitative and 

quantitative. The following section describes how both types of methods were used in order 

to produce knowledge by including a variety of sources and methods of data generation 

(triangulation).  

Methods: Research Design: Mixed methods 

This project used a mixed-methods design, that is, the use of both quantitative and 

qualitative research methods to collect data. As there has been debate in the literature 

concerning the appropriateness and validity of mixed-methods studies, at the outset of this 

project, the advantages and disadvantages of mixing paradigms were considered. Researchers 

have argued that as qualitative and quantitative paradigms rest on different assumptions, 

combining methods is inappropriate (Cameron, 2009; Creswell & Plano Clark, 2011; 

Tashakkori & Teddlie, 2010). However, others maintain that combining quantitative and 
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qualitative approaches can be more powerful than using either on their own as drawing on the 

strengths of both approaches provides richer, more elaborate data (Tashakkori & Teddlie, 

2010).  

Clark (2000) states that quantitative methods assume the researcher to be value-free 

and separate to the topic that is being researched whereas qualitative methods assume that the 

researcher interacts with the research topic and subjects and brings certain values and 

assumptions to the research. However, it can be argued that even the quantitative researcher 

brings values and assumptions to the research by the act of choosing a field of study and 

which analyses to conduct, which may indicate a certain level of bias (Crotty, 1998). 

Creswell and Plano Clark (2011) suggest that researchers should consider using different 

assumptions within each phase of a mixed-methods study. For example, when the researcher 

is conducting the quantitative component of the study, they may begin with a positivist 

perspective to measure variables and conduct statistical analyses. Then during the “qualitative 

phase of the research which values multiple perspectives and in-depth description, there is a 

shift to using the assumptions of constructivism” (Creswell & Clark, 2011, pg 83). This 

approach would be most relevant to a study in which the quantitative component was driven 

by a theory.  

This research was exploratory rather than experimental and did not seek to confirm a 

theory, did not require variables to be controlled, and did not intend to produce generalisable 

findings. Instead we sought to develop a more complete understanding of the research topic. 

Therefore, the paradigm and philosophical underpinnings chosen and described, and the use 

of both survey and interview data were appropriate for this type of mixed-methods research. 

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

and exclude those whose conceptual orientations are different (p. 9).  

Creswell (2003) states that a mixed-methods design is useful and advantageous when 

seeking to best understand a novel research problem. Creswell and Plano Clark (2011) argue 

that researchers should design their mixed methods studies with at least one clear reason as to 

why they plan to combine methods. There were multiple reasons I chose to employ a mixed-

methods design. Firstly, triangulation allows for convergence and corroboration of results 

from different methods and different perspectives, as well as highlighting divergent findings. 

Triangulation enables the researcher to be confident in the validity of the results if similar 

findings are emerging from different sources (interviews and survey), and groups of people 

(service providers and refugee youth) (Cameron, 2009). Secondly, completeness, which 

refers to the idea that combining methods will generate a more comprehensive account of the 

research topic, was also a reason to utilise mixed methods. Finally, similar to triangulation, it 

was argued that employing mixed methods will enhance the credibility of the findings. In 

summary, these methods of data generation (interviews and survey) allowed a large amount 

of information concerning the views and knowledge of participants to be gathered from 

various sources and through various means (Cameron, 2009). 

Mixed methods can be sequential, concurrent, or transformative in their design and 

can either involve equal weighting of both methods or emphasise one method over the other 

(Creswell & Plano Clark, 2011; Tashakkori & Teddlie, 2010). This research utilised a 

sequential exploratory design and prioritised or emphasised the qualitative component 

(Cameron, 2009; Terrell, 2012). In sequential designs, the research is conducted in two 

distinct phases and the collection and analysis of one type of data occurs before the collection 

and analysis of the other type of data (Cameron, 2009; Creswell & Plano Clark, 2011). Figure 
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3.2 depicts the phases of an exploratory sequential mixed methods design and which methods 

were used to generate the three research papers. Paper Two reported on purely qualitative 

aspects of the research, Paper Three reported on qualitative data which had also been 

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

and integrated both qualitative data and quantitative data.   

 

Figure 3.2: The use of exploratory sequential mixed methods design. Figure adapted from 

Creswell and Clark (2011) 

 

As will be described in the papers comprising Chapters Four, Five and Six, the 

qualitative data were analysed using thematic analysis. Briefly, thematic analysis is a way of 

identifying patterns in the data and interpreting these patterns in relation to the research topic 

(Braun & Clarke, 2006). Using the process of thematic analysis described by Braun and 

Clarke (2006), data analysis followed six phases: 1) familiarising yourself with your data, 2) 

generating initial codes, 3) searching for themes, 4) reviewing themes, 5) defining and 

naming themes, and 6) producing the report. The papers presented in the subsequent chapters 

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

 A number of ethical considerations were raised at the initial stage of the research and 

plans were established in order to minimise any potential problems.  

There has been discussion in the literature about methodological and ethical 

considerations of conducting research with vulnerable groups such as refugees and displaced 

populations (Dyregrov, Dyregrov, & Raundalen, 2000; Pittaway, Bartolomei, & Hugman, 

2010; Schweitzer & Steel, 2008). These considerations range from common difficulties in 

conducting research with refugee population such as recruitment difficulties due to fear and 

distrust of researchers, to ethical concerns such as participants feeling that they are 

excessively researched yet the promised changes never occur (Pittaway et al., 2010).  

In a paper titled “‘Stop stealing our stories’: The ethics of research with vulnerable 

groups”, the authors document many ethical challenges involved in researching refugee 

populations and discuss a framework which can be consulted in order to minimise such 

ethical dilemmas (Pittaway et al., 2010). Although the paper was primarily concerned with 

research taking place in international refugee camps, some of their recommendations apply to 

research in Australia. They emphasise that researchers need to consider and negotiate the 

reciprocal benefit of the study and justify the research by its benefit to the community. The 

PAR approach adopted in my research facilitated discussion of this issue and it was 

concluded that the potential benefits to the community justified the need for this research. In 

fact, it was discovered through discussions with the community that refugee youth were a 

somewhat neglected group in the region of interest. Pittaway et al (2010) recommend that 

researchers choose a methodology that collects information “from vulnerable populations in a 

way that is empowering, not harmful or exploitative, and which has the potential for bringing 

about social change” (p.247). This statement also supports the use of PAR principles of 
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collaboration, knowledge sharing, and empowerment. One study has shown that conducting 

research with traumatised or bereaved refugee populations can be beneficial to the 

participants who rated the overall experience as positive (Dyregrov et al., 2000). This is 

consistent with research which has suggested that sharing distressing stories with a researcher 

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

Other ethical concerns which were considered in this research related to practical 

aspects of the research and consent process. Firstly, for participants in the youth sample and 

for whom English was a second language, a two-stage consent process enabled participants to 

decide whether they were comfortable with the content of the interview and the level of 

English required to participate. Participants were asked if they would like to stop the 

interview or continue after having participated for 15 minutes.  No participants withdrew 

from the interview. All research participants were informed that they were free to withdraw at 

any stage of the research.  Participants were also encouraged to let the researcher know if 

they wanted to take a break, skip a question or section or reschedule the rest of the interview 

for another occasion.  

Secondly, although it was not anticipated that participants would become distressed as 

a result of taking part in this research, initial ethical considerations required procedures to be 

put in place in the event of this occurring. Adequate time was allocated to each interview in 

order to allow sufficient time to build rapport, conduct the interview in a sensitive manner 

and allow time for debriefing and a more casual conversation on completion. I conducted all 

of the interviews and have previously been trained in and had over two years of experience 

conducting interviews with populations who have experienced torture and trauma. 

Additionally, as mentioned, I was concurrently working as a counsellor for refugees who 

have experienced torture and trauma and therefore, all interviews were conducted in a 
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sensitive and cautious manner. As part of the PAR approach, by interviewing and involving 

the young people in the research it was possible to provide information about mental health 

symptoms and substance use and provide information on where they are able to go for help 

and support if required. If it was required, referral procedures were put in place. This was 

only necessary on one occasion and was unrelated to the interview itself. Rather, the 

participant indicated he wished to seek mental health support and asked me to facilitate this 

process. I was trained in suicide risk assessment and intervention if any participants began to 

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

Thirdly, as this study included young people aged 12-18 years we needed to obtain 

parental consent for those under the age of 18 years. The purpose, significance and risks of 

the study were outlined on participant information sheets and consent forms which the 

parents or guardians were required to read and sign. Although this consent process was 

approved by the Human Research Ethics Committee, I had concerns regarding the utility of 

English information sheets given that these documents were not translated into other 

languages due to financial constraints. Fortunately, my involvement in the community 

enabled me to meet many of the parents, guardians or family members of the participants 

who were under the age of 18 years. Therefore I was confident that this ethical concern was 

minimised and through my own verbal and follow-up consent process during the interview, I 

believe that there was no coercion of participants. All participants were informed of the 

reasons for the research and were assured that the information provided was to be kept 

confidential.  

 Human Research Ethics Committee   

Ethics approvals were obtained from The Women’s and Children’s Health Network Human 

Research Ethics Committee and the University of Adelaide Human Research Ethics 
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Committee. The process of obtaining ethics approval for this study and the CAN parent 

project led the researchers to observe some interesting discrepancies between what was 

required for studies involving refugee participants and studies involving Aboriginal 

participants. These observations, along with a reflection and critique of the ethical review 

process was documented in a paper published in ‘Mental Health and Substance Use’ titled 

‘Ethics overload: Impact of excessive ethical review on comorbidity research’ (Posselt et al., 

2014). This paper is presented in Appendix A.  

Conclusion 

This chapter has discussed the theoretical and philosophical underpinnings of this 

research (constructionism and critical theory), explained the use of PAR methodology, and 

provided a rationale for the use of a mixed methods approach. This chapter concluded with a 

discussion of ethical considerations. The following papers will describe the materials and 

methods used within each phase of the research.  
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7. Chapter Seven: Conclusion  

 

Introduction  

 

 

Figure 7.1: Diagram depicting thesis structure. 

The thesis has considered an important and previously unaddressed topic by exploring 

multiple areas related to the provision of services for young people from refugee backgrounds 

with comorbid mental health and alcohol and other drug problems (comorbidity). Previous 

literature regarding service provision for resettled refugee youth in Australia was reviewed to 

explore what barriers and facilitators exist for accessing support for mental health problems, 

substance use problems, and comorbidity. Previous research concerning service provision for 

clients with comorbidity identified the numerous obstacles comorbidity clients from the 

general community face in accessing and receiving appropriate support. To date, the unique 

experiences of young refugee clients have remained unexplored. No literature has specifically 
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examined service provision for refugee youth with comorbidity. In addition, there is no 

previous research concerning comorbidity among refugee groups utilising the dual 

perspective of refugee youth and service providers. 

As portrayed by Figure 7.1, using a mixed methods design, this thesis examined; the 

aetiological and risk factors which lead to young people from refugee backgrounds 

developing MH and AOD problems; the challenges which exist for young people from 

refugee backgrounds experiencing comorbidity and how these may impact service provision; 

and finally, the barriers and facilitators to effective, culturally responsive service provision 

for young people of refugee background with comorbidity.  

Summary of findings  

This thesis explored three main aspects of comorbidity among refugee background 

youth and has looked at how these relate to the provision of services to this population. These 

areas correspond to the three research questions addressed in three chapters of this thesis 

(Chapters Four, Five and Six). This section summarises and integrates the findings, linking 

them back to the original research questions.  

Paper One, presented in Chapter Two, reviewed the available literature and identified 

gaps in knowledge. The relevance of this literature in relation to service provision was 

discussed in this paper, along with directions for future research. Papers Two, Three and Four 

reported on the study findings. Taken together, this thesis answered the following research 

questions.  
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 Research question one: What are the aetiological and risk factors which 

lead to young people from refugee backgrounds developing MH and AOD problems? 

Using a qualitative approach, Paper Two investigated the aetiology of MH and AOD 

disorders in young refugees and discussed the themes which emerged from interviews with 

refugee youth and service providers. The analysis provided in-depth perspectives of the plight 

of the refugee young person and hardships faced and demonstrated how interrelated risk 

factors may lead to the development of comorbidity.  These findings showed that shared or 

common risk factors are important in the development of both MH and AOD problems, as 

well as factors which were found to be specific to the development of either MH or AOD 

problems.  

Similarities and differences between the perspectives of refugee youth and service 

providers were considered. Overall, there was considerable convergence, which enhanced 

confidence that the themes identified were a true summary of causal factors. As far as I am 

aware, a study using a dual perspective approach to investigate the aetiological factors 

surrounding MH and AOD problems among refugee youth in Australia has not been 

previously conducted and therefore this was the first study to utilise this method.  The themes 

identified provide an original contribution to existing knowledge by exploring and 

documenting the complexities of these situations and how these might impact on service 

access and treatment, as well as by documenting the voices of young resettled refugees 

themselves and the workers who seek to support them.  The contribution of this paper is 

significant as it also provides insight into the issues refugee youth face where targeted early 

intervention may be valuable. This is particularly crucial in a time when refugees and 

migrants are potentially facing increasing challenges being accepted into the wider 

community of resettlement (Esses et al., 2013). The findings of my study drew attention to 
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refugee youth in this region being at risk of unemployment, homelessness, involvement in 

crime, and becoming further disenfranchised. Indeed, young people with poor English 

language skills are at risk of living a restricted life on Government welfare payments and 

with all the problems which arise from unemployment and socioeconomic disadvantage (A. 

Milner et al., 2014). Importantly, in 2013, General Motors announced that they would close 

the Holden’s motor vehicle factory in Elizabeth (Burns, 2014). This is predicted to have a 

devastating impact on the community where youth unemployment is already so high (Burns, 

2014; A. Milner, 2014). Burns (2014) states that although ensuring access to MH services is 

certainly important in this region at this time (due to Holden’s closure), prevention of mental 

disorders as a result of unemployment and socioeconomic disadvantage is equally important. 

My paper points to initiatives which could ultimately change the trajectories for refugee 

youth in this region. For example, the findings support the need for an integrated program 

between MH services and settlement services, perhaps at the transition phase of refugee 

resettlement. There is scope for the development of a transition program for refugee youth in 

this region where new arrivals and MH services interact as early as possible. As a society we 

need to assist those at risk of MH, AOD and other problems to become healthy contributing 

members of our communities. This paper goes some way in highlighting how we can 

accomplish this in relation to refugee youth.   

 Research question two: What are the biggest challenges for young people 

from refugee backgrounds with comorbidity and how might these impact service 

provision? 

Paper Three considered the difficulties and challenges faced by refugee young people 

experiencing comorbidity. Although we found consistency in what was reported by study 

participants, some differences in perspectives between refugee youth and service providers 
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were identified. Importantly, I found that refugee background youth reported that social 

disconnectedness was the biggest challenge they face once they were experiencing 

comorbidity. Young people highlighted how community and family rejection, often due to 

shame, stigma and intergenerational conflict resulted in social isolation which only served to 

maintain the problem. Service providers, on the other hand, were more concerned with the 

difficulties these young people face in accessing and receiving culturally competent 

comorbidity treatment. These findings were discussed with a focus on how clinicians can 

prioritise areas of care and assist with other, non-clinical needs despite organisations often 

not supporting such essential holistic care frameworks. Although the importance of holistic, 

integrated approaches for complex clients is well documented in the literature, my findings 

point towards the particular necessity of this approach when working with this client group 

given their vulnerability (described in Paper One and Two), ongoing challenges (outlined in 

Paper Three), and tendency to not engage, or remain engaged, with services (discussed in 

Paper Four). Based on the study findings and in light of other literature, this paper also 

proposed clinical implications and offered practical suggestions for clinicians and 

organisations.  

 Research question three: What are the barriers and facilitators to 

effective, culturally responsive service provision for young people of refugee 

background with comorbid mental health and alcohol and other drug conditions? 

Paper Four focused on the barriers and facilitators to service provision for this 

population. This paper utilised a mixed methods approach and reported on and compared the 

findings from both the qualitative and quantitative components of the research. Consistencies 

between methods of generating data were revealed, increasing my confidence in the validity 

of the findings. This paper added to the knowledge base regarding the unique barriers to 
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access and treatment that exist for comorbidity clients from refugee backgrounds. The 

quantitative analysis emphasised access and treatment barriers related to the cultural 

responsiveness of services. My findings also suggested differences in how government and 

non-government organisations are responding to this client population. Qualitative analysis 

highlighted the common themes related to structural and organisational barriers; access and 

engagement barriers; treatment and service delivery; and workforce development.  

Taken together, the integrated findings collapsed into three areas of discussion. These 

discussion points are potentially valuable in the development of policies and guidelines, in 

identifying areas in need of workforce development and training, and in providing both 

clinicians and organisations with an awareness of what obstacles are preventing this at-risk 

population from accessing and receiving support or treatment. With the final research 

question and influence of critical theory in mind, this paper went beyond simply identifying 

the problem and provided discussion on ways of overcoming the identified barriers. This was 

done by drawing on the qualitative and quantitative data, considering what I have found from 

the existing literature, and synthesising the accumulated knowledge gained throughout this 

research. These findings are of considerable value as they combine the richness of the 

qualitative data with the clear situation suggested by the quantitative data which ‘paints a 

picture’ of how services are delivered for this population and what could be done to improve 

the situation.  

Significance of the findings 

The three research papers that make up this thesis present the most important findings 

that arose from the data and addressed the overall research aim. Collectively, the findings 

from these three papers have generated an increased understanding of the experience of 

refugee youth with comorbid MH and AOD problems, ranging from the factors which may 
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place them at risk of developing such conditions, to the significant psychosocial and social 

challenges they face, and to the numerous difficulties they may experience in accessing or 

receiving treatment and support for their problems.  

This work has generated a greater awareness of what it may be like for a young person 

from a refugee background with MH/AOD comorbidity living in Australia and attempting to 

engage with, or possibly more likely, currently disengaged from support. For clinicians to be 

able to work effectively with such clients, a sound understanding of the factors which led to 

their problems is essential. Likewise, it is vital to understand that their mental health needs 

are not necessarily prioritised in the context of socio-political-cultural factors, as well as other 

more pressing social challenges.  An increased understanding of these factors is important in 

order to effectively engage and work with this population.  

Finally, interviews and community consultations revealed that there was a desire 

among clinicians to acquire more knowledge concerning working with refugee youth and 

complex clients. My findings and the resulting publications go some way to providing a 

resource which clinicians can draw on. The findings also provide a rationale for increasing 

the training opportunities available to these staff, as well as for ensuring there is greater 

collaboration, networking and sharing of resources between organisations.  

Implications of the findings – policy and clinical practice  

The implications of each study have been discussed in the individual papers. This 

conclusion integrates the key implications across two domains- policy and practice. Overall, 

the findings of this research are valuable for policy makers, service managers and clinicians. 

My findings have contributed to the knowledge base regarding the challenges refugee youth 

face in general as well as when they are experiencing comorbidity. The findings also reveal 

the difficulties services and clinicians are faced with as they attempt to engage with and treat 
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refugee background young people with comorbidity. This research has shown that refugee 

youth with comorbidity do not get the same access to or level of treatment as either young 

people with comorbidity in the general population, or refugee youth with isolated MH or 

AOD problems. Both service providers and refugee youth emphasised that more initiatives 

are needed to improve the situation for this client group. Although this may start with basic 

training around working with refugee youth and working with comorbidity clients, this is not 

the only solution. Changes need to be incorporated into policy and practice.   

 Policy  

Health and social service policies need to reflect the reality that this is a population 

which may require an alternative approach to engagement and treatment, and need to outline 

evidence based approaches for working effectively with such clients. Although, as this thesis 

has demonstrated, there is a clear gap in the evidence base for working with refugee 

background clients with comorbidity and while we wait for more research to emerge in this 

area, we are forced to draw on the available literature highlighting best practice with refugee 

clients (see Appendix B), as well as best practice with comorbidity clients. Although this 

thesis goes some way in outlining ways we can tailor approaches to encourage service access 

and treatment, the need for more research is clear.  

The National Mental Health Plan and other relevant policies should acknowledge the 

critical need for community engagement, education regarding MH and AOD problems, and 

service promotion among new arrival and existing refugee communities. Training for 

working with refugee clients should also be considered a priority issue in updated versions of 

these policies. These policies should also specifically stress the need to establish partnerships 

and collaborative projects across MH and AOD service sectors, and specialist (CALD/ 

refugee services) and mainstream services.  
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 Practice  

The findings of this thesis have highlighted the particular vulnerability of this client 

group and the importance of initiatives to improve the way in which services and MH and 

AOD clinicians respond to this population. The extent of fragmentation between services and 

sectors was very apparent. My findings suggest solutions that lie in strengthened partnerships, 

collaboration and enhanced communication between sectors, services and clinicians.  The 

findings presented in this thesis also support the need for increased education in the two 

particular areas; comorbidity awareness and working with refugee clients. Training 

opportunities in these areas in South Australia were reported to be minimal. Access to this 

training needs to be increased at both undergraduate and postgraduate levels particularly for 

those professions who work closely with these clients (psychiatrists, psychologists, social 

workers, MH nurses, and occupational therapists). Organisations should also offer and 

support professional development for their workforce in these crucial areas. My findings also 

support the need for increased access to resources such as bi-lingual materials, interpreters, 

and culturally appropriate assessment tools including comorbidity screening tools. A final 

key practice implication of my findings is the obvious necessity for holistic approaches to 

assessment and treatment. This has been discussed at length in the papers as well as the need 

for a more flexible model of care with less rigid rules concerning appointment times, length 

of treatment time in a service, and location of session. 

Strengths  

Whilst strengths and limitations of the research have been discussed within each paper, 

this conclusion acknowledges them overall. The main advantage of this research was the 

diversity of methods used to gather information and gain a deeper understanding of 

comorbidity among refugee youth. The research design employed triangulation of data 
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methods, sources and researchers to reduce potential researcher bias, ensure the validity of 

interpretations, and increase my confidence in the findings. The use of a mixed-methods 

approach was valuable as it drew on different assumptions, forms of data collection, and 

analytical methods. This research was based on the premise that for the purpose of an 

exploratory research objective, neither qualitative nor quantitative methods were alone 

sufficient in capturing the depth of information required. The use of surveys provided 

evidence of patterns among a larger service population and the use of interviews allowed me 

to gather more in-depth insights, opinions and ideas (Kendall, 2008).  These two methods 

ultimately served to complement one another and each aided interpretation of the other. 

Rather than a mixed methods approach used the entire way through, in this research, each 

research aim emphasised a different method. Paper One reported on purely qualitative aspects 

of the research, Paper Two reported on the quantitative aspects embedded within the 

qualitative method (interviews) and used the qualitative aspects to aid the interpretation and 

discussion, and finally, Paper Three integrated both qualitative and quantitative data in the 

discussion and compared both data results.   

Further, triangulation of multiple data sources allowed me to capture data from a 

variety of perspectives (managers, service providers, and refugee youth) and compare their 

perspectives and opinions to identify consistencies or inconsistencies in what was reported 

and cross-validate the findings. The use of investigator triangulation was also a strength of 

this study as involvement of multiple colleagues and supervisors, all with different expertise 

(qualitative, quantitative, health services research, refugee health research and comorbidity) 

in the discussion of research progress, emergent themes, and interpretation of overall findings 

served to enhance my understanding of the research topic, check the validity of the results 

and again reduce any potential bias.  
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Similarly, the PAR approach proved valuable in terms of my immersion in the research 

problem and community, as well as providing an avenue to share my findings with the 

community. Presentation of the qualitative findings and interpretations to individuals from 

the community through a seminar and CALD network meeting, a focus group, and individual 

consultation, also enhanced the validity of the interpretations and results. The PAR approach 

also aided the recruitment process which is a significant strength of this research considering 

that this is generally a difficult population from which to recruit. The involvement of the 

community was also a valuable motivator as the various events attended, constant discussions 

with community members and professionals, and field observations (for example, witnessing 

a young African boy crying in the gutter with a bottle of alcoholic spirits) resulted in me 

becoming increasingly convinced of the need for this research and a desire to provide the 

larger community with some practical solutions. 

A final strength of this research was interviewing the potential consumers of these 

services, that is, young people from refugee backgrounds. This was important as it gave those 

who had accessed services a voice, as well as enabling those who had not, to speak on behalf 

of all young people within their communities, particularly those who they had seen “lose their 

way”. The PAR approach also allowed for this more broadly from the community by 

engaging with community members and consumer advocates and enabling their perspectives 

to be heard.  This was especially important in confirming that there was a need for this 

research in the initial pre-data collection stages. In an article describing the importance of 

qualitative methods in cross-cultural mental health research, Bolton and Tang (2004) state 

that successful interventions “require the collaboration and support of those for whom they 

are intended” (p.97). They further state that for interventions to be effective, the target 

community must confirm there is a problem and that addressing it is a priority. By including 
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refugees from diverse cultural backgrounds and focussing on commonalities, it was intended 

that the findings would be more applicable and useful to services and clinicians. However, I 

do acknowledge that this could also be considered a limitation as this may be at the cost of 

not addressing unique aspects of one culture or allowing for deeper exploration of youth from 

a particular culture. 

Limitations 

Despite these strengths and as with all research, there were limitations. As highlighted 

in the papers, the limitations to this research related to the design, sampling and data 

collection. First, snowball and purposive sampling methods were used to recruit interview 

participants in the qualitative component and although there were reasons for doing so, such 

as targeting those with knowledge on the topic, this creates a potential for selection bias. 

Therefore these perspectives might not be representative of all service providers or refugee 

youth in this region. However, obtaining a representative sample is not the aim of qualitative 

research and for our research purposes of exploring a topic in depth, this was entirely 

appropriate.  

Another limitation included the extensive time needed to collect and analyse data. 

Despite the advantages of using a PAR approach, it is time consuming and requires a great 

deal of commitment and out of hours work by the researcher. As described, there were many 

advantages of using a mixed methods approach, however, this may have compromised 

gaining a deeper understanding had the research used only quantitative or qualitative 

methods. Expanding the quantitative component may have provided more extensive data or a 

focus on solely qualitative data may have revealed richer findings. The concept of data 

saturation may be considered a limitation in this research. It has been suggested that after 12 

interviews data saturation will occur (Guest, Bunce, & Johnson, 2006). This was found to be 
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the case in the present research as after the 12th interview, it became apparent that no new 

themes were emerging and therefore I stopped interviewing at 15 interviews. However, we 

cannot know that had I continued interviewing, other issues may have been discovered and 

more themes identified. It was noted that towards the end of interviewing process with 

service providers, there was increasingly more media attention and political debate 

concerning refugees and asylum seekers in Australia. As was mentioned in Chapter One, this 

resulted in conversations emerging on the impact of this negative portrayal and negative 

treatment of refugees and asylum seekers. Paper Two documented this theme as it was 

spoken about by refugee participants and by service providers. Had I continued interviewing, 

this may have become a more prominent theme and given more attention. 

Due to ethical concerns such as participant safety and recruitment difficulties in 

sampling service users from refugee backgrounds, I decided to interview young people from 

refugee backgrounds who identified as advocates for refugee youth and who may or may not 

have attended MH or AOD services. This proved useful in getting a broader perspective of 

issues that impact them and their community and peers. However, this is a limitation of this 

study. Had we interviewed only those who had accessed services, we may have revealed 

different findings, different barriers and different facilitators. Additionally, due to resource 

and financial restraints, I was not able to use interpreters. This resulted in not interviewing 

anyone who did not possess reasonable conversational English and therefore may have 

excluded the voices of some of the most marginalised individuals in the community. Using 

community advocates and peers as the informants somewhat reduced this limitation as they 

were encouraged to speak on behalf of those who were not able to have their voices heard 

directly.  
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The survey component had several limitations relating to recruitment of participants. 

Although recruitment involved contacting all eligible MH, AOD and related services who 

provide support to young people in the northern suburbs of Adelaide and inviting managers to 

participate, due to the anonymity of the survey, I was not able to identify how many services 

were involved or how many survey participants were from the same service. Additionally, as 

the survey was self-report and respondents were in management roles, there is the possibility 

that participants responded in ways that made their service look more favourable. However, 

the anonymity of the survey should have reduced the likelihood of this occurring and based 

on the criticisms of the services which emerged, it would seem that this was not a real 

concern. A significant number of respondents did not complete the survey to the final 

question (n = 16/ 56). As participants were all in management positions it is likely that they 

did not have sufficient time to complete the survey. However, as there was no opportunity for 

participants to explain why they did not complete the survey, I cannot know if they 

discontinued for a particular reason.  

Finally, as this research was limited to a particular region of metropolitan Adelaide, the 

findings of this research may not be generalisable. However, as highlighted in Paper Four, it 

is possible that the findings are transferable to areas with similar demographics. This, of 

course could be one focus for future research.  

Future research  

 This research has only begun to explore the concept of comorbidity among refugee 

youth and future research should continue to address this gap in the literature and add to this 

growing knowledge base. While this research goes some way in identifying the risk factors in 

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

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

Further, as a limitation of this research was not being able to confirm the prevalence 

of comorbidity among resettled refugee youth, either in the community or in the service 

population, there is a need for future prevalence studies to investigate this. For example, the 

next Australian Mental Health and Wellbeing Survey should include measures which 

specifically identify individuals from refugee backgrounds in order to estimate prevalence 

and ascertain the degree of the problem within this sub-group. Although there are some 

limitations to this approach regarding language barriers and cross-culturally valid assessment 

tools, this does not excuse not making any attempts to include this population.  

It was beyond the scope of the present study to consult specifically with refugee youth 

with comorbidity and who had been engaged with MH or AOD services. Subsequent research 

should specifically recruit service users to elucidate their personal experiences of services and 

identify their perceived needs. This knowledge would further aid clinicians in tailoring 

treatment for this population. Additionally, asylum seekers and unaccompanied minors were 

identified in this research as potentially at greater risk or more vulnerable due to reasons such 

as often being away from their families and therefore very isolated, as well as experiencing a 

great deal of uncertainty regarding their future and their families’ future. As this was an 

incidental finding, this issue requires further investigation. We suggest future research 

consider co-occurring MH and AOD problems specifically among these populations.  

This research has identified the difficulties young people face accessing and receiving 

support and treatment, as well as the problems service providers experience in striving to 

assist such young people. Although it goes some way in providing a knowledge base which 

services and clinicians can consult in order to improve their response to this client group, 
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more research is needed to trial and evaluate some of the suggested strategies outlined in this 

thesis to improve service provision to this population. For example, research should examine 

the outcome of using CALD liaison officers in improving integrated interagency service 

delivery for complex comorbidity clients. Likewise, evaluation of training efforts and other 

strategies aimed at improving the cultural and comorbidity responsiveness of services is 

needed. As a key finding of this research was the identified pressing need for MH and AOD 

education and service promotion to be woven into ‘refugee youth friendly’ community 

engagement efforts with new arrival groups, future research should examine the impact of 

this on the uptake of services, levels of stigma, prevalence of disorders, MH and AOD 

literacy levels, and the new arrivals’ knowledge of available supports. As lack of partnerships 

and collaboration was identified as a significant barrier to effective service provision, an in-

depth exploration of what prevents this from occurring may aid efforts to enhance such 

necessary collaboration.  

Additionally, future studies should attempt to increase involvement of the AOD sector 

in this type of research considering that the MH sector was overrepresented in the present 

study despite attempts to ensure a more balanced representation. This partly reflects the fact 

that MH services are much larger and employ more staff than the AOD sector. It should be 

noted that the majority of AOD workers from the main Government AOD service who were 

approached and invited to participate in an interview declined, stating that they did not have 

any refugee background clients in their service and did not possess any knowledge on the 

topic. Although I thought it possible that they did have some refugee background clients 

engaged with these services, as given the extent of the problem it seemed unlikely there 

would be no refugees in contact with AOD services, attempts to verify this claim were 

unsuccessful due to the lack of data collection by this Government AOD service.  
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Finally, due to the limited literature regarding the treatment of refugee young people 

with comorbidity, and considering the suggestions made by the present study, future research 

should also investigate integrated treatment programs which simultaneously address MH and 

AOD problems for young refugees. Considering that we were aware of some services already 

providing such an approach, we suggest that researchers and services collaborate and 

comprehensively evaluate these efforts.  

Personal reflection 

Throughout this research I encountered clinicians and academics who debated the 

need for this research given that refugee populations tend not to prioritise mental health nor 

appear to want any assistance. As has been highlighted in the literature and the papers which 

comprise this thesis, marginalised, disadvantaged refugee background youth (particularly 

those who have fallen out with their communities or families) are at an increased risk of 

involvement in criminal activity, subsequent engagement with the criminal justice system, 

homelessness, unemployment, and suicide. I started this research at a time where there had 

been a spate of suicides in refugee communities in the northern suburbs. My first community 

engagement activity was attending a Burundian youth group where two other MH workers 

and I spoke with the young people about mental health and suicide. What was striking to me 

at that first encounter was the number of young people wanting to know how to assist their 

peers when they had “lost their way” or were indicating an intent to end their own life. From 

the outset of this research I observed a desire among the communities and refugee individuals 

to better understand mental health problems, even when they did not have a language for 

them. As I conclude this research I am more convinced than ever that a significant social 

problem exists for young people from refugee backgrounds, not only living in this area of 

South Australia but all over Australia. As mental health organisations and professionals are, 
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as defined by the codes and guidelines that govern their practice, committed to responding to 

the needs of the community and delivering ‘client centred care’, it perplexes me why the 

service response appears so dire. I have come to understand systemic and financial barriers 

which prevent much needed developments. However, given that certain professionals and 

services have found ways around these barriers, one is left wondering why this is a 

population who are left to ‘fall through the cracks’ without adequate acknowledgment or 

assistance.   

Final comments  

This thesis has explored a novel topic in Australian refugee health research by 

acknowledging a seemingly ignored or forgotten population of young people in Australia. For 

many of these young people, their past is marked by suffering, whether it be by the tragedies 

from which they fled or the ongoing battle to recreate a new life and identity in Australia. 

We, as health professionals are in a position to significantly alter the future of these young 

peoples’ lives and all those who arrive to our country in the future. At the very least, support 

services and professionals should be directing resources and energy into better understanding 

and addressing the needs of these vulnerable individuals. This thesis has highlighted that 

despite the difficulties in doing so, there are ways to improve the delivery of support and 

treatment to young people from refugee backgrounds in Australia who are experiencing 

mental health and substance use problems.  

- They don’t believe that this much trouble can exist in a life, they don’t believe me- 

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

years after his mother disappeared)  
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The “too hard basket”: service delivery and support for young 
people of refugee background with mental health and substance 

use conditions. 

Miriam Posselt1*, Professor Cherrie Galletly1, Professor Charlotte de Crespigny1, Professor Nicholas 
Procter2 

1University of Adelaide, South Australia 
2University of South Australia, South Australia 

 
This paper presents findings from a qualitative study conducted in the disadvantaged northern 
region of Adelaide, South Australia. We investigated the cultural competency and 
responsiveness of mental health and drug and alcohol support services when dealing with 
young people from refugee backgrounds. The local government areas of Salisbury and 
Playford experience the highest proportion of people in receipt of government benefits, high 
unemployment rates, low levels of education and significantly high rates of mental health and 
substance use problems. This area also contains high proportions of people born overseas, 
people not fluent in English and people from refugee backgrounds. In the last 10 years 33% 
of humanitarian entrants to South Australia were resettled in the Salisbury and Playford areas. 
Of these, 62.2% were under the age of 25 years on arrival. Given the low socio-economic 
status of these areas and the large number of refugee youth who reside here, this region, and 
young people, were the focus of this study. 

In-depth semi-structured interviews were conducted with both young people aged 12 -25 
years from a variety of refugee backgrounds living in the northern suburbs, as well as health 
professionals working in various government and non-government mental health and drug 
and alcohol support services. Based on the findings from the youth and professionals, this 
paper discusses the main challenges that services are faced with when trying to engage and 
provide treatment to young people from refugee background with comorbid mental health 
and alcohol and other drug conditions.  Thematic analyses indicated that barriers and 
facilitators to culturally competent service delivery related to the broad themes of access, 
knowledge and awareness, staff training, referral pathways, and resources. By considering the 
perspective of both the worker and the consumer, we discuss ways in which service provision 
can be improved for resettled refugee youth with comorbid mental health and alcohol or other 
drug conditions in this particular demographic. 
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The cultural responsiveness of mental health and drug and alcohol support services for 
resettled refugee youth in northern Adelaide 

Miriam Posselt1, Professor Cherrie Galletly1, Professor Nicholas Procter2 Dr Dennis Liu3, 
Professor Charlotte de Crespigny1 
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2University of South Australia, Adelaide, Australia 
3 Northern Mental Health Service, Lyell McEwin Hospital, Adelaide, Australia 
 

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

Background: Over the last ten years South Australia (SA) has resettled 151,134 refugees 
under the humanitarian program. One third (33%) of these arrivals were resettled in the 
Salisbury and Playford areas of northern metropolitan Adelaide. The majority (63%) of 
refugees in this region were under the age of 25 years on arrival. Research indicates refugee 
youth are faced with multiple risk factors pre, during and post migration, placing them at risk 
of developing psychiatric and substance use disorders. Northern Adelaide is an area which 
experiences significant disadvantage with the highest proportion of people in receipt of 
government benefits in SA, high unemployment rates and low levels of education. The low 
socio-economic status of these areas and the large number of refugee youth residing there 
prompted investigation into whether the mental health (MH) and alcohol and other drug 
(AOD) services are adequately equipped and resourced to respond appropriately to this 
population.  

Methods: Workers employed in a management or leadership role at a MH, AOD or related 
service which provides support to youth aged 12-25 years in northern Adelaide were invited 
to participate in an online survey. Information was collected concerning culturally 
appropriate service provision such as staff training, data collection and access to resources, 
funding and interpreters.  

Results: Fifty-six participants took part in the survey (40 complete, 16 partially-complete). 
Participants indicated that their organisation engaged with individuals from a variety of 
cultural and refugee backgrounds. Despite this, findings highlighted inadequate data 
collection by services regarding this population, a lack of staff training and inadequate access 
to resources and funding. Only 15% of managers believed their staff were adequately trained 
to provide treatment to refugee clients.  

Conclusion: Results yielded significant gaps in the service response for resettled refugee 
youth. Priority areas were identified and recommendations for organisations to improve their 
cultural competency and responsiveness are presented. 
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