
404 MJA Vol 177 21 October 2002

EDITORIALS

The Medical Journal of Australia ISSN: 0025-729X 21 October
2002 177 8 404-405
©The Medical Journal of Australia 2002 www.mja.com.au
Editorials

A case of public policy confusion

IN RECENT YEARS, there has been an increasing focus on
the mental health of children and adolescents.1 This is part
of the broader process of reform of Australian mental health
services, which now emphasises mental health promotion,
the development of preventive approaches, early detection
of mental disorders and early treatment interventions.2 At
the same time, there is now clearer recognition that, in a
country as culturally and linguistically diverse as Australia,
specific attention must be paid to the cultural dimensions of
mental disorder and mental health service design and the
specific needs of Indigenous people, immigrants and refu-
gees.3 Major national mental health policy statements now
recognise these issues, and funding for State-based transcul-
tural mental health units and centres for the treatment and
support of torture and trauma survivors is one aspect of
implementing this policy.

This is consistent with increased attention being paid to
the mental health of immigrants and
refugees internationally.4 Of the 6.1 mil-
lion refugees worldwide for whom
demographic data are available, 45.6%
are aged under 18 years, although the
proportion of children and adolescents
varies considerably by region (eg, 56%
of refugees in Africa, 23% of refugees in Europe).5 In 2001
there were 900 000 asylum applications pending world-
wide.5

The article by McKelvey and colleagues6 in this issue of
the Journal (page 410) is important for several reasons.
Firstly, research data on the mental health of immigrant and
refugee children and adolescents are scarce. The study
contributes to knowledge about one of the largest immi-
grant/refugee communities in Australia in a way that cannot
be achieved even by large-scale and expensive studies that
aim to be representative of the Australian population.1,7 The
recent national survey of 4500 children and adolescents
“provides only very limited information about the mental
health of children and adolescents living in non-English
speaking families”.1

Secondly, the authors carefully avoided methodological
pitfalls commonly seen in cross-cultural mental health
research. They used appropriate translation methods for the
questionnaire, worked in partnership with community lead-
ers and Vietnamese-speaking mental health professionals,
and conducted research interviews in either English or
Vietnamese, using bilingual research staff who were trained
and supervised in interview administration. Such attention
to appropriate cross-cultural research methods is essential to
ensure the validity of information obtained.

Thirdly, the study is important because of the finding that
the prevalence of psychiatric disorders in Vietnamese chil-
dren and adolescents was not significantly different from
that found in a general Western Australian sample8 and in a
national sample,1 despite the fact that many of these chil-

dren and adolescents had been affected by the stresses of
migration to a vastly different cultural environment and that
many came from families who had lived through the trau-
mas of war.

The data of McKelvey and colleagues relate to Vietnam-
ese refugees settling in Western Australia at one point in
time. The same rigorous research process is highly desirable
when comparing other refugee populations, especially those
experiencing different traumas before migration or different
experiences of settlement within Australia. A clinical chal-
lenge is to identify subgroups who have suffered, or are at
risk of developing, adverse psychiatric consequences. In the
study by McKelvey et al, the low rates of mental health
problems identified by parents highlights but one of the
difficulties that young people from migrant families have in
accessing mental health services.

There may be a range of explanations for the relatively low
rate of mental disorders identified in the
study. However, if corroborated by stud-
ies of other ethnic groups and research
in other settings, these data may reflect a
feature of Australian society that has
been a considerable success. That is, our
capacity to accept immigrants and refu-

gees from all over the world; to integrate new arrivals into a
generally harmonious and well-functioning multicultural
society; to create the conditions necessary for refugees to
recover from trauma; and to provide an environment that is
conducive to normal development, especially in children
and adolescents. Underpinning this success have been legal
and policy frameworks for multiculturalism, extensive serv-
ices that have supported the successful permanent settle-
ment of immigrants and refugees, and the general goodwill
shown by the Australian population to immigrants and
refugees.

Unfortunately, recent years have seen a substantial bipar-
tisan policy shift in Australia’s treatment of asylum seekers,
particularly of people arriving unauthorised by boat.9 The
policy of mandatory detention of unauthorised “boat peo-
ple” is now the subject of heated debate. One component of
the debate has been the question of whether prolonged
detention has harmful effects on the mental health of
detainees in general,10 and on the mental health and
development of children and adolescents in particular.11 On
this latter issue, the subject of an inquiry by the Human
Rights and Equal Opportunity Commission, there is
remarkable unanimity of medical opinion: prolonged deten-
tion is causing harm to the mental health and development
of children and adolescents.12

Also of concern is the plight of refugees who have been
granted temporary protection visas and live within the
community. In comparison with refugees who have obtained
permanent residency visas, these people have substantially
restricted rights, including the preclusion of family reunion
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and limited access to social services, English-language train-
ing and other services. There is concern that such restric-
tions may contribute to mental health problems in this
group.13,14 Children’s emotional and social development
may be adversely affected if they are living with parents who
are functionally impaired because of depression, anxiety or
other mental health problems relating to the stresses and
uncertainties of being a temporary visa holder.

Current immigration policy, in the form of prolonged
detention of asylum seekers and the move to temporary visas
for some, is resulting in harm to the mental health of already
vulnerable children, adolescents and adults. The mental
health impact of this aspect of immigration policy appears at
odds with national mental health policy and with the
successful settlement policies that still apply to authorised
immigrants and some refugees. The study by McKelvey and
colleagues6 shows that we can do very much better than this.
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Are Australia’s healthcare workers stuck with inadequate 
needle protection?
The most direct way to reduce percutaneous injuries is to make devices safer

IN THIS ISSUE OF THE JOURNAL, Whitby and McLaws
(page 418) provide a thorough epidemiological account of
occupational exposure to bloodborne pathogens by hollow-
bore needles in one hospital.1 More studies such as theirs
are needed in Australia, where there has been relatively little
attention focused on this issue, as indicated by the few
references to studies by Australian investigators cited in
their article. As an American I find this surprising, because
many successful prevention programs introduced in Aus-
tralia have earned the admiration of public health profes-
sionals in other countries. Three examples come to mind:
laws requiring seatbelt use and advanced passenger protec-
tion in motor vehicles; progressive HIV prevention pro-
grams; and programs to prevent ultraviolet light exposure
and skin cancer. I am among the admirers of Australia’s
strong prevention record. In light of these progressive
programs, how might one explain the relative neglect in
Australia of such a serious occupational risk as bloodborne
pathogen exposure?

Some answers may be extrapolated from the United
States, where I have observed a culture of self-sacrifice
among healthcare professionals that compels them to place
self-interest at the bottom of their priority scale. I have also

seen administrators make healthcare worker safety a low
priority when protective measures for their employees
require a financial commitment. Finally, resistance to new
prevention policies for healthcare workers is likely to be
strongest where there is a lack of surveillance data. This is
the “no data, no problem” syndrome.

In Australia, an awareness of the significance of the
problem of exposure to bloodborne pathogens is necessary
before a national commitment can be made to its solution.
Percutaneous injuries are the most frequent type of injury
sustained by healthcare workers, and the most life-threaten-
ing.2 This remains true despite important advances, includ-
ing the availability of the hepatitis B vaccine and post-
exposure chemoprophylaxis for HIV-exposed healthcare
workers.3,4 Therefore, I am convinced that the only choice is
to accept the responsibility of caring for our caregivers — in
Australia and elsewhere.

The first step towards overcoming neglect is documenting
the problem. The report by Whitby and McLaws provides a
fine example, on a small scale. With reported annual
percutaneous injury rates of 4–15 injuries per 100 full-time-
equivalent staff,1 and device-specific injury rates occurring
usually in the range of 1–20 injuries per 100 000 devices




