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Summary

Aim 

To study Sudanese refugees’ concepts of health and experiences of health assessments at a Melbourne Community health centre.

Methods

A qualitative study was designed using focus groups, interviews and a questionnaire. Questions were developed with staff of the community health centre. Representatives of the Sudanese community were consulted and assisted with piloting the questions. Participants were recruited from multiple locations to complete a questionnaire, then take part in a focus group. If there were insufficient partipicants, interviews were conducted. Interpreters administered the questionnaries immediately prior to the groups and facilitated and translated during sessions. The interpreter’s english translation was transcribed then checked. Data from the consultation phase,  focus groups and interviews were grouped into themes using the N Vivo programme. 

Results 

Nineteen participants joined three focus groups and two interviews over four weeks. Seventeen questionnaires were completed, the majority rated the health assessments as very important and wanted to learn more about them. The main themes from the focus groups and interviews were as follows :- health was seen as the absence of disease; health was maintained by nutrition and medications when needed; family and close friends were important in mental health; health care was well received if illness was actively managed for example by medications; blood tests were unfamilar, excessive and often stressful.  Participants with unresolved symptoms were frustrated with their care. The identified needs were; more information about blood tests, results and illness management, improved access to health care and interpreter services. 

Conclusion

Understanding emerging community’s health experiences is central to health care provision and improvement. While health assessments were well received there was a need for greater information about many areas of the process. Health care workers need to have an awareness of Sudanese patient’s experiences and provide time to give detailed explanations of investigation and treatments as well as the concept of preventive health. Greater allocation of resources is needed to support extended consultations with refugee clients, interpreters and educational materials.

Background
Sudanese Community

The rapidly growing Sudanese community in Australia has escaped a turbulent history. The war in Sudan has continued for more than two decades with an estimated two million deaths and four million displaced people (WHO 2003). The journeys of the Sudanese refugees to Australia range from months to greater than ten years through refugee camps in Africa (VFST 2001). Victorian receives around 30% of the annual 12,000 Australian humanitarian refugee intake (VFST 2004). In 2004-05, 70% of the refugee intake to Victoria is estimated to be African, mostly from South Sudan. 

In Sudan people have limited access to medical care (WHO 2003; Ashbridge 2004). Life expectancy at birth is 56 years (WHO 2003). Communicable diseases are the main cause of morbidity and mortality. Medication is limited and usually ceased when symptoms resolve (Ashbridge 2004). Traditional herbal remedies are often used. There are few preventative health checks.

The Department of Immigration gathered background information about the Sudanese in Victoria (Heath 2001). The majority are from the Christian South Sudan. The largest ethnic group are the Dinka tribe, who speak a language of the same name. The majority of Victorian Sudanese have poor English and limited education. The patriarchal families are large with an average of six children. Rather than health, DIMIA identified the initial needs of the Sudanese community to be access to services, life skills training, financial and social assistance, and large houses.

A recent study screening new arrivals at Victorian community health centres from Ethiopia, Somalia, Eritrea and Sudan found a high prevalence of infectious and nutritional diseases (Ngeow, Skull et al. 2004). These included Hepatitis B (6%), giardiasis (5%), anaemia, vitamin D deficiency and schistosomiasis. Of these patients 80% had incomplete immunisation despite a median number of 5 visits to a vaccine provider.  Other problems include physical and psychological sequelae from past trauma and immigration, tuberculosis, malaria, HIV and STIs (VFST 2001, Allotey 2003).

Health Assessments 

Health screening assessments are an important tool to both assess and manage refugee patients’ complex and unique health needs (Ackerman 1997; Gavagan and Brodyaga 1998; Kennedy, Seymour et al. 1999; Davidson, Buttery et al. 2004). Health assessments encourage holistic health care and systematic planning of further management. 

Limited experience of preventive health care and poor follow-up is typical of refugee patients (VFST 1998).The reasons may be multifactorial. In new arrivals, asymptomatic disease may be a lower priority than more immediate concerns, such as housing, food and finances (Burnett and Fassil 2000). Systematic problems such as transport and time differences are significant obstacles to accessing health services (VFST 1998).

Worldwide health assessments in new immigrant groups are promoted, however there is little data about the patient’s experience of this unfamiliar process. For effective development of health assessments the input of the diverse refugee population needs to be included.  

Sudanese Community at a Victorian community health centre 

At the community health centre where the participants for this study were recruited large numbers of newly arrived Sudanese refugees attend for “general check-ups”. These health assessments involve a brief history, general physical examination, catch-up immunisations and infectious and nutritional disease screening by blood tests and stool samples. The assessments are held using interpreters and nurses assist with immunisations and follow-up appointments. The anecdotal experience of the centre’s staff is that the assessments have a good uptake by the community but the results are often not followed-up.

A better understanding of how the Sudanese refugees experience the health assessments is essential for improving current practice. With this knowledge, health assessments can be better designed to influence the patient’s preventative health understanding and behaviour and therefore to also improve follow-up and health outcomes. While the experiences of Sudanese refugees cannot represent all refugee groups, there may be themes, which apply to other refugees undergoing screening. By improving health assessments, a healthier life can be promoted to refugees in Australia.
Aim:

The aim of this research was to study how Sudanese refugees experience health assessments. The qualitative design was chosen to gather rich data through focus groups, interviews, and questionnaires.

The key questions to be examined were:

What are Sudanese refugees’ concepts of physical, mental and preventative health?

What is the Sudanese model for the doctor’s role?

How has the Sudanese community experienced health assessments at this community health centre in this study?

How can health assessments be improved? 

Methods 

Selection of Methods.
Focus groups were chosen as the chief method of investigation as they are useful for examining people’s experiences and are sensitive to different cultural variables (Kitzinger 1995; Rice and Ezzy 1999; Small 1999). Ideally they consist of a group of 6-10 participants with a similar socio-cultural background (Rice and Ezzy 1999). The interaction between participants of a focus group enhances the quality of the data (Kitzinger 1995) and allows for greater examination of hidden or unexpected issues. Focus groups can empower and support participants who may have difficulty in or fear about expressing their views in other media such as written questionnaires or solitary interviews. 

The quality of the data in focus groups is influenced by the specificity of the questions and the moderator’s clarification of the questions and management of the group. For these reasons others have advised caution in the use of focus groups for cross cultural research (Yelland and Gifford 1995). Challenges include translation accuracy, and different cultural roles of the moderator of the focus groups. These challenges may be overcome by selection, training and ongoing support of bicultural staff or by using other methods such as interviews (Small 1999). 

A questionnaire was developed to test the information gathered in the focus group. This was to be read to all participants independent of language skills and administered immediately prior to each focus group. The questionnaire and focus group schedule are included in the appendix.

Community consultation and development of questions. 

Research with refugee groups requires consideration of flexibility and community perspectives (Small 1999; Boynton, Wood et al. 2004). The project was designed with this in mind.

A series of questions about the refugees’ experiences of the health assessments was generated by discussions with multiple members of the community health service including doctors, nurses and a manager. The questions were developed into a questionnaire and focus group schedule.

A Dinka community elder was consulted about the project’s aims and assisted with piloting the questions generated. Informal discussions with other Sudanese community members about the project’s aims further informed the researcher. 

Four Dinka interpreters were recruited. Attempts were made to recruit only qualified interpreters, but there was only one interpreter with basic interpreter training who was applying for the higher NAATI qualifications. Lack of trained interpreters in new emerging communities is a common problem previously noted (Renzaho 2002). 

A group training session with three of the interpreters gave valuable insights into the planning of the project. The concepts of focus group research and the moderator’s role were discussed. The interpreters made many practical suggestions about the likely perspectives and reactions of the participants. During this session the questionnaire and focus group schedule were also discussed and piloted after which they were edited. 

Recruitment 

Sudanese refugees who had attended the health centre for new arrival checks were recruited to participate in interviews and focus groups from multiple locations. These included their treating GP, the refugee health nurse and the interpreters at the community health centre, the church hall and the local language school. One of the interpreters who had attended the health centre was interviewed also. Interested participants were reminded to come the day prior to the sessions by a phone call if needed. One group was conducted after a Dinka language class. The teacher outlined the project before the break and those who were interested stayed for the focus group. 

Ethics 

Ethical principles were maintained throughout the project. In particular, mindfulness of the vulnerability of refugee populations in research was considered (Allotey 2003). Monash University’s Standing Committee on Ethics in Research Involving Humans granted ethics approval. Participants who had seen the chief investigator as a GP were excluded from participating in the research to avoid coercion and bias. An explanatory statement and consent form were read in Dinka to all participants. An explanatory document in English and Arabic (the most common written language) was given to all participants (see appendix). 

Interpreting and Translation
Focus groups and interviews were facilitated jointly by the interpreters and the chief investigator. The interpreters translated orally into English as the sessions ran. This was recorded by audiotape, then directly transcribed. The transcript was to be checked by an independent interpreter with the original Dinka recorded on the audiotape. One session was recorded by hand written notes by an independent note taker due to participant preference. 

Analysis 

Transcribed translated data from focus groups and interviews were included in the analysis. Field notes taken from discussions with Sudanese elders and interpreters during the consultation and piloting phase were also included. The field notes are quoted as key informants in the results. The transcripts were independently read and coded into themes by two researchers using the qualitative computer programme N Vivo (QSR 2002). Differences between the code of the two researchers were discussed and if unresolved were integrated into both themes. Coding was performed simultaneously with data collection. 

Questionnaire results were recorded into an Excel spreadsheet and then summarised.
Results

Participants 

Over four weeks three focus groups and two interviews were conducted. The total number of participants was 19. The interviews were performed when only one person presented for a group session. The composition of the focus groups included two groups of two women each and a larger group with 12 men and one woman. The majority of participants were in the age group 31-42 years old. 17 questionnaires were completed at the same time as the focus groups and interviews.
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The ages of participants ranged from 18 to above 43 as shown below. 
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Questionnaire Results

Questionnaires were returned for 17 of the 19 participants. Some were incomplete. 

The results are summarised as follows: -

· 16/17 participants were born in Sudan, 1/17 was Ethiopian. 

· The average number of people in a household was 6. 

· All households were made up of family members.

· 12/17 participants were currently studying, the majority were studying English.

· 3/16 participants were working. 

· 6/10 participants rated the Health Assessment as  “very important” 

· 12/17 would come for health checks in future

· 14/16 would like to learn more about check- ups

· Of the 5/17 who stated that the doctor had identified a new problem, all were returning for ongoing checks

· 11/17 liked to learn about their health from talking with the doctor 
· 9/17 liked to learn about their health from their school
Main Themes

The themes were developed from focus groups, interviews and field notes from key informants. 

 Health meanings 

Health was seen as the absence of disease.

Health was maintained by nutrition and medications when needed. 


Family and community were important for mental health. 

Health Care Experiences

Active treatment such as medication provision was well received. 

Blood tests were unfamiliar and often viewed as stressful and excessive.

Patients with unresolved symptoms were often frustrated by their care.

Identified Needs

More information 

Access to results

Improved interpreter services,

Greater access to health services. 

Health Concepts  

Physical Health 

Many participants saw health as the absence of sickness. Doctors were not commonly visited except when patients thought they were sick. 

A key informant explained, “If you don’t feel sick you’re healthy…” 

A member of the male focus group expanded, “When you are sick, you are sick. That’s why you go to the hospital to see the doctor. When you are not sick you are fine and you are happy and you don’t have to come to the hospital.”

Key components of health maintenance and prevention were adequate nutrition and access to medical services when symptoms arose. Some attributed changes to nutrition during migration to ill health on arrival.  Health was maintained by vitamins, immunisation and regular check-ups.

“The food I cook keeps me healthy” was one woman’s answer. Although she appeared to have no concept of preventative heath with the comment “I just live. I do not look into health by eating well or sleeping. I just worry about sickness if it comes.”

For one man, “To be a healthy person I would live among my family.” 

On direct questioning many people had a concept of asymptomatic disease, which was translated as, “Disease that is hiding”. 

As one woman put it, “There are diseases that do not have symptoms, like you don’t know that you are sick but it’s there.”

Commonly stated reasons for sickness were unclean water, germs, change in the weather and lack of sunlight. 

Mental Health 

There was a consistent association between mental and physical health. Anxiety and stress contributed to headaches, muscle aches and even blood pressure and grey hair. 

One key informant summarised “Stress has many effects; it can bring on all these illnesses.”

Another key informant thought the connection between mental and physical health was unfamiliar for some. “You may experience a lot of headaches but it’s because of thinking and stress about things. People just think there is an illness and that’s why their head hurts.”

Another woman thought, “When you are okay you are not thinking about anything you don’t have any worries, you’re alright.”

Management of stress maintained mental health. 

“I am going through so much I try to keep everything simple so I don’t get stressed”, one woman explained.

Anxiety and stress were commonly managed by discussions with close family members and friends. One woman said, “If you narrate your worries it lightens it up, you feel a bit relieved.”

For one man lack of contact with his family lead to poor mental health. “So I am healthy here but I cannot sleep well because I’m always thinking of other people who are in remote areas like Egypt and refugee camps and so on.  Those are remote countries and I’m living very far.  So I’m happy here physically but psychologically I’m not.”

Others were unsure of how to manage stress. “It’s something that cannot be treated by medication you know, yeah you just have to like try and grow out of it or do something.” 

Health Care Experiences

The role of the doctor. 

The role of the doctor was to treat people when sick, in particular to prescribe medication. Some considered check-ups as part of this role. 

“She just gives her medicine or things to do”, was one woman’s description. 

A man said, “We don’t know what is happening in our body. That is why we come to the hospital, right, so the doctor can help you. You know if somebody is sick he always go the hospital to see the doctor.” 

When health care resulted in medication provision it was well received.

“I was given some medication for my blood system and it helped. They treated me and I’m fine now” was a quote from a female focus group.

A man said, “They found a lot of diseases and they are given the treatment; that is okay.”

When medications weren’t prescribed patients were frustrated.  

One man complained, “As an adult, if I complain about my health and something is wrong and the blood test is made and nothing is found and still I’m suffering why does the doctor take the situation of what I’m saying and help me with what I have told her or him to prescribe the medicine for me… I’m still suffering. Why does the doctor should not analyse the situation and recognize my suffering?”

A key informant explained, “When they come to the doctor and they’re ill. They just want the doctor to prescribe for you, but it’s a bit different here because they have to find the cause of your illness before they prescribe medication.  They just think that one medication, the doctor will just detect instantly that oh you have this disease and just prescribe for you the medicine instantly yeah.”
The ambiguity of advice regarding family planning options was anxiety provoking for one woman. “She doesn’t have a direct answer as in which one is the best method like which one should she go for, which one should she trust, that’s her worry.”

Blood tests

Blood tests were unfamiliar and often negative experiences, particularly if they were multiple. “Too much blood” was a persistent theme. 

One man described, “You always go there suffering and they just draw a large blood.”

A woman commented, “I come for a blood test, I expect to come for one not so many you know.” 

There was a consistent need for more information. 

“They took blood for five tubes and I was told that they were going to check for different diseases but they didn’t specify which”, one lady complained.

A man asked, “What do you do with the remaining blood, do you pour it out or do you put it somewhere?”  

Two key informants explained that in Sudan the role of the doctor and blood testing is different. 

“The level of checking is not something we do. ….Back where we came from when you go for a check-up you just go once and that’s it.  Unless you are ill...”, was the first comment.

The second was, “Back in Sudan they only take a small amount of blood, blood tests are not well known. In Sudan they use the blood for other things. They give the blood away or sell it without permission, The doctors or nurses may have an agreement with someone that the blood be used for other purposes.”

One man recounted, “When I was in the camp I used to see the doctors. The doctors know you are sick but they cannot tell you because they know you won’t survive. You won’t have the facility to treat yourself so they won’t tell you what you have.”

Extensive blood testing provoked anxiety and suspicion for another man. “There is a problem with having so many checkups you know. It causes stress because if the doctor sends you to check up more than three times and they keep saying we don’t know what the problem is that will make you suspicious. Maybe they’re hiding something or they find something in your body but they don’t want to tell you and they want to know more so that’s a bit of stress and anxiety.”

When blood tests revealed no disease but there were symptoms, many participants were frustrated. The following quotes are from the male focus group.

“I feel sick and they said there’s nothing that they’ve found in my body.” 

“There is a reason why my head hurts, there’s a reason why my back hurts but if they don’t detect anything there has to be a solution.” 

Identified Needs 

Health Information

There was a consistent need for more information about blood tests and test results from multiple participants. Some participants requested improved interpreter services.

“I didn’t understand what it was for.  I wasn’t told specifically what it was for”, was one woman’s experience. “If I come for a check up I would rather they tell me first that I am going to be checked for these diseases so that when I come back for the results I’ll know what questions to ask.”

Many members of the male focus group had a similar experience.

“And they took a blood test but until now no result and no medication that I received. I have not been told about the treatment of this disease,” a man recounted. 

“After the blood tests they don’t tell back what has happened what is the problem,” another said.

One woman advised that men should be the first point of health education.

“Get the men before the women because they are the head of the house and in control of everything. The women cannot say anything so it’s really necessary for the men to be taught because without teaching them you cannot accomplish anything.”
Access to Health Services

Improving access to health care services was another identified need. Patients described difficulty with appointments, waiting times and emergency care. 

This collection of quotes is from the male focus group discussion.

“In Australia do no people die of accidents on the weekend?” one man joked. 

There was laughter as another described, “An appointment was made for me to go to the hospital (ed). When I came there, they told me you’re not supposed to come again. I showed them the booking and everything. Why should I be asked not to come?  I haven’t done anything why am I not supposed to come? Is my treatment coming up or going or coming?” 

Another explained, “We the Sudanese, we have problem with time. When you come very late you are just sitting there and those people will just tell you, you have come late so you just have to stay there by the people who are very concerned by the time.”

A simple reminder system worked for one woman. “Someone always rings to tell her about her appointments so she is happy with the service”

Discussion 

These results reveal valuable insights into how Sudanese refugees experience health screening and health services in Australia. In addition, lessons were learnt about the process of research with refugee communities and the use of focus groups.

The use of multiple methods produced a diversity of data. The larger focus group in which the participants were more familiar with each other brought out more lively discussion and negative comments about care received. The interviews revealed private insights into mental health issues. Community elders and the interpreters added further cultural perspectives. The questionnaire, while limited in its value due to lack of numbers and inconsistent administration gave useful demographic data. The diversity of this data revealed the individual and combined value of these methods.
Many participants had questions for the chief investigator about problems with their health care. These were answered, although this limited time for the scheduled questions. Flexibility about the topics enabled issues of greatest concern to participants to be brought up spontaneously. Participants would not have brought up the difficulties with accessing health services without this flexibility. Some participants greatly valued the openness of the discussion to give their concerns a more powerful voice.
The main themes of health concepts, health care experiences and identified needs reflected the interaction between past and present health care models. Health was seen as the absence of sickness and was maintained by nutrition. This may reflect the limited access to medical and preventative care in Sudan. Visiting doctors was reserved for sickness after which medications were prescribed. This past health experience evoked confusion and frustration when confronted by Australia doctors who did not always give medications for illness. This was particularly evident in participants who had unresolved symptoms. The community’s past experience of blood tests was limited and at times in this study evoked suspicion and fear. This was one of the many examples in which greater information was repeatedly requested. Other identified needs are discussed in the recommendations which follow.

Limitations of the study
The small nature of this pilot project limited its findings. The sample size was small and most sessions ran out of time due to the participants other priorities. The size of the study restricted it to participants attending only one health centre in which there is a dedicated refugee health programme. It is likely the experiences of the patients who make the effort to travel to this dedicated service is better than those using general medical services. A key informant explained “when members of the community move, they come all the way back to the health centre because they are given time and their language is used.”

Resources and time limited the quality of the translations, hence the data quality in this study was affected. A consensus between the interpreters about the exact interpretation of the questions used in the focus groups was not formalised. This may have limited the consistency of questions asked by different facilitators between the groups. Due to an unexpected lack of time by the qualified interpreter only two of the transcribed English translations were checked with the audiotape. The ideal model described by Small (1999) of checking the translated documents by back translating by an independent interpreter was beyond the scope of this study.

Greater time spend training the interpreters to be the sole moderators may have improved the data quality. The interpreters translated and facilitated the groups simultaneously with the chief investigator. This limited spontaneity and discussion of the focus groups. The chief investigator being present may also have biased the results in the smaller groups as it was noted comments in these sessions were more likely to be positive. Underestimation of training time needed for bicultural workers is a previously identified problem (Small 1999).

Recommendations



Awareness of the patient’s experience.

Knowledge of a refugee patients’ background is particularly important in refugee health care (VFST 2001).  The participants of this study experienced frustration and anxiety when confronted with the differences in their past and present experiences of doctors and blood testing. Negotiating a shared meaning for chronic illness addressing the patient’s health beliefs and understanding of the doctor’s role is vital for effective care.

Time for extended explanations 

Complex explanations and consultations require time and repeated visits. This is not possible without greater funding to support the provision of greater time allocation.

Health information

The provision of greater information was a frequently demonstrated need. Distribution of general health information could be improved by development of translated health educational resources such as with videos, audio or written information distributed through gathering points such as English schools or the clinic waiting room. Important topics identified include the role of blood tests, common illnesses and how to access results, appointments and emergency care. However, many individual health issues need discussions with a doctor, hence longer consultations also need to be supported. 
Community consultation
This project supports previous recommendations for the analysis of the needs of new emerging communities (DHS 2004, Renzaho 2002). Renzaho (2001) also found that more community input was required into the health services provided. The diversity amongst refugees necessitates further evaluation of other communities. 

Interpreter services

The need for improved availability of interpreter services is clearly demonstrated here both in the process of the research project and the perceived needs of this community. This supports previously documented studies that current interpreting services are inadequate (VFST 2004, Renzaho 2002).

Conclusion 

Preventive health care is largely unfamiliar to the expanding Sudanese community. Undiagnosed nutritional and infectious disease and incomplete vaccinations are also common. We piloted a study of Sudanese refugees’ experiences of health screening and its management by using questionnaires, focus groups and interviews with interpreters. We found health was viewed as the absence of sickness. Health was maintained by nutrition and treating illness when it presented. In Australia, if symptoms were actively treated, health care was well received. However, if symptoms were chronic and unexplained, patients expressed frustration and the need for more information. Blood tests were unfamiliar and viewed as excessive. This pilot study found Sudanese refugees needed greater health education to understand the new model for illness, investigation and management in Australia. Qualitative studies such as this reveal diverse communities’ perspectives on their health care. These are essential in evaluating and planning health programmes.

The results will be fed back to the Sudanese community, the community health centre and the English language school to improve health programmes. A Dinka interpreter has now been employed at the health centre. The report will be incorporated into the health promotion plan of the community health centre. Translated health information explaining health assessments and blood tests are also being developed. 

Health care providers need to maintain awareness of the patient’s individual experiences and take the time to explain the differences in models of health. Health assessments must include adequate explanations and preventative health education. A dedicated medicare item number for refugee health assessments may assist with time allocation and the development educational resources. Other refugee communities’ health experiences also need to be examined and incorporated into health programme designs. 
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Appendix 

Explanatory Statement 

Refugees’ Experiences of Health Assessments: A Pilot Study
My name is Dr. Kate Walker. I am an academic GP at Monash University and also a doctor at Western Region Health Centre. I am holding focus groups about Sudanese patient’s experiences of health assessments. This is funded as a research project supervised by Dr Mee Yoke Ling from Monash University.  


I am asking members of the Sudanese community who had health checks and blood tests at the Western Region Health Centre to discuss in groups what they thought of them. I want to know about the good and bad parts of the experience. I also want to know what you understood about what was checked. I’m very interested in how you think the checks-ups can be improved for you and your community.

I would like to speak to groups of people who have had check-ups at the health centre. The group session would last 60-90 mins. Men and women will have separate groups, and you can choose if you want to join the English or Dinka groups. We would prefer the interview is tape recorded so we don’t forget anything you have told us. The tape would be translated, written down, then the tape erased. The notes from this would be stored in a locked cabinet at Monash University for 5 years. If you don’t want the group tape recorded we will take notes instead. 

You do not have to do the group discussion or answer all the questions. You are free to leave the group at any time. What you say and do in the group will not influence you at the health centre, school or church.  For the research process I cannot interview people I have treated as a doctor.

I will present a summary of the results of the to a group feedback discussion which you your family and friends are welcome to come to. I will not reveal your name in any feedback or reports. I will also write a report for the university and the health centre, plan to write a medical article and present at a conference. 

Please tell me at the end of the session or ring ph 0427 266240 if you wish to be invited to the feedback session. Also ring if you have questions, want to see the notes from the session or if you have any problems with the project. If you have any complaints about this project please ring the Ethics committee from Monash University on ph 9905 2052 and quote project no 2004/249
Thank you for your interest.



Consent Form 

Project Title: Refugees’ Experiences of Health Assessments: A Pilot Study.

I agree to take part in the above Monash University research project.  I have had the project and the explanatory statement discussed with me. 

 I understand that agreeing to take part means: 
· I am willing to be part of a focus group 

· My name will not be used in any reports and only group data will be presented


· My participation is voluntary, I can choose not to participate in part or all of the project, and I can withdraw at any stage of the project without being disadvantaged in any way and in particular there will be no change to my treatment at the health centre, church, school.


· The information I provide may be used as part of a project across a number of health centres. 

· I can choose if the session is to be audio taped

(  I agree to have the session audio taped    


OR

(  I do not want the session to be audio taped  

	Name:
	

	Signature:

Date:
	


Questionnaire

Focus Group Type  

( Male ( Female 

( Dinka ( English / Arabic 

GENERAL

How long ago was your health check at this centre?  (1)
( within last month  (a)
( 1-2 months ago  (b)
( 3-4 months ago   (c)
( more than 4 months  (d)
How old are you?   (2)
( 18-30  (a)       

( 31-43  (b)   

( 43+ (c)
Which country do you come from? (3)
( Sudan (a)
( Ethiopia  (b) 

( Kenya  ©
( Somalia (d)
( Other  please write ………(e)

Who do you live with?    (4) 

( family  (a)   

( friends  (b)
( alone    ©
Number of people ……..    (5)
EDUCATION

What language do you speak?  (6)

( Dinka   (a)
( Arabic  (b)
( English  ©
( Other ………… (d)
What languages can you read?  (7) 

( None   (a)
( Arabic  (b)
( English  ©
( Other…….. (d)
Are you studying presently?   (8)           ( No (a)   ( yes   (b)     
If yes where?   ……….    (9)
What level of education do you have?   (10)
( None   (a) 

( Primary  (b)
( Secondary   ©
( Tertiary (d)
( Other …….  (e) 

Are you working? (11)   (Yes (a)      (No   (b) 
HEALTH ASSESSMENT

Have you had check-ups before coming to Australia? (not including the immigration check)? (12)    ( Yes  (a) ( No  (b)
Would you come for check-ups in the future? (14) ( Yes (a) ( No (b)
Were there problems in returning for the test results? (15)  ( Yes  (a) (No (b)
If yes what were they?  (16)
(Transport (a)
( Appointment system (b)
( Too busy ©
( Other…….  (d)
Would you like to learn more about check ups?  (17) (Yes (a) (No  (b)
How do you like to learn about your health? (18)
( Talking to doctor (a)
( Talking refugee health nurse  (b)
( Going to school ©
( Talking with family (d)
(talking with groups of women / men  (e)
( reading pamphlets (f)
( Other  ………  (g)

Did the Doctor detect any new problems? (19)      (  Yes (a)   ( No (b)

If Yes (20)    ( Chronic (a) or ( Acute  (b)
Did your check-up lead to ongoing checks with the Doctor? (21)   Yes (a)    No (b)
Has the health check changed you health ? (22)







A large amount


A little 
How important was the health check to you?  (23)








Very important


Not very important

Focus Group Question Schedule  

What do you think makes you healthy?   

What role does the doctor play in keeping you healthy?

Do you think you can have disease when you feel well? Tell me how……

What were the reasons why you came to the health centre for the check-up ?

Please tell me about your health check visits…….





What did you think about them?





What did you like?





What didn’t you like?





Length of time?





Understanding?





Content





How could it be made better?

Women

What have you heard about the PAP smears?

What have you experienced about family planning advice 

Have you or your children had immunisations as part of the visits?

What do you think about them ?

Why do you think they are given?

What effect can worries have on your health/body?

What do you do when you have worries?

How do you feel about the doctors checking you about your worries?

Overall how important was the health check for you?

Are there any other issues you would like to discuss?









For Health Care Workers working with Sudanese patients


Be aware of the patients’ past health experiences


Give detailed information regarding blood tests and results


Allow for extra time to check understanding and ensure follow-up


Clarify a shared meaning of chronic illness between doctor and patient





For Government 


Use community experiences in the planning and evaluation of health programmes


Provide funding for provision of time towards Health Assessments


Improve refugee access to health care and interpreter services


Develop health education resources
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