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Abstract: Humanitarian immigrants and refugees face multiple adjustment tasks and
post-settlement support services concentrated in metropolitan areas play an important role.
As part of an ongoing commitment, the Australian Government has increasingly supported
resettlement in rural and regional areas of the country. Drawing on the experience of Iraqi
migrants in Victoria, Australia, we examine some of the conditions that characterize regional
resettlement and raise key questions for public health policy. Structural vulnerabilities and
discriminations impact upon physical, mental and social wellbeing, leading to further
exclusion, with negative long-term implications. The discussion throws light on the issues
that migrants and refugees may encounter in other parts within Australia, but are also
germane in many countries and highlight the resulting complexity for policy-making.
Keywords: Australia; refugees; regional resettlement; support services; vulnerability

1. Introduction
In recent decades, migration across and within borders has both intensified and diversified, raising
significant questions concerning the health and wellbeing of mobile populations and host communities.
Most host governments with major immigration programs recognize health as an essential human
right, and acknowledge the importance of providing services to people and communities of diverse
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racial, ethnocultural and language backgrounds [1–3]. However, important questions remain on the
extent to which humanitarian immigrants and refugees share the same basic rights and entitlements as
citizens in relation to accessing social and health care services [4,5]. The asylum policies of successive
Australian governments, and the effects of these policies on individual rights and entitlements, are
widely documented and continue to be contested in contemporary politics [6]. Further, even immigrants
with rights and entitlements can face a range of barriers which limit their access to, and use of, health
care services in host countries. Access is influenced by the economic status of immigrants, their lack of
familiarity with the language and culture as well as services, and the official policy criteria by which
support is provided [5,7,8]. For some, too, poor access is related to the precarious civil status of other
family members [5].
One example influencing immigrant rights and entitlements is the consequence of the dispersal of
refugees in receiving countries from urban areas, where new immigrants tend to concentrate, to
regional and rural areas. This policy has been implemented to some extent in the United States,
Canada, the United Kingdom, Germany, the Netherlands, Denmark, Portugal and Australia [9–16]. To
date, research on regional resettlement has been limited, although in Australia, both scholarly studies
and research projects commissioned by government (by the federal Department of Immigration and
Citizenship [DIAC] and its predecessors) have focused on the effectiveness of existing policy schemes
and on labor market integration, income, education and training [17,18]. The planning and implementation
of regional refugee resettlement, its administrative structures and processes, service delivery, and its
gaps have also been explored [19,20]. Recent studies have investigated the outcomes of regional
(re)settlement for the migrants and particularly refugee settlers themselves, related to inclusion, social
integration, health and wellbeing, and service support [6,21–23]. In this article, we begin to address a
gap in the literature on regional resettlement by exploring factors that render immigrants structurally
vulnerable to ill health.
Drawing on the experiences of refugee Iraqi men and women resettled in regional Victoria,
Australia, we aim to contribute to research on more recent migration policies, by analysing how
dispersal influences the integration experiences of these refugees. Although the focus is on regional
Australia, the issues discussed can inform policy in countries where migrant settlement away from
major cities is an increasingly relevant settlement trend. In particular, we consider how such policies
can induce physical and emotional suffering in patterned ways on specific population groups and
individuals, as a product of class-based economic exploitation and cultural, gender/sexual, and
racialized discrimination. In doing so, we raise important questions concerning the wellbeing of
refugee populations both in Australia and in other refugee receiving countries, so providing an
essential evidence base for targeted public health policies and programs.
2. Regionalizing Refugee Immigration in Australia
Over the last several decades, Australia’s immigration environment has changed significantly [16],
with the increasing diversity of intake, and changing patterns of growth and ageing within already
established migrant communities. Australia’s migration intake has mainly focused on skilled migrants [16],
although in response to the global economic crisis and the resultant rise in unemployment, the skilled
stream has declined from 133,000 to 115,000 in 2009. In contrast, the intake under the Humanitarian
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Program has increased from 12,000 places in 1998–1999, to 13,500 places in 2008–2009, to currently
13,750 places annually [24]. This includes both offshore places (that is, applications are processed
overseas) and onshore places (refugees are accepted following assessment for asylum status in
Australia). Recent arrivals have included people from Burma, Afghanistan, Iraq, Iran, and Sudan, and
from temporary refugee settlements in transit countries. There are also growing numbers of humanitarian
settlers from other African countries. With the exception of Afghanistan, these immigrants are from
countries with little history of earlier migration and settlement to Australia, and accordingly, without
established populations, ethnic community organizations, or government experience. For example,
only 288 Iraqi people had arrived in Australia before 1981. By the end of the Gulf War in 1991, the
size of the Iraqi-born community in Australia was 5186 [25]. Since then, Australia has accepted
increasing numbers of Iraqi refugees and asylum seekers, fleeing gross violations of human rights,
violence, civil war, socio-economic disasters, life threatening circumstances and destitution, under the
rule of Saddam Hussein of the Ba’athist party and following the 2003 invasion [6]. From 2000 until
2010, Iraqi refugees were among the top four nationalities accepted under the Humanitarian
Program [24]. Refugee-receiving states such as the United States and Australia have introduced
increasingly restrictive migration legislation and policies [26]. This can be attributed to an increasingly
xenophobic socio-political atmosphere, which intensified in the aftermath of the destruction of the
World Trade Towers and the War on Terror [8], the global increase in the number of asylum seekers in
the late 1990s, and as a result of associating forced migrants with security risks. The aim of this new
wave of migration reform is to tighten controls on people’s movement and reduce the burden of
asylum seekers and refugees in host societies. In Australia under the Howard Government (Liberal
Party, 1996–2007), this included mandatory detention, temporary protection visas, and offshore
processing of asylum seekers under the Pacific Solution. Most recently, the Gillard Government
(Labor Party, 2010) proposed the ‘Malaysian Solution’ to continue the system of ‘offshore’ processing
introduced by Howard. Under the plan, Australia proposed to send to Malaysia the next 800 asylum
seekers intercepted while trying to reach Australia by boat, with their claims for asylum heard
offshore. In return, Australia would accept 4000 UNHCR-certified refugees residing in Malaysia for
permanent resettlement. This solution was ruled unlawful by the High Court in August 2011 and was
rejected in Parliament in October 2011. The decision was subsequently made, with continued
controversy, to process people seeking asylum, reaching Australian waters, on shore.
2.1. Refugee Dispersal
Another example of restrictive immigration policy in receiving countries is the dispersal of refugees
away from urban areas. The impetus for this settlement strategy was the need to share the ‘burden’ of
hosting new arrivals among different administrative areas, to prevent the concentration of immigrants
in certain localities which might as a consequence of concentration result in social disharmony [27],
and to help build regional economies [28]. The subject at the center of this assumed burden, the
‘refugee’, stigmatized as ‘draining the welfare system’ due to the difficulties that she or he faced in
being integrated into the labor market, is frequently juxtaposed to the figure of the skilled ‘useful’
immigrant, able to contribute both to the labor market and pay taxes [29].
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In Australia, the information provided by the DIAC on the background of regional humanitarian
settlement refers to the interests of refugees rather than those of the host community, by pointing to the
good settlement prospects regional Australia can provide for some humanitarian entrants, particularly
those from a rural background [30]. At the time of writing, in response to the failed ‘Malaysia
Solution’, and following the dismantling of mandatory detention, many new asylum seekers are now
detained for short periods and then release them into the community on bridging visas. A new policy
was being explored by the government which aimed to place asylum seekers in regional towns with
labor shortages, where (in theory) they would find work and support themselves [31].
Strategies to encourage settlement to regional or rural towns evoke the tension inherent in the
immigration policy arena in refugee-receiving countries between economic demands for immigrant
labor and political fears of xenophobia [32]. Traditionally, refugee housing and settlement has been
concentrated in large cities [33], with a range of social, cultural and economic resources, including
migrant/refugee specific services provided by social welfare NGOs and government agencies. In cities,
ethnic organizations and informal support systems also provide support to most legal refugees and
immigrants to encourage them to access services as a right, for example, to attend English language
classes, seek employment advice, and access trauma counseling offered by dedicated non-government
programs. Access, supported by entitlement to government aid for such services, is limited in many
cases to five years post-arrival. Non-metropolitan areas generally have limited capacity to meet the
diverse language, health, housing, education and employment needs of new settlers. In these areas,
there are relatively few community development and immigrant support services of any kind, and even
basic services may be difficult to access or are unavailable. In these areas, too, despite shifts in patterns
of migration and attitudes to population diversity, there has been considerable distrust of migrants of
all backgrounds, and instances of (usually covert) discrimination. This is compounded by practical
difficulties. For many, lack of employment opportunities commensurate with prior occupation, education,
and skills place the burden of settlement largely on refugees, contingent on their capacity to fit in.
Since 2004, however, the Australian Government has actively resettled to regional towns and rural
areas refugee and humanitarian entrants without existing social or family links elsewhere in
Australia [17,34], and there has been a steady increase in the number of regional resettlement sites,
programs and financial support for resettlement [35]. Locations for new settlements are chosen on the
basis of employment opportunities, ‘adequate’ population size (greater than 20,000 to ensure adequate
infrastructure to meet the specialized needs of humanitarian entrants) and population diversity,
available and affordable rental housing, established mainstream and specialist services, and the ability
of the host community to demonstrate a ‘welcoming environment’ [28]. By 2008 (most recent
available data), refugee regional resettlement initiatives had been implemented in almost all states and
territories [17], with approximately 7.5 per cent of entrants settled in regional areas [28,36,37].
2.2. Refugee Entitlements
Refugees are particularly vulnerable, with multiple health risks [3]. They have greater health needs
than most voluntary immigrant arrivals, influenced by individual pre-migration circumstances and
experiences, factors precipitating flight, differences in selection criteria, and the resettlement process
including an often extended period of detention [38]. Refugees may therefore require greater health
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services on acceptance for resettlement, including for mental health. The Victorian Foundation for
Survivors of Torture (VFST), located in metropolitan Melbourne, provides a range of services to
people who have survived torture or war-related trauma, but has limited outreach services across rural
and regional areas of the state. No other dedicated services are available, despite growing evidence and
increasingly despairing advocacy by mental health professionals of this need [38]. In addition to
mental health services, refugees and other humanitarian settlers may also require greater access to
employment services, shelter, and social care, as occurs both for women who migrate alone or with
children only (women at risk) [39], and for refugee minors [37]. Refugees often face further hurdles
impeding their ability to access support services as they struggle with low socio-economic status and
so poverty, which leads to increased health problems and higher rates of chronic illness and disability,
weak social and cultural supports, and difficulties understanding the health care systems and
communicating their needs properly with doctors and other professionals [3].
Humanitarian entrants are entitled to various services provided through settlement assistance
programs to aid them in “participating equitably in Australia society as soon as possible” [34]. The
Integrated Humanitarian Settlement Strategy (IHSS) provides initial intensive settlement support and
orientation to newly arrived entrants for a period of six months. These services include on-arrival
reception and assistance; accommodation services; case coordination, information, and referrals;
short-term torture and trauma counseling; and emergency medical needs [24]. Humanitarian entrants
are then referred to general settlement services provided through migrant service agencies and
organizations funded under the Australian Government’s Settlement Grants Program [40]. Other
settlement services are provided by community groups, faith-based services, and secular local and
national NGOs. People who enter Australia as part of the resettlement program are entitled to these
services for up to five years, after which they are expected to access mainstream services, which
include Migrant Resource Centers (MRCs), Migrant Service Agencies (MSAs) and the Community
Settlement Services Scheme (CSSS). They also include the Translating and Interpreting Service (TIS),
health allowances such as Medicare and the Health Care Card (providing subsidization of health care
and pharmaceuticals), social security benefits and employment support, material aid and emergency
relief, and state-funded public housing [40]. However, not all humanitarian settlers are eligible for
support within the service system. For example, limited assistance for some asylum seekers is
provided while their applications for protection are processed. This includes health and welfare
services, assistance with protection visa applications, work rights and temporary eligibility for
Medicare [35]. Sponsored refugees also have limited entitlements, as the sponsoring families
themselves are expected to assist with their settlement needs. In addition, settlement service provision
is not fully developed even in urban areas, and a greater problem in regional and rural areas. Numerous
small NGOs provide fragmentary support determined by their own capacities and experience, but
again, these are concentrated in metropolitan areas. There are gaps in most areas [22,40].
3. Methods and Study Participants
The case material presented below derives from an ethnographic study conducted between 2003 and
2007 with refugee Iraqi men and women in a regional town in Victoria, Australia, referred to
pseudonymously as Taraville, where, for the last 15 years, there has been a steady flow of Iraqi
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settlers. All entered Australia under the Refugee and Humanitarian Program. The key research
methods included group discussions and participant observation, as well as in-depth interviews
conducted over a period of 15 months with 36 Iraqi women and men, 16 service providers, and
members of the wider community. To preserve confidentiality, people’s names and identifying details
have been changed. Despite the common humanitarian roots of the refugee participants in Taraville,
their backgrounds were diverse [23]. All settlers had initially arrived in Australian capital cities, and
subsequently moved to Taraville not as part of the government settlement strategy, but because of a
small pre-established Iraqi community in the region and the availability of seasonal work and public
housing. Several were employed either on a permanent basis or seasonally in the agricultural industry,
but the vast majority of participants were welfare-dependent. The experiences of these refugees,
located in an area where other recent refugees have settled in the wider region illustrate the broader
challenges related to regional settlement.
4. Experiences of Regional Resettlement
4.1. Employment: Quality and Quantity
In Australia, successful economic adjustment is central to refugee resettlement policy [41], as
gaining stable, adequately remunerated, fulfilling employment is a significant contributor towards
successful resettlement [42]. However, many regional areas in Australia have struggled economically
in recent years. When the ethnography was being conducted, much of Australia was experiencing one
of the worst and most prolonged droughts on record [43], which significantly impacted upon primary
producers, particularly affecting rural exports and employment opportunities [44]. Growing inequality
between urban and metropolitan areas is evidenced by the fact that while only 18 per cent of the
Australian population lives in regional areas, these localities make up 39 per cent of all areas in
poverty [45]. Reflecting these difficulties, regional Australians experience higher than average rates of
suicide, risky alcohol consumption, and sexual and domestic violence, are less likely to have access to
non-state schools, and less likely to be educated beyond Year 10 (age 16) [46]. Regional and rural
areas of Australia continue to experience a chronic medical workforce shortage [47], and the
recruitment, retention and training of mental health workers is a major concern [48].
The environmental unpredictability, economic volatility and limited services translate to a
significant discrepancy in some areas between the support to which refugees are entitled officially
under the regional resettlement scheme [40], and what is available to them on the ground. Although
policy documents emphasize adequate employment opportunities in regional areas, for example, the
options available to the Iraqi refugees were limited to primary industry, mainly seasonal fruit picking,
work often considered unattractive to the local labor force. The majority of Iraqi women were not
working nor were they actively looking for work, due to household and childcare responsibilities.
Many Iraqi men relied on seasonal fruit picking work to supplement welfare payments, despite the fact
that some had qualifications and had worked as highly trained professionals in Iraq. They commonly
stated that they found the wages poor and the work demanding and demeaning. According to local
perceptions, the work is available for people who make the effort, but the onus is on individual Iraqi
men to get the work.
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Other factors come into play for men trying to secure employment, such as lack of English, recency
of arrival, non-transferability of qualifications [40], unfamiliarity with the labor market, and likely Post
Traumatic Stress Disorder (PTSD), depression, and other mental health problems. As one Iraqi women
described in a focus group, “no one will give us jobs, because we do not speak the language well, we
do not have any qualifications, any certificates, any experience, no one will give us jobs.” Given the
limited employment opportunities in regional areas, Iraqi refugees are potentially vulnerable to exploitation
too, as Nicole, a service provider, commented in regards to basic working rights and entitlements:
The orchardists do abuse the Arabic workers because they are literally saying to them ‘you work
for $10 cash in hand or you have no job’. Now, they can’t do that with the Australian workers,
you know they have to pay them whatever the going rate is. But these people are equally entitled
to earn a proper hourly rate, to have superannuation or sick leave.
The limited research undertaken in regional areas indicates that refugees are overrepresented among
the underemployed, low-paid, low-skilled, precariously employed and casualized members of the labor
force [49-51]. While refugees in major cities are also vulnerable, the limited labor market means
exposure is more cogent for refugees in these areas [6]. There is also a perception locally that Iraqi
refugees are in this position as a result of their own ‘shortage of human capital and low productivity’
rather than structural forces. As one local man explained, “these people don’t seem to want to create
something, you see them up the street, they don’t seem to be working to me. These people don’t want
to work”.
4.2. Discrimination
Owing to the multiple barriers faced by recent immigrants in Taraville in integrating into the labor
market, many Iraqi families depend on routine government (Centrelink) welfare payments. For a single
person, this payment is $456 per fortnight compared to the minimum wage of $589.30 per week. In
addition to supporting families in Australia, many Iraqis in this study were sending remittances to
family members in Iraq and other countries of exile and so often struggled financially. However, the
myth that refugees receive generous assistance is widespread. For example, in Taraville the general
perception concerning Iraqi people and welfare assistance was as follows: “We know you don’t have a
job, so how much money is the government giving you that you can afford a new car or to put a
satellite dish on your commission home”?
Over 25 years ago, Hawthorne [52] commented that migrants living in regional areas were under
surveillance from the wider community. This is still the case. While refugees in cities are subject more
to the scrutiny of fellow travelers than other residents, those living in small country towns are under
regular informal surveillance and suspicion, perceived as freeloaders on the welfare safety net. As one
local Anglo-Australian resident described it, “I heard that many families went to Mecca this year. How
can they afford to go to Mecca when they are all collecting unemployment benefits, what do they do,
how can they go, and they reckon they are refugees”?
Perceptions of Iraqi immigrants draining the welfare system are compounded by some local
perceptions that Iraqi refugees are taking scarce resources, such as public housing, competing with the
poor Australian-born population. With the Iraqi community expanding, members of the wider
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community feel more limited in their ability to access government services. For example, Sarah, a
community development employee, said:
They have come up here and they have got the housing but not the work, and so that causes
bitterness and discontent in the wider community, because, once again, you have got the
Australian people sitting there going, great, nobody gave me a helping hand.
Haleem and Nalan, an Iraqi couple, opened a small shop to cater for the grocery needs of the Iraqi
community. The shop was located on a fairly busy street, nestled between a fish and chips shop and a
photography shop. It was clean, neat and spacious, with two aisles for Australian produce and two
aisles for Mediterranean and Middle Eastern imports. Although the shop was thriving with Iraqi
customers, other townsfolk were ambivalent, as Nalan described:
We haven’t been welcomed in this town, you know. A couple of things have happen—the
window was broken and we were burgled and people pass through and drop cigarette butts inside
the shop. This is very sad, you know, the door is open and when they pass they just flick the
cigarette in the shop.
A few months later, on the anniversary of the Bali Bombing (carried out by the Indonesian Islamic
militant group Jemaah Islamiyah in October 2002, killing 88 Australians and injuring many more), the
shop was burnt down in suspicious circumstances, completely destroying the business Haleem and
Nalan started six months previously. Various rumors circulated among townsfolk as to who had caused
the fire; initially the gossip was that Haleem himself had set it alight to collect insurance, then that the
fire was caused by fractions and tensions between the Muslim and Christian Arabs in the
area—although there were very few Christian Arabs in the town. As another example of ambivalence
if not hostility towards Iraqi settlers, an Iraqi couple made enquiries about renting an empty shop to
start a restaurant serving Arabic food, but as they reported, they were told that it was not for rent,
despite the sign in the window advertising the shop for lease.
Through the everyday conversations with local community members, there was much evidence to
suggest that Iraqi refugees are vulnerable to discrimination and harassment. Regional areas in Australia
generally lack the culturally diversity of major cities, and perceived cultural differences can provide
the foundations and justification for exclusion [53]. Iraqi people living in Taraville are often perceived
as non-nationals, as foreigners, as people from a country where Australians are fighting (and dying),
and as Muslims. These discursive strategies help to legitimize inequality, alienation, and
powerlessness, and serve to disenfranchize Iraqi people from full participation in Australian life.
4.3. Access to Services
Taraville is approximately 220 kilometers (136 miles) from Melbourne, Victoria’s capital city, and
sixty kilometers (36 miles) from the nearest large regional town with facilities such as a Centrelink
office (for income support and assistance with employment, provided by the federal government),
health specialists, fully operational English language classes for adults, and intensive English classes
for school-age children. There is limited public transport to this larger town. Accessing facilities,
resources, and official government agencies in this town imposes hardships on migrants, and others,
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with limited mobility, language barriers, who are caring for young children or sick relatives, or who have
mental and/or physical health issues that make travel difficult. As Sarah, a service provider, noted:
We have outreach posts, but we don’t have a Centrelink officer. So if you have problems with
Centrelink, you have to go to the next largest town. Same with specialists: from mental health, to
gynaecologists to opthamologists, you can’t get those sort of services here.
This regional town is responsible for allocating certain funds and resources such as the provision of
language lessons (ESL—English as a Second Language) through the local post-secondary technical
and further education college (TAFE). Participants reiterated the need for adequate provision of
English language lessons, yet this need was not being met by resource allocations. This funding and
resource problem relates in part to the fact that the regional town, with a large immigrant and refugee
population of its own, is already stretched in its capacity to offer services. Laura was an ESL teacher
employed by the TAFE to teach the Iraqi women English, and she saw little local support: “There
wasn’t much support because it [language tuition] was centralized in [the next largest town] and that’s
where the main emphasis was; we just got left out of the loop. There was not the recognition of the
Iraqi community in Taraville.”
There are some 250 cultural and linguistic groups in Australia [54]. Yet Australia functions as a
monolingual society and English language skills are imperative to successful settlement. Without
language skills, refugees are excluded from many aspects of life, including employment, education,
access to services, and social interaction [3]. However, as Jennifer, another ESL teacher, commented,
refugees faced significant difficulties in gaining English language proficiency: “The main issue here is
access to English, because it drops in and out. There has been no consistency, and you can’t learn a
language without consistency, so access to English is probably the biggest issue that Iraqi people
face here”.
During the period of field research, the English classes stopped altogether when the childcare
worker, available to care for the children of women attending English classes, found other employment,
and a replacement could not be found. After this, many Iraqi women stopped attending classes because
they had pre-school aged children and had no childcare. This example indicates the disjuncture
between refugee settlement entitlements and the reality of resettling in regional areas, where there is
often a shortage of resources and qualified personnel. Some Iraqi women were forced to seek medical
care from the emergency department at the nearest hospital, and to incur the cost of this personally, as
a result of multiple factors that inhibited their access to appropriate services. These included the
availability of only one part-time woman doctor, only one Iraqi (male) doctor who was excessively
overworked, a lack of interpreting services within the local social and health sectors, and limited
options through Medicare, the universal health insurance system which enables Australians to have
access to free or low-cost medical, optometry and hospital care. Shama, an Iraqi woman in her early
twenties, reiterated the difficulties she and her compatriots faced in accessing medical services
in Taraville:
The problem is if we have a health problem or if we need an operation we have to go to
Melbourne. In Melbourne you can find the doctors all around you at the hospital, in Taraville
this is not the case. In Melbourne, most of the doctors use Medicare ‘bulk billing’, which covers
the costs, but here sometimes no, like the dentist is too expensive in Taraville.
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Do you get your teeth seen regularly?
If I have a problem, if I have pain in my teeth, then I go to the dentist.
But what about check ups?
We have no check-ups in our diary; only when we have a problem we go.
In Taraville, people lack dental services subsidized under Medicare; this is a common problem in
regional Australia. They also lack specialist health services, a local Centrelink office and comprehensive
English language classes. In addition, no agencies were available to deal with acute problems such as
domestic violence and emergency housing, either for refugees or for anybody else in the community.
Government and health related services information was not available in translation. In addition, the
capacity of the health care workers in the town to provide comprehensive care was threatened by low
numbers of practitioners and high turnover of health care staff.
4.4. Mental Health
As previously mentioned, the majority of Iraqi immigrants in Taraville have entered Australia
through the humanitarian program. The major risks to immigrant and refugees physical and psychological
health owing to torture and trauma as well as those forced to flee their homes due to war, chaos and
threat of persecution are well documented [55].
In addition, post immigration—the period that marks the arrival of the new immigrant to the host
country—is often experienced as a time of crisis, stress and adjustment resulting from language
difficulties, social and economic strain, social and cultural alienation, discrimination and status
loss [56]. The crisis is even more striking for asylum seekers held in detention, as the long delay in
status determination (and security clearance once refugee status is determined) is often accompanied
by deterioration in mental health due to anxiety, depression, and the worsening of PTSD symptoms.
Some among the Iraqi community suffer from depression and other mental health problems. One
service provider spoke of both men and women she knew suffering variously with mild depression,
anxiety, bipolar disorder, and one who had ‘psychotic episode’ in a language class she was teaching.
Similarly, Iraqi women recognized various mental health issues, as Zara explained:
Here it is more [depression], I think. I know friends, they are sick, Iraqi people, they are sick.
They didn’t have this when they were in Iraq, but when they came to Australia they have this
thing. They are always desperate, miserable and nervous. They are lonely in Australia; they
don’t go out a lot and mix with other people.
The town, and other rural centers with growing numbers of refugee settlers, lack the specific
counseling and psychiatric services needed to treat those suffering from serious mental health
problems, and are unable to meet the unique needs of victims of torture and trauma. Whilst general
medical services are available to Iraqis, more specialized facilities are not always easily accessible, as
Anne, a maternal and child health nurse, described:
It is a problem with every depressed lady, doing something about it, there are no options in
Taraville. We got to the stage that we would send people to a counselor and she would do an
initial counseling session and then she would say, ‘there is an 18 months waiting list’, and that
wasn’t her fault either. But when someone has actually made the effort when they are depressed
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to go and see a counselor then that does nothing for their confidence in the system and that
someone is going to help them. Then we have the mental health team, and the mental health
team has got very strict criteria, and if they don’t fit into those criteria, they say ‘No we can’t see
them’. Then you think—what am I going to do with them? To me, that’s not a very good service,
because you’re not helping them, you are actually making it worse.
Yet even if such specialized facilities were available, there is also a perception that non-Iraqi
counselors, psychologists and psychiatrists may be unskilled in recognizing and treating Iraqi people.
In addition, Iraqi people did not perceive loneliness and depression as matters warranting discussion
with health professionals, as these were considered to be ‘personal’ rather than medical problems.
5. Discussion
Many migrants and refugees have settled successfully and remain in regional locations in Australia,
attributed to a welcoming community, strong local networks of volunteers, and access to employment.
A closer look at the settlement experience of some seemingly well settled and employed newcomers
reveals the challenges that often come along with settling in a regional location. A growing number of
refugees have resettled in locations that have seen demographic decline and out-migration due to
limited opportunities. Here, they are expected to accept and retain low skilled jobs, with poor working
conditions and discrimination. Such circumstances reflect structural vulnerabilities that combine to
constrain life possibilities and impact upon physical, mental and social wellbeing, resulting in poor
health outcomes. Difficulties that are particularly prevalent in the lives of the participants in this study
included barriers to health and welfare services, but also, as we have noted, access to language classes
and interpreters, and the challenges of social isolation and poverty. Participants often experienced
overt discrimination due to perceived cultural differences and were perceived as unfair competitors
and freeloaders on the limited welfare safety system. In combination, such forces help to legitimize
inequality, alienation, and powerlessness, raising key questions of the health-related rights of any
population. The public provision of support services to meet the needs of specific refugee groups is
highly problematic, given the diversity of languages in Australia. An additional difficulty exists with
the provision of mainstream services to refugees and other humanitarian settlers who do not perceive
that they are entitled to services and lack the knowledge to access them, raising the question as to
whether they are being adequately served by the needs-based and targeted system of service delivery
of both specialized settlement and mainstream services. Following Cartwright [5], much of what we
have explored in this article can be regarded as a result of “the consequence of institutional or
organizational practices and policies that have unequal effects on certain groups though they are neither
designed nor intended to have such effects” [57]. The intention of regional and rural resettlement was
to ensure that migrants participate equitably in Australian society as soon as possible. Instead,
however, they are subjected to limited access to employment, social services and health care
provisions that expose them to various health hazards, and discrimination which alters the social
opportunities for them to function as citizens.
Regional settlement of migrants and refugees is promoted by the Australia government as defusing
pressures of congestion and negative reaction in metropolitan cities, while assisting population decline
and skills shortages in regional and rural areas [58]. Regional settlement, however, is not an easy
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policy domain, in terms of population management, basic rights and entitlements and their associated
public health implications. Yet despite the shortcomings outlined in this paper, regional and rural
settlement of migrants and refugees in Australia is so far a success, compared to the resistance to
immigration and multiculturalism from local governments and small town and rural communities in the
United States [58,59]. In Australia, resettling migrants and refugees and building sustainable
communities in regional and rural areas are major migration and settlement policy goals for all levels of
Australian government [59]. However, our research presents evidence of substantial gaps between
policy rhetoric and reality. Research into regional refugee settlement is in its infancy in Australia and
elsewhere, but it is commonly acknowledged that successful regional settlement is dependent on
economic and social capacity building, and integrated needs-based settlement services. These
include adequate service provision specific for refugee needs, employment and housing opportunities,
adequate mainstream services (health and education) supportive host community and involvement
of both host and refugee communities in the planning and implementation of settlement
programs [21,22,59]. Regional settlement is complex, and the challenges faced by resettling
communities draw attention to the structural disadvantages and constraints experienced by all people
in rural areas.
6. Conclusions
Following the 2010 federal election in Australia, rural and regional issues received much attention
because three independent members of parliament from rural electorates hold the balance of power.
These members have lobbied for a ‘better deal for the bush’, for more funding for rural development,
including to address problems associated with structural adjustment, and have taken advantage of their
strength in parliament to press for political promises to be met [60]. Their focus on rural and regional
communities served to highlight rural concerns, including broadband internet delivery, bush suicide,
rural health and hospital closures, rural debt, and rural education. Refugee resettlement was another
explicit concern at the time of the concern, and has continued to be a field of controversy with respect
to how and where asylum seekers should be assessed, as well as to their settlement and support. The
decisions made in these domains have political and policy ramifications, in Australia and in other host
countries. But they also have human rights dimensions which to date have received little public
attention, and everywhere, the operationalization of these rights have implications for public health
professionals and the administrative systems within which we work.
In this article, we have highlighted some of the structural vulnerabilities faced by refugees resettled
in regional areas. Low socio-economic status, language dispossession, and insufficient and poor
familiarity of health, welfare and other services (e.g., housing assistance) inhibit successful resettlement.
These factors compound to reinforce social disadvantage and a poorer standard of living. In the context
of questioning the rights of refugees, both to refugee status and to standard government support, the
contributions they might bring to their new home are largely overlooked [61]. However, the gains of
migration cannot be accrued unless investment is made in their settlement. This investment needs to be
formulated with the ultimate goals of social inclusion, freedom from discrimination and access to
economic resources. In this sense, there is a critical need for the recognition of the effects of social
positioning on health and well being, legitimized through evidence-based practice to increase the
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allocation of resources (medical, social service, and political) [8] to improve the settlement
experiences of refugees.
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