


P
hy

si
ca

l H
ea

lth
 C

ar
e

4

37

Physical Health Care

M E D I C A L  H I S T O R Y  A N D  E X A M I N A T I O N

Be aware of the impact of your own culture on your work.
For example, your confidence in a western biomedical
approach may lead you to overlook or dismiss alternative
beliefs or viable practices held by clients from another culture.

The Victorian Foundation for Survivors of Torture Inc.33

Table 7
I S S U E S  TO  C O N S I D E R  I N  H I S TO RY  TA K I N G  A N D  
M E D I C A L  E X A M I N AT I O N

Check for/
consider 

Anaemia

Breast and
cervical screening

Chronic medical
conditions

Dental review

Developmental
screening
(children)

Family planning

Female genital
mutilation (FGM)

Notes 

Iron deficiency anaemia is common, particularly in women
and children. Sickle cell anaemia may occur in those from
Africa, and occasionally the Middle East. Alpha and beta
thalassaemia may occur in those from the Middle East.

This requires sensitivity, including possible referral to a
female practitioner (see page 83).

These may be exacerbated by delayed diagnosis, poor
management, and periods without treatment or
management in the country of origin.

Dental problems may be related to lack of dental care,
poor diet and/or injuries caused by torture. Treatment of
dental problems can contribute to psychological recovery.
Dental decay may become worse after arrival in New
Zealand due to dietary changes.

Developmental delay may result from chronic infections in
childhood (eg, cerebral malaria) and/or recurrent illness
and environmental deprivation due to war and famine.

Family planning programmes are a low priority in conflict
situations and are not encouraged in some religions and
cultures (see page 84).

This is prevalent in women from the Horn of Africa in
particular. It has impact for antenatal, obstetric and
gynaecological management (see page 86).

The following notes on Table 7 may be helpful for an initial
consultation, particularly when taking a medical history of the
client or carrying out a medical examination.

Continued overleaf
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I S S U E S  TO  C O N S I D E R  I N  H I S TO RY  TA K I N G  A N D  
M E D I C A L  E X A M I N AT I O N  ( C O N T I N U E D )

Check for/
consider 

Hearing
impairment
(screening)

Immunisation
review

Infectious and
parasitic diseases

Mental health

Nutrition

Rheumatic heart
disease

Notes 

Hearing problems may be due to past or current infection,
exposure to explosive noise in war zones, or blows to the
head in conflict and torture. Hearing impairment in
children may lead to developmental problems and learning
difficulties.

See pages 46-48 for further information.

See pages 48-60 for further information. 

Anxiety, depression, post traumatic stress disorder
(PTSD) symptoms and other mental health disorders are
common psychological sequelae of trauma and torture.
Regressive behaviour in children (eg, thumb sucking,
bedwetting) may indicate anxiety. 

Consider:
• weight/height body mass index (BMI). For children,

weight and height percentiles and a weight history
• if recent weight loss, consider food insecurity, illness,

diabetes, etc.
• if excessive recent weight gain, consider primary factors

(eg, high fat/high sugar intake, local foods such as
Coke, chips)

• iron deficiency anaemia, especially in women and
children

• malnutrition associated with intestinal parasites 
• micro-nutrient deficiency disorders
• advice on folate supplement to women of child-bearing

age
• new diet-related disorders (eg, non-insulin dependent

diabetes mellitus)
• eating disorders associated with torture and trauma

experiences (eg, poor appetite, anorexia, excessive
consumption) 

• caffeine, alcohol and tobacco consumption may
exacerbate anxiety and PSTD symptoms

• economic constraints/unfamiliarity with local foods.

This is more common in developing countries. It may not
have been diagnosed, or if diagnosed may have been
poorly managed.

Continued on next page
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I S S U E S  TO  C O N S I D E R  I N  H I S TO RY  TA K I N G  A N D  
M E D I C A L  E X A M I N AT I O N  ( C O N T I N U E D )

Check for/
consider 

Sexual assault/
sexually
transmissable
infections (STIs)

Skin disease

Tuberculosis (TB)

Visual impairment

War and torture-
related injuries 

Notes 

Extreme sensitivity is required. See Rape and sexual
assault on page 62 before offering sexual health
screening. Some men may have been sexually assaulted
also. Consider offering sexual health checks routinely to
adolescents and adults, especially HIV testing for those
from high prevalence groups, with appropriate pre-test
counselling. While this screening may have been done at
Mangere, ongoing screening is advised.

Check for ulcers, fungal skin disease, scabies, lice and
secondary infection and, less commonly, parasitic related
skin disease. Also leprosy.

Maintain a low threshold of suspicion for TB 
(see page 64).
Note:
• TB is very prevalent in developing countries, with

increasing incidence associated with the HIV pandemic
and deteriorating health/social welfare.

• Refugees from the Horn of Africa may have received
partial treatment with one or more drugs.

• Many refugees will have received a Bacillus Calmette-
Guerin (BCG) immunisation in their own country. The
degree of protection this confers is unclear, but it is
thought to be around 50% in adults and up to 80%
effective against the more serious forms of TB (eg,
meningitis, bone, kidney, joint) in children. 

• If TB suspicion is high, particularly if productive cough
is present and the patient is acutely unwell, consider for
immediate referral to hospital infectious diseases (ID)
service.

Impairment may result from past or current infection (eg,
trachoma) or deficiency (eg, vitamin A). 

Check for evidence of old fractures, tendon or nerve
damage, mine injuries or other untreated or poorly
managed trauma. 
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Table 8 below sets out common health issues by region.

C O M M O N  H E A LT H  I S S U E S  I N  R E F U G E E  P E O P L E

C O M M O N  H E A LT H  I S S U E S

This section of the handbook lists in alphabetical order some of
the more common health issues among refugee groups. Specific
women’s issues can be found in Section 6: Refugees with
Special Health Needs: Women, page 81.

Body modification
Virtually all cultures engage in some sort of body modification, such
as tattooing or piercing. The reasons for this are complex and may
relate to personal enhancement, hygiene, rites of passage,
traditional healing and other sociological reasons. Some of these
practices are temporary, such as henna paintings on the
extremities, which is considered by some Middle Eastern groups to

Table 8

Iran, Iraq, Afghanistan

Specific medical issues:
• anaemia – iron deficiency anaemia,

particularly in women and children
• breastfeeding (needs promoting

owing to decline in breastfeeding) 
• back complaints
• chronic gastro-intestinal disorders
• eye disorders (resulting from dust

storms)
• dental problems
• incomplete immunisation 

(adult and child)
• infectious and parasitic diseases
• nutritional deficiencies (eg, vitamin A,

folic acid, B12).
• poorly controlled chronic medical

conditions
• thalassaemia (alpha and beta)
• untreated war injuries, especially

shrapnel wounds
• anxiety and depression

Horn of Africa

Specific medical issues:
• anaemia – iron deficiency anaemia,

particularly in women and children
• anxiety, depression
• child development issues
• eye conditions, eg, trachoma,

keratomalacia, cataracts in elderly,
pterygia

• FGM and related issues
• gastro-intestinal disorders
• incomplete immunisation – (adult

and child)
• infectious and parasitic diseases,

including vivax malaria relapses
• sickle cell anaemia
• thyroid disease
• vitamin A and C deficiency diseases
• women’s health and family planning

S P E C I F I C  H E A LT H  I S S U E S  F O R  R E F U G E E S  
F R O M  D I F F E R E N T  R E G I O N S
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have healing properties. Other procedures such as scarification
are permanent and may involve procedures such as cutting,
burning or piercing. While most of these procedures are harmless,
some are not, or may be mistaken for serious pathology. 

Minor procedures may include:

• amputation of the uvula in some African groups – a traditional
healing practice

• ‘coin rubbing’ among South East Asian cultures – traditional
healing where the edge of a coin is rubbed over the skin
producing a red stripe that may be mistaken for child abuse 

• artificial penile nodules in South East Asian men – where
foreign bodies are implanted under the skin of the penis to
enhance sexual performance

• scars or lesions, especially in African cultures – found on the
trunk or face, and other parts of the body; the cutting or
burning procedures producing the scars or lesions may have
been done for ritual reasons, body enhancement or for
traditional healing

• male circumcision, particularly among Muslim males. 

An example of a major procedure is female genital mutilation
(FGM) see page 86.

Circumcision (male)
Male circumcision is widely practised in many of the countries from
which New Zealand draws its refugees. For religious and cultural
reasons many refugee parents in this country will require that their
sons be circumcised. This service is not freely available through
District Health Boards. Where it is available, refugees are
expected to meet the costs. GPs who are faced with requests for
male circumcision may need to find the most cost-effective service
for their client and refer appropriately.

Complementary therapies
Many refugees come from countries where traditional medicine
such as herbalism is widely practised. Care provided by our health
system can be complemented with the use of such therapies as
herbal medicine, relaxation and tactile therapies, such as massage.
Such therapies may be helpful for those who are concerned about
the side effects associated with conventional medications. 

Tactile therapies can also assist in re-establishing the mind-body
connection commonly blocked in survivors of trauma and torture.
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Dental disease
Many refugees and asylum seekers arrive in New Zealand with
advanced or untreated dental disease, most having received little
or no dental care for years. Disease levels vary on arrival, with
many of those from poorer countries showing lower levels of
decay. However, many refugees, particularly those who are
marginalised because of language, social and economic factors,
subsequently go on to develop high levels of dental disease. This
is largely due to increased consumption of sweet foods and drinks.
Infants and children are particularly at risk. 

Dental health services available

• Children: up to the end of school year 8, children are eligible
for free dental care from the District Health Board School
Dental Services (SDS).

• Adolescents: from school year 9 until their 18th birthday,
adolescents can receive free dental care from general dental
practitioners (GDPs) who participate in the Adolescent Dental
Scheme.

• Adults: only limited publicly-funded dental care is available for
adults, usually for urgent conditions such as toothache or facial
swelling. Clients receiving a benefit may be eligible for a
Special Needs Grant. Subsidised treatment for urgent
conditions is also available from Dental Services at major
hospitals, and from some GDPs. Services available vary
considerably from region to region.

Accessing dental health services may be challenging for refugee
clients. School children may be given a letter to advise them to
register with their local SDS. However, language or literacy
problems may mean that the letter is not read and the child not
registered.

Parents of preschool-aged children need to contact the SDS to
arrange for their children to receive dental checks and treatment.
Families will also need to choose and contact a GDP for
adolescents to receive dental care. GPs, nurses and other health
care providers are an important link in assisting refugee families to
make contact with the appropriate dental services. 

D E N TA L  T I P

GPs and nurses can play an important part in identifying early
tooth decay in children. The technique is simple – lift the child’s
lip and look at the top front teeth. Before a cavity forms, tooth
decay presents as white chalky areas near the gum.

General dental practitioner
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All adult quota refugees are screened for HIV infection as part of
the health screening programme offered at Mangere. Asylum
seekers and family reunification refugees, however, may not have
been screened. 

HIV infection among quota refugees is, at the time of writing,
confined to those from Sub-Saharan Africa, South East Asia, or
those who have spent time in those places.35 African refugees now
consistently represent a significant number of the new HIV
diagnoses in New Zealand each year. From January 1996 to June
2000, 104 African people were diagnosed with HIV in New

Failure to thrive in children under two years
Refugee children may have had previous periods of acute and /or
chronic poor growth due to inadequate energy intake, illness or
both. This may not only have affected their weight and weight gain
but also their height, resulting in stunting. With adequate
subsequent intake and appropriate management of illness, weight
will be regained but height may not be. 

Examinations should include developmental problems (eg, cerebral
palsy), congenital disorders (eg, heart disease), chronic infection
(eg, tuberculosis), and intestinal parasitic infections. Rarely HIV
infection may be implicated. Other investigations could be
considered, such as full blood examination (FBE), urinanalysis,
urine microscopy, culture and sensitivity (MCS), Guthrie test for
phenylketonuria (PKU), thyroid function tests, or chromosomal/
hormonal analysis. Screening for visual and hearing impairment is
also recommended.

Current failure to thrive may also be caused by nutritional,
environmental, social and psychological factors as well as
diseases. Psychosocial problems and organic problems may
coexist. Consider referral to a paediatrician where necessary. 

Hepatitis B
Quota refugees will have been screened for hepatitis B and C,
along with other conditions. Those with these infections should be
managed according to current protocols. It is important that these
clients receive good education about transmission and safe
practices.

HIV infection

“Having AIDS in our culture from a social perspective is a
complete catastrophe. AIDS is considered a terrible disease
and is extremely shameful. If you have it, you will lose your
friends and family, you might be cast out by society and left
on your own. It is almost better to die than to tell people
that you have AIDS.”

Ethiopian woman34
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Zealand. This represents 27.2 percent of the total new diagnoses
in New Zealand for this period.36

The socio-cultural issues of HIV

It is important to understand the cultural and social context of HIV
within refugee communities, and the significant impact this has on
HIV. For example, HIV is generally regarded as a source of shame
and fear among most refugee groups in New Zealand.37 For this
reason, many refugees choose not to tell anyone in their community
that they are HIV positive. They therefore live with an enormous
burden of silence and a constant fear of exposure and ostracism.
Even disclosure to husbands or wives can be difficult,38 and
presents a challenge to health providers. Secrecy increases the
potential for spreading HIV infection. Women are particularly
vulnerable if partners who are HIV positive resist the use of
condoms.

The fear of exposure may impact negatively on care and treatment.
For example:

• consultations with GPs may be missed for fear of the family
finding out, or meeting someone they know in the waiting room
or hospital

• using an interpreter from the client’s community during a
consultation may lead the client to withhold information for fear
of the interpreter breaching confidentiality, or may result in the
client missing the appointment

• medicine must be hidden from others in the household

• health workers may not be able to visit the client at home

• clients with HIV often will not access the usual support
networks in their community

• they may miss doctors’ appointments because they cannot ask
friends or family for transport to the clinic for fear of raising
suspicion

• treatment may be compromised because HIV regimes are
complex and the client may be afraid to seek advice and
support from health workers for fear of attracting attention.

In addition to the burden of secrecy, fear and isolation, many
refugees with HIV are also processing the pain and trauma of their
experiences, the grief of all their losses and the day-to-day
challenges of resettlement. This means that their coping capacity
may be limited and their emotional resources for working through
the issues of living with HIV may be severely compromised.39
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How do I manage the many issues facing 
a refugee client with HIV?

Where a client with HIV is clearly not managing emotionally,
socially or psychologically, consider consulting with, or referring
the client to, specialised HIV support agencies, such as
Community AIDS Resource Team (CART) in Auckland, or the NZ
AIDS Foundation (NZAF) centres in other cities.

Education about HIV is crucial. Memory and concentration
problems are common features of the refugee experience, so clear,
careful explanations may be necessary. It is important to cover the
following issues with the client:

• HIV is not AIDS

• while HIV may not be curable it is treatable

• the possibility of a long life even with HIV

• the need to comply with medication once this has commenced 

• the ways in which HIV can be transmitted, including non-sexual
transmission 

• the need for safer sex

• the myths around HIV – for example, it cannot be caught from
sharing cups, holding hands, etc.

• they will not be sent home because they are HIV positive

• all information will be kept confidential unless this poses a
serious public health risk.

For those who have some literacy, a comprehensive range of HIV
education material for refugees is available in English and some
African languages (see page 103).

Women and HIV

HIV among African refugee women is a growing concern, with the
rate being nearly as high as for men. Issues for GPs to be aware
of include:

• women wanting to have children

• issues around safer sex and contraception.

HIV testing during pregnancy is important. If a woman with HIV is
pregnant or considering pregnancy it is vital to refer her to
appropriate services. Early intervention and appropriate
management can reduce the risk of mother-to-child transmission of
HIV from around 30 percent to less than 2 percent.40

GPs should ensure that all refugee clients from high-prevalence
areas have been tested for HIV. Further HIV testing should be
offered to clients from these areas on a regular basis. 



Immunisation
Many refugee people may have incomplete immunisation or
unsatisfactory records of vaccination. Procedures for obtaining
prior consent for vaccination are outlined in the Immunisation
Handbook, Ministry of Health (Code 4354), and should be
followed for both adult and child immunisation. This handbook is
available, free, from your local Public Health Service.

Quota refugees: screening at Mangere for 
immunisation status
Children
The immunisation status of children of quota refugees is based on
serology, parents’ recollection (parents are asked specifically if oral
polio vaccine (OPV) has been given) and records if available.

If the parent indicates that the child has had a full programme, the
course is not restarted. However, the serology for hepatitis B (hep
B), measles and rubella is checked and the relevant vaccination
given if needed. Most vaccinations are not given at Mangere, but a
recommendation is made to the GP who will be providing care to
the refugee. Haemophilus influenzae type b (Hib) is assumed not
to have been given, and the appropriate dose recommended. 

OPV is a special case. It is not given if any family member has HIV
infection, or if it has not been used in the family before. In these
situations inactivated polio vaccine (IPV) is given, or advice sought
from an infectious disease specialist. Only IPV will be given from
2002 in New Zealand.

Children under the age of 15 months who have no detectable
measles IgG are brought to the attention of the GP. They may need
to be vaccinated before the due date on the immunisation schedule
if a measles epidemic starts, and then re-vaccinated later, or the
advice of an infectious disease specialist sought. Babies with
positive measles serology should still be vaccinated at the due
date, as the antibodies may be maternal.

Adults
Serology is usually used to assess immunisation status in adults. It
is assumed that DTP has been given, and usually only Td is
recommended. Hep B vaccination up to the age of 16 years is
recommended, following Ministry of Health recommendations.
Adults should be offered a course of IPV.

It is recommended that measles/rubella vaccination is offered to all
adults if they are sero-negative in order to prevent epidemics and
infecting children or grandchildren.

46
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Table 9
I M M U N I S AT I O N  I N  R E F U G E E  C H I L D R E N

• Offer a primary course if there is no satisfactory
history or documentation.

• Aim to bring up-to-date with NZ immunisation
schedule.

• Vaccinate all children up to 16 years of age if there
is no satisfactory history or documentation.

• Serology is not necessary prior to or after vaccination.

BCG should be offered to children under five years old
from ‘high incident’ countries* if they have not had a
previous BCG immunisation and if a pre-vaccination
Mantoux test is negative. A child with a positive Mantoux
test should be considered for Isoniazid prophylaxis.

Babies born in NZ to refugee parents may be at
increased risk of TB and should be offered BCG
vaccination if they:
• will be living in a house or family with a person with

either current TB or a past history of TB, and/or
• have parents or household members who have lived

longer than five years in countries where there is a
high incidence of TB and/or

• during their first five years will be living for 3 months
or longer in a high incidence country.

*High incidence countries are all countries except:
Australia, Austria, Belgium, Canada, Czech Republic,
Denmark, Finland, France, Germany, Greece, Holland,
Iceland, Ireland, Israel, Italy, Luxembourg, Malta,
Monaco, New Zealand, Norway, Slovakia, Sweden,
Switzerland, United Kingdom and the United States.

See Ministry of Health publication Guidelines for
Tuberculosis Control in New Zealand 1996 for further
information on BCG or Mantoux testing or consult
your local Public Health Service.

Standard childhood
immunisations

Hepatitis B
vaccination  

BCG 

Immunisation: asylum seekers and family 
reunification refugees

The immunisation status of those who may not have been
screened, such as asylum seekers or family reunification refugees,
will need to be clarified. 

Tables 9 and 10, based on Ministry of Health recommendations,
may be useful in offering appropriate immunisations to adults and
children.

I M M U N I S AT I O N T I P

If there is any doubt about whether immunisations
have been given, consider offering the full course.

Public health nurse
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Table 10
I M M U N I S AT I O N  I N  R E F U G E E  A D U LT S

Notify all acute cases of hepatitis B to the Medical Officer
of Health and discuss the need for vaccine and hepatitis
B immune globulin. Note: 
• serology recommended (HBsAg, HBsAb) before

vaccination.
• provide to:

– susceptible household contacts of acute/chronic
carriers

– susceptible sexual partners of hepatitis B carriers.

Not routinely recommended (see Guidelines for
Tuberculosis Control In New Zealand 1996 or the
Immunisation Handbook).

• Offer MMR to all seronegative women of child-
bearing age. Rubella vaccine is available for women
not wishing to have MMR.

• Women must not be pregnant or planning pregnancy
for the next 3 months at the time of immunisation.

• Offer a primary course if no satisfactory history or
documentation (eg, IPV, Td, MMR). 

• Check for previous history of diphtheria or tetanus
immunisation. If they have not received a primary
course they need 2 doses at one month intervals
followed by a third dose to complete the primary
course.

Hepatitis B
vaccination 

BCG 

Rubella 

Standard childhood
immunisations 

Adult diphtheria
tetanus 

Infectious and parasitic diseases
Infectious and parasitic diseases are common in many of the
countries from which refugee people originate. While quota
refugees will have been screened for a number of these diseases,
many asylum seekers and family reunification refugees will have
received little or no screening. When examining those who have
not been screened consider the following:

• TB infection and disease should always be considered in
refugee groups.

• HIV is increasingly common, along with other sexually
transmitted infections (STIs), but testing needs to be carried

T I P

In those from communities with a higher HIV incidence, such
as African communities, consider offering screening routinely.
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out in a sensitive manner with informed consent and
appropriate counselling.

• Some helminths infections (strongyloids, opisthorchis,
schistosomiasis) may be asymptomatic and persist for many
years before causing serious disease.

• Those with hepatitis B or hepatitis C should be managed
according to current protocols.

For those who have some literacy, free resources, in English, on
some infectious diseases including TB, HIV and hepatitis B and C,
are available, free, from local Public Health Services. 

Table 11 below sets out signs and symptoms of common infectious
and parasitic diseases found in countries of origin. Maintain a low
threshold of suspicion for these conditions and refer appropriately.

Table 11
I N F E CT I O U S  A N D  PA R A S I T I C  D I S E A S E S

Diseases to consider 

dengue * acute schistosomiasis
– rash, purpura, rickettsial disease

petechiae, hepatomaly sickle cell crisis +/- sepsis
filariasis strongyloides
leishmaniasis trypanosomiasis
leptospirosis* TB (pulmonary, extra-
– conjunctivitis, pulmonary) 

meningitis, jaundice, typhoid*
petechiae typhus*

malaria viral haemorrhagic fevers*
meliodosis* yellow fever
– acute septicaemia or – fever, jaundice, bleeding

more chronic meningococcal meningitis*/
septicaemia

leishmaniasis worms/parasites
TB HIV/AIDS

amoebic liver abcess rickettsial disease
brucellosis septicaemia
haemolysis and sepsis TB 

(sickle cell) typhoid
hepatitis typhus
leptospirosis viral haemorrhagic fevers  
malaria Q fever

amoebic dysentery shigella
note: exclude before – may be very resistant 
giving steroids for typhoid
inflammatory bowel malaria
disease

Symptoms 
and signs

Fever/High Fever

General ill health, 
Weight loss 

Fever and
Jaundice 

Fever and 
diarrhoea/colitis 

Continued overleaf
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I N F E CT I O U S  A N D  PA R A S I T I C  D I S E A S E S  ( C O N T I N U E D )

Diseases to consider 

parasites schistosomiasis
eg, strongyloides, 
giardia, salmonella, 
shigella, cholera, 
campylobacter, 
amoebiasis 

cerebral cysticercosis sickle cell disease (infarction)
malaria trypanosomiasis
rabies meningitis
– can have a long 

incubation period

cysticercosis schistosomiasis
leptospirosis septicaemia
malaria

dengue sickle cell disease
lyme disease typhus
rheumatic fever

malaria sickle cell disease
– haemolysis – haemolysis 
schistosomiasis

cysticercosis onchocerciasis/loiasis
dracunculiasis parasites
filiariasis trichinella
hydatid disease visceral larvae migrans 

(toxocara)  

ascaris schistosomiasis
hookworm strongyloides
loiasis/onchocerciasis

amoebiasis meningococcal disease 
brucellosis (chronic)
filariasis Q fever
HIV relapsing fever
leishmaniasis rheumatic fever
leptospirosis TB
loiasis/onchocerciasis toxocara
malaria trypanosomiasis
meliodosis typhoid

typhus (some)  

leprosy   

Symptoms 
and signs

Diarrhoea/ 
abdominal 
discomfort 

Acute
neurological
symptoms 
eg, fitting, 
deterioration of 
conscious state

Muscle pain/ 
limb pain

Bone/joint pain

Haematuria/
haemolysis

Eosinophilia

Urticaria

PUO (pyrexia of
unknown origin)

Altered
pigmentation

*skin involvement may be present
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Table 12
I N F E CT I O U S  A N D  PA R A S I T I C  D I S E A S E S  
–  H O R N  O F  A F R I C A

Country 

Eritrea and
Ethiopia 

Somalia

Sudan 

Common

• intestinal
parasites

• giardia/amoeba
• helminths
• hepatitis B 

• intestinal
parasites

• giardia/amoeba
• helminths
• hepatitis B

• intestinal
parasites

• giardia / amoeba
• helminths
• hepatitis B 

May occur 

• dracunculiasis
• hepatitis 

(including E)
• leishmaniasis
• schistosomiasis
• malaria
• trachoma
• TB
• HIV 

• hepatitis
(including E)

• leishmaniasis
• malaria
• schistosomiasis
• trachoma
• TB
• syphilis
• tinea 

• dracunculiasis
• filariasis
• hepatitis 

(including E)
• leishmaniasis
• malaria
• schistosomiasis
• trachoma
• tinea
• TB
• HIV
• syphilis 

Rare/less
common

• diphtheria
• filariasis
• leprosy
• measles
• meningococcal 

disease
• polio
• onchocerciasis
• rabies
• syphilis

• diphtheria
• leprosy
• measles
• rabies
• strongyloides
• HIV 

• diphtheria
• leprosy
• measles
• meningococcal

disease
• onchocerciasis
• polio
• rabies
• sleeping

sickness
• typhoid

What diseases should I be aware of in refugees
from specific countries?
Tables 12 and 13 below set out, by country, common infections
and parasitic diseases.
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Table 13
I N F E CT I O U S  A N D  PA R A S I T I C  D I S E A S E S  
–  I R A N ,  I R A Q ,  A F G H A N I S TA N

Country 

Iran 

Iraq 

Afghanistan 

Common

• intestinal
parasites

• giardia
• helminths
• hepatitis B 

• intestinal
parasites

• giardia
• helminths
• hepatitis B 

• TB
• helminths
• giardia
• intestinal

parasites

May occur 

• amoebiasis
• brucellosis
• cut larva migrans
• cutaneous

leishmaniasis
• hydatids
• strongyloides
• trachoma
• TB

• amoebiasis
• cutaneous

leishmaniasis
• hydatids
• schistosomiasis
• trachoma
• TB 

• amoebiasis
• hepatitis B
• schistosomiasis

Rare/less
common

• leprosy
• rabies
• schistosomiasis

• diphtheria
• leprosy
• rabies
• vivax malaria 

• leprosy
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Notes on unfamiliar infectious 
and parasitic diseases
In New Zealand we do not see large numbers of the infectious and
parasitic diseases listed in this section. However, it is important to
be aware of these infections and to remain vigilant. Where such
infection is suspected, consider immediate referral to an infectious
disease (ID) specialist.

Table 14 below offers brief notes on some of the less common
infectious and parasitic diseases.

Table 14
N OT E S  O N  U N F A M I L I A R  I N F E CT I O U S  
A N D  PA R A S I T I C  D I S E A S E S

CLINICAL/MANAGEMENT NOTES 

Clinical features: dysentery may be
accompanied by weight loss, anaemia,
dyspnoea, blood/mucus in the stool.
Chronic features may include
meningoencephalitis and other organ
involvement, eg, liver abscess.

Note: the pathogenic E.histolytica
cannot be distinguished microscopically
from the harmless E. dispar organism.
Therefore asymptomatic individuals
with E. histolytica/E. dispar in their
stools should not be routinely treated.
Those with symptoms, eg, diarrhoea,
should be referred to an ID specialist.

Diagnosis: this may require:
– stool sample (looking for

haemophagocytic trophozoites)
– amoebic serology (useful in

diagnosis of invasive disease)
– ultrasound/CT scanning (helpful in

liver disease).

Continued overleaf

DISEASES 

AMOEBIASIS

Organism: Entamoeba histolytica.
Amoebiasis occurs mainly in
developing countries in the tropics
and subtropics. There is increased
incidence in refugee camps related to
lack of water, poorer hygiene and
sanitation.

Transmission: the organism is
transmitted through contaminated
food and drinking water. After
ingestion, the cyst breaks down and
enters the colon causing local invasive
disease (amoebic colitis). It can also
invade the liver, lungs and brain
resulting in abscesses.
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N OT E S  O N  U N F A M I L I A R  I N F E CT I O U S  
A N D  PA R A S I T I C  D I S E A S E S  ( C O N T I N U E D )

CLINICAL/MANAGEMENT NOTES 

Treatment: invasive disease: a
nitroimidazole such as metronidazole or
tinidazole. This should be followed by
treatment to eradicate cyst carriage
using a luminally active agent. Such
agents include diloxanide furoate,
iodoquinol and paromomycin. These
agents are not registered in New
Zealand but may be obtained through
their manufacturers. 
Management of invasive amoebiasis
should be in consultation with an
appropriate specialist.

NOTIFIABLE

Clinical features: brucellosis is a
systematic bacterial disease with
protean manifestations. Onset may be
acute but relapsing and chronic forms
are seen, particularly with B. melitensis.
Features include non-specific
symptoms such as fever, headache,
weakness, chills and sweats.
Musculoskeletal symptoms such as
arthralgia, arthritis and myalgia are
seen in acute brucellosis. Arthritis is a
particular feature of relapsing disease
and chronic brucellosis may manifest
with systemic symptoms and arthritis
or consist of localised spondylitis or
uveitis. Depression and chronic fatigue
are significant in chronic brucellosis.
Epididymitis and endocarditis may
complicate brucellosis. 

Diagnosis: definitive diagnosis
requires isolation of the agent from
bone marrow or blood.The diagnosis is
usually made on the basis of serology
and clinical features. When the
diagnosis of brucellosis is considered
discussion with and/or review by an 
ID specialist is appropriate.

Continued on next page

DISEASES

AMOEBIASIS (CONTINUED)

BRUCELLOSIS

Organism: Brucella organisms: B.
melitensis, B. abortus. Brucellosis
usually occurs in those who have
close contact with cows or goats, 
eg, farmers, vets, abattoir workers 
(B. abortus) and those consuming
unpasteurised dairy products 
(B. melitensis). The disease has been
eradicated in much of the Western
world.

Transmission: the Brucella organism
is passed to humans through drinking
infected cow or goat milk.

Incubation period: highly variable,
5-60 days for acute brucellosis.
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N OT E S  O N  U N F A M I L I A R  I N F E CT I O U S  
A N D  PA R A S I T I C  D I S E A S E S  ( C O N T I N U E D )

CLINICAL/MANAGEMENT NOTES 

Clinical features: infections may be
asymptomatic or cause acute fevers,
lymphadenitis and retrograde
lymphangitis. Chronic features may
include hydrocoele, chyluria,
elephantitis limbs/breasts/genitalia,
tropical eosinophilia.

Diagnosis: can be made by the
presence of the relevant filarial
nematode either in a blood smear or in
one of the body fluids. Filarial serology
can be an indicator of previous
exposure.

Management:
– refer to ID specialist
– manage allergic symptoms with

non-sedating long acting
antihistamines

Treatment: diethylcarbamazine or
ivermectin are effective at clearing
microfilariae. Their effect on adult
worms is less well established.

NOTIFIABLE

Clinical features: cysts form and
enlarge slowly over years. Signs and
symptoms depend mainly on the size
of the cyst and consequent pressure.
Very small cysts in the brain may
produce serious results like those of a
tumour, while in the liver a cyst might
grow to the size of a human head
before causing much trouble.

Diagnosis: usually made on the basis
of imaging appearances (ultrasound,
CT) and hydatid serology.

Management: refer to hospital ID
service/specialist. 

Treatment: cyclical albendazole with
percutaneous cyst drainage or surgical
excision depending on location.

Continued overleaf

DISEASES 

FILARIASIS

Organism: several different
nematode filariae species eg,
Wuchereria brancrofti, Brugia malayi.
This infection is widely spread through
subtropical and tropical countries.

Transmission: the causative
organism is transmitted to humans
through the bite of an infected
mosquito. The bite allows the
microfilariae to enter the blood and
infect the human. In lymphatic
filariasis, the microfilariae reside in the
lymphatics, causing elephantitis
(lymphoedema).

Incubation period: 6-12 months
(brancrofti); 3-6 months (Brugia).

HYDATID (ECHINOCOCCUS)

Organism: tapeworm Echinococcus
granulosis. The disease is mainly
found in countries where dogs are
widely used or kept, since dogs are
the host of the mature tapeworm. 

Transmission: worm embryos can be
transmitted to humans by dogs when
for example, a dog licks the face or
hands or contaminates the food of
humans. Once ingested, the organisms
pass through the stomach wall into the
blood, where they are carried around
the body. They may encyst in the liver,
lungs, kidney or brain. 

Incubation period: 12 months to
many years. 
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N OT E S  O N  U N F A M I L I A R  I N F E CT I O U S  
A N D  PA R A S I T I C  D I S E A S E S  ( C O N T I N U E D )

CLINICAL/MANAGEMENT NOTES 

Clinical features: This infection is
characterised by localised cutaneous
ulcers.

Diagnosis: requires demonstration of
leishmania amastigotes within
macrophages in biopsy specimens or
culture of promastigotes from biopsied
tissue. Species identification can be
made by PCR.

Management: refer to ID specialist if
the diagnosis is considered. Initiate
antibiotic if secondary infection
suspected.

Treatment: A variety of agents are
used. Choice depends on the likely or
confirmed strain of parasite. 

Clinical features: the disease is
systemic and can be subacute, chronic
or relapsing. In the acute stage there
may be papule at bite site, fever,
malaise, weight loss, cough, diarrhoea.
Usual features include enlargement of
spleen and liver, fever, anaemia and
generalised lymphadenopathy.
Consider co-existing disease, eg, TB.
HIV/AIDS patients may not have
typical findings. 
Mortality is 75-95% within two years
of infection, if untreated.

Note: consider differential, including
malaria, schistosomiasis, typhoid,
endocarditis, lymphoma, brucellosis,
TB, histoplasmosis, CLL.

Management: refer to ID physician
for definitive diagnosis.

Continued on next page

DISEASES 

LEISHMANIA CUTANEOUS

Organism: protozoa Leishmania spp.,
eg, L. tropica, L. major, L. aethiopica, L.
brasiliensis etc. This protozoan disease
of the skin occurs in the Middle East,
Asia, Africa, Central and South
America and the former Soviet Union.

Transmission: The protozoa is
spread by the bite from an infective
sandfly. While person-to-person
spread may sometimes occur, sexual
spread is rare.

Incubation period: weeks to months. 

LEISHMANIA VISCERAL
(KALA AZAR)

Organism: protozoa Leishmania
donovani. This organism is found in
Africa, Asia, parts of the
Mediterranean and tropical South
America.

Transmission: the parasite is passed
to humans through the bite of an
infective sandfly. The organism
invades mononuclear cells in organs
such as the spleen, liver, lymph
nodes, bone marrow and intestinal
mucosa, causing hyperplasia and
granulomatous reaction.

Incubation period: 2-6 months to 
1 year. 
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N OT E S  O N  U N F A M I L I A R  I N F E CT I O U S  
A N D  PA R A S I T I C  D I S E A S E S  ( C O N T I N U E D )

CLINICAL/MANAGEMENT NOTES 

Diagnosis: full blood examination may
be done. Diagnosis is usually made
from a bone marrow specimen, splenic
aspirate, or liver-biopsy specimen;
amastigotes of L. donovani can be
visualised. Serological testing is also
helpful.

Treatment: (by ID specialist):
stibogluconate, pentamidine, liposomal
amphotericin

NOTIFIABLE 

Clinical features: usually includes
cycles of fever, chills, sweats. Other
features may include headaches,
cough, diarrhoea, vomiting and general
malaise. Splenomegaly can occur, as
can secondary jaundice and anaemia. 
With P. vivax relapses may occur
months to years later.

Note: laboratory tests cannot be relied
upon to exclude malaria. Where there
is reasonable suspicion of malaria in an
acutely ill person, urgent advice from
an ID specialist should be sought. 

Diagnosis: this is done by examining
for parasites in smears of peripheral
blood. A single negative smear does
not exclude the diagnosis. Ideally three
smears should be examined and more
on occasion if clinical suspicion is high.
Semi-immune individuals from endemic
areas may have low level parasitaemia
making detection in smears more
difficult.
Antigen detection tests utilising
monoclonal antibodies to plasmodium
antigen are now utilised in many
laboratories as an adjunct to
microscopy. Tests are now available for
both P. falciparum and P. vivax.

Treatment: 
P. falciparum: refer to hospital ID service. 
P. vivax: refer if unfamiliar with
management or if there is difficulty in
accessing primaquine for eradication.

Continued overleaf

DISEASES

LEISHMANIA VISCERAL
(KALA AZAR) (CONTINUED)

MALARIA

Organism: 4 species of plasmodium:
P. falciparum, P. vivax, P. ovale, P. malariae.
Malaria is common in tropical and
subtropical countries, eg, Africa,
India, Asia, South America and parts
of the Pacific.
P. falciparum is the most dangerous
type of malaria due to potential
complications of cerebral malaria and
renal impairment in acute severe
infections. It progresses rapidly and
may be fatal particularly in non-
immune travellers. Suspect it in any
recent arrival from an endemic area
with fever. Beware of unusual
presentations (eg, diarrhoea).

Transmission: the causative
organism (sporozoite) is transmitted to
humans by a mosquito bite, and is
carried in the blood to the liver cells.
Here the sporozoite divides, releasing
trophozoites into the blood stream
which then invade the erythrocytes.
Trophozoites are periodically released
into the blood often causing the
fevers, rigours and malaise
characteristic of malaria. 
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N OT E S  O N  U N F A M I L I A R  I N F E CT I O U S  
A N D  PA R A S I T I C  D I S E A S E S  ( C O N T I N U E D )

CLINICAL/MANAGEMENT NOTES 

Typical drugs used: 
P. falciparum: quinine, doxycycline,
mefloquine and others on occasion.
P. vivax: chloroquine followed by
primaquine (hypnozoite eradication).

Clinical features: acute
schistosomiasis (Katayama fever) can
result in fever, an urticarial rash and
enlargement of liver and spleen. 
S. mansoni and S. japonicum can result
in liver problems. Signs and symptoms
include diarrhoea (sometimes bloody),
abdominal pain, hepatosplenomegaly
and colonic symptoms. 
S. haematobium leads to urinary
manifestations, eg, dysuria, frequency,
terminal haematuria, bladder and renal
complications. There is an increased
risk of bladder cancer. 
NB. Schistosomiasis infection is
frequently asymptomatic.

Diagnosis: diagnostic screening is
done by blood test to detect anti-
schistosomal antibodies. Definitive
diagnosis requires demonstration of
ova by microscopic examination of
urine or faeces or biopsy material. All
cases must be treated. Serology titre
may not decline after treatment. 

Management: consult or refer to ID
unit/specialist.

Clinical features: while an infected
patient is frequently asymptomatic,
heavy infection can cause jejunal
mucosal abnormalities, and an
absorptive defect, with weight loss. 
Acute symptoms: transient dermatitis,
pneumonitis. 
Chronic symptoms: may be mild to
severe and include:
• abdominal pain usually epigastric

which can simulate peptic ulcer
• diarrhoea
• urticaria

Continued on next page

DISEASES 

MALARIA (CONTINUED)

SCHISTOSOMIASIS

Organism: blood fluke/trematode
Schistosoma spp. Species include: 
S. mansoni, S. haemotobium, 
S. japonicum. Schistosomiasis is
common in fresh water lakes and
rivers in Africa, South America, the
Middle East and Asia.

Transmission: the intermediate host
is a species of fresh water snail.
When humans come in contact with
contaminated water, the cercarial
stage of the fluke enters the human
via the intact skin. Adult worms live
within the human host’s mesenteric or
vesical veins over many years. 

Incubation period: 2-6 weeks after
exposure. 

STRONGYLOIDIASIS

Organism: nematode worms,
Strongyloides spp. The infection is
common in many tropical and
subtropical countries. 

Transmission: larvae of the worms
usually penetrate intact skin, especially
the feet, and enter the blood. Eggs
hatch in the lower gastrointestinal tract
and larvae can re-enter the circulation
thus setting up an autoinfection cycle
which can continue over the lifespan
of the individual. 
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N OT E S  O N  U N F A M I L I A R  I N F E CT I O U S  
A N D  PA R A S I T I C  D I S E A S E S  ( C O N T I N U E D )

CLINICAL/MANAGEMENT NOTES

• eosinophilia
• nausea and vomiting
• weight loss
• weakness
• constipation
• migrating serpiginous rash.
Autoinfection: this leads to increased
parasitic load and can result in severe
disease even death, particularly in an
immunocompromised host.

Diagnosis: consists of visualisation of
larvae in stool, duodenum aspirate, or
in a jejunal biopsy-section. 

Treatment: treat all infections.
Untreated infection may persist for
years due to autoinfection. 
Subsequent immunosuppression (eg,
steroids) may result in hyperinfection
with colitis and polymicrobial sepsis
which is frequently fatal. 
Treatment options include albendazole
and ivermectin. Discussion with an 
ID specialist is recommended.

Clinical features: diffuse conjunctival
inflammation, especially on tarsal
conjuctiva lining upper eyelid. This can
lead to:
• vascularisation of the cornea or

pannus
• scarring of the conjunctiva
• in-turned lashes/lid deformities

(trichiasis and entropion) 
• corneal abrasion leading to visual

impairment, blindness.
Early trachoma is endemic in children
in many developing countries.

Diagnosis:
i. conjunctival swab for culture.
ii. non-culture methods eg, antigen

detection via direct fluorescent
antidody (DFA) or EIA or nucleic
acid detection by PCR or LCR.

Continued overleaf

DISEASES 

STRONGYLOIDIASIS
(CONTINUED)

Communicability: many years.

TRACHOMA

Organism: Chlamydia trachomatis.
Trachoma is common in developing
countries where it is the leading
cause of preventable blindness.

Transmission: the organism is
transmitted by flies or contact with
infected material via hands, towels,
clothing etc. C. trachomatis causes
inflammation of the conjunctiva and
cornea with consequent scarring.
Infection may persist for years if
untreated and causes blindness.
Active disease in hyper-endemic
areas is the result of frequent
reinfection.

Communicability: long term.
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N OT E S  O N  U N F A M I L I A R  I N F E CT I O U S  
A N D  PA R A S I T I C  D I S E A S E S  ( C O N T I N U E D )

CLINICAL/MANAGEMENT NOTES 

Management:
• commence treatment in

conjunction with ID specialist or
refer to ophthalmologist,
particularly in longstanding disease.

• advise patient to observe strict
hygiene control (eg, towels).

• check other family members or
intimate contacts.

Treatment: 
– oral azithromycin (single dose).

NOTIFIABLE

Clinical features: the severity of the
disease varies according to the organs
involved. Symptoms include chronic
cough, fevers, night sweats, malaise,
failure to thrive in children, anorexia,
weight loss. 
In pulmonary TB there may be
haemoptysis; in meningitis chronic
headache; hoarseness in laryngeal TB
(highly infectious). Pain may be
associated with infection in various
sites.

Maintain a low threshold of
suspicion for TB in refugees,
especially if unscreened. 

Management: on suspicion of TB refer
to an ID specialist or respiratory
specialist with an interest in TB. If
productive cough is present a CXR
should be obtained and sputum sent for
AFB examination and culture for TB. 

Treatment: multi-drug therapy
dependent on sensitivities.

DISEASES

TRACHOMA (CONTINUED) 

TUBERCULOSIS

Organism: Mycobacterium
tuberculosis. Prevalent in developing
countries (see page 64). In Asia an
estimated 60-80% of children under
14 are infected. 

Transmission: bacilli may be
transmitted:
• in airborne droplets from those

with lung or laryngeal TB
• by ingestion of infected product

(eg, infected milk).
Once inside the body, the bacilli are
carried in the lymphatics or blood
vessels to organs such as lungs,
joints, kidneys etc. Here they form
tubercules (fine granules) which
multiply and change and lead to
destruction of the organ.

Incubation period: exposure leading
to primary lesion or positive PPD is
about 4-12 weeks. Progressive
pulmonary or extra-pulmonary TB is
most likely to occur in the next two
years, but latent infection carries a
lifetime risk of reactivation.

Communicability: this depends on
such factors as:
• numbers of bacilli in sputum
• virulence of bacilli
• adequacy of ventilation
• degree of closeness of contact.
Prolonged contact carries a higher risk.
Risk of developing TB is highest in:
• children under 3
• adolescents
• young adults
• the very old
• immunosupressed people.
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Medication
Many refugees come from countries where medication is given out
by the health professional during consultation. Refugee clients may
be unfamiliar with the New Zealand system of prescribing
medication. Explain carefully how a prescription works, including
the role of the pharmacist, the likely costs and waiting time, and
how they can get repeats.

Be aware of the following.

• Some clients will have come from countries where receiving
one or more medications at each consultation is the norm. It
has been reported that some refugees in this country leave their
consultations feeling angry, neglected and short-changed if
they are not prescribed medications, or if they are ‘just told to
take Panadol’ every four hours.41 If no medication is indicated
during consultation, or if over-the-counter medication like
Panadol is advised, it may be useful to explain carefully why this
is the case. 

• Many refugees will have been able to self-prescribe antibiotics
and other medication in their countries of origin. They may not
be aware of the consequences of incorrect, under- or over-
dosing or not completing the course of medication. It is
therefore particularly important to emphasise the correct dose
and course of the medication.

• When working with an interpreter, ask them to write the dose
and course in the client’s own language. If the client is unable
to read – and this is often the case – good verbal instructions
through the interpreter are crucial.

• Prescribing may need to take into account a client’s cultural or
religious practices, eg, Muslims may need an alternative to
alcohol-based medication (see page 92).

• Explain such safety issues as safe storage of medicines, expiry
dates, and not sharing medication.

• Costs are a significant barrier to many refugees. Consider the
cost of medications and wherever possible choose subsidised
medications. If this is not possible choose the best priced drug
with equal efficacy.
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Nutrition and diet
Health problems among refugee groups may be related to diet and
lifestyle. Such issues may include the following.

• Nutritionally inadequate diet, sometimes related to unfamiliar
foods: vulnerable micronutrients include iron, vitamin A, vitamin
D and iodine. Anaemia is common, especially in women and
children. As haemaglobinopathies are common, further
investigation of ‘anaemia’ is recommended. If people,
especially children from the Horn of Africa, present with lower
joint pains, bleeding gums or rashes, suspect scurvy.

• Failure to thrive in children (see page 43): this can be of mixed
aetiology and may need investigation by a paediatrician.
Nutritional factors could include insufficient breast milk or
formula, inadequate introduction of solid foods, food allergies
or intolerance. Consider the accuracy of the birthdate and, if
doubtful, x-ray for bone age.

• Inadequate water intake: refugee people may have spent long
periods without access to safe water and may need
encouragement to drink tap water. The recommended daily
intake is eight glasses.

• Lack of education about potentially harmful effects of food: for
example, the relationship between dental caries and sugar
consumption, or high fat foods and obesity, or overweight and
diabetes. 

• A decline in breastfeeding: bottle feeding may wrongly be seen
as a modern, better alternative. Breastfeeding from the day the
baby is born may need to be encouraged.

• Lack of local knowledge about shopping and food preparation
among new refugees, especially young people and single men:
basic skills and information in this area can be given by
dietitians, nurses, GPs and social workers, including how to
select healthy food on a limited budget, accessing food banks,
and sourcing and using food from their culture. Pamphlets on
healthy eating for different age groups are available, free, from
regional Public Health Services. 

Rape and sexual assault
Men, women and children may have been subject to rape or sexual
assault during their refugee experience, but by far the most cases
involve women. In dealing with a disclosure of rape or sexual
assault the same procedure applies as when dealing with other
forms of torture (see page 71). 
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Rape and sexual assault need sensitive management in history
taking, accurate testing, diagnosis of STIs and discussion of
current sexual function. Practitioners may consider referring their
clients to a same-gender practitioner if necessary, or to an agency
that deals with sexual assault, for example, Doctors for Sexual
Abuse Care (DSAC). 

Women who have been subjected to rape may face rejection by
their family and community. They may also suffer a range of
pyschological sequelae. Those who present with symptoms of PTS
may need referral to a psychiatrist, psychologist or counselling
agency, for example a Refugee As Survivor (RAS) centre. 

Women who arrived on the quota programme will probably have
been screened for some STIs. Regardless of whether or not a
women has been screened for STIs, consider referring her to a
service or doctor who has experience in the area of sexual abuse
care, such as DSAC. Reassure women clients that this may not
necessarily involve a vaginal examination. 

When deciding whether to encourage a woman to have STI
screening, take into account the invasive nature of some of these
tests. The anxiety associated with testing, particularly in women
who have undergone FGM, is high. Chlamydia, often
asymptomatic, can be detected by a urine test, which has the
advantage of being non-invasive.

Referrals
When assessing the need for further investigation and/or specialist
referral, be aware that that these services can involve a great deal
of organisational effort on the part of the refugee client. Clients may
require detailed information and practical support when arranging
referrals, including explanations about how a specialist
appointment is made, why the referral/investigation is necessary,
what procedures will be done, how to get to the specialist, where
to go on arrival, how much it will cost, what the client will need to
bring to the appointment, and so on. 

Given the language difficulties and lack of familiarity with referral
services, consider making the first appointment for the client.

With the client’s permission, brief the specialist on the need for an
interpreter and other special needs, including any financial
constraints.

If the client is a woman, she may prefer to be seen by a female
specialist.
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“If someone has TB, everyone in the community will isolate
them. They will often lose their friends because they have
this terrible infectious disease.”

Vietnamese man42

Tuberculosis (TB)

Refugees have increased risk for TB, which is typically found in
deprived, overcrowded living conditions. All refugees arriving on
the quota programme are screened for TB. More than half have
Mantoux (skin test) evidence of TB infection from exposure to the
TB bacillus prior to arriving in New Zealand. The great majority of
these have latent TB infection, that is, they have a positive Mantoux
but no other sign of TB. These people are at risk of developing
active TB disease at any later time in their lives, and may receive
either chemoprophylaxis (treatment for latent TB infection), or
follow-up chest x-rays depending on their age. 

About 4 percent have some sign of the disease, usually on a chest
x-ray. These people are treated with full TB therapy. Only a small
number have infectious TB.43

For those who are screened, the detection, treatment, prevention
and follow-up in New Zealand is effective.44 Full medical reports for
GPs are given to every refugee screened in Mangere, including
guidelines for follow-up for those who have a positive TB result. TB
follow up is the responsibility of regional Public Health Services,
not the GP. 

What about refugees who have not been screened for
TB?

It is important that TB screening is offered to all unscreened
refugees (usually asylum seekers or family reunification refugees)
as soon as possible after arriving in New Zealand. 

Although GPs are not usually responsible for initial health
screening, they should maintain a high level of suspicion for TB.
The usual symptoms are cough, haemoptysis, fever, sweats,
dyspnoea, and weight loss. The disease is often misdiagnosed as
asthma, bronchitis, pneumonia, ‘flu’ or heart failure. Maintain a low
threshold for doing a chest x-ray. If TB is suspected, discuss it with
a specialist without awaiting sputum mycobacteriology. TB may
present in unfamiliar ways, for example, meningitis, skeletal or
genito-urinary TB. 

T B  T I P

“After being caught out, my advice re back pain in a refugee
client – ‘think TB until proved otherwise!’”

GP working with refugees
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“TB is very shameful in our culture. If you have this disease
people think that you have done something wrong.”

Somali man45

The socio-cultural issues of TB

As with HIV, there is deep shame associated with having TB
disease.46 Inadequate treatment of TB in the homelands of some
refugees may have resulted in a high TB mortality rate, so that
many are fearful of the disease. 

Many refugee clients will keep a diagnosis of TB secret from their
community. The burden of secrecy and sense of isolation place an
enormous stress on a client, who may also be struggling with past
trauma and trying to resettle in a new country. Secrecy also
impacts on health care providers; for example, visits may need to
be arranged at a time when extended family members are not in the
home; directly observed therapy (DOT) may be difficult;
compliance with medication may be low; consultations at clinics or
outpatients may be missed due to fear of exposure.47

Managing the client with TB

Careful explanations may be needed due to memory and
concentration problems, which are common features of the
refugee experience. This is particularly the case with instructions
for medication. Check that the client understands:

• when to take the medication 

• the dosages

• the consequences of under- and over-dosing

• any side effects

• safe storage of medication

• not to share medication

• the need to complete the course of medication.

TB management should always be supervised by a medical
specialist and a public health office. DOT is often necessary.
Education about TB is essential. Many refugees are unaware of the
cause and effect of TB and believe it ends in death. Education
should cover:

• the cause of TB and how it may be spread

• the types of TB (infection versus disease: infection is treated
with chemoprophylaxis, disease with multi-drug therapy)

• TB is curable with medication
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• the importance of adhering to a medication regime

• the importance of continuing the medication even when they
are feeling well

• the myths and the facts about TB; for example, well-meaning
families may believe it is appropriate to isolate a family member
on TB medication, or to require them to use separate cups and
plates.48

The use of visual resources in education is strongly recommended
for those with low literacy. Illustrated booklets on TB disease are
available in Amharic, Arabic, Cook Islands Maori, Fanti (Chinese
spoken in Hong Kong and Taiwan), Farsi (Persian), Jan-ti (Chinese
spoken in mainland China), Khmer, Somali, Samoan, Tongan,
Vietnamese, and English, from Public and Community Health
Services, Auckland District Health Board. 


