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We seek to expose the implications of Australia’s exclusionary and discriminatory disability migration provisions on the health
and wellbeing of disabled children who have arrived in Australia through alternative migratory routes. By undertaking an in-depth
analysis of a single case study, Ernesto, we bring to the fore the key issues facing disabled immigrant children. These children, like
our case study Ernesto, are only granted visas on the proviso that their parents/primary caregivers agree to cover the full costs
associated with their disability, including medical care and additional expenses such as educational inclusion. The story of Ernesto
reveals the extreme impact of these discriminatory policies on this population’s health and wellbeing. Further, we discuss how the
state’s “right to exclude” people with disabilities from the migratory process negatively aﬀects the health and wellbeing of their
siblings and parents.

1. Introduction
Disabled immigrant children, including refugees, rarely
receive attention in the international research. The omission
of this group from the international literature is, however,
not surprising given that nation states have readily implemented a range of legal measures to eﬀectively disallow
either the temporary or permanent entry of disabled people
across their borders [1–3]. Australia is no exception to this
long-standing international trend, and since the inception
of the Immigration Restriction Act (1901), disabled people
(adults and children) have been actively excluded from the
Australian migration process [4]. This process of exclusion
has remained unchanged despite numerous changes to
both migration and disability discrimination law [5]. The
Migration Act of 1957 was explicitly exempted from the
passage of the Disability Discrimination Act in 1992 [6].
Any migrant to Australia, even those granted international
refugee status via the United Nations High Commissioner
for Refugees, must meet the Health Requirement, for which
a cost-benefit assessment of a health condition, under which
disability is defined for migration purposes, is factored into
a visa decision. While all applicants are required to endure

this “health test” as a condition of entry, disabled people
are considered to be “exceptions to the rule” where the
Australian government automatically calculates and applies
a maximum health cost as a means to activate its right to
exclude certain potential migrants from the Australian polity
[5] (see [7] for a full discussion of this point).
Over recent years, there has been a limited number of
empirical studies that have directly evaluated the impact
of these exclusionary policies on disabled people and their
families (see [2, 4]). These studies have found that disability
of one member impacts the health and wellbeing of all family
members involved in the migration process. Rather than this
being directly due to the health status of the disabled family
member, it is largely due to the way in which disability is
situated within Australian immigration policy.
The disabled child appears to be particularly disadvantaged within Australian immigration policy. In nearly all
of the recent high-profile cases cited by the media, it has
been the disabled child that has been rejected for permanent
Australian residency on the grounds of disability [8]. As
Natalier and Harris-Rimmer point out, the heightened level
of disadvantage experienced by disabled children under the
Australian Migration Act is due to the cost calculation
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system that determines residency eligibility [9]. This can
be seen as a type of “triple jeopardy” where a disabled
child faces additional barriers due to the intersecting factors
of disability, age and migration. The “cost of disability”
calculation framework within the Australian Migration Act
assesses the child’s potential costs in terms of health services
and costs of other social supports across the life span of
the child. Natalier and Harris-Rimmer suggest that these
assumptions make the disabled child appear as an enormous
economic impost upon the Australian public system given
the assumed additional years of health, education and social
services that are included in this assessment [9].
As a result, disabled children rarely make it through
Australia’s immigration system [5]. Migrating families, particularly those from the global South, are often forced to
make the extreme decision of leaving their disabled child
behind to guarantee their own and other family members’
chances of migration [5]. The population of temporary
migrant workers in Australia is but one category of migrant
that is aﬀected by the “health test.” As Mirza has argued
elsewhere, disabled refugees are rarely considered for resettlement in countries such as Australia, despite their higher
level of vulnerability when remaining in refugee camps [10].
The cost-burden argument of disability as a drain on the
healthcare and social service systems reflects and further
embeds prevailing negative attitudes toward disability within
“mainstream” populations [11, 12]—a key reason for the
Australian government in maintaining its discriminatory
immigration policy, despite extensive community advocacy
to have this overturned [5].
Despite this broader sociopolitical context and the resultant exclusionary migratory policies towards disability, there
are some children who “make it to Australia” via alternative
migratory routes. In nearly all instances, the disabled child is
part of a family unit that is considered eligible for short-term
entry as the parents have been given temporary migration
status, commonly in the category of a skilled guest worker.
As Ciupijus suggests, there are significant moral dilemmas
associated with temporary labour migration systems [13]. A
range of severe social inequalities exist which are maintained
by such a system due to “the class subordination of
immigrant groups and higher profits both for employers and
the nation-states [which are] achieved by passing of labour
renewal costs (accommodation, travel, training and welfare)
to migrants and their families” [13]. In Australia, migrants
wishing to claim the Disability Support Pension must be
resident for 10 years before becoming eligible, while family
members of a person with disability must be resident for two
years before being able to claim the Carer Payment [5]. The
ongoing perpetuation of broader sociostructural inequalities
through temporary migratory labour programs has long
been recognized in the international literature (see [14, 15]).
While guest worker programs are presented as a winwin situation whereby the workers, their families, the host
countries, and the countries of origin all gain, there is
clearly a risk in compromising human rights. In Australia
the Temporary Business (Long Stay) visa, also known as
a 457 visa, was introduced in 1996 with the purpose of
allowing employers to sponsor workers on a short-term basis
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[16]. Concerns about this visa category raised by community
organizations and the Australian Congress of Trade Unions
have centred around wage and salary rates, English-language
skills and qualifications, and employer compliance [17]. One
serious social consequence of the 457 visa system relates
to disabled children of the visa holder. While primary and
secondary holders may have access to health services via
employer insurance policies, children who are disabled—
and thus have “pre-existing medical conditions”—have no
medical protection nor access to disability-related services.
This appears to us to be in breach of both the UN Convention
on the Rights of the Child and the UN Convention on the
Rights of Persons with Disabilities. A 2008 review into the
integrity of the 457 visa program recommended that workers
in this category be given Medicare coverage, allowing them
and their dependants access to the public health system,
though the government is yet to respond to the report’s
recommendations [18].
A significant body of research navigates the impact of
temporary labour migration systems on the health and
wellbeing of the children of such families [19, 20]; but, as
Berman suggests, it still remains largely underdeveloped
[21]. Despite the growing interest in the area, there is
scant empirical research that seeks to elucidate the impact
of temporary labour migratory systems on the health
and wellbeing of children who are disabled and migrate
temporarily with their families.
In this paper, we begin to fill this significant gap in the
literature by critically engaging with a single-site case study
of a recently arrived temporary migrant worker family in
Australia. As the case study exemplifies, the intersectionality
of temporary migration, age and disability results in a web
of complex issues and barriers which, in turn, aﬀects not
only the health and wellbeing of the disabled child but also
has repercussions onto other family members. We suggest
that the analysis adds a new dimension to the field of
child migrant health research and practice. We attempt to
critically examine the contradictory discourses, practices,
and eﬀects of temporary migrant labour programs on the
various migratory categories that intersect with disability.
Bedolla’s discussion on contemporary developments in
theories of intersectionality is suggestive of the ways in which
single analytical categorization acts to hide the heterogeneity
of a group and the “crosscutting political eﬀects of both
marginalisation and privilege within and among groups”
[22]. In the field of child migrant health research, disability
is clearly a marginalized category. We seek to draw attention
to the uneven eﬀects of disability on complex intersecting
child migrant identities as a means to encourage greater
research in the area.

2. Methodology: The Single-Case Method
As discussed above, in this paper we draw upon a singlecase methodology to reveal the complex intersecting factors
that impede the health and wellbeing of disabled children
of temporary migrant workers and the resultant impact on
their able-bodied family members. The family and their child
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Ernesto (a pseudonym) first came to our attention when
one of the researchers (Soldatic) visited a rural town in the
north of Western Australia as part of a large national study
funded by the Australian Research Council on disability in
rural Australia. While targeting other disability population
groups, including indigenous Australians with disability
living in rural and remote parts of the country, the original
methodological framework of the research had not captured
disabled children on temporary migrant worker visas. In fact,
we too, as disability researchers, had omitted this group from
our original framework and admit to a clear oversight. On
arrival in the rural town to carry out the project, we were
encouraged by local disability advocacy groups to meet with
Ernesto and his family. The local advocacy groups had not
come across a situation like Ernesto before within a rural
setting but felt, and we now agree, that Ernesto and his family
provided a critical window into exploring the intersectionality of temporary migration, disability, childhood, and health.
After initial discussions, we agreed that Ernesto and his
family’s participation could be readily included in the study
and that they provided a pertinent contribution to current
debates within Australian public policy—both in terms of
temporary migratory visas for guest workers and the implications of disability exclusion within migration law and policy.
Several field sites across Australia have been visited as part
of the research project and, to date, Ernesto and his family
are the first to emerge in this visa category. Considering the
fact that two of the researchers have extensive practice and
research expertise in the intersecting fields of immigration
and disability [2, 3], this experience appeared to make clear
that temporary migration status and its impact on disabled
children are an invisible area within disability, immigration,
and health research. While historically there has been
criticism of the limitations of the single-case method within
the health sciences, there is growing recognition of the power
of this methodological approach to greatly inform health
research for various population groups [23]. The single-case
method, as Sayer suggests, provides the researcher with the
opportunity to investigate the phenomenon under study in
all of its particularities and complexities [24]. This particular
in-depth case study revealed several complexities that have
not been discussed in any of the research on disability,
immigration, or health. The issues faced by Ernesto and his
family are unique to the category of temporary migrants.
Our example supports the growing recognition that the
single- site case study provides a rich contextual environment
allowing deeper exploration of the issues that arise. Further,
the themes arising from our discussion with Ernesto’s family,
particularly in relation to family stability, gaps in insurance
coverage, and the implications for Ernesto’s health and
education are mirrored in the issues that have emerged
from government inquiries into temporary migration. Thus,
while the findings of the single-site case study are nuanced,
they appear to be shared across a spectrum of populations
that have in common their temporary migrant status as
guest workers [25]. The richness of data that comes through
such intensive empirical investigation increases our capacity
to understand the implications of policy at the level of
implementation and practice [26].
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Patton argues that this method should be used in association with hard-to-reach populations given their heightened
level of invisibility within the research field [27]. We suggest
that Ernesto, the disabled child of a temporary migrant
worker family who arrived in Australia in early 2011,
exemplifies these necessary analytical conditions. Having
extensively searched the literature, we found that the impact
of Australia’s migration policy on the health and wellbeing of
disabled immigrant children appears to be largely underexplored. This is further intensified once the lens of temporary
migration status intersects with the two broader categories of
disability and children. Given these extenuating conditions,
despite the initial limitations that the method may appear to
hold, in-depth qualitative analysis of a single-site case study
can clearly identify trends and consistencies emerging within
the broader specified sample population [28].

3. Coming to Australia: Contesting
Official Rhetoric
At the time of the research in late 2011, Ernesto, an
eight-year-old boy from the Philippines, had been living in
Australia with his younger brother, his mother, and father for
approximately six months. Ernesto was born with cerebral
palsy and had two operations within the first eight months
of his life, including the insertion of a cerebral shunt to treat
infant hydrocephalus at approximately eight months of age.
Given the severity of the operations, Ernesto was hospitalized
for several months at a time. While living in the Philippines,
Ernesto’s mother provided full-time care, accepting primary
responsibility for Ernesto’s daily care needs with the help of
relatives and friends living close by. Ernesto’s father, since
graduating with a Bachelor of Science in Hotel and Restaurant Management, has worked extensively in international
hotel management as a temporary migrant worker. It is this
history of working as an international migrant worker that
provided the opportunity for the family to move to Australia.
His previous employer oﬀered Ernesto’s father temporary
employment as a manager in one of the organization’s
international tourist resorts in rural Australia.
Despite Ernesto’s father’s working background as a
transitory migrant worker, Ernesto, his mother, and younger
brother had always remained in the Philippines. Temporary
migration to Australia was the first time that the entire
family had considered such a move, and, in turn, the
family’s decision to migrate to Australia temporarily involved
extensive deliberation of a number of issues. The most
significant consideration in these family discussions, however, surrounded the provision of health care and disability
supports for Ernesto, as his father articulates:
I came to Western Australia first for actually two
years before they arrived because they just arrived
six months ago. The reason why I did that one is
because I wanted to settle in first and see how it
goes. How the life goes on here, you know because
I have a special son. I just wanna know how
we gonna survive here in [rural town] especially
when the young fellow gets sick. So that’s one of the
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concern that I got. Just make sure that we gonna
live in [rural town]. If I bring them altogether, we
gonna struggle in the first year.

As this narrative suggests, deciding to migrate temporarily under Australia’s skilled migration program for families
with a disabled child is a diﬃcult decision for all members.
In this particular case, it resulted in a lengthy period of
separation of almost two years. Both parents felt that this
was necessary to ensure the long-term health and wellbeing
of their disabled child despite the encouragement from
the father’s employer to move the family across from the
Philippines within the first 12 months of arrival, as Ernesto’s
father states:
Our employer said we can apply for our visa when
we are in our first year over here but we did not
do that because we still not stable in here. I’m not
really keen to bring them here.
The theme of family stability, as a critical component
of ensuring the long-term health and wellbeing of Ernesto,
dominated his parents’ narrative and was articulated as their
overriding concern throughout the interview. Interestingly,
this strong narrative on issues of family stability contests the
dominant assumption underpinning the Migration Act that
families with disabled children want to migrate to Australia,
temporarily or permanently, to gain access to the country’s
public health system [5].
The theme of family stability was coupled by a subtheme
of embedded local networks and the critical role these
networks play in navigating healthcare systems for disabled
children. As Ernesto’s parents suggest, there are certain
privileges that come from being embedded in your own local
community which play a vital role in accessing local health
services both immediately and in the longer term. As the
parents identified, residing in your home country means
that you have a degree of social capital within your local
community, such as personal networks, which allows for a
certain level of privilege. The family resided in a small rural
Filipino village approximately 16 hours’ drive out of Manila.
Being part of this small local village meant that they were
well established in their own community and could therefore
draw on these networks when necessary. Ernesto’s mother
points this out when she states that:
That’s why when we came here it was really a big
adjustment. I had my siblings and the doctors, like
the neurologist and the pediatrician, were close
family friends so sometimes they did not charge us.
So before coming here they asked us many times
“Are you really sure you want to bring your son?”
Ernesto’s father also reflected on the central role of local
supports that are attained through long-term friendships
and family networks, and how this can provide a level of
security for the family with a disabled child, particularly
economically, as they can gain access to the required health
care when needed: Like in the Philippines we can just get the
medical attention for cheaper sometimes or for free because we

know the doctors and there’s like family friends and stuﬀ so we
save lots of money with them.
Family stability and having local networks to support
their negotiation of the healthcare system were two crucial
considerations for the family when deciding whether to
temporarily migrate. This, of course, appears to contradict
internationally accepted understandings of the benefits of
temporary migrant labour. Lutz posits that temporary labour
migration has been promoted by western governments and
global policy institutes (such as the OECD, IMF, and World
Bank), which frequently present it as facilitating significant
long-term economic security for temporary migrant workers
and their families in their country of origin, particularly
those families who come from the global South, such as
Ernesto’s [29]. Further, it is frequently cited as a pivotal form
of wealth production for the development of the workers’
countries of origin, due to the return of international remittances [30]. As an example, a recent Canadian government
report argued that guest workers benefit as “many workers
earn much more in Canada than would be possible in the
country of origin. These earnings are significant sources of
income for family members left behind” [31].
However, these arguments do not necessarily reflect the
way in which having a family member with disability appears
to negate the so-called benefits of such programs. While
employers of temporary migrant workers in Australia are
required to ensure that these workers are covered with a
range of insurances, including insurance for health care,
these insurances are not structured around the needs of
disability. While disability insurance, as a part of the health
economics school, is an area that has received considerable
attention in the international literature [32, 33], there
has been little consideration of the intersecting factor of
temporary migrant labour within the research.
From the interview with Ernesto’s family and their
experience of the Australian immigration process for their
disabled child, we could surmise that this could be partly
due to the invisibility of disability. The level of invisibility
is reinforced for temporary migrant workers as they are
required to agree to sign a health cost waiver prior to the
granting of a visa to ensure that the family covers any
health costs associated with the disabled family member.
As Ernesto’s father explains below, families with a disability
taking part in a temporary labour program are required to
meet a range of demands prior to the issuing of a visa.
In terms of Australian immigration, a key component is a
demonstration of available personal financial resources to
cover the full costs of the child’s health care while in Australia.
Father: Plus I need to go through a very strict
processing because of my special son. For me to
process my visa for my special son it takes six
months. Six months of drama.
Researcher: So what do you mean by “drama”?
Father: Well first of all they send me a waiver that
I need to pay . . . for my son . . . just to bring him
here. . . . Just to bring my son over here. Just to
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cover his medical expenses. I don’t even earn that
money within a year.
Given these strict requirements, the so-called benefits
for guest workers, as espoused by global policy institutes
and western governments, do not encompass temporary
migrant workers who have disability within the family unit.
An important theme to emerge from this case study is the
dubiousness of the claim that temporary migrant workers
benefit from these arrangements, despite the fact that they
are exempt from receiving any assistance from national
healthcare or social welfare systems. This disadvantage is
further compounded when the family includes a child with
a disability, where the disabled child is negatively valued
by the Australian government in its determination of the
potential costs of providing health care and other social
services. Ernesto’s family’s experience of the barriers faced
by the parents of disabled child migrants does not appear
to be unusual when reviewing numerous cases that have
received media attention or been submitted to the Australian
Senate Inquiry [5]. In many instances, it has been only
through strong local community support and advocacy that
these families have been granted entry visas [34]. In fact,
it was through the advocacy of health professionals that
temporary immigrant status was granted to Ernesto, as his
father explains:
So it’s crazy but suddenly my boss’s sister is a nurse
and she is the one who speak with Immigration,
and argue with this one. She knows what’s going
on—she’s a good nurse—and she managed to
speak to Immigration and asked them to explain
it to her why we need to pay for that one and
suddenly the Immigration is just like making it
hard for me.
Even with this support and advocacy, there appears to be
a degree of coercion in the administration of immigration
policy to ensure that guest workers who have a family member with disability comply with the restrictions. As Ernesto’s
mother explained, the Australian government issued her own
visa along with Ernesto’s younger brother’s visa; however, it
did not oﬀer a temporary visa for Ernesto to travel with the
family.
The first time we lodged our application me and
my younger son had our visas straight away. With
Ernesto there were a lot of issues. So we filled a
petition and on his birthday we received a letter
saying that he got his visa. We had a neurologist
do a check-up saying that he had to continue with
his therapies and that it wasn’t like tuberculosis.
As Ernesto’s mother’s dialogue suggests, there is a
strong tendency to conflate “disease” with “disability” in the
administration of the visa application assessment. It has been
very problematic for temporary migrant families despite
the ongoing expansion of the Australian government’s
temporary labour migration program. Gothard and Fox have
noted the remarkable measures that families have to endure
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to have their disabled child’s case considered [34]. Further,
the disabled child’s visa is generally granted on the perceived
value and benefit of the parent, rather than the disabled
child, to the Australian community [34]. The conflation of
disease with disability has remained unchanged [35], despite
the extensive recommendations by the Senate Inquiry of 2010
to address this very issue (recommendation 4, page 58) [5].
The Australian government is yet to respond to these very
recommendations [8].

4. Counting the Costs
Throughout the interview, it became clear from the parents’
narrative that the status of temporary migrant worker with
a disabled child caused numerous health implications for
the entire family. This was primarily associated with the
extensive restrictions of entry enforced upon Ernesto and his
family while residing in Australia and the extensive limitations of temporary worker insurances which are supposed to
be mandatory for 457 visa category holders. The signing of a
waiver as a means to ensure that the family covers the full
healthcare costs for their disabled son has created a range
of hardships, despite the relief that insurance is supposed
to provide. Ernesto requires medical food products as he is
unable to swallow hard food. Availability of these specialized
products is only through the local hospital system and while
other disabled children in Australia have access to these, the
family, as temporary migrant workers, are required to spend
an additional $A250 per month on such items. As Ernesto’s
father suggests, this undermines any of the so-called benefits
awarded to temporary migrant families with a disabled child:
Normally it depends. Sometimes he drinks the
milk really fast and one carton is not enough. So
it’s $250 and that’s only for my special son. But my
other son—normally we spend at least $150 for
him for a month. So pretty much all of the money
that I’m earning is just going to the bills and there’s
nothing much left for the savings actually.
While the stress of such a process has clear implications
for the health and wellbeing of all family members, one of
the social determinants of health for disabled children of
temporary migrant workers is the role of insurance in covering the costs encountered when negotiating Australia’s health
system—both public and private. One of the conditions of
entry for temporary migrant workers under the Australian
system is health insurance. These insurance schemes, while
promising to relieve the high costs of Australian medical care
for temporary migrant workers, are in fact confusing.
These specialized food products, according to the family,
are not covered under the temporary migrant worker health
insurance scheme. In fact, the family has had a range of issues
pertaining to the insurance that they were originally awarded
under their employment. While in Australia, Ernesto has
had several health issues emerge due to the change in the
environment for which he has had to be hospitalized. Despite
the reassurances from the original insurance company, many
of the costs were not covered, leaving the family with a
significant monthly healthcare bill which has yet to be paid.
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Father: The first health insurance that I have
was so crap. I paid for three months and by the
time that I tried to get the claims—the claims
were at least $1000—they does not wanna give
that one to me unless I pay the monthly bills. I
contest that one because every time I ring them,
they saying diﬀerent answer to me which is not
really consistent. There’s some operators saying
that “yes we can just reimburse the money that
you’re claiming and pay that one oﬀ ”. We ring on
the second time, they say “No you need to pay it
first before we reimburse it”. Then we asked them
why suddenly someone say that one to us and
suddenly they send us a letter saying they cannot
settle our health insurance and stuﬀ, which is not
good.

Given the ongoing issues with the original company,
the family decided to move to a new insurance firm. The
insurance coverage was slightly more extensive, including
the costs of an occupational therapist; however, it was much
more expensive. The family decided that this was a necessary
financial burden to ensure that Ernesto received at least some
of the occupational therapy required for his development.
Father: No I just get the second to the top one
which cost me $400 a month. It’s a bit expensive
though but I picked that one because at least that
one covers lots of everything that we always need,
like hospitalization and stuﬀ like that and checkup. So they cover all of those.
At the time of the interview, however, this new insurance
coverage had yet to pay out the costs of Ernesto’s more
recent hospital care. This proved to be particularly stressful,
as Ernesto had recently had a fall and as a result required a
splint for his right arm. This splint, while supplied by the
hospital, again had yet to be paid. Ernesto’s father explained
that: We are working on the splint that we have two months
ago. We need to pay for that one.
While the family cited several instances of Ernesto
requiring hospitalization and the financial burden, this
created another major concern for the family which was the
lack of access to additional therapies that were necessary
for Ernesto’s development. The insurance that they now
received, while improved, only appeared to cover the costs of
accessing an occupational therapist. However, Ernesto, given
his stage of development, required both the support of a
physiotherapist and a speech pathologist. As Ernesto’s father
notes: He only got the occupational therapist on my health
insurance. But he’s supposed to be having physio and speech
and occupational therapy. As both physiotherapy and speech
therapy are not available via the insurance coverage, Ernesto
remains without these essential services as the family is not in
a position to aﬀord these also. At this stage, it remains unclear
what the long-term eﬀects will be on Ernesto.
There is no doubt that the signing of a required
immigration waiver for Ernesto has had the greatest impact
on the family. The family’s medical debts were averaging
around $1000 per month over the three months prior to

the interview due to Ernesto requiring visits to specialists
and hospitalization. As the promise of insurance coverage
had not eventuated in practice, Ernesto’s mother had begun
some part-time work to help pay for the additional costs of
health care that the family were facing. However, the work
was intermittent and extremely precarious. Additionally, as
the family had no family members or friends to rely on for
their children’s care, the parents worked at either ends of
the day. Ernesto’s mother worked early mornings, from 7am
through to 2 pm, and Ernesto’s father worked from 3 pm
to late in the evening. At times, due to the demands of his
work, Ernesto’s father reported working an average of six or
seven days per week with each shift generally encompassing
more than eight hours. At the time of the interview, both
parents were extremely tired due to the long hours of work
and the juggling of care responsibilities for both children.
Given the significant stress that such demands create, it was
not surprising to learn during the interview that Ernesto’s
mother had been recently hospitalized overnight due to
infection, leaving the full care of both children to Ernesto’s
father.
Another theme to emerge under the broad banner of
insurance was that this coverage also did not take into
account necessary disability supports for educational inclusion. In Australia, early intervention therapies for children
are also administered through the education system. In
many instances, students receive many of their required
therapies while at school. The prescribed therapist will
attend to the child while at school as part of an integrated
educational framework to promote the educational inclusion
of disabled students. However, due to Ernesto’s parents’
temporary migrant status, Ernesto did not qualify for such
services (see [36]). Even though the parents had met with
the principal of the local public school, no one, including a
local disability advocate, had been able to ascertain whether
Ernesto would be able to enrol. Nor had anyone been able to
verify if Ernesto would qualify for early intervention services,
available at the local school, should he enrol. This level of
confusion surrounds the status of their temporary visa and
the availability of public health and social programs and
whether the temporary worker insurance would cover such
therapies. Outside the school system, it is clear that Ernesto
is ineligible for disability services. But it remains unclear if
this is also the case if it eﬀectively results in the denial of a
right to education. As a result of this confusion, since arriving
in Australia, Ernesto has been eﬀectively excluded from the
education system.
The immediate eﬀects of such insurance limitations
under temporary migration law pertain both to Ernesto’s
educational development and his potential to reach developmental milestones in terms of his access to early intervention
therapies. In addition, there is extensive empirical data that
acknowledges the substantial health benefits for disabled
children of socially engaging with peers [37], which would
be negated by Ernesto’s not being able to attend school.
Thus, there is no accurate way to calculate the probable
implications for Ernesto’s health and wellbeing, given the
ongoing denial of essential therapy services for his long-term
development (see [38]).
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In all, these additional incurred costs, created through
the enforced signing of a health cost waiver and the limited
coverage of mandatory temporary worker health insurance,
have also had implications for the family in terms of finding
aﬀordable and adequate housing. During the first two years
of his stay, Ernesto’s father lived with other workers in a
house owned by his employer. With the arrival of his family,
they moved into a large converted shed at the back of the
house. We visited the family to conduct the interview. We
found a converted shed which contained a small kitchen with
a small extended area used as a family sitting area. There
was a bathroom and a single bedroom which the family
shared. The ongoing cost of hospitalization, the medically
prescribed food which Ernesto consumed, and additional
therapies meant that the family were unable to rent more
suitable family housing. Despite the promise of insurance
schemes to cover the healthcare costs of temporary migrant
workers and their families, these were, in eﬀect, extremely
limited. In turn, the family’s health and housing situation
were directly aﬀected.

5. Goodwill of Disability and Health
Professionals and Practitioners
Maintaining Ernesto’s health in the six months leading up to
the interview had been dependent on the goodwill of local
disability professionals and medical staﬀ. It had been only
because of the goodwill of health and disability professionals
throughout their stay that the family had been able to
remain in Australia. In fact, the goodwill shown by these
professionals was the only positive theme to emerge from
the interview. These local professionals were central to the
family’s decision to temporarily migrate to Australia. While
necessary information was initially obtained through some
of Ernesto’s father’s colleagues, these networks had been
extended to incorporate a range of other health professionals
who had been instrumental in maintaining Ernesto’s access
to the health and disability systems despite the substantial
barriers the family had confronted. One of Ernesto’s father’s
colleagues was able to put the family in contact with the
disability district oﬃcer in the region, and his employer’s
sister-in-law, as mentioned earlier, was a locally employed
nurse. These professionals were instrumental on two fronts
in shaping the family’s decision to migrate to Australia. First,
they provided the necessary information on the availability
(if any) of disability services in the local area and second,
as outlined previously, the nurse actively supported Ernesto’s
application through the immigration process. It is because of
these relationships that Ernesto’s family decided to all apply
for temporary migration status under the temporary skilled
migration program.
Unfortunately, the regional disability district oﬃcer was
unable to support the family as they did not qualify for
government disability assistance due to their visa status
as temporary migrant workers. However, as the family
explained, this oﬃcer made numerous referrals to ensure
that the family was at least supported by the local disability
advocate, who worked for a local disability nongovernment

7
provider. As the family identified, the goodwill of local
professionals was being maintained; however, it had to be
presented behind a façade to ensure that it appeared they
were working within the rules of the system:
Father: He [the disability district oﬃcer] can’t do
anything yet because we don’t have our residency
but he source it out. Like we need to speak to [local
disability advocate] now not to him and then she
speaks to him. So he is finding ways to give us a
hand.
The goodwill of a range of health and disability professionals had been critical to ensuring Ernesto’s ongoing access
to essential services and supports. The family was fortunate
to make contact with health staﬀ, including public health
specialists within the hospital system, who overrode the strict
immigration requirements and developed alternative routes
for Ernesto’s health care, as the father explained:
We met so many people already in the hospital
which is giving us a hand and sometimes we get
the consultations for free which is good. They know
that we are on 457 [visas] and they know that
every time we see them, we gonna pay $200. So
they understand the situation so sometimes they
just say, “Don’t go there just go over here in my
clinic straight away, and we’ll do the stuﬀ and
don’t bother anything to pay”. So that’s good. Even
the staﬀ on the Allied Health, they also do that
one, like “We’ll sneak him in”. But if we been
noticed by anyone, of course $200 again. So they
know the situation which is good. They still willing
to give the benefits and stuﬀ. They know that it
was so unfair for us.
The local disability advocate had also assisted the family
in arranging a specialist visit in order to get an appropriate
wheelchair for Ernesto.
Father: And [disability advocate] said if we can
also include in the application a wheelchair. We
got a wheelchair from the Philippines but it’s
broken already. It was made by disabled people in
the Philippines but it’s pretty heavy—it’s 25 kilos.
Researcher: So what you’re looking for is a lighter
...
Father: It’s not really lighter. As long as it fit on my
son and he can sit properly.
Researcher: And do you know how much the chair
will cost?
Mother: They don’t have any idea yet. There’ll be
somebody who’s coming down from Disability this
weekend. From there they will know what kind
of wheelchair will he need and they can have the
right quote for that one.
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With the advocate’s encouragement and assistance, the
family had applied for funding from a local charity to help
cover the costs of the new wheelchair. At the time of the
interview, they had been using a pram to transport Ernesto
which was uncomfortable, too small for him, and in which
he had to be pushed by a family member. Having a suitable
wheelchair would not only improve Ernesto’s comfort and
ability to get around, but would also mean that he could go
to school, enabling him to fulfil his right to education and
potentially giving him access to the therapies he requires.
As the above examples show, the family has relied heavily
on the goodwill of their colleagues and community in order
to access the health and disability support services that
Ernesto needs. Nongovernment service providers, community members and advocates, and even government workers
acting “unoﬃcially” have stepped in to fill the gaps in
support that have not been covered by the government or
even the family’s private health insurance. Though in moving
to Australia the family had lost the personal networks and
solid ties with their local community in the Philippines that
had helped them to care for Ernesto, the community in
their host country came together to help them overcome
the barriers to accessing support and advice. This can be
seen as yet another example of community support to have
the Australian government’s discriminatory migration policy
overturned.

disabled people are recognized for their contribution to the
broader society.
Unfortunately, this thinking has not been transferred into
immigration and refugee policy. We need to see substantial
and major shifts in thinking at this level, where it cannot
be left solely to ethnic and disability groups to push for
change. Civil society groups and community groups have an
important role to play, as well as critical work by academic
researchers and teachers. Stories such as that of Ernesto and
his family will hopefully have a role to play in informing
changes in immigration policy.

6. Conclusion
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Though the Australian government has ratified the United
Nations Convention on the Rights of Persons with Disabilities, its most recent commitment in the area of human
rights conventions and treaties, it has applied a number
of legal interpretations to separate and segregate disability
from immigration policy, sidestepping its international obligations [2]. The imposition of such an interpretive clause,
as our case study reveals, may have significant implications
for the health and wellbeing of all immigrant populations as
both disability and health services have had little historical
exposure to this group’s needs, particularly when first resettling in Australia [39]. This becomes further evident when
we consider that recent data analysis of disability within
Australian immigrant populations clearly suggests that it is
these communities that are the most likely to experience the
early onset of disability, which is partly attributed to the
resettlement process itself [40].
Over the years there has been much lobbying by ethnic
communities and disability organizations to address the
injustice faced by both refugee and immigrant families in
attempting to challenge government policy on disability.
It is tempting to be pessimistic about the situation of
immigrant families with disabled children. Yet we have seen
advances in both government and civil society thinking
about disability in other areas in recent years. Disabled
people are no longer seen as simply a burden on the taxpayer
and families. They are seen as agents in their own right who
have the capacity to undertake education and employment,
and to experience satisfying and fulfilling lives. Increasingly,
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