
Minerva Access is the Institutional Repository of The University of Melbourne

Author/s:
Riggs, E;Muyeen, S;Brown, S;Dawson, W;Petschel, P;Tardiff, W;Norman, F;Vanpraag,
D;Szwarc, J;Yelland, J

Title:
Cultural safety and belonging for refugee background women attending group
pregnancy care: An Australian qualitative study

Date:
--

Citation:
Riggs, E., Muyeen, S., Brown, S., Dawson, W., Petschel, P., Tardiff, W., Norman, F.,
Vanpraag, D., Szwarc, J. & Yelland, J. (). Cultural safety and belonging for refugee
background women attending group pregnancy care: An Australian qualitative study.
Birth,  (), pp.-. https://doi.org/./birt..

Persistent Link:
https://hdl.handle.net//



This is the author manuscript accepted for publication and has undergone full peer review but 

has not been through the copyediting, typesetting, pagination and proofreading process, which 

may lead to differences between this version and the Version of Record. Please cite this article 

as doi: 10.1111/birt.12272 

This article is protected by copyright. All rights reserved 

Cultural safety and belonging for refugee background women attending group 

pregnancy care: an Australian qualitative study 

 

Elisha Riggs
1,2

 PhD, Sumaiya Muyeen
1 

MSW, Stephanie Brown
1,2,3

 PhD , Wendy Dawson
1
 BBus, 

Pauline Petschel
4
 GradDipChild&FamHNurs, Waan Tardiff

4,5
 DipChildServ, Fiona Norman

6
 

BEd(EarlyChildhood), Dannielle Vanpraag
1
 MPH, Jo Szwarc

7 
BA(Hons), Jane Yelland

1,2

 

 PhD 

Address correspondence to: 

Elisha Riggs, Research Fellow 

Healthy Mothers Healthy Families Research Group 

Murdoch Childrens Research Institute 

Flemington Road, Parkville  

Victoria, Australia 3052 

Phone: +613 9936 6646 

Email: elisha.riggs@mcri.edu.au 

 

1
 Healthy Mothers Healthy Families Research Group, Murdoch Childrens Research Institute, 

Flemington Road, Parkville, Victoria, Australia 3052 

2
 General Practice and Primary Health Care Academic Centre, University of Melbourne, Parkville, 

Victoria, Australia 3052 

3
 Department of Paediatrics, University of Melbourne, Parkville, Victoria, Australia 3052 

4 
Maternal and Child Health, City of Wyndham, Werribee, Victoria, Australia 3030 

5
 VICSEG New Futures, 11 Munro Street, Coburg, Victoria, Australia 3058 

6
Department of Education and Training, 2 Treasury Place, East Melbourne, Victoria, Australia 3002  

7 

 

Victorian Foundation for Survivors of Torture, 4 Gardiner Street, Brunswick, Victoria, Australia   

3056 

Funding Support:  

Bridging the Gap is funded by the National Health and Medical Research Council of Australia 

(NHMRC; Grant no. 1056799). We also acknowledge funding support from the Victorian Department 

Education and Early Childhood and philanthropic support from the Alfred Felton Bequest and the 

Jack Brockhoff Foundation. The partner organisations have contributed substantial in-kind 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t

http://dx.doi.org/10.1111/birt.12272�
http://dx.doi.org/10.1111/birt.12272�


This article is protected by copyright. All rights reserved 

resources. The authors acknowledge the support of the Victorian Government’s Operational 

Infrastructure Support Program. Jane Yelland is supported by an NHMRC Career Development 

Fellowship (2014–17) and Stephanie Brown is supported by an Australian Research Council Future 

Fellowship (2011–15) and an NHMRC Senior Research Fellowship (2016–20). 

 

Acknowledgements: 

Our thanks to the women who participated in the focus groups at a very busy time in their lives. 

We also acknowledge with thanks the members of the ‘Healthy Happy Beginnings’ working group 

Karen Diacono, Katrina Sangster, Karen Thomson, Judy Munsamy, Tina Pettigrew, Patrice Hickey, Di 

VanVliet, Julie Hammett, Caroline Gray, Karen Blake; key stakeholders involved in the development 

of the program Viv Thomas and Fiona Gillet; and contributions from Sue Casey, Philippa Duell-

Piening and the Bridging the Gap partnership.  

 

Key Words: Refugee, group pregnancy care, qualitative, cultural safety, health equity 

Word Count: 4,725 words 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

 1 

Received Date : 01-Sep-2016 2 

Revised Date   : 20-Nov-2016 3 

Accepted Date : 21-Nov-2016 4 

Article type      : Original Article 5 

 6 

 7 

Cultural safety and belonging for refugee background women attending group pregnancy 8 

care: an Australian qualitative study 9 

Abstract 10 

Background: Refugee women experience higher incidence of childbirth complications and poor 11 

pregnancy outcomes. Resettled refugee women often face multiple barriers accessing pregnancy care 12 

and navigating health systems in high income countries.  13 

Methods: A community-based model of group pregnancy care for Karen women from Burma was 14 

co-designed by health services in consultation with Karen families in Melbourne, Australia. Focus 15 

groups were conducted with women who had participated to explore their experiences of using the 16 

program, and whether it had helped them feel prepared for childbirth and going home with a new 17 

baby. 18 

Results: Nineteen women (average time in Australia 4.3 years) participated in two focus groups. 19 

Women reported feeling empowered and confident through learning about pregnancy and childbirth 20 

in the group setting. The collective sharing of stories in the facilitated environment allowed women 21 

to feel prepared, confident and reassured, with the greatest benefits coming from storytelling with 22 

peers, and developing trusting relationships with a team of professionals, with whom women were 23 

able to communicate in their own language.  Women also discussed the pivotal role of the bicultural 24 

worker in the multidisciplinary care team. Challenges in the hospital during labour and birth were 25 

reported and included lack of professional interpreters and a lack of privacy.  26 

Conclusion: Group pregnancy care has the potential to increase refugee background women’s access 27 

to pregnancy care and information, sense of belonging, cultural safety using services, preparation for 28 

labour and birth, and care of a newborn.  29 
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Introduction 31 

Maternal mortality ratios in humanitarian crises are among the highest in the world due to poor 32 

access to health services, disruption of support networks, poor sanitation, and violence (1, 2). 33 

Women fleeing these situations are at increased risk of childbirth complications and poor perinatal 34 

outcomes, may have unmet reproductive needs (3, 4) and may experience physical and psychological 35 

trauma (5). Refugee women resettled in high income countries have greater health and social 36 

concerns than women born in the host nation (6-8). Further, social and cultural factors important to 37 

refugee women are often neglected (9).  38 

Barriers that limit resettled refugee women’s access to pregnancy care include: difficulty navigating 39 

health care, unfamiliarity with preventative care, low health literacy, poverty, lack of  transportation 40 

and inadequate language support (9-11). Yet, pregnancy offers an important opportunity for 41 

preventive health care and is often women’s first sustained encounter with health services in a high 42 

income country (9). Some refugee women feel stereotyped and patronised during the pregnancy and 43 

birth process, which can be highly distressing (12, 13). Social isolation, poor mental health, family 44 

difficulties and disrupted kinship networks can further compound the pressures felt by women (12, 45 

13).  46 

The delivery of health care to groups of women is showing promise as a model that can increase 47 

health promotion knowledge and social support leading to behaviour change and improved perinatal 48 

outcomes (14). A Cochrane systematic review of group pregnancy care versus individual care found 49 

no statistically significant differences for preterm birth, small-for-gestational age and perinatal 50 

mortality but was underpowered to detect these differences. However, maternal knowledge was 51 

higher among women allocated to group care (15). Other studies have also identified positive 52 

outcomes (16-20) and reduced costs of health care provision (21). Non-randomised studies have 53 

demonstrated reductions in social isolation and improvements in women’s social and emotional well 54 

being (22-24). Studies have demonstrated both financial sustainability and cost effectiveness of 55 

group pregnancy care (25, 26), however, they have not included women of refugee background. This 56 

paper reports the findings of a qualitative study involving resettled Karen women from Burma, about 57 

their experiences of group pregnancy care in Melbourne, Australia.  58 

Methods 59 

Co-design of group pregnancy care 60 
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People from the Karen ethnic group of Burma (Myanmar) have a long history of persecution and 61 

displacement. Many Karen have lived in refugee camps on the Thai-Burma border and have 62 

experienced extensive human rights abuses, with a high prevalence of violence against women (1, 63 

27). Approximately 5000 people from Burma have settled in the state of Victoria, the majority are 64 

Karen (28). An Australian partnership called Bridging the Gap (27) agreed to explore whether 65 

providing culturally sensitive group pregnancy care could help to overcome some of the challenges 66 

experienced by Karen families.  67 

Developing the model of group pregnancy care began with community consultation with Karen 68 

mothers and fathers who had recently had a baby in Melbourne. The identified community needs 69 

included: pregnancy care provided close to home (due to limited access to transport); access to 70 

professional interpreters; meeting other people from the community also having a baby; learning 71 

about what to do for a healthy pregnancy, and what to expect in labour and childbirth in a hospital, 72 

particularly if induction or caesarean were required. The program was named ‘Healthy Happy 73 

Beginnings’ (Karen translation: Oh Su Tha Pwee Ah Dah Sah Taw Tha) by the community.  74 

A cross-sectoral working group made up of representatives from the maternity hospital, maternal and 75 

child health service, state government, community health, settlement services, and researchers, 76 

designed the model to address needs identified by the community. They also developed objectives, 77 

values and principles to underpin the program (Table 1). The program aimed to provide access to 78 

care and information that is woman-directed, culturally appropriate and in women’s language to 79 

address issues of health literacy and social isolation. 80 

A multidisciplinary team delivered the program, including a ‘caseload’ midwife, a maternal and 81 

child health nurse, and a community specific bicultural worker. A caseload midwife was involved in 82 

order to enhance continuity of carer. Women had individual antenatal appointments (according to the 83 

hospital schedule) with the midwife and either a telephone or on-site professional interpreter, 84 

alongside fortnightly group information sessions. These sessions were co-facilitated by the midwife, 85 

bicultural worker and maternal and child health nurse and the antenatal appointments were held in 86 

the same building (Tables 2 and 3).  87 

As a community-based and socially-inclusive program, Karen women were invited to the group 88 

information sessions regardless of length of gestation, parity, clinical risk, or booked hospital for 89 

birth. Program flyers were displayed at local services. The program was located in a well-known 90 

community health centre in the neighbourhood where women lived and was free to attend.  91 

Women’s experiences of group pregnancy care 92 
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Focus groups were suggested by the bicultural worker as a culturally appropriate data collection 93 

method that would enable women of all literacy levels to participate. All women who participated in 94 

the first year of the program and had given birth, were invited by the bicultural worker to participate 95 

in one of two scheduled focus group discussions. The aim of the focus groups was to explore 96 

women’s experiences of the program, what they liked or disliked, and whether it had helped them 97 

feel prepared for childbirth and going home with a newborn. A semi-structured question guide was 98 

developed, with questions including:  ‘How did you find out about the program?’ and ‘Did you feel 99 

comfortable to talk about any concerns as part of the group’? Information was collected about 100 

participants such as: year of arrival in Australia, number of children, health issues during pregnancy 101 

and birth weight of recent child.  102 

The focus groups were conducted by two of the authors (ER, SM). The first was conducted with an 103 

external agency interpreter, and the second with the program bicultural worker (WT). An 104 

information sheet and consent form were provided in both Karen and English. As reading levels for 105 

both languages were low, the forms were read aloud in Karen. Verbal consent was obtained which 106 

involved the bicultural worker ensuring that women understood what was involved in taking part, 107 

and that they were free to withdraw at any time. Both focus groups took approximately 2 hours and 108 

concluded with a shared lunch. Women received a $30 shopping voucher.  109 

Both focus groups were conducted in English and interpreted concurrently. The English questions 110 

and interpreted responses were transcribed from the audio files to produce verbatim transcripts in 111 

English. Manual thematic analysis was completed by two researchers (ER, SM), who used open 112 

coding to code the transcripts, codes were then categorised, and the emerging themes were cross-113 

checked by discussion with the bicultural worker. Themes were finalised through discussion with 114 

members of the working group. The Royal Children’s Hospital human research ethics committee 115 

approved the study protocol. 116 

Results 117 

Thirty women were invited to take part in focus groups, and 19 women (age 19-40 years) 118 

participated. Reasons for non-participation included moving to another area and not being available 119 

on the selected days. Of the 19 women, most were born in refugee camps on the Thai-Burma border, 120 

with the majority migrating directly to Australia as part of the Humanitarian program. Three women 121 

had lived in other countries (United States and Malaysia) prior to settlement in Australia. The 122 

average length of time in Australia was 4.3 years (range 6 months to 10 years). Nine women were 123 

first-time mothers and ten multiparous, 9 of whom had previously given birth in a refugee camp. 124 
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Therefore, for 18 women it was their first contact with Australian maternity services. All women 125 

were liv ing in their own house, shared with nuclear and/or extended family members in the 126 

neighbourhood. Most women walked to the community health centre; some came by car or bus.  127 

Most women heard about the group via the bicultural worker. Others were told about it by friends or 128 

family members already involved in the program. Some women were referred by their General 129 

Practitioner, or maternity hospital.  130 

Four overarching themes arose from the focus group discussions: 1) learning together; 2) social and 131 

emotional support; 3) trusting relationships; and 4) challenges in the hospital. 132 

Learning together: informed, prepared, confident and reassured 133 

For the women who were first-time mothers, the reassurance and encouragement they received from 134 

the care team and their peers helped to reduce anxiety and normalise the process for them. 135 

‘It was my first time, I was a first-time mum, so I would come here and speak to the 136 

facilitators, and they gave me advice and just made me feel better…Very reassuring and 137 

encouraging.’ 138 

Women agreed that the opportunity to talk to and ask questions of the staff in a comfortable 139 

environment enabled them to feel confident about giving birth and having a new baby.  140 

‘I felt more confident coming here, and sharing my experience. Before I had the baby, I 141 

didn’t know what to do, so I ended up coming here and talking to the people here. I think it 142 

was very helpful.’ 143 

Notably, women reported feeling empowered through learning about pregnancy and childbirth in the 144 

group setting and recounted feeling prepared.  145 

‘All of the information I have learnt, and all the new information I have, I feel stronger… so I 146 

feel like I know more about what’s happening.’ 147 

Women reported gaining useful knowledge, such as diet and exercise during pregnancy, information 148 

about tests, and terminology used in the hospital during labour and childbirth. They felt their 149 

questions were answered, providing reassurance.  150 

 ‘If we don’t understand anything, we can ask questions and then they explain it to us again.’ 151 

Information provided in the group was tailored to make it meaningful and to increase knowledge of 152 

key words in English. Women were grateful for this, reflecting particularly on instances where they 153 

didn’t have access to an interpreter and could draw on what they had learnt.  154 
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‘I learnt the terminologies and, when the doctors are speaking to me, I learnt how to respond 155 

to that. Like the word ‘push’.’ 156 

However, being able to converse in their own language was valued.  157 

‘Being able to speak the same language and share stories in the same language was good for 158 

me.’ 159 

Importantly, the group was often the first point of contact when women had worries or concerns. 160 

‘When I was pregnant, I felt that my baby wasn’t breathing or moving, so I asked the midwife 161 

here about it and got a check-up… She gave me advice and made me feel better.’  162 

Women appreciated the community venue, reporting that the location and familiarity facilitated 163 

participation. Women could get to the centre without having to depend on someone for transportation 164 

and found the space suitable for their other children. Some husbands/partners occasionally attended, 165 

and several women indicated they would have liked their partners to participate because they felt 166 

they would also benefit.  167 

‘It would be good if they [fathers] could come, it would help them understand about 168 

pregnancy.’ 169 

Social and emotional support: sharing stories and experiences 170 

The program afforded opportunities for women to support each other. Women talked about 171 

friendships that developed and the comfort gained from sharing. 172 

‘In the beginning, being new to this group, I was a bit shy because I didn’t know anyone. But 173 

as the program rolled out and the more time we spent together, I was able to open up, and 174 

share with the group…I was more comfortable.’ 175 

Sharing stories in the facilitated environment enhanced women’s learning and their sense of being 176 

cared for.  177 

‘The best thing about coming was seeing each other, sharing stories, sharing problems. And 178 

hearing stories, hearing other people’s journeys, I liked hearing them very much.’ 179 

Women felt comfortable asking staff questions in the group setting and recognised that others 180 

benefited from the same questions and discussions. Women agreed that this was because they were 181 

all going through the same experience, regardless of whether this was their first child or not: 182 

‘Everybody is in the same situation, everybody is pregnant…good experience to hear 183 

everybody else’s stories.’ 184 
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Women reported that they were comfortable discussing personal topics in the group and that there 185 

was not an occasion when they couldn’t ask something that was on their mind.  186 

‘I wouldn’t be uncomfortable…I feel better when I share my story with the group, it makes 187 

me feel better.’ 188 

Trusting relationships: continuity of care and care provider 189 

Building a relationship with a familiar care team was vital for women. For some, it helped to feel 190 

supported during labour and birth, and provided the feeling of being more in control of the process. 191 

‘I felt prepared…Because you know what to do, and you know that there’s someone there for 192 

you. Like the midwife, she’s there for you, so you don’t feel nervous.’ 193 

The continuity of care from the antenatal period to postnatal care at home was an especially valued 194 

component of this model. Consistency with the bicultural worker and MCH nurse postnatally was an 195 

aspect that women appreciated. On occasion, the caseload midwife was at the birth of a baby the 196 

night before or had a birth she had to attend during the group information session, meaning she 197 

wasn’t able to attend the group. Despite this, women valued their relationship with the staff, noting 198 

this shaped their experience of health care in their new country compared to their previous 199 

experiences. 200 

‘When we were in our country or in the camp, after we delivered the baby, when we went 201 

home no one came and visited us. Here, after we went home, we have our nurses come and 202 

visit us after two days. They came and check on us, and after that she [the bicultural worker] 203 

visited us.’ 204 

The bicultural worker was pivotal to the functioning of the group and it was her adaptability that 205 

enabled the group to be inclusive regardless of the hospital women were booked to attend. Many 206 

women heard about the program through social networks of the bicultural worker who encouraged 207 

them to attend the group which often facilitated their access to antenatal care. The support provided 208 

by the bicultural worker was an integral part of women’s care and coordinating the myriad of ‘non-209 

clinical’ administrative tasks that were unfamiliar to women.  210 

‘She [bicultural worker] is very important, because if we don’t have her, we don’t know how 211 

to do the paperwork for the baby, like the name registration for the baby and *Centrelink 212 

papers. She helps us with everything.’ 213 

                                                            
*Centrelink is an Australian Government agency responsible for delivering services and unemployment benefits to those 
who find themselves on a low income or without an income. 
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Women felt that the greatest benefit in having a bicultural worker involved, as opposed to an external 214 

professional interpreter, was developing a relationship with her. 215 

‘She is always here, she understands us more’.  216 

Challenges in the hospital: communication and privacy 217 

The only negative aspect of women’s care related to their experiences in the hospital at the time of 218 

childbirth. This was mostly the experience for women booked to another hospital where the case-219 

load midwife did not work. Women were rarely provided with an interpreter during labour and birth. 220 

A few women indicated this was because their husbands were present and spoke enough English to 221 

interpret. Some reported trusting the staff and therefore were not overly concerned about 222 

communicating in their language. 223 

‘It doesn’t matter because the nurses are good carers for us, so even if we don’t know what’s 224 

going on, that’s okay.’ 225 

Some women learnt a few key words in English, but this was usually women who had been in 226 

Australia longer and had a better grasp of English compared to newly arrived women.  227 

‘I learnt the key words in English…because they didn’t have an interpreter [during labour 228 

and childbirth], I knew what the doctors were saying.’ 229 

Women mentioned lack of privacy in hospitals as a significant issues of dissatisfaction. In particular, 230 

women mentioned they felt they had received inadequate care when people walked in and out of 231 

their room without prior consultation, and when students were bought in to ‘watch’ or sometimes 232 

perform procedures.  233 

‘Other doctors and nurses would come in and that was really uncomfortable for me. They 234 

didn’t do anything, but they looked, and that was really uncomfortable.’ 235 

In these instances, women felt their preferences were ignored. This was compounded by women’s 236 

reticence to advocate for themselves, leading them to feel voiceless.  237 

‘They would ask questions and I didn’t want to answer it straight away, because I don’t feel 238 

comfortable with them…I didn’t feel comfortable to say to them ‘Why are you here?’’ 239 

Women perceived that women of other backgrounds seemed to have their requests for greater 240 

privacy respected.  241 

‘With other nationalities or cultures, they might get more privacy because they probably sign 242 

forms saying they want more privacy.’ 243 
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Asking women beforehand and obtaining consent was a suggested solution. 244 

‘If there was some sort of agreement form that would make it easier, prior to just walking in 245 

and saying ‘Is it okay?’ 246 

Discussion 247 

To our knowledge, this is the first model of group pregnancy care that has been designed for a 248 

resettled refugee community. Our findings provide evidence that a collaboratively developed group 249 

pregnancy care program can be tailored to meet the needs of refugee background women. Overall, 250 

women’s experiences were positive. Women reported feeling prepared, confident and reassured, with 251 

the greatest benefits coming from shared learning and storytelling with peers, and developing 252 

trusting relationships with a team of professionals, all supported by communication in their language.   253 

Participants reported that care providers were welcoming, valued them, listened and responded to 254 

their needs. The program offered a safe place where women had a sense of belonging and could 255 

connect with others and talk in their own language about shared experiences. The study findings also 256 

afford salient lessons for the roles and responsibilities of the multidisciplinary team. 257 

Migrant women in high income countries have consistently been dissatisfied with their maternity 258 

care (29). In this study, women complained about a lack of privacy during their intrapartum care. 259 

This may indicate a lack of knowledge about their rights and therefore reluctance to express their 260 

feelings about their care experience. Previous research suggests that Karen women’s low self -261 

efficacy, previous experiences of traumatic events and cultural tendencies to ‘graciously accept’ 262 

when receiving care, may contribute to their reluctance to complain (30). Health care providers need 263 

to be mindful that some client groups are hesitant to voice any worries and concerns they may have 264 

about their care.  265 

In conflict zones women find comfort and solidarity and form support networks with other women 266 

(31). Other research has found that women’s groups facilitated by non-clinical local women offer 267 

opportunities for participatory learning and action and are cost-effective (14). The women in this 268 

study valued fostering social relationships that provided connections to culture and shared 269 

experiences.  270 

Internationally, there is evidence supporting the integration of Community Health Workers (CHWs) 271 

in the maternal and child health context, as they facilitate access to health care and information (32, 272 

33). In this study, it was evident that the role of the bicultural worker was critical and instrumental 273 

for supporting women to navigate their way into maternity care and broker communication and 274 
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trusting relationships with clinical staff. Women valued seeing the bicultural worker both before and 275 

after their baby was born.   276 

Strengths and limitations 277 

The use of focus groups to collect data adhered to the values and principles of the program and built 278 

upon the safety established in the group processes. It is possible that women who did not like the 279 

program may have chosen not to participate in a focus group, yet feedback was that non-participation 280 

was due to unavailability. The decision to involve the bicultural worker in the second focus group 281 

was based on our experience of the first group, where women were hesitant to provide detailed 282 

responses. Women were more comfortable describing their experiences with the bicultural worker 283 

present. The bicultural worker supported women to share their experiences both positive and 284 

negative. Other studies have reported that data collected may be enhanced through involving trusted 285 

members of the community in the process (34). This has important implications for design of studies 286 

involving ‘vulnerable’ populations. Other limitations include the lack of information regarding 287 

experiences and perspectives of the care team and fathers. Research that synthesises user and 288 

provider perspectives is needed. This study captures the views of only one refugee community, thus 289 

limiting the generalisability of our findings. Finally, monitoring perinatal outcomes will be important 290 

for determining whether this model can lead to improved outcomes for this population.   291 

Conclusion 292 

This is the first example of group pregnancy care designed to meet the needs of refugee background 293 

families. The findings provide evidence that group pregnancy care has the potential to increase 294 

women’s access to pregnancy care and information, cultural safety and sense of belonging, and 295 

preparation for labour and birth and care of a newborn. Women’s reported experiences show the 296 

benefits of co-design, and in particular, health care agencies and multidisciplinary teams working 297 

together with communities to benefit vulnerable populations.  298 
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Table 1.  Program objectives, values and principles  396 

Objectives Values Principles 

 Provide culturally 

appropriate care, centred on 

the woman and what she 

wants to know 

 Provide community-based 

care, close to home, 

enhancing access 

 Clear program goals 

 Good co-facilitation 

 Respect   

 Communication processes 

 Time management  

 Ensure everyone is heard 

 Community consultation 

and engagement  

 Establish rapport with the 

woman and when present, 

her family  

 Giving women time and 

space to ask questions; 
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 Be welcoming of women, 

her family and her 

community 

 Identify complex obstetric 

and/or psychosocial needs 

earlier, respond 

appropriately with referral 

as necessary and follow-up  

 Promote continuity of 

provider/s and consistency 

of information; ensure 

women are fully informed 

of choices and options 

 Provide integrated 

pregnancy care that 

introduces and transitions 

women to the maternal and 

child health service and 

ongoing primary health care  

 Build capacity of all staff to 

work with and care for 

families of refugee 

background in a 

collaborative and multi-

disciplinary team 

 Accountability  

 Collaborative planning and 

decision making 

 Being open minded  

 Commitment to innovation 

 Advocacy and mentoring 

check understanding and 

consent for medical tests 

and other procedures 

 Provide an on-site 

interpreter for pregnancy 

appointments  

 Continuity of care including 

interpreters and Refugee 

Family Mentor, where 

possible 

 Support women and her 

family’s pathway through 

the health system  

 Promote women’s 

understanding of 

preventative health  

 Respect, empathy, openness 

and sensitivity to cultural 

difference 

 Recognise and understand 

the refugee re-settlement 

experience 

 Work within a social model 

of health 

 Outreach, referral and 

service co-ordination  

 Client feedback and 

evaluation  

 397 

 398 

Table 2 Key elements of antenatal and postnatal universal services in Victoria  399 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

Key elements of antenatal care  Key elements of postnatal care in first year 

 First antenatal check-up in first trimester (35) 

 At least 7 antenatal check-ups during 

pregnancy for women giving birth at term  

 Identification and intervention during 

pregnancy to support women (and their 

unborn children) at risk of adverse medical 

and/or psychosocial outcomes  

 Hospital domiciliary midwife visit in first 

days after hospital discharge  

 Home visit in first 10 days by MCH Nurse*, 

followed by Key Age and Stage Visits with 

MCH Nurse when child is aged 2, 4 and 8 

weeks, 4, 8, 12 months (36)  

 Identification, support and referral in relation 

to child health and development and maternal 

health issues  

*Maternal and Child Health Nurse 400 

 401 

Table 3 Role descriptions 402 

Worker Role 

Caseload midwife 

(Sector: Public 

Hospital) 

 A midwife who has an agreed number of women (caseload) per year for 

whom she is the primary caregiver 

 First point of contact/reference for these women throughout their 

pregnancy, labour and birth and during their postnatal period 

 Maximising continuity of care is the underpinning principle of the 

caseload midwifery model 

Bicultural worker 

(Sector: Refugee 

Settlement) 

 Provide direct support and cultural advice to service providers, e.g. 

knowledge of specific cultures and parenting practices 

 Encourage and assist families to access, navigate and utilise universal 

primary health care and other services 

 Provide information to families about other relevant services, e.g. social 

welfare, housing, English classes 

 Provide support beyond the translation of language, so their role is 

different to that of an accredited interpreter  

Maternal and Child 

Health nurse 

 Provide support and information to families with children aged from birth 

to school age, including child health, nutrition, breastfeeding, maternal 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

(Sector: Local 

Government) 

and family health and parenting  

 Hold specialist qualifications in midwifery, maternal and child health, 

and immunisation 
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