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Design and Setting: This exploratory descriptive qualitative study reports the process evaluation findings
from the formative evaluation of Group Pregnancy Care for women of refugee background. Data were

Keywords: collected in Melbourne, Australia between January and March 2021 via semi-structured interviews, and
Group Pregnapcy Care analysed using reflexive thematic analysis.
Worker Experiences Participants: Purposive sampling was used to recruit twenty-three professional staff involved in the im-
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plementation, facilitation, or oversight of Group Pregnancy Care.
Findings: This paper reports five themes: knowledge sharing, bicultural family mentors - the critical link,
finding our own ways of working together, power dynamics at the intersection of community and clinical
knowledge, and system capacity for change.
Key conclusions: The bicultural family mentor role contributes to the cultural safety of the group, and
increases the confidence and competence of professional staff through cultural bridging. Multidisci-
plinary cross-sector teams that collaborate well can provide cohesive care. It is possible for hospital and
community-based services to establish cross-sector equity-oriented partnerships. However, there are chal-
lenges sustaining partnerships in the absence of explicit funding to support collaboration, and in context
of organisational and professional inflexibility.
Implications for practice: Investing in change is necessary to achieve health equity. Creating explicit fund-
ing pathways for the bicultural family mentor workforce, multidisciplinary collaboration, and cross-sector
partnerships would strengthen service capacity to provide equity-oriented care. Working towards health
equity also requires a commitment to continuing professional development for professional staff and or-
ganisations to increase knowledge and capacity.
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Introduction background, disparities continue (Gibson-Helm et al, 2015;
Rogers et al,, 2020). In Australia, women of refugee background
Inequity during the perinatal period experience higher rates of stillbirth (Davies-Tuck et al., 2017;

Rumbold et al., 2020; Yelland et al., 2019), preterm birth, congeni-

Despite widespread recognition of the inequitable burden of tal anomalies, admission to neonatal intensive care units, and poor
adverse perinatal outcomes experienced by families of refugee- maternal mental health (Gibson-Helm et al., 2015; Navodani et al.,
2019; Rogers et al., 2020). In 2021-22, 11,545 visas were granted
to refugees (and others in humanitarian need) living overseas,
to come and settle in Australia (Australian Government Depart-
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such as limited social support, financial hardship, social isola-
tion, and not speaking English add to the complexity of provid-
ing high quality perinatal health services for families of refugee
background (Owens et al., 2016; Riggs et al., 2016, 2012; Yelland
et al.,, 2015, 2014). Several studies show that health services can
struggle to meet the social, emotional, and health care needs of
women of refugee-background, particularly in large public hospi-
tals (Brandenberger et al., 2019; Yelland et al., 2021, 2016, 2015,
2014), where most urban Australian women and families receive
pregnancy care and give birth (Australian Institute of Health and
Welfare, 2022a). As Marmot et al. (2012) and others have argued,
meaningful changes to the way perinatal care is provided are nec-
essary to achieve health equity. There is evidence that collabo-
ration and coordination between hospital and community-based
services may increase the capacity of the health system to pro-
vide high-quality integrated perinatal care (Narain et al., 2019;
Reno et al., 2021).

Group Pregnancy Care

Group Pregnancy Care [GPC] is an innovative model of care that
has the potential to improve health equity for women of refugee-
background (Australian Government Department of Health, 2020;
Riggs et al., 2021, 2017). Between 2014 and 2020, the Inter-
generational Health group at the Murdoch Children’s Research
Institute [MCRI] and the Victorian Foundation for Survivors of
Torture [Foundation House] facilitated the codesign and evalu-
ation of two GPC programs for women of refugee background
in Melbourne, Australia - in partnership with two public hos-
pitals, two community-based maternal child health services, and
a community-based refugee agency. These programs were code-
signed with and for Karen and Assyrian Chaldean communities
(Riggs et al.,, 2021). GPC for refugee-background women aimed
to address existing inequities through the integration of cultur-
ally safe and trauma-informed support, and by improving maternal
health literacy and self-efficacy (Riggs et al.,, 2021). Papers about
women’s experiences of attending GPC and the codesigned mul-
timethod evaluation protocol have been published in detail else-
where (Riggs et al., 2021, 2017). The formative evaluation and as-
sociated outputs are available via the study website (Stronger Fu-
tures Centre of Research Excellence, 2022). In brief, local partner-
ships were established between public maternity hospitals, mater-
nal child health services, and refugee agencies. Groups were lo-
cated in a setting close to where families lived - with an aim to
provide an accessible community-oriented space. Fortnightly group
information sessions were held for two hours, co-facilitated in
women’s preferred language/s by a midwife and bicultural family
mentor. As well as sharing information to prepare for pregnancy,
birth, and breastfeeding, women were supported to learn about a
range of other topics that were of interest to them - such as fi-
nance management, dental care, and more. Antenatal visits were
held as per the hospital schedule, conducted one-to-one with a
midwife and interpreter, in a private room adjacent to the group
space - to ensure women had adequate opportunity to raise any
issues they weren't comfortable discussing in the group. Continu-
ity of care was embedded antenatally and up to four months post-
natally.

GPC for women of refugee background enabled services and
professional staff to provide women with straightforward access to
a multidisciplinary cross-sector team of professionals. The service
also aimed to reduce the burden of navigating care within an un-
familiar and complex health system (Riggs et al.,, 2021). Multidis-
ciplinary teams included an interpreter, a bicultural family mentor,
two midwives, and a maternal child health nurse. One team also
integrated a parent support worker. Interpreters enabled pregnancy
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appointments and group discussions to be conducted in women’s
preferred language/s. Bicultural family mentors provided support
for women through shared culture and language, facilitated cultur-
ally safe and supportive connections to health, maternity, and early
childhood services, and ensured women understood their rights
when interacting with these services. Midwives provided clinical
maternity care and education. Maternal child health nurses facil-
itated an early link to the maternal child health service, which
tracks child growth and development over the first five years of
life, and helped women to prepare for breastfeeding and parenting
beyond the immediate postpartum period. Parent support workers
assisted women and their families to identify any challenges and
enhance parenting strategies and family connections, and provided
support and referrals for other children of the women and families
attending.

Cross-sector equity-oriented partnerships

Implementing and facilitating GPC for women of refugee back-
ground required a commitment to health equity by participat-
ing services and professional staff including the formation of new
cross-sector partnerships, the investment of time and other re-
sources, and an openness to practice and system change. There is
a longstanding body of research demonstrating that positive col-
laboration between services offers important benefits (Hilts et al.,
2021; Loban et al., 2021; Riggs et al., 2014). Services that work
together are better equipped to meet the needs of specific pop-
ulations, such as women of refugee background, by establishing
common goals, sharing resources, diversifying reach and scope of
practice, and improving cross-sector communication and referral
networks (Browne et al., 2018; Hilts et al., 2021; Loban et al.,
2021; Riggs et al., 2014). The formation of new cross-sector part-
nerships can also be challenging, particularly when grappling with
conflicting organisational priorities, entrenched institutional pol-
icy or practice norms, inflexible funding pathways, and systemic
issues such as hierarchical power imbalances and institutional
racism (Browne et al., 2018; Narain et al., 2019; Reid et al., 2021;
Reno et al., 2021). These challenges can make cohesive collabora-
tion difficult, particularly if relationship building and capacity ex-
change between services is not explicitly funded. Funding is gen-
erally allocated to services individually, rather than collaboratively,
which can impose a systemic barrier to the sustainability of part-
nerships (Browne et al., 2018; Reno et al., 2021).

In this paper, we report findings from an exploratory descrip-
tive qualitative study (Daly et al., 2007), which reports the pro-
cess evaluation findings from the broader formative evaluation of
GPC. This element involved asking professional staff to reflect on
their involvement with GPC for women of refugee background. In
this paper, we use the language ‘professional staff’ to refer to the
range of clinical and social care staff, stakeholders, and leaders
involved in the implementation, facilitation, or oversight of GPC
for women of refugee-background. To maintain confidentiality and
prevent participant identities from being deduced by local read-
ers, professional roles, names, and organisations are not included.
Although there is a considerable amount of research depicting
the benefits and challenges of cross-sector equity-oriented partner-
ships at a leadership-level (Loban et al., 2021; Narain et al., 2019),
little has been published specifically from the perspectives of those
who are providing equity-oriented health and/or social care. Fur-
thermore, to the best of our knowledge, GPC for women of refugee
background is the first model of its kind in Australia and one of
the first in high-income countries worldwide (Ahrne et al., 2023).
There are no other peer reviewed papers published that address
the experiences of professional staff involved with this model.
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Research aims

This study aimed to: (i) explore professional staff experiences
of cross-sector collaboration and program delivery; (ii) explore per-
ceptions of the bicultural family mentor role; and, (iii) understand
from the perspective of professional staff what can be learned from
their experiences of implementing GPC for women of refugee back-
ground to inform future work in this area.

Methodology

This study was theoretically informed by constructivism, a re-
search paradigm that considers ‘reality’ to be individually rather
than universally defined, and supports researchers to hear and
think openly (Birks and Mills, 2014; Guba and Lincoln, 1982). Given
this study was undertaken across a number of cultural bound-
aries, it was important for researchers to be able to understand
co-constructed realities and hold differing complex understandings
of the same program.

Methods
Sampling, eligibility, recruitment, and consent

Purposive sampling was used to facilitate the recruitment of el-
igible participants (Liamputtong, 2020), including past and present
professional staff from partnered organisations. Twenty-nine eligi-
ble participants received an individualised email with a hyperlink
to a research electronic data capture [REDCap] survey (Harris et al.,
2019), where they could express interest in participating. Twenty-
three participants electronically registered their interest, two de-
clined to participate due to workload pressures, and four did not
respond (23/29, 79%). Informed e-consent was obtained prior to
each interview.

Ethical considerations

Ethics approval was obtained from the Royal Children’s Hos-
pital Human Research Ethics Committee. Assurance was provided
to all participants that high standards of confidentiality would be
maintained, and that data obtained from interviews would not
be shared in a way that could enable identities to be deduced.
Secure storage of participant data was achieved using REDCap
(Harris et al., 2019). Due to COVID-19 workplace restrictions, all
interviews were conducted via telephone or Zoom video software
(Liamputtong, 2020; Sipes et al., 2019).

Data collection

Data were collected by two researchers [FH, AK] between Jan-
uary and March in 2021, via semi-structured interviews lasting 30-
90 min (Liamputtong, 2020; Sipes et al., 2019). Interviews were
audio recorded with consent. Two participants declined to be au-
dio recorded and detailed notes were taken in lieu, with permis-
sion. Professional services transcribed audio data. Transcripts were
checked for accuracy by the interviewers [FH, AK].

Data analysis

Data were analysed using Braun and Clarke’s (2022a, 2019)
method of reflexive thematic analysis, which complements con-
structivist principles (Braun and Clarke, 2022b; Byrne, 2021). In
reflexive thematic analysis, interpretation of data is considered
to be a subjective rather than objective process that requires
the researcher to interrogate the possible influence of their per-
sonal assumptions (Braun and Clarke, 2022a, 2022b). Reflexivity

Midwifery 123 (2023) 103709

encourages a stronger level of interpretation throughout the anal-
ysis, potentially improving the quality and rigor of study find-
ings (Braun and Clarke, 2022a). To become immersed in the data,
the lead author [FH] first read each transcript while listening to
the corresponding audio recording (Green et al., 2007). Two tran-
scripts were iteratively coded using NVivo (QSR International Pty
Ltd., 2018), with labels that used interpretation and meaning to or-
ganize sections of the text (Braun and Clarke, 2021; Green et al,,
2007). A senior researcher on the study team [LB] and the lead
author [FH] critically examined these early codes and discussed
meanings, thinking, and positionality - with an aim to reach
new insights rather than agreement between researchers. Two cy-
cles of coding and categorization were then applied to all tran-
scripts using the same coding technique and reflexive position
[FH]. Themes were derived from the data using a combination of
writing, rewriting, visual mapping, group discussion, critical re-
flection, and consideration of study aims [FH, LB, SB, AK, ]S, ER]
(Braun and Clarke, 2022a, 2021; Green et al., 2007).

Reflexivity

All authors of this paper [FH, LB, SB, AK, ]S, ER] have aimed to
operate with a high level of professional accountability to partic-
ipants and partner organisations. Reflexive practices that increase
awareness of beliefs or assumptions have been embedded system-
atically within the study protocol, and incorporated at each stage
of the research process. For example, team-based reflexive activi-
ties included regular attendance at project meetings, group reflec-
tion and critical enquiry, and contemporaneous feedback processes
to progress thinking, analysis, and writing. The first author of this
paper [FH] is a midwife by background - currently working in re-
search on projects that are geared towards health equity, such as
Group Pregnancy Care for women of refugee background. In addi-
tion to these group practices, FH maintained a reflexive position
via regular reflective supervision and journaling.

Results
Participant demographics

Interviews were completed with twenty-three clinical and so-
cial care professional staff involved in the implementation, facilita-
tion, or oversight of two GPC programs for women of refugee back-
ground in Melbourne, Australia. Hospital, maternal child health,
and community services that implemented GPC were located in
the northern and western suburbs of Melbourne. As stated in the
introduction, given the unique nature of this model, geographical
context, and small staff teams - participant identities will be eas-
ily deduced by local readers if further participant information is
disclosed. However, it is important to note that two staff mem-
bers from the same professional group did not participate, citing
pandemic-related stress in context of local lockdowns and pro-
fessional changes. At the time of these interviews, the Australian
health care system was in the midst of adapting to the COVID-19
pandemic (Bradfield et al., 2021). Please see the ‘Limitations’ sec-
tion for further information. These findings report five key themes,
which are summarised in Table 1 below:

1. Knowledge sharing

The implementation and delivery of GPC required a multidisci-
plinary cross-sector team of professionals to work together to es-
tablish new relationships, new systems, and a new way of provid-
ing pregnancy care for women of refugee background. This oppor-
tunity enabled different types of knowledge to be shared between
professionals, and between women.
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Table 1
A summary of the research findings.
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Theme

Summary

1. Knowledge sharing

2. Bicultural family mentors - the critical link

3. Finding our own ways of working together

4. Power dynamics at the intersection of community and clinical knowledge

5. System capacity for change

In a cross sector and multidisciplinary group environment, knowledge can be
shared between professional staff and also between women.

The presence and support of bicultural family mentors in the group can
establish cultural and emotional safety for women, and cultural bridging can
improve connections between women, their families, and professional staff.
For GPC to meet the needs of local communities and participating services,
professional staff need sufficient time and autonomy to establish effective and
respectful ways of working together.

It can be difficult for professional staff to establish trust and share power,
particularly when community and clinical knowledge intersect.

There are important differences in how hospital and community-based health
systems are funded and structured, which affect the capacity of systems and the
people working in them to change, and to re-orient towards equity.

Knowledge sharing between professionals

Knowledge sharing between professional disciplines simplified
access to a wide network of referrals, which could enable teams to
plan care for women holistically.

“...we had the knowledge and the information that we needed to
provide information for whatever the women came up with.” (201)

Participants noticed it felt more straightforward for families to
access the support they needed, such as social work or material
aid. The success of their collaboration within the group was per-
ceived to be evident in how many women returned for a subse-
quent baby and/or encouraged their pregnant friends and family
members to attend. For participants, experiencing the impact of
these synergistic connections was rewarding.

“And just makes the work of myself and the team much more easy
when those connections happen and you feel that sense of satis-
faction that you're achieving something, helping the family achieve
something in a very short period of time.” (101)

Knowledge sharing between women

Knowledge sharing between women was another feature of the
group. Participants considered peer learning (for example, woman-
led discussion and information sharing) key to capacity building
and self-determination for women attending the group, and ob-
served the need to step back and make space for women to learn
from each other. The opportunity to facilitate, witness, and be part
of these interactions between women felt professionally meaning-
ful.

“We were just there facilitating it, but they looked after each
other.” (114)

“I love the women being able to actually educate other women...”
(201)

2. Bicultural family mentors - the critical link

Bicultural family mentors were understood by participants as
essential to the development and sustainability of cultural and
emotional safety within GPC. In practice, this role included build-
ing community trust in the model, supporting women to navigate
the often-unfamiliar Australian health care system, and providing
an environment where women could talk about and sustain cul-
tural practices and traditions within their pregnancy care.

“... all that breaking down of those barriers through [the bicul-
tural family mentor’s] experience and her knowledge of her own
community is really invaluable, and can’t be replicated by someone
who’s not part of that culture.” (108)

The unique position and skillset of the bicultural family men-
tor, as both a member of their community and someone with for-

mal qualifications relevant to the professional mentor role, enabled
them to facilitate cultural bridging between women and clinicians,
and offer guidance about culturally safe approaches to pregnancy
care.

“I love the fact that [the group has] got the bicultural [family
mentors| who are this kind of middle ground...” (301)

“[The bicultural family mentor is] the one who knows the sto-
ries...” (103)

“[ think [the] bicultural [family mentor] is the absolute essence of
the program.” (105)

3. Finding our own ways of working together

Participants stressed that for the model to work well and to
meet the needs of their local community, they needed to find their
own ways of working together. Professional autonomy and respect-
ful relationships were important to professional staff bringing the
new model of care to life.

The right fit

To support professional staff working in a new model of care,
both GPC teams attended facilitation training provided by the
Groupwork Centre (2022). The opportunity to connect across sites
and discuss their work highlighted important differences between
each group, such as the different professional roles involved in
each team, approaches to facilitation, and venue of the group. Par-
ticipants appreciated the way their own group felt like the right fit
and observed that when implementing a new model of care, the
needs of each community and participating services are unique.
Differences between GPC programs such as those listed above,
were viewed as a strength to be harnessed for any new group to
work well, to meet the needs of women attending, and to align
with service capacity.

“We realised that although we were providing the same service, we
were delivering it in different ways [...] each GPC program will be
different because you will adapt it to your particular community.”
(201)

“...there’s [public hospital service] constraints and cultural needs
that have to be met.” (301)

Respectful relationships

Participants also reflected that respectful professional relation-
ships were key to success. Factors that encouraged respectful re-
lationships included the ability to value different kinds of knowl-
edge, proactive teamwork, and goodwill.

“For a team to work well, it really requires that everybody is on
the same page, communicating well, and respecting each other and
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stuff like that. I think that has been the beauty of this program,
and that is what has gelled it together, even during the pandemic
period.” (101)

4. Power dynamics at the intersection of community and clinical
knowledge

Through these interviews, it was clear that all participants were
invested in developing and sustaining positive relationships across
agencies, sectors, and disciplines. Participants acknowledged that
all members of the partnership contributed valuable resources and
expertise fundamental to the intent and heart of GPC.

“...I see how all the professionals, they respect each other, their
space, their opinion, their values.” (101)

It was sometimes difficult for participants to establish trust and
share power across sectors, particularly in scenarios where com-
munity and clinical knowledge would intersect. When there was
a mismatch in expectations or understandings, effective collabora-
tion was inhibited. For example, the different professional bound-
aries and scope of practice of bicultural family mentors and in-
terpreters sometimes caused confusion about roles. Clinicians re-
lied on both team members for assistance when interacting with
women, but were generally more familiar with interpreters. Com-
pared to interpreters, bicultural family mentors have a wider scope
of practice and are trained to provide advice and support on a
range of topics. At times, when bicultural family mentors were
seen to go beyond interpreting what a clinician had stated, some
participants viewed these interactions unfavorably. There was an
apparent mismatch in expectations - with the bicultural mentor
acting within their scope of practice, but some participants per-
ceiving that the bicultural mentor was not qualified to provide in-
formation and advice.

“... there were lots of discussions over scope of practice and whose
job it is to inform certain things...” (303)

For some participants, there appeared to be a shift in percep-
tion over time, with growing recognition of the importance of
teamwork and what is possible to achieve when teams work in
partnership.

5. System capacity for change

Differences between hospital and community-based systems,
including funding pathways and service flexibility, affected the ca-
pacity of these systems to adapt to new ways of working. While
it is beyond the scope of this paper to provide a detailed expla-
nation of Australian health care arrangements, it is important to
note for context that hospital and community-based services share
the responsibility of providing perinatal care, but are funded and
structured differently. Importantly, GPC was implemented within
the existing budgets of maternity and maternal child health ser-
vices with a view to supporting the long-term sustainability of the
model.

Hospital-based systems

Despite their strong commitment to GPC, reflections shared by
hospital-based participants demonstrate how perceptions of fund-
ing constraints and service inflexibility can limit organisational ca-
pacity for change. Participants were apprehensive about the cost
associated with providing hospital-employed midwives and inter-
preters for GPC. They were concerned that less funding would be-
come available long-term if antenatal care was provided for fewer
women in the group, compared to standard hospital-based care.
Given that the research outcomes, including possible benefits for
women and babies and associated cost savings were unknown at
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this stage of the project, participating in a study could feel unset-
tling.

“...the cost of sending two midwives out for essentially only being
able to deliver six appointments... it’s terribly expensive.” (304)

“It [GPC] was viewed as a very expensive model if you're just look-
ing at the health economics of it. Which, you would think that the
greater story is yet to be told around the savings that you do make
with the good outcomes.” (109)

Participants reflected that public hospitals sometimes struggled
to support GPC. The entrenched nature of institutional funding
and service priorities did not align well with equity-oriented care,
and it was often necessary for participants to justify the value of
the model to colleagues and management working outside of the
study.

“..they were the challenges, navigating those, I guess, systemic
ideas and entrenched behaviours ... there’s been many examples
over the years where I had to go and go in, really advocating for
this as that it’s not purely about the numbers we see, and because
we haven'’t got those clinical outcomes yet.” (305)

When organisational priorities felt incongruent with the equity-
oriented aims of GPC, participants did not feel empowered or sup-
ported to bring about the changes that would enable the model to
be financially or culturally integrated to the hospital environment
more easily.

“...if you truly got it and you truly valued it then you wouldn’t be
fighting over that couple of hours in the afternoon.” (303)

“We've been talking about different ways of funding, you know,
Victorian [a state in Australia] health services for years. It's not
flexible. It’s just not flexible...” (109)

Meaningful change takes time, and GPC offered an important
opportunity for professional staff working in hospital-based sys-
tems to learn how to re-orient services towards equity.

“So I think it [GPC] has created different conversations and the
ability to think differently and show we can do things differently.
It doesn’t have to always be the same thing. It hasn’t been easy,
but we are still there.” (305)

Community-based systems

Participants working in this sector valued the capacity of
community-based services to operate flexibly at a grassroots level
and engage directly with communities. The different structure and
funding of community-based services appeared to foster deeper
recognition of community needs and a greater capacity to tailor
care for women with complex requirements.

“...we have a high degree of flexibility and we're still accountable
and we're still professional, but we don’t have such rigid, strict re-
strictions on what we can and can’t do.” (108)

Participants generally considered funding to be either adequate,
or a tension to live alongside, rather than a stressor specific to im-
plementing GPC.

“... we weren't constrained by money [to implement a GPC pro-
gram].” (110)

Different funding mechanisms and service structures also ap-
peared to influence participant perceptions of success, and what
it takes from systems to successfully establish a new group in the
community. For example, when the number of women attending
the group varied from week to week, community-based partici-
pants were not overly concerned and emphasised that it does take
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time to build awareness and trust in the communities they are
working with.

“...you've got to give programs time to develop their roots in the
community and for the community to come forward.” (106)

Discussion

The reorientation of health and social care services to-
wards achievement of health equity is a global health priority
(Marmot et al., 2012; World Health Organization, 2018). Our find-
ings provide new evidence that bicultural family mentors work-
ing in a multi-disciplinary model of Group Pregnancy Care have
the potential to make a critical contribution towards this goal. Bi-
cultural family mentors foster and enable culturally safe perina-
tal care by facilitating cultural bridging and capacity building for
professional staff who work with women of refugee background.
Our study demonstrates that cross-sector equity-oriented partner-
ships are possible, and when multidisciplinary professional staff
work closely together, the co-ordination and scope of care they
provide can be improved. However, findings also show that there
are significant challenges navigating these partnerships - particu-
larly with regards to prioritising the amount of time needed for
people and organisations to establish effective ways of working to-
gether. It is also clear that different sectors vary in their capacity
to embrace equity-oriented innovation. In this study, community-
based services demonstrated greater capacity for system change
than hospital-based services.

Including bicultural family mentors in perinatal services

While there is scant evidence evaluating the role and
contributions of bicultural family mentors in perinatal care
(Lutenbacher et al., 2018; Riggs et al., 2017; Rogers et al., 2021),
research has clearly established that when women are unable to
access good-quality information and care in their own language,
they are less likely to engage with services and are at risk of expe-
riencing adverse outcomes (Billett et al., 2022; Duckett et al., 2016;
Yelland et al., 2016). Closing the health-equity gap for women of
refugee background requires improving the cultural safety and re-
sponsiveness of perinatal health care services (World Health Or-
ganization Regional Office for Europe, 2018), and bicultural family
mentors have a critical contribution to make in this space. The bi-
cultural family mentor role often varies in title and scope between
organisations, which potentially contributes to the lack of aware-
ness surrounding the position and precludes greater involvement
in mainstream health care services. Titles used in the literature to
describe similar roles include but are not limited to: cross cultural
workers (Rogers et al.,, 2021), peer mentors (Lutenbacher et al,,
2018), bicultural workers (Cohealth, 2022), and community liaison
workers (Wei et al., 2021). Professional recognition and inclusion
are likely to be further inhibited by structural power dynamics and
racism, that privilege white and western knowledge of health, val-
ues, practices, and priorities (Needham et al., 2022).

Findings from this study show how bicultural family mentors
in the GPC multidisciplinary team encouraged professional staff
to feel more confident and competent providing culturally and
emotionally safe care. In particular, they facilitated meaningful
cross-cultural understanding and connection - or what we call
cultural bridging. Bicultural family mentors are uniquely quali-
fied to provide culturally specific information and advice that fa-
cilitates two-way capacity building for professional staff and for
community members (Wei et al,, 2021). A mixed-methods eval-
uation by Rogers et al. (2021) explored service provider percep-
tions of a cross cultural liaison worker program in Sydney, Aus-
tralia. In this study, cross cultural workers employed in a mul-
tidisciplinary health care team provided support to women from
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migrant, refugee, and asylum-seeking backgrounds accessing and
navigating services throughout pregnancy and the early parent-
ing period. The paper reports that service providers felt bet-
ter able to connect and communicate well with women, due
to the continuity, presence, and support of cross cultural work-
ers (Rogers et al., 2021). There are potential benefits for women
and their babies, as well as professional staff, as reported by
Lutchenbacher et al. (2018) in a randomised controlled trial that
tested the efficacy of a peer mentor home visiting program with
postnatal Hispanic women in Tennessee, United States of America.
Peer mentors had a similar scope of practice to bicultural family
mentors in GPC, and were trained to provide health education, so-
cial, and emotional support, and referral to community services.
This study reported a significant improvement in a range of out-
comes for women and families who had access to peer mentors
(Lutenbacher et al., 2018).

Time needed for cohesive teamwork and collaboration

In Australia, the health care system is fragmented and in-
formation is shared poorly or not at all between organisations
(Duckett, 2022). This lack of coordination between services and
disciplines is known to increase the risk of substandard care provi-
sion and ineffective identification of safety issues (Duckett et al.,
2016). The multidisciplinary, cross-sector approach of GPC seeks
to overcome inherent challenges in the organisation of Australian
perinatal services by facilitating a more integrated approach to
care provision. Our study findings show that when professional
staff were able to establish positive relationships, it was easier
to share information, plan care, and make referrals. Study find-
ings also highlight what it takes for multidisciplinary cross-sector
relationships to work well. Importantly, it takes time for people
to get to know each other, develop collaborative work practices
and to understand and incorporate new knowledge into practice
(Browne et al., 2018; Reid et al., 2021; Reno et al., 2021). Apprecia-
tion of the role of the bicultural mentor was not immediate for all
team members, but did change over time.

Unfortunately, not all GPC services allocated sufficient time
for professional staff to plan, debrief, and establish collaborative
practices. Tensions arose when participants were unable to de-
velop trusting relationships with their colleagues. During the study
period, there was minimal explicit funding available to partners
for their work establishing and maintaining partnerships. This
is a common constraint encountered in cross-sector partnerships
(Browne et al., 2018; Reno et al., 2021). Lack of funding can con-
strain organisational capacity, making it harder to collaborate and
share information, especially in the context of an already frag-
mented system. While GPC presented an opportunity for profes-
sional staff and organisations to work differently, system changes
to overcome fragmentation and foster cross-sector collaboration
are needed in order to realize the full potential of this model
of care (Duckett et al., 2016). Establishing a safe space for ongo-
ing proactive dialog between multidisciplinary team members and
managers is important, enabling teams to identify and respond to
tensions as they arise (Browne et al., 2018). Having difficult conver-
sations is a necessary part of the process, especially when work-
ing to establish cultural safety (Browne et al., 2018). When people
with different types of power work together, respectful and au-
thentic communication can also help to prevent and address harm
(Reid et al., 2021).

Reorienting services to promote health equity
Health inequities are usually attributed to factors such as

poverty, low access to education, and ethnicity - rather than to de-
cisions made on how to fund and provide care (Karger et al., 2022)



M.E Hearn, D.L. Biggs, PS. Brown et al.

Funding arrangements are an institutional determinant shaping
the priorities, structure, and potential of health care systems
(Duckett, 2022; Hanson et al., 2022). In Australia, the distribution
of public health care funding is complex, differs between organ-
isations, and includes overlapping obligations at State and Fed-
eral government levels (Australian Institute of Health and Wel-
fare, 2022b; Duckett, 2022). A recent Lancet Global Health Com-
mission on financing primary health care noted that the success-
ful reorientation of existing resources to prioritise equity is a per-
tinent, convoluted, and political issue, potentially influenced by
large-scale social and economic factors (Hanson et al., 2022). The
Commission’s position is that change requires high-level, resolute,
ethical, and pragmatic commitment (Hanson et al, 2022). This
view resonates with the experiences of participants in this study,
who felt that while their work inside GPC supported health equity,
organisational priorities were often incongruous.

Strengths and limitations

This is the first study to explore the perspectives of professional
staff involved in the implementation, facilitation, and oversight of
GPC for women of refugee-background. The GPC programs were
implemented with two different communities, in two separate
sites in different geographical areas of Melbourne. Semi-structured
interviews were conducted over a three-month period, allowing
sufficient time for the researchers to incorporate strong reflective
and reflexive practices, to pursue new lines of questioning, and
identify new understandings. Although the majority of professional
staff involved in GPC chose to take part in an interview, two people
from the same professional group declined to participate. Although
the professional group cannot be named to protect confidentiality,
it is important to note that the views of those who did not partici-
pate were unable to be included in the analysis, which is a limita-
tion of this paper. Pandemic-related stress and fatigue were barri-
ers to participation for some. Healthcare system and funding struc-
tures differ globally, which limits the applicability of some findings
to international settings.

Conclusion

This study has generated new knowledge regarding the experi-
ences of professional staff involved in the implementation, facili-
tation, and oversight of GPC for women of refugee-background in
the northern and western suburbs of Melbourne, Australia. Recom-
mendations for change that would strengthen the capacity of ser-
vices to achieve health equity include the creation of explicit fund-
ing pathways for the bicultural family mentor workforce, cross-
sector partnerships, and multidisciplinary collaboration. Findings
also demonstrate the need for a culture shift in health care, so
that systems and workplaces can make equity part of their core
mission.
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