
 
 

Maternal and child health services: 
Increasing engagement with refugee families  

Thursday 17th May, 2012 
 
 
The Victorian Refugee Health Network and the Victorian Foundation for Survivors of Torture 
(Foundation House) hosted a forum on Thursday 17th May focusing on Maternal and Child 
Health Services engagement with refugee families. Thirty-five people attended the forum 
from a range of services across Victoria.  There was a good geographical representation 
with people from all major settlement areas in Melbourne, as well as Geelong and Ballarat.  
There was also good representation across maternal and child health, community health 
services, state and local government and community health including direct service 
practitioners, coordinators, managers and policy makers. 
 
The need to convene a forum such as this was identified by the reference group for the 
research project: 
Riggs, E., Davis, E., Gibbs, L., Block, K., Szwarc, J., Casey, S., Duell-Piening, P., & Waters, 
E. Accessing maternal and child health services in Melbourne, Australia: Reflections from 
refugee families and service providers. BMC Health Services Research 2012, 12:117 
<retrieved from http://www.biomedcentral.com/1472-6963/12/117> 
 
Three priority action areas that were identified and agreed to by the research reference 
group were: 

1. The need for automatic enrolments for children that arrive via the humanitarian 
program and are aged 0-6 years old. 

2. To improve the Maternal and Child Health service data quality to be able to ascertain 
refugee background of clients and plan services and care accordingly. 

3. To identify models for engaging and retaining families in the Maternal and Child 
Health service particularly for the 10 key ages and stages child health visits. 

 
The focus of the forum was the third recommendation, to share and generate innovative 
ideas to engage families from refugee background with maternal and child health services. 
 
This report contains: 
 the program from the day, 
 notes from the workshops, and  
 a summary of the evaluation. 
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Maternal and child health services: 
Increasing engagement with refugee families  

Thursday 17th May, 2012 
Program: 

9.15am Registration  

9.30am Accessing maternal and child health 
services in Melbourne, Australia: 
Reflections from refugee families and 
service providers 

Dr Elisha Riggs  
Senior Research Officer 
Murdoch Children’s Research 
Institute 

10.10am Refugee Status Report – what does it 
have to say about early years? 

Dr Georgia Paxton 
Medical Coordinator Immigrant 
Health 
Royal Children’s Hospital  

11.00am Morning Tea  

11.30am Some reflections on mothers’ from 
refugee backgrounds experiences in 
Australia 

Waan J P Tardif 
Karen Burmese Refugee Family 
Resource Mentor VICSEG New 
Futures 

12.00pm Workshop: Innovative practice Sue Casey 
Manager, Health Sector 
Development  
Foundation House 

1pm  Lunch  

2pm Showcase innovation – Early Learning is 
Fun (ELF) 

Kirsten Slifirski 
ELF Manager 
Berry St Family Services 

2.30pm Workshop: What is it going to take to re-
orientate services? Next steps. 

Sue Casey 
Manager, Health Sector 
Development  
Foundation House 

3.30pm Evaluation and Close  
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Summary of workshop 1:  
 
Utilising small group discussions, participants were asked to share case studies that they 
had prepared.  As a group they were asked to discuss: 

o What where the key enablers for this families in engaging with MCH and early 
childhood services? 

o What service models, program responses, resources supported these enablers? 
o Make note of innovative service models and approaches that you are hearing about. 

 
The small groups then feedback top three innovative approaches/good practice.  The group 
responses are summarised below. 
 
Innovative Approaches/Good Practice 
 

- MCH working with AMES and refugee health nurses. 
- Improve continuity of care between all maternity and early childhood services. 
- Co-location of services and integration of care provision 
- Consider and be flexible about the appropriateness of worker. 
- Education for refugees about MCH services. 
- Utilising bi-cultural workers. 
- Using interpreters and using them well: 

o Block bookings linked with good data about who service is seeing. 
o Confidentiality considerations if the community is small. 
o Service policy about interpreter use, as sometime people who have some 

English are not offered an interpreter despite not be proficient enough to 
grasp complex concepts. 

- Flexibility – i.e. home visits at least initially. 
- Enhanced MCH service – extended home visits up to 8 weeks. 
- Consistency of worker and support through transitions. 
- MCH nurses level of understanding of woman from refugee backgrounds needs 

improved engagement. 
 
More detailed notes of what was discussed in the small groups can be found in Appendix1 
(page 7). 
 
Summary of workshop 2:  
 
Again utilising small group discussion, initially with mixed groups, then participants were 
instructed to move into geographically defined groups, to consider the following questions: 

o What do we mean by innovative practice? 
o What does innovative practice look like and what were good examples from the 

morning session? 
o How would you make it happen in your services? 

 
The small groups then fed back top three ideas.  The group responses are summarised 
below. 
 
What is it going to take to reorientate services? Next steps 
 

- Building better links with refugee health nurses, settlement services and local migrant 
resource centres. 

- Investigating avenues for bicultural worker funding. 
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- MCH engaging in playgroup and kindergarten visits with child and family support 
officers. 

- Flexible home visit policy – tailored family centred. 
- Utilise flexible MCH funding arrangement appropriately and effectively to meet local 

community needs. 
- Take time out from the “busyness” and map what is already there and network with 

service providers; build in reflective practice. 
- Local forum – with council staff; could be utilised for networking, joint service 

planning, service mapping etc. 
- Look for ways to engage the local community to provide input. 
- Explore addressing issues that arise due to council boundaries. 
- Out of hours visits. 
- Understanding your demographic and your community. 
- Networking with other council services. 

 
More detailed notes of what was discussed in the small groups can be found on in 
Appendix1 (page 7). 
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Evaluation and further recommendations 

 
Overall satisfaction rating with the forum was 3.87 out of 4 (96.75%). 
 
Participants overwhelmingly reported they found the Networking opportunities the most useful.  
Some participants reported enjoying learning about research to assist them in their practice.  
Some participants also found looking though and taking away resource material useful.  The 
presentation by the Karen play group facilitator was also very well received. 
 
Participants felt that some further instructions throughout the workshop could have been useful 
and felt that more time was needed to explore these issues. 
 
Participants reported that they would do the following differently in their work as a result of 
attending the forum: 
 Gather research and evidence to work with LGA’s and best start sites/SPPI to reflect on 

practice and implement change to meet refugee needs. 
 Advocate for ”continuity of care”; for all service providers to take responsibility for the clients 

they support. 
 Network with refugee workers i.e. AMES. 
 Find out who our Refugee Health Nurse is! Better links with AMES. 
 Talk with MCH nurses and co-ordinators about how to and what local linkages have/can be 

established. 
 Change practice by attending playgroup and running open sessions. 
 Endeavour to provide a more flexible approach strengthen connections with refugee health 

nurses. 
 More culturally alert. 
 More outreach. More playgroup visits. 
 More aware of MCH service will work more closely with them.  Promote playgroups. 
 Brainstorm with the MCH team what we are doing well and what else we can do to improve 

access and engagement of refugee families. 
 Rethink service design. Incorporate key engagement ideas – i.e. connection with settlement 

services. 
 Education of staff – push for use of interpreters. 
 Totally different approach in education and use of interpreters. 
 Build more service links with staff and to explore what is working and what’s not. 
 
Participants identified the following as next steps and support needs: 
 Accessible and good quality information about services/support available to clients and 

professionals. 
 Annual forum similar to today 
 Summary document of today’s collective information. 
 Perhaps a similar forum in the Western Metro Region DEECD at local level as we have 

high needs refugee clients for MCH nurses. 
 Info/support required – antenatally for refugee women and families.  Further discussion 

about depression/mental health – antenatally and postnatally. 
 Recruiting bi-cultural workers/mentor program 
 Have contact information for settlement services available. 
 Bi-cultural worker as a support 
 Further training – cultural practices in different refugee communities. 
 Discussion with AMES, 
 Networking with more refugee nurses from different regions. 
 Education about how to ask sensitive information about a client’s background.  What will 

impact on ability to understand and engage the client into service. 
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 Specific cultural sensitivity around child rearing practices. 
 Utilise the MCH team meeting – come and meet the staff. 
 More background.  Specific health issues for specific groups. 
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Appendix 1: Rough notes from small group work 
 
Table 1 rough notes (case study details have been omitted) 
 Critical mass of clients to enable block 

booking of interpreters/bilingual 
workers, regular sessions community 
become aware 

 Training local people in the area with 
interpreting skills 

 Good to have the same interpreter 
 Parent workshops days that may 

include:  
o Health info 
o Education 
o Resources in their language 

 One common form for kinder 
enrolment 

 Moving between LGAs> barrier as you 
need to complete a relocation form. 

 All clients come at the beginning of a 
session with interpreter to mingle and 
provide support to each other. 

 Healthy Mothers Healthy Babies 
provide good support prior to birth 

 Social workers also valuable in 
supporting families with complex 
psychosocial needs. 

 Consistency of worker, advocacy and 
supporting through transitions 

 Co-location of maternity and MCH 
 Data friendly 
 Case management 
 Community involvement 
 Supported playgroups 
 Outreach services 

 Move MCH higher on the AMES 
checklist 

 Consider the refugee experience and 
the impact of utilising words such as 
“camp” and “government” and the 
meaning it may have for them. 

 Cradles to kinder: 
http://www.dhs.vic.gov.au/about-the-
department/plans,-programs-and-
projects/programs/cradle-to-kinder-
program 

 Confidentiality in the community  
 Links with settlement services AMES 

and refugee health nurses 
 Links with the education sector for 

young mums: 
http://www.missionaustralia.com.au/co
mmunity-services/3865-aimn-high-vic 

 Value of knowing a person and having 
a ‘history’ with this person – 
ADVOCACY, consistency of worker 

 Disconnection with change of services 
and workers 

 Follow through with referrals 
 Link state and federal programs 
 Knowledge of local demographic and 

needs, revisit this regularly 
 MCH family surveys to be translated 

for families to be able to complete not 
just in English to encourage feedback. 

 

 
Table 2 rough notes (case study details have been omitted) 
 Interpreters within MCH service should 

this be made an MCH policy to always 
use professional interpreting service, 
not relatives.  

 Bi-cultural workers are possibly more 
value for money than interpreters 

 Provide MCH services in a variety of 
settings including hospitals, shopping 
centres. 

 Data: need country of birth and 
primary language needed in the data 
collection. 

 Flexible service 
 Home visiting 

 DHS sometimes need to be involved 
to assist with pathways to support. 

 Consistency with use of interpreters, 
same interpreter has enabled better 
engagement. 

 Flexible delivery of care, adequate 
funding. 

 Community hub 
 Community planning and infrastructure 
 Family support workers 
 Bring the service to the client 
 Significant flexible delivery – longer 

home education 
 Support to MCH nurses in mandatory 

reporting to Child First 



Page 8. 
 

 Access to qualified interpreters and 
support to MCH nurses in strategies to 
use when family members insist an 
interpreter is not required. 

 Identifying good interpreters and 
specifically asking for them when 
making bookings 

 Block bookings of interpreters 
 MCH “flexible local response” 
 MCH known and trusted 
 LGA’s employ bicultural workers and 

use instead of interpreters 
 Continuity of care providers 
 Learn from previous experiences 
 Education re rights/misconceptions, 

cultural sensitivity 
 Consistent appropriate use of 

interpreters  
 Service located within walking 

distance 
 Kinder/MCH collocated 
 Interpreters with community 

development experience 
 Block booking 
 Home visits to 8 weeks 
 Increased attendance of Key Age and 

Stage visits and picking up older 
children for Key Age and Stage 
assessment 

 ?Interpreters too expensive on a 
Saturday 

 Do stuff at local level 
 Continuity of care and carer 
 Personal advocate with clinical 

background 
 Program Healthy Mothers Healthy 

Babies successful in engagement and 
retention. 

 Sustainable projects: 
 Community hubs 
 Local informal groups 
 Bicultural workers 
 MCH policy for use of interpreters 
 Time? 
 For whom? 
 Female? 
 Cost/budget 
 Interpreter having knowledge of MCH 

service 
 Link with Supported Playgroups and 

Parent Groups Initiative (SPPI) 
facilitators, advocate for more bilingual 
workers 

 Interpreter cost vs bi-lingual 
employment cost 

 

 
Table 3 rough notes (case study details have been omitted) 
 Local strategies 

o Utilise flexible funding to 
innovative things 

o Strengthen links to council, 
especially staff with 
responsibilities to CALD 
families 

o Hold a local forum 
o Explore liaison with adjacent 

LGAs to provide best practice 
for families 

 Mapping what is already there and 
joining up the dots/working 
collaboratively/ knowing what other 
services do. 

 Looking at what we do and working 
out how we can do it better 

 Use research to inform our practice 
 “Stepping out to look in” 
 Community input, what do parents 

think? What do kids think? 
 Additional Enhanced $$$ and hours 

o Specialised skills and specific 
role, not case workers 

 Lead case managers  
o Communication re: client 

needs and service coordination 
 Circulate information re:each clinical 

need to MCH nurses and kinder etc + 
services/contacts available for refugee 
families 

 MCH to deliver talks to AMES case 
workers and student in all regions 
(DEECD) 

o Including the role of play 
o Learning from birth re: brain 

development 
o Parent 1st educators 

 Best start/focus on MCH increase 
indicators 

o Able to explore needs and met 
in partnerships 

 Not just interprets/bilingual staff 
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o More allocated funding for 
interpreter sessions to be 
longer 

 All MCH staff to have annual/biannual 
cultural responsive professional 
development 

 Link into SPPI playgroups/ MCH 
attendance 

 Increase MCH drop in times as group 
times at MCH centres + Saturday 
sessions for mum and dad to attend. 

 Link into other cultural/family support 
associations 

 Play groups in schools 
(school/community) 

o With MCH visiting 
o Families may be familiar with 

the school environment 
 Community relations 
 Capacity building 
 Empowerment 
 Training/Awareness of culture 
 Refocusing/reframing 
 Community input 
 Free bus to increase access 
 Have playgroups in the plaza or 

market 
 Playgroup in the park. 

 Continuity 
 Utilising Complex Case Management 

funding (DIAC) as indicated 
 Home visits 
 Linkages with settlement worker 
 Integrating services 
 Good case management is a key 

enabler 
 Bi-cultural worker – train up bilingual 

workers as registered interpreters, 
need to understand basic principles, 
eg. Professionality, confidentiality, 
health focus etc 

 Case conferences enable sharing of 
information. 

 Pre-birth education on MCH 
 Nurse working with AMES 
 Home visits 
 Parenting support 
 Early interventions 
 Supportive partner 
 Free shuttle bus to hospital and 

market 
 Ongoing communication to ensure on 

the same page 
 

 
Table 4 rough notes (case study details have been omitted) 
 Hospital notifying MCH that interpreter 

is required 
 Checking that the interpreter is from 

an appropriate background 
 Linkages between refugee health 

nurse and MCH nurse 
 Home visits  
 Interpreter even though “good English” 

given some concepts may be complex 
 Cross-over time MCH/enhanced home 

visiting 
 Text reminders for visits 
 Home visits to complicated cases and 

where it has been difficult to engage 
the family helpful. 

 Flexible service delivery 
 Access to resources, information in 

pictures. 
 Ask questions 
 Additional home visits 
 Think outside the box and making 

changes 

 Need resources about healthy foods – 
what is available in Australia 

 Flexibility of HV  
 CAFSO 
 Utilising other services like playgroups 
 Universal/EHV worked together – set 

up worked well 
 Interpreters 
 Follow up DNA 
 Face to face contact 
 Enhanced/Universal co-workers 
 Re evaluating the way things are done 
 Asking the questions  
 Time – being curious 
 


