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More Than Language: The Impact of 
Bilingual Health Education on Migrant and 
Refugee Women’s Lives
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In a building opposite Melbourne’s Queen Victoria 
Market, bilingual health educators Hanh and Nour 
execute an intriguing joint effort. From a small 
projector, Nour reads out the words “Healthy 

Relationships”, first in English and then in Arabic, as 
Hanh does the same in Vietnamese. Working together, 
they spark a lively discussion with a group of migrant 
and refugee women who speak Arabic, Eritrean, Somali, 
Vietnamese and some English, about their relationships 
in their home countries and in Australia, how they’ve 
changed, how to identify when they feel safe, and what 
to do if they don’t.

Nour addresses the whole group, speaking clearly in 
English and then in Arabic. Hanh interprets the content 

simultaneously in Vietnamese for a smaller group. Yet 
the room feels surprisingly unified, as the educators 
seamlessly ensure each participant can understand the 
material and contribute to the larger discussion. Hanh 
tells me later that initially they ran separate classes (one 
in Vietnamese and one in Arabic), soon finding that 
some participants spoke neither language. Rather than 
exclude these women, they found a way to respond –
delivering sessions in easy English, concurrently 
translating the content into Vietnamese and Arabic.

This flexibility is typical of a bilingual health education 
session run by the Multicultural Centre for Women’s 
Health (MCWH). A key principle of the outreach model 
is to meet women where they are and adapt to their 
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needs and desires. This also means delivering health 
information where migrant and refugee women already 
gather, work and play. Today, Nour and Hanh’s session 
is at the River Nile Learning Centre, a free English 
language school that caters primarily to refugee and 
asylum seeker women. Dr Regina Torres-Quiazon, 
Director of Programs, says MCWH runs health 
education sessions in diverse settings, including temples, 
churches, parks, cafes, cultural centres, kindergartens, 
schools, TAFEs, universities, public housing, private 
homes, detention centres, businesses and factories, where 
the program got its start more than 45 years ago. 

The intention of delivering health education was, 
and still is, based on the recognition that many migrant 
and refugee women face barriers to health information 
that other Australians take for granted. Language 
barriers are perhaps the most obvious, but as Dr Adele 
Murdolo, CEO of MCWH, notes, “there are many less 
obvious barriers relating to visa rights, access to Medicare 
and social services, discrimination in employment, 
Australia’s complex and decentralised health system and 
other structural forms of disadvantage that make it more 
difficult for migrant women to learn about what health 
and social services they can access in Australia.” 

This can be even more difficult for sensitive health 
issues such as sexual and reproductive health, the first 
topic the program tackled after researchers noticed 
migrant women were less likely to get access to 
contraception. What began in 1977 as a small pilot 
project, sharing contraception information with mostly 
Italian and Greek factory workers, has today become a 
Bilingual Health Education Program operating 
nationally in more than 20 languages other than English. 

The reach of the program was further boosted in 
2022 when it was found that migrant and refugee 
communities were overrepresented in deaths from 
COVID-19. In response, the program was chosen as a 
model to be upscaled for a national roll-out. Led by 
MCWH, state and territory health organisations, 
including Red Cross (Tasmania, South Australia, 
Northern Territory), Ishar (Western Australia), True 
Relationships and Reproductive Health (Queensland) 
and STARTTS (New South Wales), shared vaccine and 
COVID-19 information with migrant and refugee 
communities around the country. Now covering a far 
wider range of health topics, the program is aptly named 
“Health in My Language.”

Many health educators speak more than two 
languages, so calling the health education program 
“bilingual” may be a misnomer. But the term communicates 

the core of what makes the program unique. “We 
understand the concepts better using our own language”, 
one Dari-speaking session participant shared. “That’s 
the language we understand better than English, so we 
are not missing out on any important information there”, 
another shared. 

However, the relationships of trust educators develop 
with participants are not due solely to shared language. 
Bilingual health educators also often have unrecognised 
education or health qualifications from their home 
countries, as well as shared migration experiences with 
participants. “When someone stands in front of them, 
someone who speaks their language, shares their cultural 
background, and understands their journey, something 
powerful happens. Walls begin to fall”, Israa, a bilingual 
health educator from Ishar shared at the national 
bilingual health education forum in September. “That’s 
what Health in My Language does. It opens space for 
women to say, ‘I learnt something new.’ And for us to 
say, ‘You are not alone.’ ”

In just three and a half years, the Health in My 
Language program reached more than 64,000 people. 
In the most recent round of independent evaluation, 96 
per cent of participants said they wanted to share their 
knowledge with others, 98 per cent said they would 
encourage others to attend a session, and more than 
90per cent said they were more likely to use sexual and 
reproductive health services or talk to their health 
provider about sexual and reproductive health issues as 
a result of the session. 

Healthy Relationships is the last of seven sessions 
Nour and Hanh have delivered to this group at the River 
Nile Learning Centre, the other sessions covering issues 
including mental health, cancer screening, contraception, 
menopause and abortion. In each, women from multiple 
language groups shared their experiences and reflections 
on migration, gendered norms, what makes them feel 

“When someone stands in 
front of them, someone who 

speaks their language, shares 
their cultural background, and 

understands their journey, 
something powerful happens. 

Walls begin to fall”.- Israa
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safe, secure and healthy, and the services that can make 
their lives more secure and healthier.

Engaging in these discussions is difficult in any 
language. Differing opinions on women’s health 
unfortunately exist in almost all cultures, especially when 
discussions include sex or violence. Add to this the 
complex and fragmented nature of Australia’s health 
and social support systems, and providing migrant and 
refugee women with information on how to address 
these issues can seem simply too difficult a task, especially 
when attempting to do so in several languages 
simultaneously.

But it’s also an essential task, given the many barriers 
migrant and refugee women face in gaining health and 
safety information in Australia. When these lead to 
delays in finding support and care, the consequences 
can be dire. For example, in Australia, migrant and 
refugee women experience family violence at about the 
same rate as women more generally, but their experiences 
are often protracted and more severe. Given the 
difficulties they face in seeking seek help, it can take 
longer to leave an unsafe relationship. For some, visa 
conditions enforce financial dependency on their partner 
or sponsor and limit their ability to work and establish 
financial independence. Others may never have been 
told that they have a right to leave a violent relationship 
and that support services exist in Australia. Experiences 
of racism and sexism can also make some women fear 
that they won’t be believed by police or mainstream 
services.

Similar barriers exist in healthcare. In Australia’s 
highly decentralised health system a vast network of 
private and public clinics, hospitals and allied health 
facilities are linked in sometimes confusing and 
unintuitive ways. Information online is often geared 
towards those who speak English and have a Medicare 
card, but even then, it can still be hard to know what 
number to call, what door to walk through, or what link 
to click to get appropriate help. Specialised terminology 
makes matters even more difficult. Expressions such as 
bulk-billing”, “antenatal”, “‘care plan” and “pap smear” 
are unfamiliar to many English speakers and most 
certainly aren’t covered in typical foundational English 
classes.

With all of this in mind, designing bilingual health 
education programs requires experience, attention, 
infrastructure, support and resources. Nour and Hanh 
can engage their group adaptively and creatively because 
they’ve been trained and supported by a small but strong 
team. “The MCWH health education department 

provides the support for quality delivery including up-to-
date evidence-based information, multilingual learning 
materials and resources, professional development for 
health educators, communities of practice, check-ins, 
supervision and continuous feedback”, says Alexandra 
Rijavec, MCWH’s Health Education Manager.

On top of this, providing well-tailored health 
education to migrant and refugee women means taking 
a holistic approach to understanding health. MCWH 
recognises that a person’s access to housing, work, 
education, support services, social security, childcare and 
safety affects the ability to attain good health and 
wellbeing, yet each of these protective factors can be 
derailed by racism, sexism, ableism, homophobia, 
transphobia and Australia’s often punishing responses 
to migration and asylum-seeking. As such, health 
education sessions don’t shy away from how systemic 
issues affect migrant and refugee women’s experiences 
of health. The sessions deal directly with these issues to 
better address barriers to health access, as well as making 
women feel that their experiences and challenges are 
recognised. A particular barrier that MCWH aims to 
address in sessions, is that of ensuring that caring 
responsibilities don’t limit a woman’s access to health 
education – the centre often provides child care during 
sessions when possible. 

In Nour and Hanh’s session, children are welcome, 
with toddlers wandering in and out of the classroom. 
Sitting on her mother’s hip, a child aged about two remains 
fairly distracted while her mother assesses a fictional 
scenario in which a couple negotiate how to divide 
household chores. Nour notes that what feels OK in 
relationships might change through the migration journey, 
adding “It’s about getting in touch with my feelings and 
my own sense of if I’m feeling OK.” Participants further 
discuss how their attitudes to parenting have changed, 
including whether they should be stay-at-home or working 
mothers. “It’s always your decision,” Nour says, to which 
the participants audibly agree. 

Respecting and nurturing women’s autonomy, agency 
and dignity is at the heart of MCWH health education. 
All educators recognise that health education isn’t only 
about improving health outcomes, but about ensuring 
that everyone, regardless of gender, spoken language or 
visa status, has the confidence and information to make 
decisions about their bodies and lives. Towards the end 
of the session, Nour and Hanh ask participants evaluative 
questions about how confident they now feel about the 
information they’ve covered. Thumbs-up means 
confident, thumbs-down means not confident, while a 



91

shaky-hand means needs improvement. When asked 
how they feel about identifying healthy relationships 
thumbs shoot up, one pumping with enthusiasm. 
Participants are honest, and some hands shake when 
asked about reaching out to support services, knowing 
to some extent that they will continue to face barriers. 
As the River Nile Learning Centre primarily serves 
asylum-seeker and refugee women on visas that deny 
them work and study rights, sessions can only do so 
much to foster agency and autonomy. The health 
educators are well aware of the contradiction. Even if 
sessions equip women with information and confidence, 
the systems and institutions they face may be less 
responsive.

Women who are denied work or study rights are 
more vulnerable to violence, are less likely to find safe 
and secure housing, and far less likely to gain access to 
healthcare when they need it. For women whose visas 
exclude them from Medicare and Centrelink, access to 
health care and social support services before issues 
become critical can feel impossible. For women whose 
visas tie them to regional or remote locations, reaching 
sexual health clinics and violence support services can 
mean hours of driving, if they have a car at all. For 
migrant women who can work, unrecognised 
qualifications can mean their income is kept low, with 
little extra cash or time to spend on psychology 
appointments or preventative medical screening. Others 
might be funnelled into lower-paying jobs, with less 

protection from workplace injury or sexual harassment. 
Migrant doctors, nurses, physios, psychologists and 
carers are themselves often in short supply and 
undervalued. Health education sessions alone cannot 
address these problems, but sessions give MCWH an 
insight into how existing health research and policies 
can overlook migrant and refugee women. MCWH 
incorporates such concerns in its ongoing advocacy for 
systems change.    

At the end of Nour and Hanh’s session, participants 
take their time to chat and ask further questions of the 
health educators. Some hang behind at the back of the 
room, trying to take the best photo of the slides that 
remain on the screen, as others sweep up printed 
resources about how to identify healthy, and unhealthy, 
relationships. Many share enthusiastically how much 
they want to share this information with family and 
friends, and almost all of them seem energised. It recalls 
a story that May, a bilingual health educator from 
MCWH, shared about a session she facilitated on bowel 
cancer: “Many of the women told me they had received 
the test kits in the mail but didn’t know what they were 
or how to use them. After that session, things changed. 
They not only used the kits themselves – they encouraged 
their partners and families to do the same. That’s the 
ripple effect of trust.” 

Arundhathi Lekshmi is a research, policy and advocacy off icer, at the 
Multicultural Centre for Women’s Health

MORE THAN LANGUAGE

Photo curtesy of Multicultural Centre for Women’s Health


