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BACKGROUND

COMMUNITY PROFILE

The information in this section is based on Australian Bureau of Statistics 2001
Census data, and on data from the Department of Immigration and Multicultural
Affairs. As such, it gives a broad picture of the main trends but does not reflect the
diversity within each community in terms of language, educational and employment
levels, or literacy. The diversity between and within Arabic-speaking communities is

highlighted later in this chapter.

In a nutshell

The Arabic community in Victoria is:

- diverse in countries of origin (22 countries)

- diverse in religious beliefs (Christians, Muslims, Greek Orthodox)

- diverse in date of arrival (some established communities and some recent
arrivals)

- mainly based in metropolitan Melbourne (north and north west), but there is a

large Iragi community recently-established in Shepparton

With 47,147 speakers, Arabic is the fifth most common language spoken at home in
Victoria™ Far from monolithic, behind this figure lies a disparate community with 22
countries of origin. These can be roughly grouped as follows:

- Middle-East (Syria, Lebanon, Egypt, Palestine, UAE, Kuwait)

- Horn of Africa (Sudan, with many Eritrean and Ethiopians speakers)

- lIraq

This complexity is compounded by differences in dates of arrival and settlement
circumstances, with a combination of Arabic-speakers arriving in Australia during the
1960's and 1970’s and more recent refugees groups, some of whom have

experienced life in refugee camps overseas or in Australian Immigration Detention.

For the purpose of this research, we have focused on the Lebanese and Iraqi

communities. People of Lebanese background form the largest Arabic-speaking

1 Victorian Office of Multicultural Affairs (2003), Victoria Community Profiles 2001 Census — Summary Statistics ,
VOMA website (www.voma.vic.gov.au)
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community in Victoria. Iragis are the largest Arabic-speaking emerging community
(outside Sudanese, whom we have researched under the ‘Horn of Africa’ groups):
6,093 Iraqgis had settled in Victoria by 2001 — a figure that has since greatly
increased, notably with the settlement in Shepparton and Cobram, in Northern

Victoria, of up to 2,000 Iragis and Kuwaitis.

Lebanese

About 20% (14,168 people in 2001) of the Australian Lebanese population lives in
Victoria. However, this is not inclusive of those who identify as being of Lebanese
ancestry (31,136). Most live in metropolitan Melbourne, mainly in the local
government areas of Moreland, Hume and Darebin. This is a relatively established

migrant group, with more than half the community arriving before 1981.

Those who are Lebanon-born are of young to mid-adult age, with the majority aged
between 25 and 45 years old. There are slightly more men than women. The
community is religiously diverse, with about 45% identifying as Muslims, 20% as
Western Catholic, and some as Greek Orthodox, Maronite Catholic and Antiochian
Orthodox.

Language & Education

The main language is Arabic, spoken at home by 9 in 10 of those who are Lebanon-
born. Other languages spoken at home are English, Armenian and Assyrian. Seventy
per cent of the community assess themselves as speaking English ‘well’ or ‘very

well’.

Post-school qualifications were low: 75.2% of Lebanon-born had no higher degree
qualification, and only 4.6% hold a Bachelor degree. Unemployment is more than

twice the state average (17.8%).

Internet use
Computer use is very low: only one in five had a computer at home and one in six

accessed the Internet.
Iraqi

The 2001 census reveals that more than half the Irag-born population arrived
between 1996 and 2001.
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Many Iragis were amongst the asylum-seekers reaching Australian shores in 2000
and 2001. More than 90% have since been recognised as refugees and released on
Temporary Protection Visas. Many of this recently-arrived group has settled in the
towns of Shepparton and Cobram, Victoria. Although census statistics are not
available to support this fact, research, local workers and press articles confirm that
the population has grown markedly since 2001,% * with figures reaching 3500 in the

Shepparton/Cobram area in some estimates. *

In Melbourne, Iragis live mainly in the local government areas of Hume and

Moreland.

The Iragi community is mainly an adult and male population, with almost one in two

Iragi aged between 25 and 44 years old, and a ratio of 124 males to 100 females.
In 2001, more than half (51.1%) of Victoria’s Irag-born community identified as
Western Catholic, and only 28.5% as Muslim. Of the Shepparton-based Iraqi

population, the majority are Sunni and Shi'a Muslims.

Language & Education

Most of the Irag-born community members spoke a language other than English at
home: almost half spoke Arabic, and another half Assyrian. The remaining 10%
spoke either Kurdish, English only or other local languages. This community also
presents a relatively high English-language proficiency, with 68% assessing
themselves as speaking English either well or very well. One in five Iragis spoke

English ‘not well' and another 6% ‘not at all’.

The community comprises a high number of members without post-school
qualifications (65%), which is in great part due to their migration and refugee

experience and to the difficulties of accessing education for certain groups in Iraqg.

Internet use
Computer use is very low, with only 26.6% of the Irag-born having access to a

computer at home and less than 24% having access to the Internet.

2 ABC Radio, AM, 28/01/2005

3 Human Rights and Equal Opportunity Commission (2003), Consultation with students from Goulburn-Ovens TAFE
at Shepparton (Victoria) hosted by Shepparton Ethnic Communities Council, HREOC Website (www..hreoc.gov.au)
4 ABC TV, Shepparton, Victoria and its connection to Iraq, 7.30 report, reporter: Heather Ewart, 21/03/2003
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Following is a table of booklets and brochures related to HIV prevention in Arabic. Although we selected documents produced or revised since

2000, older materials of particular relevance have been included.

INCLUDES
DATE CONTACT
(last DETAILS
MATERIAL SOURCE PUBLISHER update) | FORMAT
HIV/AIDS Your
Questions Answered Internet. Hard copy of
English version. Other Victorian Department of Q&A format, responding to
languages Internet only. Human Services (DHS) | 2003 basic questions about HIV YES
Safe Sex Internet. Hard copy of Q&A format, responding to
English version. Other Victorian Department of basic questions about safe
languages Internet only. Human Services (DHS) | 2003 sex YES
Sexually Transmissible
Infections Internet. Hard copy of
English version. Other Victorian Department of Q&A format, responding to
languages Internet only. Human Services (DHS) | 2003 basic questions about STls YES
Multicultural HIV/AIDS
and Hepatitis C Service
(MHAHS) & Australian
National Council
on AIDS and Related
HIV/AIDS Getting it Diseases (ANCARD)) Basic information about HIV
right! Brochure (A6) 2003 transmission YES
HIV An Introduction — Internet only - no hard Multicultural HIV/AIDS
Fact Sheet 1 copy and Hepatitis C Service | 2003 Basic information - general NO
The Effects of HIV/AIDS | Internet only - no hard Multicultural HIV/AIDS
— Fact Sheet 4 copy and Hepatitis C Service | 2003 The Effects of HIV/AIDS NO
The Health System in Internet only - no hard Multicultural HIV/AIDS The Health System in
Australia — Fact Sheet 7 | copy and Hepatitis C Service | 2003 Australia NO
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Some common terms Internet only - no hard
(glossary) — Fact Sheet | copy Multicultural HIV/AIDS A glossary of terminology
8 and Hepatitis C Service | 2003 relevant to HIV prevention NO
HIV INFECTION A.L.D.S. | Internet only - no hard Sydney Sexual health
copy. NSW specific Centre 2001 Basic information - general YES
STI's Internet Sexual Health
Information Networking
and Education SA
(Shine SA) South
Australian
Department of Human STl information, including
Services 2000 HIV YES
The Condom Internet South Australian
Department of Human STl information, including
Services 1996 HIV YES
Bilingual booklet written
Women Talk ... about Booklet developed by the | Commonwealth specifically for Arabic women
Aids, Sex & Sexual Islamic Women® Welfare | Department of Health & about sexual health
Health Council of Victoria Family Services 1996 (including HIV) YES
Women and HIV (Fact Family Planning Part of six fact sheets for
Sheet 1 - Testing) Internet Australia & NSW Health | 2002 women with HIV NO
Healthy African Brief health (including sexual
Women Brochure (A6) Women Health West health) information YES
Everybody’s Business Multicultural HIV/AIDS
Video and Hepatitis C Service | 1999 General HIV information N/A
The Australian AIDS NSW Department of
Tape Audio Tape Health 2000 General HIV information N/A
Don't be afraid to ask Booklet (A6). Bilingual
English/Arabic and HEP C information, bilingual
specifically for Injecting Multicultural HIV/AIDS and with photos of people of
drug users (NSW only) and Hepatitis C Service | 2003 different ethnic backgrounds | NO
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FINDINGS FROM KEY INFORMANT INTERVIEWS

Key Informants interviewed for this research were primarily concerned with the risks
taken by young people in their community, and the fact that information was not

always provided in a way that was relevant to the specific needs of Arabic youth.

Reaching Young People

Like other young people whose parents migrated to Australia, young people of Arabic
background need to negotiate both the Australian culture and the expectation that
they will engage with their parents’ culture. Part of the pressure of living between two
cultures is that young people must meet family expectations; for instance, getting
married at a young age, while also responding to the expectations of their peers.
This can create situations where they adopt risky behaviours without having the
opportunity or resources to access relevant information. As described by the
MENTORS (Middle East Natives Testing, Orientation and Referral Service) Program
in the United States, prevention must take care to reach Arab Youth, who are at
greater risk of HIV and, while more assimilated than many adults, are making life

decisions amid conflicting cultural values and messages.®

It is very important to talk to them and give them information at this age ... the ones
who are a bit liberated they can do much harm to themselves because they are
ignorant and they try to do everything before they get to marriage age. (Community
Waorker 1)

All Key Informants agreed that there was a need to provide more information to

young people, regardless of parental expectations of ‘good behaviour’.

In this country, the young boys (more than the girls) they have more chance to have
sexual relationships. | think it is very important to teach them about sex the safe way.
(CW I

Part of our culture, our parents don't give us sex education; It's more ‘You'll find out
one day.’ (CW III)

5 POZ Magazine (2002), Unveiled, POZ Magazine, www.poz.com
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According to one Key Informant who works with young people of Arabic background
in schools, this dichotomy is present in the way young people associate the use of

English language with a greater level of personal freedom.

In English they can discuss anything, openly talk about sex, sexual health; they can
do that, even the girls. When they are at home that’s different, they are very polite,
conservative, they don’t even swear. | discovered that they feel that when they are
using the English language they can talk freely because no one is correcting them,

no one is hearing them like at home. (CW 1)

Many young people of Arabic background were born in Australia and do not speak
Arabic, or speak a broken Arabic, depending on how long they have lived in
Australia. Many young Lebanese for instance, don’'t speak the language, they don't

read it they can't go into a deep conversation in Arabic. (CW 1)

At the same time, young people who have arrived more recently may give the
impression that they are fluent in English, but may lack a level of language

sophistication that results in a limited understanding of health related material.

The Arabic kids when they are talking they have a very good Australian accent, but if
you are talking with them they don't really have enough English language, especially

the medical terminology. (CW 1)

One way to address this is to provide bilingual information. Another way is to provide
specific material for young people, or at least material that is presented in a way that

takes into account the nuances of their cultural context.

The thing that | feel is always missing is that | think this is Australian culture. | feel in
their mind all the information in English is related to the Australian culture. So it
needs to be linked with some cultural information or followed by sessions where a
person from the same background leads the discussion ... They would believe a
person from the same background, they would trust him more than an Australian
source. It is because of the ‘values thing’, they think that person would share the

same values. (CW I)

For many young people, religion is a part of their life, either because they are

practising or because it defines their family’s culture.
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There is an issue of trust and thinking that | have the same religious belief as them,

they check with me whether | am Christian or Muslim, it's the first thing they do. (CW)

Some of the young people are very conservative, very religious, connected to their
Church. This Informant felt that for young Muslims it can be more a matter of
acknowledging the role Islam plays in their life and the linking of information
presented to the teachings of the Koran and its different interpretations (e.g.

contraception or pre-marital sex).®

Involving Parents
It is essential to obtain parental agreement in order to reach young people with
information about sexual health, or, as youth workers working with school children

under the ARAB (Anti-Racism Action Band) Program put it: to have parents on-side.

Even to talk to [parents] we have to follow certain strategies, like calling them one by
one to explain what the program is about, consult with them whether they can give

permission. (CW 1)

Parents worry about what information their children are exposed to at school,

particularly sexual education.

When the mother or the father has enough information and know exactly what [the

sessions] are about, they will allow their boys and girls to attend. (CW 1)

Gender differences
All Key Informants highlighted the importance of respecting gender differences in
terms of information needs and delivery. One felt that girls were likely to be less

sexually active.

| am sure some of the [Arabic boys] are having sex, but there’s no way they’re having
sex with Arabic girls. (CW II)

Therefore the girls do not need the same access to sexual health information as the
boys. Commenting on a diagram showing a condom and penis, this Community

Worker explained,;

6 Bennett L R (2005), Women, Islam and Modernity, Routledge Curzon, London and New York
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| am an educated woman but | would never let my daughter see this, because that
means we would teach her something that is not necessary to teach her now. As we
don't allow girls to have sex before they get married I think it is not necessary to have

this information at this stage. (CW II)

This Community Worker, who works mainly with women, also felt that many women
of Arabic background had little understanding of their own body and were hungry for

information.

They are very busy looking after their husbands and children, they are never thinking
about themselves. (CW 1)

This was confirmed by another Key Informant who provides education to parents and
has found that some women had little knowledge of the sort of world in which their

children were growing up.

This woman, she’s been having problems with her sons, she doesn’t know anything
about HIV because she was involved in raising her children and she believes she

gave them all the important teachings. (CW 1)

It is essential to provide information separately for men and women; if you run
information sessions together very few people will come. This includes ensuring that
both the presenter and the interpreter are of the same gender as the target audience.
This message from the Key Informants was clear: it is not possible to ask a question
[about sexual health] in front of a person from the opposite sex. This can pose
problems during sexual education classes at school, where young people can’t ask

what they want because there’s an Arabic boy or girl in the same class. (CW II)

FOCUS GROUP SELECTION

Three Focus Groups were selected for this community. They are as follows:

Arabic Women

Women were identified by the Arabic co-worker and Key Informants as key to the
collection and dissemination of information in their community, particularly to their
children. Channels of Information need, where possible, to address men and women

separately, particularly when dealing with issues that are considered to be sensitive.
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The importance of conducting segregated education sessions for the community was
emphasised by one Key Informant from the Iragi Community when she commented:
the speaker will be female, the interpreter will be female, anybody who provides that
information, and then there’s no problem! Iragi and Lebanese women were chosen
firstly because they come from the two largest groups in Victoria and secondly for the

differences in cultures and date of arrival.

The Focus Group with Arabic Women consisted of 10 women, mostly aged from 40
to 54 (with one participant aged 28). Six were born in Iraq and four in Lebanon. Four
(Iraqi) were recent arrivals, living in Australia from 3 to 7 years. The others had lived
in Australia between 17 and 24 years. All were married with children.

Below is the material presented to this Focus Group:

dadhs — Asliall all ugpd ()1 HIVO1&

Women Talk

... about AIDS, Sex and Sexual Health

Women Talk HIV An Introduction (MHAHS) Getting it Right!
(Islamic Women Welfare Council of Victoria) (MHAHS)

Arabic Young People

As is common for other communities, young people of Arabic-background straddle
two cultures: that of their parents and that of the broader Australian culture.
Negotiating these cultures can be challenging, leading them to adopt different

positions to match changing circumstances.
The Focus Group was comprised of 5 females and 4 males, aged 18 to 26, of

Lebanese and Egyptian background. All participants, excluding one, were Australian-

born or arrived in Australia as small children. Five were students (university or TAFE)
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and four were employed. Most were connected with the Victorian Arabic Social

services.

Below is the material presented to this Focus Group:

Getting it Right! HIV an Introduction Don’t be Afraid to ask
(MHAHS) (MHAHS) (MHAHS)

Iragi Men (Shepparton)

A Focus Group was run in Shepparton, Victoria, to allow for the inclusion of a large
and recently formed community in a regional setting. It provided an opportunity to
investigate the provision of information to one of the most disadvantaged groups in
Australia, refugees under Temporary Protection Visas (TPV). The level of support
received by refugees on TPV is markedly inferior to that received by Humanitarian
Entrants and other refugees who are permanent residents. Access to information
and people’s view of sexual health issues is also influenced by issues of trauma and

the refugee experience, mental health, level of anxiety and depression, etc.

A group of 10 men of Iragi and Kuwaiti backgrounds, aged 20 to 71 years old,
participated in the Focus Group discussions. They had lived in Australia between 2
and 10 years (the majority around 5). They were representative of the diverse socio-
economic backgrounds of the Shepparton Iraqi community, with professionals,
employed and unemployed participants, retirees and students. Seven were married,

one divorced, and two were single.
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Below are the materials presented to this Focus Group:

Sexually Transmitted Diseases Getting it Right! HIV/AIDS Your questions
(DHS) (MHAHS) answered(DHS)
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KEY FINDINGS

WOMEN FROM ARABIC-SPEAKING BACKGROUND

There are varied levels of conservatism or openness about sexual issues between
Arabic-speakers. A piece of material translated in Arabic may be received very

differently depending on the level of sensitivity around sexual issues.

Women in the group seemed torn between the restrictions of their culture and their
desire to have access to more information for themselves and for their family. This
led to contradictory statements about appropriate language, presentation of material,

ability to take information home, etc.

Health literacy was poor, and women admitted knowing little about their body and

sexuality.

Generally speaking, HIV/AIDS in the Arabic community is treated with secrecy and
shame. Sexual health is rarely discussed. The participants had never received any
information about HIV/AIDS.

Women see themselves as key information providers to their children. They are
aware of the gap between their children’s knowledge and sexual experience with

their own. They are keen to bridge this gap.

Information that presented HIV/AIDS as a health issue was more readily accepted
than that which presented it as a relationship issue. The participants were only
interested in basic, factual information about prevention, presented in a

medical/scientific manner.

Diagrams of condoms were seen as offensive, ‘men’s business’ and would deter
women from sharing the material due to the stigma associated with carrying such

information and ‘being seen’ with it.

HIV/AIDS is not seen to be a major problem in Australia thanks to a high level of
awareness and education. Young people of Arabic background receive sexual
education at school and men who may be unfaithful to their wives know how to

protect themselves.
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Information Provision

Some preferred written information to take home, as long as it is in a moderate and
culturally appropriate language.

A Question & Answer format with little terminology was preferred.

Terminology related to sexual health was better understood in English than in Arabic.

Bilingual material was seen as useful as it would address the different levels of

fluency in English.

Internet provided the opportunity to seek out information in privacy, and Arabic sites

are widely used.

Arabic-language media, particularly satellite television, are a primary source of

information.
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MEN FROM ARABIC-SPEAKING BACKGROUND (SHEPPARTON)

HIV/AIDS was highly stigmatised and associated with ‘unrestricted’ behaviour.

Therefore, the men in the group did not see themselves as being at risk.

Participants believed that the ‘boundary-free culture’ of Australia presented a risk in
terms of HIV infection, but that this was corrected by the high level of education and

access to health information.

None of the participants has ever read any information about HIV/AIDS, either in

Arabic or in English.

Knowledge of HIV/AIDS and modes of transmission was very limited and included
erroneous beliefs. Health literacy and understanding of terminology varied widely

between participants.

Specific terms (oral sex, anal sex), description of certain physical contacts and
diagrams pertaining to condom use provoked very strong and negative reactions.
They were seen as culturally inappropriate and reinforced the impression of

irrelevance of this information for the Arabic-speaking community.

Participants clearly stated that the inclusion of such insensitive words and pictures
would absolutely prevent them from using the material and from sharing it with family
members. Only one participant (the youngest of the group) felt that he had an
obligation to share information seen as useful with his family, however sensitive the

information may be.

HIV could be discussed in a family setting if it was presented in scientific terms, but

not if it was seen as an issue of sexual nature.

Information Provision

Arabic was the preferred and for many the only valid language for information
provision for this group. English information was considered useless.

There was a desire to accommodate the diversity of the community and find ways to
present information acceptable to families, young people, and for different levels of

English proficiency.
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GPs (preferably Arabic-speaking) and to a lesser extent specialists and Community
Workers were the preferred and only sources of health information, including sexual
health. However the small size of the community and the perceived lack of privacy
may hinder the willingness to seek HIV/AIDS information from a GP.

As a newly arrived group in a regional area, these men felt at a disadvantage in
terms of access to information. The lack of Arabic media and paucity of Arabic-

speaking services in particular were mentioned.

In this context, the Internet was seen as the only media available, although its
reliability was questioned. The participants had never used the Internet to access
HIV/AIDS information.

Written information was generally supported as an effective and practical mean to
provide sexual health information, as long as it is clear and sensitive. It was preferred

over Internet-based information and over information sessions.
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YOUNG PEOPLE OF ARABIC BACKGROUND

Parents’ tacit or expressed permission was essential to the young people’s ability to

take information home to read.

The material was not seen as sensitive by young people’s standards, but definitely
too sensitive for older generations, in particular the inclusion of diagrams depicting

the use of condoms.

Community stigma about HIV/AIDS and its perceived link with homosexuality and
drug use limited young people’s ability to discuss HIV/AIDS-related information with

their family.

Therefore raising the Arabic community awareness about HIV/AIDS and its relevance
to the Australian population as a whole was seen as a pre-requisite to facilitating

young people’s access to information.

The participants were Australia-educated and their health literacy was built on
information available through the Australian school system. They had no difficulty

understanding the material in English.

Some had come across information about HIV/AIDS (in English) through their
schooling and studies but did not find the topic relevant as they were not affected by
the disease. Their only discussions on this topic had been around political

conspiracies.

Information Provision
Most of the young people in the group did not speak Arabic well, and preferred

material in English.

Participants strongly recommended bilingual information as a way to cross the
language-divide between their generation and that of their parents and grand-
parents. It would also increase the usefulness of the material to young people who

have more recently migrated to Australia.
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Community Workers were the preferred information provider, as they were expected
to be able to make the information relevant to the context of the young people’s life.
GPS were seen as less flexible.

Young participants found written information of limited use, preferring to have the
opportunity to ask questions and clarify issues with someone.

Contact details of relevant organisations and a toll-free number also offered means to

obtain more specific information.

Use of colour, simplicity of information and a clear statement that HIV/AIDS
information is relevant to everyone (therefore diffusing assumptions of sexual

orientation or drug use) were key to the uptake of material.

The Internet (in English) was commonly used for health information, but trust in the
medium was low. Government or international agencies’ websites were seen as the

most reliable.
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CROSS CUTTING ISSUES

THE RELEVANCE OF HIV TO THE ARABIC COMMUNITY

Women

The women in the group felt that it was important for their community to be better
informed about HIV and AIDS, even though this was a sensitive topic and was
embarrassing to discuss. They felt under-informed and were eager to obtain more
information for two reasons: [as mothers] our kids know more than us, and [as wives]
men in our community are cheating on their wife, we want to know this information in

a simple, easy and quick way.

The women valued education as a way to prevent HIV. They believed that the high
level of education was the reason why HIV was rare in Australia. Some commented
that selling condoms at schools and educating children also contributed to raising

awareness.

Men

Most men in the group believed that HIV and sexually transmitted infections were
confined to prostitution and ‘unrestricted’ sex. As long as these practices were
avoided HIV was not of concern to them. There was a definite connection in their
mind between what they understood as a ‘free culture’ and the risk of infection. They

agreed that in Australia, as in any other western country, such risks exist.

The reason we are not very concerned about AIDS is that as far as we know, it can
be caught either by blood transfusion, needles or sex. Regarding needles, we have
no worry at all because we trust the health system in Australia, and when it comes to

safe sex, we don’t have sex with people other than our partner.

Some participants believed that the lack of reported HIV in Iraqg meant that there

were no infections.

Back home, we knew how serious such diseases are, but we never cared much

about it because it has never been a problem for Iraqi society.
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One participant remarked on specific qualities of Iragi culture that protected them
from HIV;

Why is HIV/AIDS not an issue in Iraq? Simple: the religious and cultural restrictions.

Although HIV/AIDS was not seen as a problem in Iraq, all participants felt that they
had had access to more information about HIV/AIDS in Iraqg than in Australia. This
was not a comment about the availability of HIV prevention information in Australia,

but about the limited availability of HIV prevention information in their language.

There were education campaigns through the media, and | watched some Arabic

movies about AIDS and the seriousness of this illness.

The risk of transmission was thought to be higher in Australia than in Irag, based on
the belief that HIV was linked to lack of cultural and religious restrictions. This was

off-set by the level of education and medical care available. A participant stated that:

The access to health information and the ongoing education campaigns increased
people’s awareness about the measures that can be followed to eliminate the risk of

these diseases.

High standards of living and good health services play a big role in limiting the

seriousness of these illnesses in Australia.

In general, the men’s interest in health information was limited.

Young People

HIV/AIDS was of little relevance to the young people participating in the Focus
Group. While their understanding of modes of transmission was good, they felt
unaffected by HIV/AIDS and consequently would neither seek information nor read it
when it was made available to them. It was not a topic they had ever talked about to

anyone (except for the participant who is a youth worker);

It is not the type of subject that you discuss.
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The only time they had discussed it was for its news value, around what they
themselves described as ‘conspiracy theories’. This belief that HIV is used for

political means was also reflected in the Arabic women’s group.
The young people’s attitude towards HIV prevention information was coherent with

their attitude to health information in general, in that they would only be curious when

directly affected.

HIV AWARENESS

Women

The women'’s understanding of HIV was limited. Sexual contact, saliva, mosquito
bites, body piercing and needles were all potential modes of transmission mentioned.
Most of the information the women had about HIV/AIDS was around ‘conspiracy
theories’, such as a belief that the virus was used as a political weapon in the Middle-
East to infect certain groups. Women also reported how infection in Kuwait was due
to Kuwaiti men holidaying in Europe, and how a group of African men in Iraq were
found to be HIV +.

The women had little knowledge of sexual health in general, and unanimously stated
that no one had ever talked to them about HIV/AIDS prior to the Focus Group
discussion. The health information sessions they had attended in the past did not
mention this topic. They were eager to obtain information, and comfortable to discuss
these issues in a small group. Their main concern was about the means of
transmission, and whether the virus can be transmitted by using public toilets or by

kissing.

Men

Awareness of HIV/AIDS and modes of transmission was low, with most participants
admitting a lack of awareness about the difference between HIV and AIDS, resulting
in the use of both terms indiscriminately. None of the participants had ever read a
leaflet about HIV/AIDS in English or Arabic — although a young participant had seen

some.

Only [now] | realise that there is a difference between HIV and AIDS, before | thought

they were the same irrespective of the term.
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All' I know about it is that it is transmitted sexually, mainly when someone has casual

Sex.

Some feared that going to the dentist or the barber represented a risk of HIV

transmission. Because of this, one admitted that;

Neither | nor any of my children have been to the barber since we arrived in

Australia, we cut each other’s hair.

Young People

Almost all the participants had grown up in Australia and attended Australian schools
and universities where they had been exposed to sexual health and HIV/AIDS
information through the school curriculum or through events such as Sexual Health
Education Week. This, and information sessions run by the Victorian Arabic Social
Services, constituted the only times they had ever read information about HIV

prevention.

Levels of awareness and understanding varied. None of the participants had any
knowledge of the HIV/AIDS situation in their parents’ country — which may be a
reflection of the fact that all bar one were Australian-born. They saw it as an
increasing problem in Australia, although they had little information to support this.
The two main barriers to a higher level of awareness were their own lack of interest
in the issue and their perception that their families would block access to information,

due to the high level of stigma associated with the virus.

HEALTH LITERACY

Women
Health literacy was low and was directly related to the difficulty of discussing sex-
related issues. Some participants reported that they know little about sexual

relationships in general and how uncomfortable they are about their body.

We feel shy if we see some parts of our body.
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I never took my clothes off in front of my husband.

In addition, medical terminology was not well understood. Several women
understood language for STIs and other sexually related terms better in English than
in Arabic, primarily because such information had not been available to them before

they came to Australia.

Men

The vocabulary used in the material made it difficult for some participants to
understand the content and several men mentioned they would need a dictionary to
understand some English words/terms. Some material, such as the DHS booklet,

was categorically rejected as it was seen as too difficult.

Young People

As mentioned above, these are young people who attended Australian schools and
as a result health literacy was not an issue. They had no difficulty understanding the
material presented to them. The only term which was not widely understood — and
which they said would not be understood in the community, even in Arabic - was

‘harm minimisation’.

SENSITIVITY

Women
The topic of HIV was sensitive among Arabic-speaking women, as was any topic
relating to or discussing sex, sexual health or sexuality. The words shame and

embarrassed were used repeatedly throughout the discussions.

It was difficult for women to reconcile their own desire to be better informed with both
their sense of responsibility to provide information for their children and the high level
of sensitivity of the material. There was a debate in the group about how open one
could be when talking about sexual issues and what language was acceptable. This
debate was not resolved and the ambiguity of some of the women’s positions

resulted in statements such as the following which related to anal sex.

We don't like it, but it is in our community, we need to talk about it.
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There was a strong belief amongst the women in the group that they were ‘different’
from Australian women in terms of their comfort around such topics. This was
highlighted when some participants indicated that the written material was obviously
for Australian women as it was quite graphic and detailed in its description of sexual

practices.

Material presented in a health/scientific context was seen as less offensive. The
sensitivity of the topic was exacerbated if it was presented within the context of
relationships. One booklet was strongly criticised by a participant for its use of
language to describe feelings and physical contact.

What sort of language is this, touch and smell and sounds!

The need to use appropriate and sensitive language was also brought up when the

women discussed the sharing of information with their children.

Using Diagrams

Sensitivity was shown around the use of explicit diagrams. Diagrams created
embarrassment and were a deterrent to reading information, taking it home and
discussing it with younger generations. They were seen as not adding any value to

the material and ultimately deterred people from reading the material.

The negative reaction to the use of diagrams was demonstrated when the women
expressed their preference for a black and white fact sheet without illustrations, as
opposed to more attractively presented brochures that contained diagrams explaining
how to put on a condom. These diagrams were seen as shocking by eight out of the

ten women who participated in the group discussion.

If someone looked in my bag and found this brochure what would they think of my

whereabouts?
Most women felt that condoms and how to use them was a man'’s area of
responsibility and not appropriate for women to know or learn about. Some also saw

condoms as a separate issue, unrelated to HIV/AIDS.

We have nothing to do with this; it is a man’s business.
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Pictures of female genitals were easily accepted, as they are already found in
medical Arabic magazines. Pictures are considered an integral part of information
about sexual hygiene. Diagrams, as opposed to pictures, were not seen to add any
value to the information and were not seen as a good way to attract potential

readers.

Men
Details of sexual practices, such as oral sex or anal sex were seen as particularly

offensive.

| feel disgusted about the term ‘oral sex’. | don’t have any big objection about minor

things like ‘deep kissing’ but | do about something as offensive as oral sex.

That specific description of sex acts is absolutely unnecessary!

One participant was offended by the inclusion of examples of intimacy such as

kissing.

| don't understand why someone should label everything with a name? Isn't it enough

to say saliva can’t transmit AIDS?

It was clear that the inclusion of explicit terminology and diagrams created great
embarrassment and would deter participants from using the material. They felt more
comfortable reading a booklet that they found less informative and less interesting
with no diagrams in comparison with a booklet that may be more informative but also
included diagrams. Most men, as the following quote shows, felt strongly about not

taking the material home.

We can't take it home, | can tell you right now. All of us will read it and leave it in this

room before we walk off.

Descriptions of particular practices, which were seen as culturally inappropriate by
the men, reinforced their impression that the leaflet was intended for an Australian
audience and not for their community. All men agreed that the document had been

translated from English into other languages.
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Young People
The young people did not find the material sensitive and did not note any
inappropriate content. However, sensitivity was raised as an issue in terms of their
parents’ reactions which would impact heavily on how comfortable they would be

taking written material home.

It was difficult to fathom how the older generation’s sensitivity to the material
translated into young people’s perception. While the terminology and diagrams used
were seen as acceptable to them, the young people did not distance themselves

from their parents’ positions, including comments such as;

[Parents] think you are not a good person if you have it ... they associate AIDS with

homosexuality.

There is certainly a sense that HIV is highly stigmatised in their community as it is
associated with homosexuality and drug use. This perception has a direct impact on
how comfortable young people are discussing HIV/AIDS with their family and with
other members of their community as they fear being suspected of either ‘activity’.
Looking at HIV prevention material and/or information about condoms was also seen
as evidence of sexual activity. Their willingness to take material home was impeded

by the conclusions their family would draw.

Most parents would jump to conclusions and start to stress, because they would think

‘Why are you reading about it if you've done nothing?*

[My parents] wouldn't think | am reading about HIV they would think | am learning

how to put [a condom] on.

INTERGENERATIONAL COMMUNICATION

Women

All the women saw themselves as key providers of information for their children and
acknowledged their responsibility to provide such information. There was an
acceptance that young people obtained information about sex (and condoms) at

school which helped raise awareness of HIV. Some had reservations about what
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age girls should learn about sexual health. Sixteen — 18 was seen as the appropriate

age.

While some patrticipants acknowledged it was their responsibility they still did not feel
comfortable discussing sex with their children. The topic of taking home written
information about HIV and sexual health raised a great deal of discussion in each
Focus Group. While they were keen to take general health information home, the
women were unsure about HIV/AIDS related information. Their worries were

reflected in the following comments;

Children can catch us reading about sexual health.

What would my children think of me if they see this with me?

Half the participants said they would only read the brochure at the community health

centre or clinic. One participant declared,;

| would feel shy taking it home. Not that | am not interested, | know that my kids
would have learnt about AIDS and sex but | still feel uncomfortable taking [brochures]

home.

Others, as demonstrated in the following statement, were comfortable taking the
information home to their children, especially if it was presented as a health issue

and not sexual.

We should give it to our kids, especially when the information is discussed in a

scientific way.

Men

There was no consensus amongst the men as to whether it was possible to discuss
such information with their family and to share brochures about HIV prevention.
While most were not opposed to discussing HIV/AIDS with their family, the presence
of explicit diagrams and the mention of sexual practices were deterrents to passing

on information.

[The diagram] makes it difficult to take this home and share it with the rest of the

family.
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Having a picture of the male penis makes me uncomfortable to take it home.

| would feel a bit embarrassed carrying leaflets with these pictures and some parents
may want to educate their children with this information but having such images can

stop them from doing so.

The youngest participant (high school student) did not share the group’s concerns.

If I have learnt something whether at school or somewhere else and | think it is

beneficial to share it with my family | would not hesitate regardless of the topic.

The tension between presenting HIV as a health issue or a sexual/relationship issue

was crucial to the ability to discuss such information in the family context.

Although discussion of religion or scientific facts is hot embarrassing, | don’t think |

can discuss any issue of a sexual nature with my family.

I would like it to be clear with, with some scientific facts and no offensive images.

Young People

The need for parents and other older family members to have a better understanding
of HIV was at the forefront of the young participants’ mind when discussing
information HIV/AIDS. There was no expectation of parents being willing to discuss
the topic or to share the material with their children, but their tacit approval was

essential to the young people’s ability and willingness to take the material home.

The idea of reading a HIV/AIDS brochure at home made the young participants
slightly uneasy as they commented that their parents were not as liberal with their
thoughts as their generation. Parents did not have enough awareness back in their
country and their generation has not been educated enough on it. They felt that their
parents viewed AIDS as something that is wrong rather than as a sickness and that

HIV would not be contracted by a good person.

When the young participants were asked what would make it easier for them to take
written information and HIV/AIDS home, they suggested that the priority was to make
it clear that anyone could get it. They recommended community education, for

instance through radio announcements, which would help to de-stigmatise the issue.
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There was no need for parents to understand the information in detalil, just to know

enough to not be concerned about their children’s interest.

Because the parents are probably not going to read all the details of the brochure it

should therefore not cause the parent to question the kid’s activities.

Eight out of the nine participants felt that their parents would not be opposed to their
reading of the material if they had a chance to discuss their interest in this area.
Another recommendation was to provide some information in Arabic, either by
translating the whole leaflet or by including a paragraph explaining what the material

IS about.
If a grandmother or parent picked it up and doesn’t understand English, all they’ll see

is the picture [of a condom]. It would be good to have a message saying in different

languages what it is about.
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CHANNELS OF COMMUNICATION

Participants were asked to provide suggestions on what they saw as the most
effective way to pass on HIV/AIDS prevention information. They were asked specific
guestions about Internet use, the value of written material and preferred information
providers. They were also asked to provide suggestions on how to communicate to

members of their community who were illiterate.

PREFERRED CHANNELS

Women

The women expected to find information about HIV/AIDS in medical centres,
community health centres and libraries. These places were also mentioned as
sources of general health education. Arabic satellite channels were widely watched

(news and nature documentaries mainly).

While these women had attended health information sessions before, no one had
ever talked with them about HIV/AIDS.

When asked how they would prefer to receive information about HIV/AIDS, the
women participants all agreed that they preferred a Community Worker to meet with
their community group and explain about HIV/AIDS in their own language. Another
suggestion was for someone to be available at the community centre with which they
could discuss these issues. While some of the women were better informed than
others, most were aware that there were gaps in their sexual health knowledge.
They felt that the best way to improve their knowledge would be to discuss these
issues face-to-face and have the opportunity to ask questions. This would also help
women who were not literate as a Community Worker could explain the information

in the booklets.

Internet use

Arabic websites were commonly used by participants and were seen as very useful
to those with low English and low education level. The main advantage offered by
the Internet was privacy. While they would feel uncomfortable accessing sexual
health information from their family or strangers, the women felt that they could

access the Internet in their own time and more importantly, in private. They generally
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trusted the Internet, although some had reservations about unwittingly accessing

pornographic sites.

Written Information

Brochures and leaflets could be read in the women’s own time and at their own pace,
and could be kept for further reference. They did mention, however, that they had

little time to read and therefore the information needed to be short and concise.

We don't have time to read long articles; | prefer well prepared material like [this

brochure] and TV documentaries.

The downside of written information was its inaccessibility for the illiterate women in

the community (in Arabic and English).

Men

The impact of migration and resettlement

Recent migration and resettlement in a regional area had a strong impact on the
men’s access to information. These two factors combined to limit their access to
services and media in their language. The importance (and lack) of radio programs in

Arabic was repeatedly mentioned.

Radio was always my favourite tool for education programs, but there is no Arabic

broadcasting in the region.

Our English skills are very limited, we don’t benefit from television and radio

programs, there is nobody we can approach expect the GP.

We are not fortunate enough to receive such broadcasts like metropolitan regions.

It's very important.

Preferred sources of information

The preferred source of information about health, including sexual health, was
overwhelmingly the GP/family doctor. Consulting a specialist was also mentioned by
two participants. Only one participant thought he would talk to friends and check the

Internet first, but ultimately he would still turn to his GP.

No doubt the family doctor, | can see a specialist if further information it needed.
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The family doctor can be the best person to explain things and direct me in the right

direction.
One participant was keen to provide some correction to this almost unanimous
response by stating that the importance of the GP may be related to the lack of

Arabic services in Shepparton;

We are a conservative, small community and we don’t voluntary approach the GP

just for the sake of knowledge.

The barriers presented by the lack of English language skills for this group was also
evident. The reasons for relying on the family doctor were primarily because some
GPs in Shepparton speak Arabic.

I'd rather go to a family doctor as there is no specialist who speaks my language.

Community Workers were also mentioned as a possible recourse, with one

participant stating;

Some social workers especially those who work for health organisations are well

trained and very efficient.

Another commented that;

Seeking the assistance of a Community Worker is a good idea, but we will not be

able to communicate without the assistance of an interpreter.

When asked how they would like to receive information about HIV the men
suggested television and radio in Arabic. The men thought that information sessions
were also an effective way to provide information about sexual health and

recommended them, particularly for women.

They are very much needed, by hosting women guest speakers on sexual issues,

and distributing written material to participants during the session.

Another suggestion was to;
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Invite an Arabic doctor to deliver information in Arabic to a group session.

It was also acknowledged that running information sessions was not easy. Although
they thought it was the best way to disseminate information, in reality it was difficult
to attract people to information sessions. One participant asked the facilitator, who is

also a Community Worker for the local Arabic community;

How many times have you invited people to information sessions, without much

success?

Internet use

The difficulties experienced by participants in accessing health information made the
Internet a handy tool for several of the men. None had ever used the Internet to
access information about HIV/AIDS. Participants seemed very Internet literate;

however levels of trust in the Internet did vary.

Written Information

The men agreed that written material was a valuable source of information as it can

be accessed at any time.
Forums and meetings are set at specific times and locations, which are not always
convenient, but with written information | know where it is and | can get it when |

need it.

I think brochures and leaflets are very effective because they are simple and handy.

Another saw it as a good way to access more detailed information;

In every brochure there is a website that can be accessed for those who want to seek

out more details.

Several of the men believed that written information should complement information

sessions. Another participant commented;

When | stressed the importance of information sessions, | didn’t mean they should be

in place of information material.
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The men felt that written information about HIV should be available in every venue
that is used by the Arabic community, including TAFE, the Ethnic Community

Council, and mosques.

The men stated that they currently come across written information mainly in waiting
room at the GPs, and this seems like a valuable opportunity to disseminate existing

information about HIV in Arabic.

I think pamphlets and brochures are good as they are accessible, you go to the
medical centre and you find something that draws your attention, you read it quickly

and if you like it you take it home.

However the comment was also made that most of the time when | am sitting in a

medical clinic, | feel more attracted to magazines than brochures and leaflets.

The men in the group were keen to suggest options that would be of benefit to

everyone in the community, regardless of their level of literacy or their age.

It would be better with some amendment to sensitive words ... and no offensive
images. It should be placed in accessible venues chosen by the community, and
people have options: they can read while waiting, those who feel comfortable can
take it home, and those who have different interpretations from the content can leave

it where they found it.

Young People

Overall the young participants get their health information, if they needed it, from their
GP, the Internet and the Victorian Arabic Social Services. If they are concerned
about their sexual health they would also turn to friends and siblings for advice. They
read little about health issues — mainly leaflets available in the doctor’s waiting room.
They had seen leaflets about HIV/AIDS at school or university, but did not feel they

needed to read them.

The young participants stated that they would prefer to have the information
explained to them by a Community Worker (not necessarily in Arabic). This was
related to a desire to obtain information that was relevant to their life as they valued

the ‘real-life’ examples that a Community Worker would provide. This ‘tailored
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information’ was not expected from general practitioners, who were more likely to

work by the rules and stick to what he had been taught.

Another way to address this need was to provide a toll free number. They
occasionally watched Arabic satellite channels with their parents, but not of their own

initiative.

Internet use

The participants were all Internet users but had never looked for HIV/AIDS
information. They accessed websites in English, using standard search engines such
as Google or Yahoo. They trusted websites from government departments or
international agencies they recognised (UNICEF was mentioned). A doctor’s
recommendation would also add considerable credibility to a website. They did not

access websites in Arabic.

ILLITERACY

Recommended channels of communication to illiterate members of the community
were through information sessions in Arabic, word-of-mouth and the presence of a
Community Worker who could explain information contained in booklets. They also
turn to relatives who can access information for them. Radio programs in Arabic were
seen as particularly important in this context and their absence in regional Victoria

was criticised by the male participants.
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WRITTEN INFORMATION

Participants in each group were shown three brochures and asked to provide
feedback on the following points: level of language used, clarity of translation,

sensitivity of material, diagrams, and general appearance.

The difference in terms of language preferences between young people and parents
was stark: Arabic was clearly the preferred language for information provision for
both the men’s and women'’s group, but not for the young people’s group, where the

majority of participants preferred English and felt their Arabic was limited.

LANGUAGE

Women

Arabic was clearly the preferred language of all participants.

| will take home any information in Arabic.

Classical Arabic was preferred, as regional dialects can differ markedly. An example

given was the word ‘thrush’, which in another dialect means ‘acne’.

Bilingual Information

Bilingual information was seen as a good way to address different levels of literacy in

the community, including the women who spoke good English.

Commenting on the Women Talk booklet, the women liked the fact that there was an

English part for women who are capable of reading English.
Men
There was no question that Arabic was the preferred language for information

provision for the men’s group.

Brochures that are written in Arabic can draw my attention strongly and attract me to

read their content.

I have never bothered looking at health information as long as it is written in English,

simply because | can’t understand it.
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I'll only read it if it is in Arabic.

Being an English booklet makes it useless, at least for me.

Bilingual Information

Bilingual information was mentioned as a good way to accommodate the different

levels of English language competency within a family.

The elders who cannot read English will read the Arabic information, while younger
people who have more competence in English can read the English part; and that all

in one tool!

Young People

The value of written information

Overall, the young people were critical of written information, as it did not meet their

needs for interaction. Comments included;

You can'’t ask questions, you can't really explore.

All criticised how written information did not provide an opportunity to ask questions
and obtain answers to specific queries. One participant was concerned that this may

lead to misunderstandings, such as;

If someone reads they are HIV negative they may freak out, they wouldn't

understand that it means they haven't got it.

Language
The Focus Group with young people explored the issue around which is the most

appropriate language. In regard to information provision, it was interesting to
investigate whether information in Arabic or in English was most suitable for young
people and whether it required a level of cultural appropriateness that differed from
that intended to other young Australians. Most of the young participants could not
read Arabic well. In the Focus Group discussion, all bar one picked material in
English. This, along with the fact that they had little trust in information produced

outside Australia, made them reluctant to use information in Arabic.
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Bilinqual Information

The inclusion in English language booklets of some Arabic information was
recommended by this group, as a way to reduce the ‘communication gap’ between
the participants and their parents and to alleviate parents’ concerns. This could take
several forms: an acknowledgment in the material that it is available in other
languages, a brief explanation in Arabic of the content of the brochure, or a heading
in different languages on the cover page of the English material. One participant
commented that this would make you more comfortable reading it in front of your
parents. It could also take the form of a totally bilingual booklet such as the
Multicultural HIV/AIDS and Hepatitis C Service ‘Don’t be afraid to ask’ (Hepatitis C

information).

If the material is bilingual, it is important to show for instance by using similar

presentation and illustrations in both languages.

CONTENT AND PRESENTATION

Women
Women requested clear and concise information. They wanted short and direct

messages about means of protection.

This was requested for two reasons: lack of time and lack of understanding of
medical terminology/general health literacy. Material needed to be unsophisticated
and easy to understand, with few medical terms, and should only provide basic
information: means of transmission and means of protection were sufficient. A
Question and Answer (Q&A) format met these needs and gave the impression of a

straight to the point medical approach.

| am asking myself a question and here it is answered directly!

Colours were appreciated, but not key. The women were interested in a black and
white fact sheet printed off the Internet because it provided useful content and,
importantly, had a conservative appearance. It was their preferred document out of
the three pieces of material presented, despite the fact that another booklet had been
written and designed specifically for Arabic women. The absence of diagrams in this

document was also highly valued, to the point where one participant commented,;
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| will photocopy it and give it to my family members.

While explicit diagrams were rejected, watermarks or pictures of couples and a clear

indication that the document was about HIV/AIDS were recommended.

Men
The men identified the clarity of information, a colourful presentation and the absence

of sensitive facts and diagrams as key to their interest in material.

I would like it to be clear, with some scientific facts, and no offensive language.

Rewriting some sensitive words and messages would extend the benefit of the

material to the more conservative people.

All rejected a document printed off the Internet as very poor quality material, despite

the fact that it was in Arabic.

It is not attractive at all, | like nothing about it.

Several participants suggested that readers should be warned about the serious

consequences of HIV/AIDS by using fear tactics [and] pictures of victims.

Young People

The young people appreciated clarity of writing, concise information and attractive
colours. An Internet print-out was seen as targeting researchers and students, not
the average young person. Although the content was exactly the same as that of
one of the brochures, it was seen as containing too much information and needed to

be cut down on the wording. This in turn made it a lot less attractive to participants.

A Question and Answer (Q&A) format received very positive responses. References
to other sources of information and phone numbers that could be called for more
information were also seen as very useful. Information needed to be broken into

sections with different subheadings.

Although diagrams explaining how to use condoms were not considered offensive,

they had a negative impact on the young people’s willingness to take pamphlets
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home. They felt that it may arouse their parents’ suspicion before they had a chance
to read the material. This was particularly the case with large pictures and diagrams,

as it was felt that the bigger the diagrams the bigger the slap may be!
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