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BACKGROUND 
 

COMMUNITY PROFILES 

The information in this section is based on Australian Bureau of Statistics 2001 

Census data, and 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 communities from the Horn of Africa is 

highlighted in our research findings.  

 

In a nutshell 

-     Horn of Africa communities are ‘emerging’ communities, and rapidly growing  

- The majority are refugees accepted under the Australian Humanitarian Program  

- Many have spent long periods in refugee camps 

- Many face complex barriers to resettlement 

- They are generally young communities, with low levels of education and high 

levels of unemployment 

- Communities from the Horn of Africa differ in languages, religions and cultural 

practices. This diversity is also seen within each community.  

 

In the past ten years, there has been a significant increase in the number of people 

from the Horn of Africa (Ethiopia, Eritrea, Somalia, Sudan and Djibouti) settling in 

Victoria. The 2001 Census reported 6,264 Victorians from Sudan, Somalia, Ethiopia 

and Eritrea, but this figure has now changed dramatically. Between 2002 and 2004, 

3,125 Humanitarian Entrants from Sudan, Eritrea and Ethiopia settled in Victoria. 

Informants from these communities estimate that there could be between 15,000 and 

20,000 migrants from the Horn of Africa living in Victoria today.  

 

The majority of African entrants are refugees accepted under the Australian 

Humanitarian Program, which is increasingly focused on Africa with 63% of people 

assisted under the Integrated Humanitarian Settlement Strategy in 2003-2004 

coming from Africa.1  

 

                                                 
1 Department of Immigration and Multicultural Affairs(2004) Australia’s Support for Humanitarian Entrants 2003-2004, 
(www.immi.gov.au) 
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In Victoria, Australians from the Horn of Africa have settled mainly in the local 

government areas of Brimbank, Maribyrnong, Springvale and Dandenong. There are 

also small Sudanese communities in regional areas such as Colac and 

Warrnambool.  

 

According to the Department of Immigration and Multicultural Affairs(DIMA), ‘People 

from Africa tend to face more complex barriers to settlement than people from other 

source regions, such as higher level of poverty, larger families and lower levels of 

education and English proficiency. Many have spent long periods in refugee camps 

before coming to Australia’. Furthermore, the fact that ‘conflicts, instability and 

deprivation erode refugees’ traditional coping mechanisms, offering ground for the 

spread of HIV/AIDS’2 has been well documented.  The experiences described above 

have a strong impact on refugees’ educational level, literacy, and subsequently their 

ability to access information.  

 

DIMA notes that ‘cultural difficulties may be encountered by many people from Africa 

who are unfamiliar with urban environments, Western cultural norms and the 

Australian way of life. Some Africa families may experience conflicts within the family, 

including clashes between parents and children, as a result of changing cultural 

roles’.3 

   

Somali 

There were 2,311 Somalia-born living in Victoria at the time of the 2001 Census, an 

increase of 65% compared to 1996. Melbourne has the largest Somali community in 

Australia, with most people living in the local government areas of Moonee Valley, 

Banyule, Darebin and Melbourne city.   

 

This is an emerging community,4 which barely existed until 1985 (less than 1% of 

Somalia-born had reled before 1985). It was also the largest emerging birthplace 

group from the Horn of Africa in 2001, ahead of Ethiopia, Eritrea and Sudan.  

 

The Somali in Victoria are young, with almost one in two Somali aged under 24 

years. The median age is 25 years, compared with 36 for all Victorians.  

                                                 
2 Office of the United Nations High Commissioner for Refugees (2001), HIV/AIDS and refugees, UNHCR Briefing 
Notes, 17/07/2001, www.unhcr.ch 
3 DIMA Australia’s Support for Humanitarian Entrants 2003-2004, op cit 
4 The Victorian Office of Multicultural Affairs defines ’emerging birthplace groups’ according to two criteria: a) those 
with between 400 and 10,000 persons at the 2001 Census, and b) their numbers have increased by at least 15 per 
cent between the 1996 and 2001 censuses. 



Part Two – Community Findings 
    Horn of Africa 

 41 

 

It is also worth noting that about a third of Somali in Melbourne live in a one-parent 

family household. This can be explained by the fact that many single-parent families 

headed by females entered Australia on a ‘Women at Risk’ visa.5   

 

Almost all Somali in Victoria are Muslims.  

 

Language & Education  

This community is linguistically and culturally homogenous, with almost 9 in 10 

speaking Somali at home (another 5% speak Arabic). Somali also show a high level 

of English proficiency (almost 75% assess themselves as speaking English ‘well’ or 

‘very well’). 

 

Educational level is low (only 6.4% hold Bachelor degrees) and 65.6 % have no post-

school qualifications.  

 

Unemployment is very high (typically for a recently arrived refugee community), with 

a rate of 47%.  

 

Internet use 

Computer use is as common as the Victorian rate of slightly over 40%.  

 

Ethiopian 

Ethiopians formed the second largest Horn of Africa community in 2001, with 1,970 

people.  Most were Melbourne-based, living mainly in Maribyrnong, Moonee Valley 

and Greater Dandenong.  More than two thirds of those born in Ethiopia have arrived 

since 1991, including almost one in two since 1996.  It is largely a young adult 

community, with 65% aged between 25 and 44 years old. The sex ratio is biased 

towards men, with 117 men for 100 women.  

 

Ethiopians in Victoria follow a variety of religions: while 4 in 10 are Muslims, 16% are 

Oriental Christians, 12% Greek Orthodox and the remaining percentage Orthodox, 

Western Catholics or followers of other religions.  

 

 

                                                 
5 DIMA Australia’s Support for Humanitarian Entrants 2003-2004, op cit 
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Language & Education 

The Ethiopian community is linguistically diverse: Amharic is the most widely spoken 

language (one in three), but many speak Oromo at home (16.5%) or Arabic (9.2%).  

One in three Ethiopians speaks another language (including Tigrigna). 

 

English-proficiency is high; with more than 78% stating they speak English ‘well’ or 

‘very well’.  Only 1.4% thought they did not speak English at all.  

 

Post-school qualifications were relatively similar to the state average, with 57% of 

Ethiopia-born having none (53.7% for total Victoria).  The unemployment rate is more 

than three times that of Victoria (22.3%). 

 

Internet use 

Internet use was average for a migrant community, with a third of Ethiopians 

accessing a computer at home and the same number using the Internet. 

 

Eritrean 

Eritrean-born represent a smaller emerging community in Victoria, with only 1,113 

members in the 2001 census.  More than 60% of Eritreans in Australia live in 

Victoria.  

Almost all live in metropolitan Melbourne, mainly in local government areas of 

Moonee Valley, Melbourne City, Maribyrnong and Greater Dandenong.  This is also a 

new community, with more than three quarters of Eritreans arriving after 1991.  The 

proportion of young adults is very high (57.5% between 25 and 44 years of age), with 

more females than males (100 to 90 respectively). More than one in four lives in a 

one-parent family household, which (as with the Somali) can be explained partly by a 

high number of widowed women migrating with their children. 

Three quarters of the Eritrean community in Victoria are Muslims, with the other 25% 

Orthodox (including Greek Orthodox) or Catholic.  

 

Language & Education 

The community speaks two main languages:  Arabic (spoken at home by 62.9%) and 

Tigrigna (spoken at home by 25.6%).  Three in four assessed themselves as 

speaking English ‘well’ or very ‘well’, and 3.8% speak no English at all.  
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Post-school qualifications were low, expect for Bachelor degrees (held by 12.6%). 

Two thirds of Eritrea-born have no post-school qualifications.  Unemployment is high, 

at 32.9%. 

 

Internet use 

Home computer use is slightly lower than the state rate (34%) but Internet use is 

higher (40.3%). 

 

Sudanese 

It is difficult to obtain up-to-date information about the Sudanese community in 

Victoria, as the characteristics of this group change annually as the community 

grows.  In 2003-2004, almost half the Humanitarian Entrants accepted in Australia 

were from Sudan (6,147 out of 11,802).  They are the single largest refugee group 

processed from Africa.6 According to DIMA, ‘people of Sudanese … nationality most 

frequently settled in Victoria’ (1,667 people in 2003-2004).  

 

The Sudanese community consists of South Sudanese (mostly Christians) and North 

Sudanese (mostly Muslim). The ‘intense war being waged against the south’ has 

caused a mass exodus in the last few years.7  Most Humanitarian Entrants from 

Sudan accepted in Australia are South Sudanese. Most Sudanese settling in Victoria 

identify as Dinka, Sudanese or Nuer, and speak Arabic as well as their community 

language.8  In Melbourne, most Dinka live in the Western Suburbs (Braybrook and 

Sunshine) whereas Chollo and Nuer live in the South East (predominately around 

Dandenong). 

                                                 
6 Department of Immigration and Multicultural Affairs(2003) Africa Newsletter, 30 April 2003 (www.immi.gov.au) 
7 DIMA Africa Newsletter, op. cit. 
8 DIMA Australia’s Support for Humanitarian Entrants 2003-2004, op cit  
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INFORMATION AVAILABLE TO THESE COMMUNITIES 

Following is a table of booklets and brochures related to HIV prevention in three languages spoken by the Horn of Africa communities: 

Amharic, Somali and Tigrigna. Information about HIV prevention was not available in Oromo, Nuer, Chollo or Dinka. Documents in 

Arabic are listed under the ‘Arabic-Speaking Communities chapter.
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MATERIAL SOURCE PUBLISHER 

DATE 

(last 

update) FORMAT 

INCLUDES 

CONTACT 

DETAILS 

SOMALI      

HIV/AIDS Your 

Questions Answered 

Internet. Hard copy of 

English version. Other 

languages Internet only. 

Victorian Department of 

Human Services (DHS) 2003 

Q&A format, responding 

to basic questions about 

HIV YES 

Safe Sex Internet. Hard copy of 

English version. Other 

languages Internet only. 

Victorian Department of 

Human Services (DHS) 2003 

Q&A format, responding 

to basic questions about 

safe sex YES 

Sexually Transmissible 

Infections 

Internet. Hard copy of 

English version. Other 

languages Internet only. 

Victorian Department of 

Human Services (DHS) 2003 

Q&A format, responding 

to basic questions about 

STIs YES 

HIV/AIDS Getting it right! Brochure (A6) 

Multicultural HIV/AIDS and 

Hepatitis C Service (MHAHS) 

& Australian National Council 

on AIDS and Related 

Diseases (ANCARD) 2003 

Basic information about 

HIV transmission YES 

HIV An Introduction – 

Fact Sheet 1 

Internet only - no hard copy Multicultural HIV/AIDS and 

Hepatitis C Service 2003 

Basic information - 

general  NO 

Information about 

sexuality and sexual 

health 

From Working Women’s 

Health newsletter  Working Women’s Health   

2001 

(July) 

Includes information 

about HIV, STIs & 

condoms YES 

Multilingual Fact Sheet Internet only Well Women Website 2004 Contraception fact sheet  N/A 

Healthy African  Brochure (A6) Women Health West 2001 Brief health (including YES 
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Women sexual health) information 

Everybody’s Business  

Video (Somali version) 

Multicultural HIV/AIDS and 

Hepatitis C Service 2004 General HIV information N/A 

AMHARIC 

HIV/AIDS Your 

Questions Answered 

Internet. Hard copy of 

English version. Other 

languages Internet only. 

Victorian Department of 

Human Services (DHS) 2003 

Q&A format, responding 

to basic questions about 

HIV YES 

Safe Sex Internet. Hard copy of 

English version. Other 

languages Internet only. 

Victorian Department of 

Human Services (DHS) 2003 

Q&A format, responding 

to basic questions about 

safe sex YES 

Sexually Transmissible 

Infections 

Internet. Hard copy of 

English version. Other 

languages Internet only. 

Victorian Department of 

Human Services (DHS) 2003 

Q&A format, responding 

to basic questions about 

STIs YES 

HIV/AIDS Getting it right! Internet only 

Multicultural HIV/AIDS and 

Hepatitis C Service (MHAHS) 

& Australian National Council 

on AIDS and Related 

Diseases (ANCARD) 2003 

Basic information about 

HIV transmission YES 

HIV An Introduction – 

Fact Sheet 1 

Internet only - no hard copy 

Multicultural HIV/AIDS and 

Hepatitis C Service  2003 

Basic information - 

general  

NO 

 

 

Healthy African  

Women Brochure (A6) Women Health West 2001 

Brief health (including 

sexual health) information YES 

Everybody’s Business  Video (English version with 

African presenter & 

Multicultural HIV/AIDS and 

Hepatitis C Service  2004 General HIV information N/A 
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characters) 

TIGRIGNA 

HIV/AIDS Your 

Questions Answered 

Internet. Hard copy of 

English version. Other 

languages Internet only. 

Victorian Department of 

Human Services (DHS) 2003 

Q&A format, responding 

to basic questions about 

HIV YES 

Safe Sex Internet. Hard copy of 

English version. Other 

languages Internet only. 
Victorian Department of 

Human Services (DHS) 2003 

Q&A format, responding 

to basic questions about 

safe sex YES 

Sexually Transmissible 

Infections 

Internet. Hard copy of 

English version. Other 

languages Internet only. 
Victorian Department of 

Human Services (DHS) 2003 

Q&A format, responding 

to basic questions about 

STIs YES 

Information about 

sexuality and sexual 

health 

From Working Women’s 

Health  newsletter Working Women’s Health   

2001 

(July) 

Includes info about HIV 

STIs & condoms  

Healthy African  

Women Brochure (A6) Women Health West 2001 

Brief health (including 

sexual health) information YES 

Everybody’s Business  Video (English version with 

African presenter & 

characters) 

Multicultural HIV/AIDS and 

Hepatitis C Service  2004 General HIV information N/A 
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FINDINGS FROM KEY INFORMANT INTERVIEWS 

 

New arrivals & resettlement issues 

Resettlement needs have a great impact on Horn of Africa communities’ access to 

information about HIV prevention.  Newly-arrived refugees’ priorities are to organise 

such things as income support, accommodation, English classes and schooling.  

 

The main focus for them is resettlement. They need to get a comfortable home for 

them and their family.  Then the next [focus] is to see the children settle at school. 

(Community Leader I) 

 

HIV information may also be difficult to access and understand because refugees 

from the Horn of Africa may present with serious health issues that require more 

immediate attention by health professionals.  

 

I tested people for malaria last week, and … the little boy had the worst kind of 

malaria, and I had to send him to the hospital in an ambulance. They had been in the 

country five days, you know.  HIV was the last thing on their minds. (GP) 

 

Refugees receive HIV prevention information in their first six months of arrival 

through information sessions delivered under the Integrated Humanitarian Settlement 

Strategy (IHSS).9  How important it is to provide HIV information to new arrivals was a 

topic of debate with most Community Workers.  One Key Informant thought that for 

young people, the first year of arrival was a particularly high risk-taking time.   

 

When you arrive you want to try everything. The first twelve months are a crucial 

period for boys and young men because it’s freedom, there are no cultural barriers 

here. (Community Worker I) 

 

Another Settlement Worker had noticed that people coming from refugee camps felt 

saturated with HIV information.  

 

Some of them say ‘We’re actually sick of hearing about it because this is all we heard 

in camps in Africa … There is UNHCR coming to camps delivering sessions, lots of 

                                                 
9 Community-based organisations funded under the IHSS provide assessment and referral services to refugees and 
other humanitarian entrants during their initial settlement in Australia. (DIMA website: www.immi.gov.au) 
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people would come to camps and deliver information on how to prevent HIV’. It is not 

something they don’t know anything about, on the contrary. (Settlement Worker) 

 

For other new arrivals from refugee camps, particularly those arriving with their 

partner and family, HIV was not seen as important. 

 

People didn’t see it as relevant to them as they were married with children. 

(Settlement Worker) 

 

They have come here as family units so it has not really come up as an issue. 

(Refugee Nurse) 

 

This obviously does not apply for all communities from this region, as was shown in 

the Focus Groups where knowledge of HIV varied widely from one group and from 

one participant to another.  A Community Leader commented about the lack of 

knowledge about HIV. 

 

[I]n the community, the level of awareness is zero.  

 

In the first few months of their arrival in Australia, refugees are ‘bombarded’ with 

information, and there is often little room in their lives for information that is not of 

immediate need or that is presented in writing.  

 

Usually they’re not interested in lots of written information, it’s very confusing.  Once 

they come, there are lots of registrations, lots of letters from the bank, from Medicare, 

Centrelink….  They are overwhelmed with it anyway, and if we started going ‘Read 

this, read this’, I don’t think they actually would. (Settlement Worker) 

 

They won’t have time to read, you see? So they won’t read. But if information is 

passed on to them through seminars, they will really listen to it. (Community Leader I) 

 

Young People  

Like many young people from migrant backgrounds, young people from the Horn of 

Africa must manage two vastly different cultures.  They often find themselves 

straddling the culture of their parents and that of their peers, assuming different 

identities depending on the context. 
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There is a big gap between the parents and the young people… The kids live in this 

system.  The parents don’t.  Kids live between two cultures, when they go to school 

they want to behave like Australian kids.  When they come home, they need to take 

their shoes off, change their clothes, the girls have to help their mum. (Community 

Leader I) 

 

The young people in these communities, who are hearing the two stories, they are 

hearing the very strong story, perhaps from the older members of the community, or 

the people who are in power in the community, but they may also have partners who 

are not from the community, or maybe as they become more assimilated they do 

start engaging in those practices. How on earth do they know how to be safe? 

(Health Worker) 

 

This ‘hearing of two stories’ is particularly acute for newly arrived groups, such as the 

South Sudanese, where the contrast between Sudanese culture and Australian is 

strong.  

 

In an African context of living, they function completely differently, there’s an 

understanding of freedom, a respect for the elderly... but once they come here, I think 

it becomes looser, and parents actually lose their grip. (Settlement Worker) 

 

At home there is more of a sense of community. And everyone is responsible. But 

here there is no communal life, and people don’t have that respect. (Community 

Leader I)   

 

Key informants working with African communities were particularly concerned about 

the cultural gap, and the impact of this cultural chasm on young people and their 

families.  

 

The parents live in their own world. They don’t know how to access services. If they 

want to go to hospital they have to take their children to interpret for them. It’s a big 

shame but they don’t have any choice. (Community Leader II) 

 

This balancing of their own culture and the western culture can result in risk-taking, 

through a combination of freedom, lack of information as well as just being young.   
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[T]he spirit of being young, of wanting to try everything... It’s fun for them, it’s just fun, 

but after a couple of drinks they don’t remember anything.  Whenever there is alcohol 

involved, people lose their sight… in some communities it’s out of control. 

(Community Leader II) 

 

Going Home 

A Key Informant from the Horn of Africa communities raised the need for HIV 

prevention information related to ‘travelling home’.  Key Informants reported 

anecdotal evidence that return trips to either country of origin or a refugee camp 

present risks for migrants from the Horn of Africa.  These communities have been 

settled for some years now, long enough for patterns of travelling to emerge.   

 

The fluidity between the two countries is a big thing for certain groups.  (Health 

Worker) 

 

Channels of Communication  

Communities from the Horn of Africa present a challenge for information and Service 

Providers, due to their diversity and associated demands of a recently arrived 

community.  

 

We haven’t developed different ways of working with the diversity within 

communities. For example, the Sudanese community [in NSW is] diverse in religions, 

diverse in regards to tribal cultures, diverse in regards to educational levels, to the 

mixture of family grouping either large families or smaller professional families with 

no kids. (Community Worker II) 

 

Traditional approaches such as media campaigns have little effect in these groups, 

partly because there is little or no media in their language, and partly because of their 

lack of time. 

 

I don’t think they listen to the radio, I don’t think they read the newspaper, I don’t 

think there is a really defined source of information for them on this, apart from what 

they get from the language school. (Refugee Nurse) 

 

The most effective ways to pass on information are through community advocates 

and word-of-mouth. This was confirmed by the Focus Group discussions, particularly 

with women. 
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Things are happening around kitchen tables, particularly for the more recently arrived 

communities.  We think that if it’s not formal community consultation it’s not real, but 

the group of women that are meeting in someone’s kitchen and saying ‘I’ve got this 

little DVD, let’s put it on’, that is also valid. (Community Worker II) 

 

When [community members] elect a management committee, they believe that they 

are going to be advocates, to pass on any information delivered by the Service 

Providers. (Community Leader II) 

 

This face-to-face information delivery also addresses the lack of literacy in these 

communities (as shown through the Focus Group findings).  The most effective 

setting to reach new arrivals, according to several Key Informants, was through 

English-language schools.   

 

English Language School is taken very seriously, they really want to learn, so if you 

go directly there it’s a very good way of reaching them. (Settlement Worker) 

 

FOCUS GROUPS SELECTION 

 
The composition of the Focus Groups was determined after consultation with Key 

Informants and co-workers.  Due to the number and diversity of communities, our 

objective was to reach and discuss these issues with as many communities as 

possible.  It was essential that Focus Groups be gender-disaggregated.  When 

appropriate, Focus Groups included participants from different countries of origin - 

here too we relied on advice collected through the consultation process.  

Four Focus Groups were organised as follows:  

- Women from the Horn of Africa 

- Women from Somalia 

- Men from South Sudan 

- Young people from the Horn of Africa. 

 

Focus Group findings were tested with a small group of FARREP (Family and 

Reproductive Rights Education Project) Workers.  Workers from FARREP are key 

intermediaries for women from the Horn of Africa in sexual health information and 
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education.  Originally set up to provide education on female genital mutilation, the 

group now promotes women’s reproductive health issues throughout Victoria. 

 

Women  

On the advice of co-workers and Key Informants, two Focus Groups were conducted 

with women to accommodate cultural differences. Focus Group findings from these 

two groups are presented under the same heading in the ‘Findings’ section. 

 

Women from Eritrea, Ethiopia and North Sudan 

The group comprised twelve women; from Ethiopia (7), Eritrea (3) and Northern 

Sudan (2).  Participants were aged between 28 and 42 years old and were all 

mothers.  Five were in paid employment or education.  The majority had lived in 

Australia between 9 and 17 years, with two newly-arrived (2 and 4 years, both from 

North Sudan) and one who had migrated to Australia 20 years previously. 

 

Below is the material presented to this Focus Group (material was presented in 

Amharic, Tigrinia and Arabic to accommodate the diversity of languages of the 

participants): 

 

     

Healthy African Women (Women Health West) 
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HIV/AIDS Your Questions Answered(Victorian DHS) 

    
Women Talk (Islamic Women Welfare Council of Victoria)   Safe Sex (DHS) 
 

 

Somali Women  

The seven Somalia-born women were all mothers, and two were also in paid 

employment (a nurse and a Community Worker). Five women had lived in Australia 

between 10 and 15 years, while two had arrived 3 and 5 years ago. 

The group was linguistically homogenous – all women spoke Somali – but levels of 

literacy differed greatly.  Two participants spoke English fluently, while others spoke 

no English at all. One participant was illiterate in both languages, two were literate in 

Somali and others could read English but not Somali.  The participant who was 

literate in both English and Somali read the material out loud for the group.  
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Below is the material presented to this Focus Group: 

 

      
Getting it Right!   Health African Women    HIV/AIDS Your questions  
(MHAHS)   (Women Health West)  answered (DHS) 
 

 

South Sudanese Men 

A group of men from South Sudan living in the South East region (Dandenong) was 

conducted. The seven men in the group were of Chollo or Nuer background and 

came from different tribes and different parts of South Sudan. The majority had lived 

in Australia for more than five years, although two participants had arrived in the past 

two years. 

 

Participants were recruited through community associations and were all actively 

involved as community leaders and advocates.  As discussed in the Key Informant 

Interviews, they play a key role in providing information to community members.  All 

bar one (studying English) were working.  
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Below is the material presented to this Focus Group: 

   

    

Safe Sex (Victorian DHS)    Getting it Right! (MHAHS) 

 

 

Young people 

The young people group comprised 11 people: nine from Ethiopia and two from 

Somalia.  There were six women and five men, aged between 18 and 25.  

 

Ten participants had lived in Australia between 2 and 6 years, and one had been in 

Australia for ten years.  Most of the participants arrived in Australia in their late teens. 

Two of the men were working, while all the others were students, including two who 

were at university.  With the exception of the two who had been here for only two 

years, all spoke excellent English. They never used English however to communicate 

with each other, preferring Amharic or Somali.  

 

 

 

Below is the material presented to this Focus Group. 
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Safe Sex (DHS) – Amharic   Safe Sex (DHS) – English 
(also shown: Somali version)  
 

     
Getting it Right (MHAHS) – Somali   Don’t be afraid to ask (MHAHS)  
(also shown: English and Amharic)  
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KEY FINDINGS 
 

WOMEN FROM THE HORN OF AFRICA 

 

Discussion of sexual practices such as oral sex was highly sensitive. Material 

containing information that was seen as inappropriate was rejected outright, 

regardless of the level of interest in other information included.  

 

Women reacted negatively to material that did not appear to take their cultural norms 

into account. This included level of health literacy, lack of literacy in the community, 

appropriateness of pictures and text. 

 

Assumption of health literacy was criticised, as was material that was deemed 

unclear or poorly translated.  

 

Participants were concerned about the risks their children may be taking (sexually 

and otherwise) growing up in Australia.  

  

Women felt a high level or responsibility, as mothers, to protect their children’s health 

by ensuring they had access to HIV prevention information. This overrode some of 

the sensitivity regarding the material.  

 

To meet this responsibility to be information providers to their children, the  women in 

the groups were eager for information about sexual health.  

 

Information provision 

There was a strong discrepancy between where the participants expected to find 

information and where they preferred to find it, highlighting the fact that the current 

information provision does not meet their needs.  

 

Diversity of languages and literacy levels amongst communities (even from the same 

country) creates particular challenges for written information. 

 

Word-of-mouth and ‘kitchen table discussions’ were the most common ways to 

circulate information. Women relied on those in the community who were educated 
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and either worked in the health sector or/and had access to the Internet to provide 

health information adapted to their needs. 

 

Information sessions run by a woman from their cultural background were 

recommended.  

 

Language was the key factor in material uptake – the women testifying they would 

pick up ‘anything’ in their language. An exception to this was if the material’s 

presentation clearly indicated if was targeting African women, in which case it would 

be picked up even if in English.
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MEN FROM SOUTH SUDAN 

 

The men in this group were highly educated, with a high degree of awareness of 

themselves as an emerging community and a high level of health literacy. 

 

They are not representative of their community’s educational level but are key to the 

provision of information.   

  

Recent resettlement played an important part in their information needs. They 

attested to the sense of security felt by new migrants through being screened for HIV 

before migrating to Australia. 

 

Any HIV-prevention information had been acquired prior to their arrival in Australia, in 

refugee camps or in countries of temporary residence. They felt that more 

information should be accessible about HIV incidence in Australia.  

 

HIV was blamed on contacts with outsiders (non-Sudanese). This fuelled the belief 

that young people, mixing with different communities, were particularly at risk.  

 

They had a strong sense of their responsibility to their community as information 

providers, to protect the community and to protect themselves.  

 

South Sudanese men seemed comfortable around discussing HIV and sexual issues 

amongst themselves, with their community and with their family. They all claimed that 

they could take written material home.   

 

Information Provision 
English and Arabic were the preferred languages, as other Sudanese languages 

were not available. 

 

The preferred sources of information about HIV and sexual health were Community 

Workers, especially if they were from the Sudanese community itself.  

 

While they valued written information for their own use, oral communication and face-

to-face interaction in-language were preferred for the many illiterate members of their 

community. Written information could be used as a support for the information 

provider.  
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When running information sessions, it was important to keep men and women 

separate. Introducing HIV under the cover of a broader topic was also recommended. 

 

Internet was seldom used. It was seen as not very accessible and did not offer 

information in community languages. 
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YOUNG PEOPLE FROM THE HORN OF AFRICA 

 

The level of interest in health (including HIV/AIDS) information was high. 

 

Their level of general health literacy was higher than that of adults.  All had received 

information about sexual health through attending school in Australia. Despite this, 

awareness and understanding of HIV/AIDS were limited.   

 

They had no knowledge of HIV incidence in Australia. They believed that HIV/AIDS in 

Australia was ‘not an issue at all’. 

 

It is rare for parents to discuss HIV and sexual health with their children as young 

people are expected to remain virgin until they marry.  

 

All were comfortable taking written information home and discussing it with their 

family – as long as discussions remained general and did not touch on their own 

practices.   

 

Young women felt concerned about younger people (15-18) immersed in the 

Australian culture and lacking understanding of their cultural background. 

 

They saw themselves as intermediaries between their parents’ languages and 

cultures and that of Australia. They felt that they had a responsibility to share 

information that may benefit their community. 

 

There was no particular sensitivity around diagrams nor material content, but the 

translation and choice of words provoked strong reactions.  

 

Information provision 

Friends and siblings were the first sources of information, followed by GPs/clinics and 

the Internet.  

 

Internet was easily accessible and Internet use was high.  They did not know of 

websites providing sexual health information. 

 

Written material was seen as a useful way to provide information.  
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Language of origin was key to the uptake of material and they would pick up anything 

in their language. They were not aware that information about HIV existed in Amharic 

or Somali.  

 

Bilingual material was preferred as it allowed them to navigate between their two 

main languages. Multilingual material was seen as ‘too busy’. 

 

Material that ‘looked African’ had strong appeal. 

 

Channels of communications mentioned by other groups, such as information 

sessions and ethnic media, did not appeal.  

 

They had little to do with ethno-specific organisations, which they felt did not 

represent them. 
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CROSS CUTTING ISSUES 
 

THE RELEVANCE OF HIV TO THE COMMUNITY 

 

Women 

Women from both groups showed a high level of interest in HIV prevention 

information. They felt that they had access to little information about this topic and 

that it was important for their community, particularly for the young people, to be 

informed.  

 

In our community, there is not much information about what HIV is; how huge it is. 

(Horn of Africa Women’s Group) 

 

I believe you need to educate your community about HIV and about the latest 

advances, particularly its social effect and the means of transmission.  Also, 

educating our youth is very important. (Horn of Africa Women’s Group) 

 

So many people think they’re safe but then they get it another way, because they 

don’t know, they don’t have any knowledge. (Horn of Africa Women’s Group) 

 

There was also an admission that cultural norms, such as virginity or fidelity, may not 

prevail.  

 

The women they’re not supposed to have sex but the men, they say ‘We are men so 

we can do whatever we want! We are men so we can have sex any time with any 

women we want’.  (Somali Women’s Group) 

 

Some Somali boys, they just want to be in denial about it.  Things like drugs, AIDS, 

they’re in denial.  (Somali Women’s Group) 

 

Women were also keen to obtain more information about other health issues they felt 

were relevant to their community, such as depression and suicide.   

 

A lot of people suffer from depression but are too scared to talk. (Horn of Africa 

Women’s Group) 
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South Sudanese Men 

The men in this group have a strong awareness of their community as an ‘emerging 

community’ (a term they used) and of the vulnerability this implied. They were 

concerned that resettlement in Australia created a false sense of security around 

HIV.  One participant admitted that since coming to Australia he had forgotten all 

about HIV.  

 

I think the problem is that our community, when we came here, everybody goes 

through a medical screening, and everyone who is HIV positive will not be allowed to 

come to Australia.  So everyone who comes to Australia, it means that they’re safe! 

So people got a sense of security, like ‘Why should I look for information? 

 

The concern associated with this false sense of security was voiced by a number of 

participants. 

 

The community should be informed that AIDS is a concern here.  People might think 

that now they are in Australia, there’s no more AIDS. We have to tell them that AIDS 

is a concern here, not just overseas. 

 

Another migration-related factor that was seen as a risk of HIV infection is the fact 

that the South Sudanese community now has more opportunities for interaction with 

other communities in Australia.  There was a sense that HIV came ‘from outside’ and 

that increased contact with outsiders was a source of concern.   

 

Since migrants are now interacting with other communities socially, there is much 

fear that they might get infected.  

 

A lot of young people have got friends from different communities so it is necessary 

to give awareness to our communities, to our sons. Sometimes young people get 

caught up with other people. It is good to have information about what’s going on, to 

be aware. 

 

This concern was not dissimilar to that of women from the Horn of Africa Focus 

Group, who felt their children were growing up in a very different environment which 

they knew little about.  
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Concern was raised about why the Sudanese community, as an emerging 

community, was, in one participant’s words particularly targeted by HIV awareness.  

Most participants welcomed the opportunity to increase their knowledge and 

recognised the need for information for new communities.   

 

It is a duty by the mainstream society to educate and protect the new comers. 

 

There is a worry that Sexually Transmitted Diseases may increase [in Australia]. So if 

the Australian communities who know better are not practising safe sex, what would 

it be like for the newly emerging communities! 

 

Young People 

The young people in the group, particularly the young women, showed great interest 

in any information related to health. They felt that all health issues were relevant to 

their community, as they and many community members had ‘missed out’ on 

education before coming to Australia.  HIV was seen as a health issue like any other, 

and therefore one they should be better informed about.  

 

Anything that’s about health I’m interested.  

 

It’s relevant because you can come in contact with it. 

 

Not all of us are perfect; it’s good for the people who are not perfect to know.  

 

The relevance of the topic to their own life, and their own interest and curiosity about 

HIV were compounded by a strong sense of their responsibility as channels of 

information for their community. In particular, these young people (men and women) 

felt it was their responsibility to educate the ‘younger ones’, their siblings and siblings’ 

friends who were in their teens.  

 

If you know about it then you can teach other people. 

 

A lot of young people don’t know anything about this. 

 

The young are stuck to MTV.  
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This was particularly true of the young women in the group, who although only in 

their early 20’s felt that they had a duty to use their maturity and position to protect 

the younger ones.  

 

We’ve got a responsibility to teach them as well.  

 

Unless we don’t break that wall the young ones are going to suffer. 

 

This responsibility extended to sharing information with adults.  The young women 

were very aware of their role as ‘intermediaries’, comfortable in both their parents’ 

language(s) and English, and able to navigate both cultures. 

 

The burden is on us, we’re stuck between our parents and the young people, we’re 

connecting them [to each other] as well. 

 

This special position in the community can be partly explained by their experience of 

migration: having lived in Africa as teenagers, they had an understanding of both 

cultures - whereas their parents are more comfortable in an Ethiopian or Somali 

culture and their younger siblings are immersed in the Australian culture.  

 

The male participants (most of them soccer players in the same team) also showed a 

degree of this sense of responsibility.  They run a monthly group open to all young 

people of African background (regardless of their country of origin) to get together 

and discuss issues of relevance to them. They agreed that these meetings would be 

a good forum to discuss HIV and sexual health.  

 

Anytime is good to talk about this, it’s a health issue. 

 

HIV AWARENESS 

 

Women 

While all women agreed that this was an important topic for their community, 

awareness about HIV prevention was low. 

 

I don’t know anything about this. (Somali Women’s Group) 
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We really need to know a lot.  (Horn of Africa Women’s Group) 

 

All participants were primarily concerned about the risk of transmission through 

blood. 

 

[Somali] people have a lot of fear about blood transfusion because of HIV.  If they 

need blood, they want to get it from a cousin.  (Somali Women’s Group) 

 

The women had never seen leaflets about HIV in their language and were unaware 

that such material existed.  They remembered seeing information about pap smear, 

breast cancer and asthma.  A few had seen information about HIV in English, but 

none knew of information in their language.  

 

South Sudanese Men 

Participants’ knowledge of HIV had been acquired through their experience of 

migration, living abroad as students or while awaiting approval by a third country.  

Most had been exposed to information before migrating to Australia (in Kenya, Egypt, 

Uganda and Ethiopia).  

 

When we were students in Egypt, the authorities used to do random checks for 

HIV/AIDS and other sexually transmitted diseases to the foreign students, especially 

from Africa. 

 

Before I came here, in Lebanon I was working for Caritas and I was given 

information. But here, nobody ever gave me information.  

 

Before I came here, in Egypt, I was given some information but it was mainly about 

Africa, it had a focus on Africa. 

 

I have known this disease before I came to Australia when I was in Kenya; it is talked 

about on the TV and people visiting one another talk about it. 

 

They had little information about HIV in Sudan itself.  This was due to the effects of 

years of war on infrastructures (including in the health sector) and cultural barriers. 

 

HIV/AIDS is not very much known in Southern Sudan.  In the last four decades the 

civil war that was mostly fought in the south has left the region without any 
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infrastructure and no economic development and the area that is most affected by 

the civil war is the field of health.  No equipment, no hospitals, no educational 

institutions to promote health education.  

 

South Sudan is a war torn zone therefore so there are always’ malpractices’ [rape & 

sexual assault], from the military, and other groups, so it is spreading. 

 

I just came back from home; HIV is going on but nobody identify it, as there is no 

instrument that can identify it.… People do not talk about it back home, because 

some people have got several wives so when they hear about HIV they think it is just 

a plot from those who come to introduce and talk about it.  Some churches are trying 

to introduce condoms, but people react against that because it can prevent them 

from having children.  

 

In comparison to other countries where they had resided, they found that HIV 

prevention information in Australia was scarce, and they knew little about HIV 

prevalence in their new country.  

 

The problem also is they don’t advertise it on television. In Kenya, wherever you 

cross, you may see a photo of someone affected by HIV. 

 

I would not know exactly the percentage of HIV in Australia but it is here.  Australia is 

among the best countries within the developed world with the HIV infected people.… 

It is mostly spreading between the unconventional sex practices in the community. 

 

To be honest … I do not have much knowledge about HIV/AIDS in Australia. 

 

Since my arrival to Australia two years ago, I have not seen much writing on health 

issues. 

 

Young People 

As all young participants attended high school in Australia, they all had come across 

information about HIV/AIDS in school, from people coming to talk to us and giving us 

hand-outs. 
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This had been their only formal source of information about sexual health and had its 

limitations in terms of HIV/AIDS awareness as it had mainly targeted sexually 

transmitted infections. 

 

We didn’t talk very much about HIV. 

 

There was considerable interest from both the young men and women with the 

material and the information, in particular the difference between HIV and AIDS, 

female condoms, modes of transmissions and the number of people with HIV in 

Australia.  However, when probed, HIV/AIDS awareness was generally limited.  

Awareness was particularly limited amongst the young men. Contact with blood was 

seen as the main mode of transmission. The young people had little information 

about HIV/AIDS incidence in Australia.  One participant said she knew ‘absolutely 

nothing’ about HIV in Australia, which others agreed with. Here it’s not an issue at all.  

Several participants believed that people with HIV were not allowed to live in the 

community and that people with HIV did not bleed when cutting themselves. 

 

There were differences of opinion about the availability of awareness information in 

Australia.  

 

People in Australia don’t worry because they have all the medications, it’s not 

neglected like in Africa … Here people educate you about it, people help you out.  

 

I went back home last year so I heard a lot more about it than I did in Australia. 
In my country there is a lot of drama about this but here we don’t hear anything about 

HIV.  

 

HEALTH LITERACY 

 

Women 

Assumptions of the reader’s health literacy by the agencies that produce the material, 

provoked strong criticism from both groups of women.  While women in the Horn of 

Africa group had a higher level of formal education, all resented information that 

required, and assumed, a certain level of literacy in order to be understood.  
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I am from Amharic background and I used to be an interpreter, and I don’t even know 

what this is talking about.  This is very difficult.  It’s almost annoying.  (Horn of Africa 

Women’s Group) 

 

Even the literate people who could read or write they wouldn’t understand.  (Horn of 

Africa Women’s Group) 

 

Let me tell you one thing: in my country, we don’t understand what ‘immune system’ 

is. We believe that there are more important organs in our body: we believe the heart 

is the most important one, then liver, then lungs, you see?  We don’t know what the 

immune system is, unless they can explain it in a way that everyone can understand! 

(Somali Women’s Group) 

 

The women were very critical of what they perceived as a lack of effort to adapt the 

material to their level of knowledge.   

 

They need to make it easier. Some people don’t even know what a condom is. 

(Somali Women’s Group) 

It says here ‘immunity’ system (sic), but they should explain!  They should specify in 

an easier language. (Somali Women’s Group) 

 

Simplicity is the key. It has to be simplified for everybody to understand it.  Not 

everybody is educated! I am not a doctor! (Horn of Africa Women’s Group) 

 

The lack of health literacy extended to sources of information, and the perception that 

few women would know where to access information. 

A very small number can get this information, because people just don’t know where 

to go for information… [Women] only go for information when they hear about 

something, that’s when they try to find where to go. (Somali Women’s Group) 

 

South Sudanese Men 

Participants were very well informed about health, and had a clear understanding of 

terms such as immuno-deficiency, opportunist infections, syndrome, and the 

difference between HIV and AIDS. They had no problem understanding the material 

presented to them (in Arabic and in English).  While their level of education is not 

representative of everyone in their community, they play a key role in passing on 
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information and their understanding and acceptance of such material is crucial to 

their community’s access to information.  

 

We have got a culture of obtaining verbal information from those who are able to 

read and understand it. 

 

Young People 

Health literacy (as opposed to awareness of HIV/AIDS) was not an issue with the 

Young People Group as they had all studied to High School level in Australia, and 

benefited from a similar curriculum to their Australian-born peers. All stated that they 

found the material presented easy to understand. They also felt confident that they 

were well-informed – although they had many questions about HIV/AIDS itself 

(particularly the young men). 

 

We know enough to protect ourselves.  

 

I know what’s right and wrong, even if my parents tell me it’s wrong to have sex, if I 

choose to do it I will be responsible, I won’t go around sleeping with lots of guys. 

 

SENSITIVITY 

Women 

The material includes highly sensitive information which is predominately due to the 

relationship between HIV and sex. There was however different degrees of sensitivity 

and responses to the information, from outright rejection of the material to an 

acceptance of the need for compromises due to the importance of the topic.  

Information about sexual practices, particularly oral sex and anal sex, was seen as 

extremely offensive. The Horn of Africa group believed that to mention these 

practices in information material that can be accessed by women was totally 

inappropriate.  

 

If I get a group of women and I talk about oral sex, they will run away from it. (Horn of 

Africa Women’s Group) 

 

It’s disgusting. (Horn of Africa Women’s Group) 
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No one has sex like this in our community; the only way we know sex, is just the 

normal way.  Maybe the next generation does it this way. (Horn of Africa Women’s 

Group) 

 

The sensitivity in the Horn of Africa Women’s Group was such that material that 

otherwise contained information of interest would be rejected outright if it included 

discussion of oral sex or anal sex. This was expressed clearly by a participant who 

works as a Community Educator. 

 

I would not be a teacher; I would not explain this to people in my words, standing in 

front of people, talking about oral sex. (Horn of Africa Women’s Group) 

 

This is of particular importance as some of the material presented to the groups 

mentions various sexual practices in its introductory section. The effect of this was 

that women rejected the entirety of the material without reading any further.  

Other ‘sensitive topics’ included condom use and the very act of discussing sex 

publicly.  However, as the following quotes demonstrate, there appears to be some 

allowances in terms of presenting these topics in an acceptable manner.  There were 

also different degrees of sensitivity.   

 

That’s great, it shows you how to use a condom, it’s clear. (Somali Women’s Group) 

 

They need to get comfortable, in the Somali community, to talk about this. Like today, 

at the beginning no one was comfortable but then the more you talk about it the more 

you become comfortable. (Somali Women’s Group) 

 

We have been given information about female circumcision, we’ve seen videos and 

lots of information that is much worse that this. (Horn of Africa Women’s Group) 

 

When you do this [education] are you going to do it for married people or unmarried 

people? It is going to be hard for the unmarried and the younger ones because if you 

show them the way [to use a condom] people will think you’re encouraging them. 

(Horn of Africa Women’s Group) 

 

South Sudanese Men 

How sensitive this topic is was difficult to ascertain in this group. On one hand, 

participants admitted that this could be a sensitive topic:  
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In terms of cultural issues HIV/AIDS is not addressed as a topic for discussion 

because it is seen to be a bit sensitive. 

 

On the other hand participants seemed remarkably ‘unfazed’ by the material, one 

participant commenting that he didn’t see anything extraordinary about them.  The 

men seemed relaxed in their discussion of sexual issues and open to sharing 

information and taking materials home to their family.  

 

We have an open mind about how to approach these topics. 

 

You love your wife, love your friends, and don’t mix things. This is why we get 

married, partly for the children and also to avoid the diseases. You should be 

concentrating only your sex on your wife. Sex is not a sin! 

 

I think there is no fear about talking about these questions in our communities, even 

with children. Even though condoms have been rejected by the Catholic Church, 

wherever there are individuals we need to talk about it.  

 

I am able to talk to my family members without fear. 

 

Sexual issues were discussed and were the subject of jokes. One topic in particular 

that seemed to attract much attention was female condoms. Most participants had 

not heard about them and showed great curiosity, asking for pictures to be included 

in the written material. 

 

We did a project in 2002 and we saw these condoms, it’s very nice! Some of the 

prostitutes they say ‘do you have condoms’ and if no, they have their own. I did not 

see them in Australia. 

 

Women have their own condoms and this should be shown, because if they have 

their own condoms they have a choice.   

 

Young People 

Discussing HIV/AIDS as a sexual issue was not a sensitive topic with these young 

people, who felt they were just like Australian teenagers.  
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It’s cool with us, it’s around us.  

 

They were all adamant that they could take written material home without any 

opposition from their parents, and that the material would be discussed with their 

families.  Taking material home is also a way for the young people to pass on 

information to younger siblings, as discussed above.  

 

The language in which the material was written played a significant role in how much 

young people reacted to the material content. While neither young men nor women 

felt that the mention of sexual practices, such as oral sex, was culturally insensitive 

when written in English, sensitivity was higher when using their first language. This 

included diagrams and pictures. For instance, having diagrams of condoms in an 

English pamphlet was fine, but if I saw them in [a brochure] in Amharic I’d be 

shocked!   

  

INTERGENERATIONAL COMMUNICATION 

 

Women 

As mothers, women felt strongly responsible for the provision of health information to 

their community, particularly to their children, primarily because they saw this topic as 

serious.  

 

If you have the knowledge, if you get a chance you have to tell everyone. (Horn of 

Africa Women’s Group) 

 

We need to have that information so that we can share it with our kids. (Horn of 

Africa Women’s Group) 

 

I always talk to my son, asking him to be careful. He always says ‘What are you 

talking about?’ And I always say: ‘You have to be very careful young man!’ (Somali 

Women’s Group) 

 

If the mothers are well informed I am one hundred per cent sure they will tell their 

children because they don’t want them to die. (Horn of Africa Women’s Group) 
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There was a general acknowledgement that the sensitive nature of the material 

created some challenges and that this needed to be overcome.  

 

In our culture [even] if it’s a bit difficult but if we know about it, it’s our duty to talk to 

our kids. (Horn of Africa Women’s Group) 

 

You can’t talk about this with the girls because in my culture, the girls are not 

supposed to have sex before they get married. So you can’t say to your daughter to 

be careful. (Somali Women’s Group) 

 

I don’t see any reason why not, because this is a health issue. Nobody’s afraid to talk 

about cancer, because it kills you! HIV is the same; it’s going to kill you. The only 

issue here is that it is different from cancer because it is a sexually transmitted 

disease. (Horn of Africa Women’s Group) 

 

Women communicating with young people 

The very different environment in which the younger generation is growing up in was 

a source of concern for these mothers, and increased the need for information at the 

same time as it made communicating it more difficult.  

 

We have this ‘back home’ mentality. But our kids were born here or brought up here 

so they took the mentality of here. So you have to be very close to your own kids. 

(Horn of Africa Women’s Group) 

 

If you talk to the kids you have to use a different language. The kids already know, 

from their friends, their education, even the mass media. (Horn of Africa Women’s 

Group) 

 

Evidence of this was in the women’s willingness to pass on to their children 

information that contained diagrams on condom use, even though they may find 

them offensive.  

 

It’s good for teenagers because it shows them. (Somali Women’s Group) 

 

For us it is not acceptable but for our kids…. they belong here. It’s another culture. 

(Horn of Africa Women’s Group) 
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South Sudanese Men 

The men in this group did not express concern about the ‘cultural gap’ between 

adults and young people as strongly as the women did, although they did mention 

that HIV came from interaction with other communities and that this was a risk for 

young people in Australia. 

 

Young People 

Young people appreciate that their parents have become more flexible since moving 

to Australia. 

 

We’re allowed to ask questions, we’re free to ask. 

 

Times are changing; we’re going to the modern society now. We come from the 

countryside where the culture is very strict but we’re moving to a modern society 

where things are more flexible. 

 

When parents talk about sex and about HIV they make you scared.   

 

If you have sex before marriage you’re going to hell!  

 

This did not mean however that any HIV/AIDS-related issue could be freely 

discussed. There were definite boundaries to discussing sexual activity.  All young 

women participants felt that they could talk with their parents about HIV as long as it 

was in scientific terms or using statistics (for instance saying they learnt about the 

number of people with HIV in Australia). It was not possible to express an interest in 

HIV information if it related to sexual activity, especially one’s own. Because of the 

expectation that neither young men nor young women should have sex before 

marriage, adults in the community did not think this was a relevant topic for young 

people.  

 

I’m the sort of person who’s not supposed to ‘do it’ until I’m married so our parents 

don’t stress very much about HIV/AIDS. Only once, I remember, we were walking 

down the beach and one of us stepped on a needle and that’s when they explained 

HIV to me. 

 

It’s OK to talk about HIV in general, like how many people have it, but not to talk 

about oral sex. 
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This was also very strong for the boys ‘You just don’t do it’ – but this ‘principle’ was 

received with much laughter and debate. 

 

As far as I know, boys do anything they want, but girls are girls.
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FARREP 

 

The DHS-funded Family & Reproductive Rights Education Program (FARREP) aims 

to work with communities that are known to practice female genital mutilation (FGM) 

in their countries of origin to:  

 

·  minimise the health impact of FGM for circumcised women 

·  increase access to health services and 

·  enhance culturally responsive health services for these communities. 

 

The program focuses on health promotion and health education. It collaborates with 

health and related professionals and agencies to deliver gendered and culturally 

sensitive services to the affected communities.10 

 

FARREP Workers are based in community health centres and hospitals around 

Melbourne.   

 

WHAT FARREP WORKERS SAID ABOUT … 

Returning Home  

When [we] hear that HIV numbers are increasing, our question is: ‘How?’ Because 

when we came to this country we were all screened for HIV… When we are here we 

still travel back home, our spouses sometimes travel alone and come back, and 

maybe they get infected. There are people who get infected in Australia but also 

travelling back home, and when they come for the second time they don’t get 

screened. 

 

The women I have met who got infected were in refugee camps. Their husbands 

were already here and it took them time to organise and get their wives to come 

here. Whether we like it or not, women are being taken advantage of, in those 

camps. So those women got infected between the period when the husband left them 

and the time when they came.

                                                 
10 Information obtained from the Victorian Government Department of Human Services website, Melbourne, Victoria, 
2003 www.dhs.vic.gov.au  
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Literacy 

Speaking English doesn’t mean you understand. When we asked ‘What is safe sex’ 

some people said: ‘Being in a very hard bed – not to fall down’ or ‘Being in a safe 

place where no one can see you’… What does safe sex mean? Safe from outside 

things. 

 

Many women are illiterate even in their language, so they wouldn’t pick up material. 

But what I would do with my session is put it (the material) all together, like a 

package, and explain ‘even if you cannot read, let your children read it for you’. Even 

if they don’t read their children can read it for them so they will have a good 

understanding. 

 

Sensitivity 

I think all this material I can use. In our group we talk about reproductive health, we 

talk about circumcision, the women in the group are very positive, they are 

comfortable to ask questions … and because of the curiosity that they have in 

wanting to talk about these things I think we can talk about it. 

 

For me I would take some things out. I would just use my own tribe as an example. I 

would just want to discuss things that are relevant for them: I would not mention oral 

sex, I will take out things that I know are not practised in the community, because if 

you bring things that are not relevant for them … they will tune out, and some of them 

they will walk out. Some of them they would say: ‘What’s wrong with you? Why are 

you discussing oral sex with us? Are you assuming that’s the sort of people we are?’ 

 

Back in my country oral sex is not something that we talk about but being in a country 

like this one, we’ve got our children who may end up getting married and mix up… 

the second generation might end up getting married to people who do oral sex! 

  

Women as information providers 

One of the things we are trying to get the African women to do is to agree to be the 

first people to give the information to their children. So that when these kids go to 

sexual 
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education classes, and get the information, they already have the first information 

from the mums. 

 

It is important to give women the brochures because women discuss this; they pass 

brochures to other people. 

 

When I am holding a group for the women I am targeting the family. So when I talk to 

the mums about HIV, the mums are channels of information to their children. If my 

boys want to know something about sex they don’t go and ask their father, they come 

and ask me... Us, we are a bit conservative about sex, but our kids are out there. 

 

I would just mention to them: look mums, I know this oral sex will not directly affect 

you, but you’ve got children who may get married here. For that reason, I would like 

you to know what oral sex is so that you can also mention it to your children.  

 

If you don’t give information you want your children to know, they’ll get the wrong 

information from other people, from friends … I say to mums ‘I may not agree with 

what [the children] get taught, but I want them to get the information! I would feel like 

a failure if my daughter came home and said ‘Mum, I’m pregnant’ because I had 

never given her the information.  
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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 

questions 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 main reason why women would seek health information was if it concerned their 

children.  A typical instance would be hearing about meningitis or an immunisation 

campaign on television, and wanting to find out more.  Their first port of call would be 

each other, particularly those with a health background, or a friend who accesses the 

Internet. Women who are not literate obtain information from their friends, children or 

husbands.   

 

We’ll find someone in the community to tell us about this. (Somali Women’s Group) 

 

Whenever we hear about a disease like that we’ll ring each other: ‘Hey, did you hear 

about this?’ (Somali Women’s Group) 

 

Where the women expected to find information was not where they would prefer to 

find it.  Participants unanimously agreed that the best way to provide information to 

them was through face-to-face interaction, and through information sessions 

preferably run by a woman from their community.  

 

The best way is to do lots of information sessions, but that hardly happens. (Somali 

Women’s Group) 

 

The best information you can give people is to have a discussion around a table. It 

would help a lot.  (Horn of Africa Women’s Group) 

 

Suggestions on how to run such sessions included: gender-segregation and separate 

sessions for young people and adults; involving community-specific organisations in 
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the process; addressing the topic as a health issue; introducing it gradually under the 

umbrella of broader health awareness. 

 

The first meeting should be about health and safety in general, and gradually talk 

about HIV and other diseases that affect the African communities. (Horn of Africa 

Women’s Group) 

 

Radio and television were not seen as useful, as participants were not familiar with 

ethnic media and had little time for television. 

 

Women are too busy with their children to watch television. (Somali Women’s Group) 

 

While they clearly expressed that information sessions were the most effective way 

to raise their awareness of HIV, women were keenly aware that this was not the way 

information was currently passed on to them.  Currently, the main sources of 

information (outside each other) were community health centres, GPs or the Internet. 

A general complaint was the fact that they could only find information if they had an 

immediate need for it, and that it wasn’t offered to them as a matter of course. 

 

Information is passed on when somebody has [a problem], for instance you go to the 

GP or the hospital, or something happens to your child, and you get a bit of 

information, but it’s very poor.  (Horn of Africa Women’s Group) 

 

In these women’s experience, GP’s don’t have time to provide information, and ‘you 

only get very basic information. (Horn of Africa Women’s Group) 

 

You don’t go [to the GP] looking for information, I don’t anyway. Sometimes if I need 

something badly I will ask, but … (Somali Women’s Group) 

 

Some participants (in both groups) mentioned the Royal Women Hospital as a good 

source of information for African women.   

 

Internet use 

Internet use was common for the educated women in the community, and other 

women relied on them to collate information from websites and pass it on.  Women in 

the Horn of Africa group accessed the Internet in English and Arabic.  However, lack 

of time hindered how much they could use the resource.  None knew about the 
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Health Translations website offered by the Department of Human Services.  As with 

other groups, the privacy offered by the Internet made it an attractive tool. 

 

You feel comfortable because no one can see you. (Horn of Africa Women’s Group) 

 

South Sudanese Men 

South Sudanese men recommended different channels of communication to meet 

the needs of the community.  They identified three distinct groups: 

- Community Advocates/information providers  

- Community in general 

- Women  

 

The men in the group saw themselves as key information providers for their 

community.  This responsibility extended to all community members who had the 

education and access to information to pass the information on. 

 

It should be the work of everybody who is enlightened to help the people, and I have 

said this many times. 

 

Those who have the trust of the community, let them have the leaflets so that they 

can read them to those who have no time or who cannot read, so that they can be 

able to get the knowledge. 

 

It is everybody’s responsibility to create awareness.  We, and others, should be able 

to talk to community groups, conferences, meetings to have publication of a booklet 

in people’s languages.  These are the ways we should adopt to protect our people. 

 

For themselves, the participants preferred to obtain information firstly from 

Community Workers, and secondly from GPs.  There was a belief that GPs were less 

specialised but offered more privacy.  

 

You can access information from a GP, if you feel that you want to keep your own 

privacy, but also from a Community Worker who is specialised. 

 

Community Workers are especially good, because the GP won’t be specialised, they 

might not have all the information.  But a community health worker, who specialises 
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in infectious diseases, they can be more practical and provide more information than 

a GP.  

 

Other sources of information mentioned were the Southern Health Website, the 

Internet, schools and the mass media. 

 

When information sessions were organised for community leaders such as 

themselves, participants often could not attend as they took place during work hours.  

The men in this group raised the need to organise information sessions for women 

through community gatherings and activities that bring women together to talk about 

how dangerous HIV/AIDS is and how they can protect themselves from it. 

 

Such events would need to be for women-only. 

 

The problem is the cultural background: when it comes to health or sex, women 

prefer to talk to other women and men prefer to talk to other men.  So they will talk to 

each other or to Community Workers of the same sex. 

 

For women-only sessions, it was important to take into account the sensitivity of the 

topic. 

 

Women would not come if they know it is about HIV.  For women, sexual health 

issues are not something to be discussed publicly.  To call them at home to ask them 

to come and listen to sexual information…no, no, no!  So when you are organising an 

information session you need to understand how to approach them. 

 

Internet use 

Few of the participants used the Internet, although most have access to the Internet. 

They doubted the usefulness of the medium for their community. 

 

It is not an easy access by the majority of the community members especially the 

women.  Also, it is not in many members’ languages. 

 

Trusted sources included a known source, like a university or government website. 

If you get the information from a university, or a health centre that is an educated 

organisation you trust what you read there!  But, if you just read it from some other 
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people, some researchers or some websites that are not official, then you can’t trust 

it. 

 

Young People 

The young participants relied heavily on the Internet and on personal contacts 

(friends and family members) for their health information.  They access the Internet at 

school, at home or in the local library.  

 

When you don’t understand something, and you don’t know where to start searching, 

you just jump on the net! 

 

Both young men and women participants felt they could raise any topic with their 

friends without embarrassment – whereas they were more discerning about whom to 

raise it with in their family (see ‘Intergenerational communication’ section). 

 

Probably an older brother, or parents, if I feel comfortable. 

 

It depends how cool your parents are. 

 

There was no such reluctance amongst friends. 

 

We pretty much discuss anything. 

 

If you’re embarrassed to talk about it, talk to you friends. 

 

The local doctor and clinic were also cited as preferred sources of information about 

sexual health.  The participants had great confidence that they would know where to 

get such information if required, and could get the information they needed from 

these mainstream sources. 

 

Personally, if I had anything wrong I’d call the hospital and ask for someone to advise 

me, and then I’d ask my close friends if they know anything. 

It’s easy for us; we can go to a walk-in clinic (reference to the Melbourne Sexual 

Health Centre). 

 

There was no gender preference for medical practitioners. 
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It doesn’t matter as long at it’s a doctor. 

 

All participants were adamant that they would not turn to ethno-specific organisations 

for information, for two reasons: they felt such organisations did not represent them, 

and doubted the quality of the advice they would get. 

 

When it comes to health it’s better to go to professionals, because people can give 

you the wrong information. 

 

Personally they’re not part of my life at all. 

 

Not even our parents use them; it’s not a strong community.  I would say they don’t 

represent me.  

 

Channels of communications identified by other groups; such as information sessions 

and ethnic media, did not seem to appeal as much to this group.  They had no 

interest in ethnic media, which they never listened to and found so boring.  They 

complained that the radio programs were very news-focused and never discussed 

health issues. 

 

They liked the idea of information sessions with a speaker but did not suggest this 

option.  There appeared to be a lack of settings for such meetings.  If such sessions 

were organised they suggested that the best way for advertising them would be by 

‘spreading the word’ through friends. 

 

Written Information 

Written information such as brochures and leaflets was seen as very valuable, 

although some participants, particularly young men, felt overloaded by information in 

English to the point where they lost interest.   

 

By contrast, information in their language would be highly valued.  None of the young 

people had ever seen information in their language.  They were very pleased to know 

such information existed.  The young participants showed no discomfort around 

picking up brochures in public, in fact, the scarcity of in-language information made it 

attractive.  While they would pick up information in English only if it was relevant to 

them, they would pick up anything, whatever the topic, if it was in their language.  
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ILLITERACY 

 

Women 

All participants agreed that there were many illiterate women in their communities. 

The Somali group estimated that around eight in ten Somali women are not literate in 

Somali. It is not uncommon for women illiterate in Somali to be literate in English, 

especially if they have been in Australia for several years (in the Somali group, some 

participants requested materials in English as they could not read Somali).  This 

limits the value of written information in these communities. 

 

We’re used to having word-of-mouth information, instead of reading material. (Horn 

of Africa Women’s Group) 

 

Eighty per cent of the women, they can’t read, so instead of funding these brochures, 

it’s better to get someone, arrange a talk and come and talk to them. (Somali 

Women’s Group) 

 

In general, women who cannot read or write they have no clue what’s [at the GP or 

Health Centre]. Even in Tigrigna or Amharic, people who don’t know how to read, 

they’re not going to use [the leaflets].  (Horn of Africa Women’s Group) 

 

However, written information was valued by those who act as intermediaries for their 

community. 

 

When you have such written material, if someone asks me to explain I would, 

because all the information is here. (Horn of Africa Women’s Group) 

 

South Sudanese Men 

Illiteracy is high in the South Sudanese community, in great part due to disrupted 

education, resulting from conflict, displacement and long periods spent in refugee 

camps.  This is one reason why information sessions were favoured.  Another reason 

was the fact that this is an oral culture, where face-to-face interaction is the most 

common and valued channel of communication. 

 

We have traditional ways to pass on information that we have, not just focusing on 

leaflets. 
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There is always lack of interest to reading; we do not have the culture of reading, so 

people would not actually go through a booklet from A to Z.  The information could be 

there but they would not read it. 

 

For those who are not able to read, the best way is to organise an information 

session on health promotion to be an open forum to deliver the information to the 

public in their own languages. 

 

This high level of illiteracy and reliance on the spoken word limits the value of written 

information.  It is however, valued if combined with face-to-face interaction.  

 

You need both, to have it explained by experienced people and then you also read 

information at home.  It’s good to have people and books. 

 

Written material also presented the advantage of being accessible when needed – as 

opposed to spoken information which was delivered at a set time.  

 

The best thing about written material is that it is an easily accessible reference when 

you need it. 

 

A good thing is that you can have it in your hand and you can read it at any time. 

 

It is good to have leaflets written properly that explain it, to be circulated to people 

who can read.  Even if not all of them, some would be interested in reading and 

understanding in their own time, and it’s important. 

 

Young People 

This was not seen as relevant to young people, who felt that all their peers were 
literate. 
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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.  

 

LANGUAGE 

 

Women 

Language played a key role in the uptake of material for all participants.   

 

Anything in my language, I would pick it up.  (Horn of Africa Women’s Group) 

 

Just out of curiosity, just to see what they have written in my language, I would pick it 

up. (Horn of Africa Women’s Group) 

 

If you’re walking somewhere and you see ‘Somali’ then you will wonder what it is and 

take it, without even knowing what it’s talking about. (Somali Women’s Group) 

 

This overrode other considerations, such as colours and the inclusion of pictures.  

Women would rather pick up a black and white text-based brochure in Amharic or 

Tigrigna than the more colourful and glossy English equivalent.    

 

It doesn’t matter if it is less attractive, I will always pick up something in my language, 

just to see what is in it.  (Horn of Africa Women’s Group) 

 

However, even the English version of Healthy African Women brochures was seen 

as highly attractive due to its distinctly African iconography.  The women immediately 

identified with the material in the same way as they do when they see brochures in 

their language. 

 

The diversity of languages spoken by women from this region and sometimes from 

the same country of origin highlights the complexity of producing written information 

for these communities.  Two women from the same country, age group and living in 

Australia for the same length of time may speak and read different languages.  Many 

women from Eritrea, Ethiopia and Sudan are multilingual.  The Somali group was 
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more linguistically homogenous, but the diversity in levels of literacy presented its 

own challenges.  There were particular issues around language for young people. 

 

They need to make [the document] clearer, especially for the young Somali who were 

born here, their Somali is not good, they wouldn’t understand this. (Somali Women’s 

Group) 

 

The kids from Somali who left after the war, they never had a chance to learn Somali, 

so when they come here they learn English; there’s no way they would understand 

this. (Somali Women’s Group) 

 

Quality of Translation 

Women’s critical approach to the material extended to the quality of the translation 

and the language used.  The more educated members of the groups (nurses, 

Community Workers, and interpreters) who have a good understanding of the 

translation or adaptation process and are in a position to advocate for their 

community, were particularly critical of the fact that the in-language document 

seemed in most cases to be a direct translation of English.  

 

I don’t like the formality of the language, and copying it from a text without 

understanding the demand of the people they are sending it to.  (Somali Women’s 

Group) 

 

You know they interpret English to Somali just like that (miming the action of copying 

straight from one page to another).  (Somali Women’s Group) 

 

The translator should read it and then interpret in their own way. (Somali Women’s 

Group) 

 

It’s wrong because they are interpreters, they should know what their people’s level 

of understanding [of English] is. (Somali Women’s Group) 

 

The main need identified was to adapt the English text by including explanations of 

terminology, to explain exactly what it is. 

 

The way they translate sometimes they should explain what it means, to make 

people understand more easily. (Somali Women’s Group) 
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It’s not us; we’re not talking about us, but about our community.  The illiteracy rate is 

very high in our community, we can’t deny that.  Simply, if we give them this 

document, I bet they won’t understand a word.  So it needs to be in very simple 

Amharic and if they use any terminology, they can explain it and say exactly what it 

is.  (Horn of Africa Women’s Group) 

 

This was seen as more effective than attempting to translate English words that may 

not exist in other languages.  

 

It doesn’t bother me that they don’t write [Chlamydia] in Amharic because there is not 

[a] word for it. But what they write in Amharic has to be simple! (Horn of Africa 

Women’s Group) 

 

It should be written in English alphabet and translated in Amharic in brackets. (Horn 

of Africa Women’s Group) 

 

South Sudanese Men 

Chollo and Nuer were the languages spoken at home by all participants and were the 

men’s preferred spoken languages; however, two participants chose English and 

Arabic as their preferred written language.  Three of the Chollo speakers also cited 

English or Arabic as their preferred spoken language.  As in other Focus Groups 

from the Horn of Africa, this highlights the diversity of languages spoken and how 

difficult it is to address this through written material.  

 

Information about HIV/AIDS is not available in Chollo or Nuer.  Amongst the 

languages currently available, English and Arabic are the most relevant languages, 

although most Arabic material is translated into Lebanese Arabic, which, according to 

participants, differs from the Egyptian Arabic which they are most fluent in.   

In the Focus Group, six out of the seven participants chose the English booklet over 

the Arabic translation.  They also chose to conduct the discussions in English, which 

they spoke at a fluent level.   

 

Young People 

All participants spoke their parents’ language at home, but more than half preferred 

speaking or reading/writing in English, or in both languages.  When presented with 

written information, almost all chose information in their language – only the 
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participant who lived in Australia for ten years did not.  They all used their parents’ 

language when interacting with each other.  

 

The Amharic-speakers took great offence at the translation of the HIV/AIDS your 

question answered document, to the point where some of them preferred the English 

brochure.  Their reaction focused on the Amharic term used for ‘AIDS’. The words 

used have strong negative connotations in Amharic and its use has been abandoned 

to be replaced by the English term ‘AIDS’.  

 

They’re just using disgusting words. 

 

They commented that the negative connotations of the term (which meant something 

like ‘being worn out’) had contributed to the stigma affecting people with HIV in their 

home country.  

 

That’s’ why people have been neglected in Ethiopia. 

 

This word is scary, what comes to your mind is a person who is very skinny. You 

don’t even want to sit next to them because people tell you that you will get infected. 

 

People from the countryside may still use this word.   

 

Another word that attracted criticism was that used for sexual intercourse.  

 

It’s very old-fashioned. 

 

It’s very strong. It’s so strong it pushes you away. 

 

It gave the impression it had been translated by an old man. 

 

The general impression was that Amharic was a very strong language and one had 

to be careful with the choice of words as they could have negative connotations.  

They also admitted however, that they reacted to their language more than to 

English.  
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Bilingual material 

All young people had a strong preference for information in Amharic, despite their 

fluency in English.  A young woman explained this by saying: we want to keep our 

language. All said they would take both the Amharic and English version of a leaflet 

with them as they complement each other.  They would go from one language to the 

other to make sure they understood.  This was also a good way to improve our 

English.  

 

There are some words we may understand in our language but not in English, some 

we understand in English but not in our language, so it would be better. 

 

When asked, all participants thought bilingual material would be ideal. However, they 

rejected multilingual information as it is too busy. 

 

CONTENT AND PRESENTATION 

 

Women 

Information needed to be presented in a concise manner, with contact details of 

services (this was emphasised by all women). Pictures were a key to addressing the 

high level of illiteracy, and helpful to reinforce the information.  An A4 page in black 

and white and without illustration was rejected as boring because it’s all letters. 

 

Pictures will be best, to explain how the virus is transmitted for those who can’t read 

and write.  (Horn of Africa Women’s Group) 

 

Material that was immediately identifiable as designed for this group, whether it is 

through the presentation or through a clear indication of the language used, would be 

picked up without hesitation, whatever the topic. For instance, the Healthy African 

Women brochures attracted high praise.   

 

If there is a picture like this [on the Healthy African Women brochure] I will always 

read it. (Somali Women’s Group) 
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South Sudanese Men 

Participants expressed a need for more illustrations to provide detailed explanation of 

means of transmission. 

 

They should follow each means of transmission by an explanation and pictures of 

how to protect yourself against it.  For example, one way of getting infection [is] 

contaminated needles so pictures of needles and how you could prevent that 

happening would be very helpful. 

 

They say ‘mother to child during pregnancy’ is a means of infection, which means 

they should produce pictures of it, and also with blood transfusion. 

 

In this leaflet there is one way of protection shown here which is using condom, but 

there are many ways of infection also there should be many ways of protection. 

 

As mentioned above, the participants were curious about female condoms.  This 

extended to wanting more illustrations to help satisfy this curiosity. 

 

More information about the female body, like ‘female parts’ and pictures that shows 

female condoms.  

 

Young People 

Pictures and bright colours, clear and concise information, ‘punchy’ title: a more 

brightly coloured version of Getting it Right!  would have been the ideal combination 

for the young people in the group.  

 

The watermarks are good and people look African! 

 

It was remarked upon that none of the material currently available about HIV is 

brightly coloured.  Pictures representing people, especially families, were mentioned 

as particularly effective.  A suggestion that was welcome with enthusiasm was to 

draw a picture of a family where they are happy but still living with HIV.  This positive 

representation of people with HIV was seen as a way to address the stigma 

surrounding the virus in the Ethiopian community (a stigma reinforced by the use of 

the old Amharic term for AIDS).    
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Although pictures and colours were requested, language remained the primary factor 

of choice, and a black and white document in Amharic was more appealing than a 

coloured brochure in English.  There was no sensitivity around diagrams of condoms.  

 

It’s cool; at least they [men] know how to use it. 

 

It’s important to know because if the guy doesn’t know how to use a condom I will 

show him!  

 

The young men liked diagrams because they transcended language barriers.  

 

Some people for instance they won’t understand English, Arabic, any language, but if 

you show them the picture they will understand.  

 

Both young men and women commented positively on the directness of the message 

to ‘Get it Right!’’ that they interpreted as a call to get the right information.  

 

It grabs you, the way they choose their word!  

 

Young men would pick up pamphlets because they are small and easy to read and 

easy to fit in your pocket. 

 

 

 


