
Healey et al. BMC Public Health         (2022) 22:1434  
https://doi.org/10.1186/s12889-022-13850-1

RESEARCH

Factors contributing to the sharing 
of COVID-19 health information 
amongst refugee communities in a regional 
area of Australia: a qualitative study
Sunita Joann Rebecca Healey1*, Nafiseh Ghafournia1, Peter D. Massey2, Karinne Andrich1, Joy Harrison3, 
Kathryn Taylor4 and Katarzyna Bolsewicz5 

Abstract 

Background: The COVID-19 pandemic has had a disproportionate impact on culturally and linguistically diverse 
(CALD) groups worldwide. Newly emerging CALD populations formed by recently arrived refugees are predisposed 
to even greater health disadvantages due to complexities of the refugee experience. The aim of this study was to 
explore how culture, refugee experiences and existing relationships shaped what COVID-19 messages were listened 
to and shared during the early-mid phases of the pandemic. The work focused on three newly emerging refugee 
groups in the Hunter New England region, Australia: Afghan, Congolese and Syrian communities.

Methods: Qualitative, semi-structured interviews were conducted to explore the experiences and stories of 15 adult 
community members, nine influential members and six service providers. All community members arrived in Australia 
on or after January 2014. Interpreter-assisted interviews were conducted with small groups or individuals, audio-
recorded and transcribed verbatim in English. Three levels of thematic data analysis were employed to uncover the 
important issues and experiences of the participants.

Results: Three key themes and several subthemes were identified. The themes were: 1) Experience as a refugee 
uniquely influences COVID-19 message communication; 2) Refugee groups use diverse practices when accessing and 
sharing COVID-19 messages; and 3) Official government messages could be improved by listening and tailoring to 
community needs.

Conclusions: Effective health messaging relies on reaching communities in a culturally acceptable and meaningful 
way. Official COVID-19 messages can be tailored to engage newly emerging communities by improving the quality 
of the content, delivery and format whilst working collaboratively with communities and trusted service providers. 
Further mutual research is needed to understand emerging communities’ viewpoints. The use of culturally informed 
approaches is recommended.
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Background
In many countries the COVID-19 pandemic has exac-
erbated pre-existing health disparities based on ethnic-
ity, resulting in higher risks of disease and death among 
immigrants [1]. Newly emerging culturally and linguisti-
cally diverse (CALD) populations are a group where even 
greater health disparities occur. These communities may 
arise when people migrate due to forced displacement or 
other significant events. Many resettled refugees face sig-
nificant health disadvantage compared with non-refugee 
immigrants in their new country [2]. Some of the factors 
leading to the ongoing health disadvantage and risk of 
exacerbation include the limited education opportuni-
ties, past experiences of trauma and competing priori-
ties [3, 4]. These factors further contribute to inequitable 
access to healthcare, including health information access 
[5].

There are a range of government and non-government 
programs supporting newly arrived refugees in Aus-
tralia. The Australian Humanitarian Settlement Program 
(HSP) provides support for life skills, such as education 
and employment [6]. Free unlimited English classes are 
available for eligible adults with low English levels, until 
vocational English is achieved [7]. Health and school-
ing are provided primarily through state government. 
Non-government services include settlement agencies, 
counselling services and advocacy groups [8]. Temporary 
housing and welfare packages are provided by settlement 
agencies with federal HSP government funding, along 
with case management and linkages to services such as 
Education, Health and Social Services [9]. But these sup-
port services are not enough to prevent all disadvantage, 
especially during a rapidly evolving pandemic.

Refugees often struggle to access culturally and linguis-
tically appropriate information about COVID-19 [10]. 
Background experiences related to dislocated education 
and post-traumatic stress disorder may impair refugees’ 
ability to understand COVID-19 messages [11]. Moreo-
ver, governments have frequently failed to provide ade-
quate public health communication to refugee groups 
[11, 12]. Although government advisory groups have 
been established to involve CALD leaders in pandemic 
responses [13], such bodies have not adequately included 
refugees [12]. By presenting culturally biased models of 
health information, governments risk reinforcing stigma 
and further isolating minority groups [14]. Stigma is asso-
ciated with health services that are not culturally safe. 
According to Curtis et al. (2009), cultural safety requires 

healthcare professionals and organisations to examine 
themselves and the impact of their own culture on clients 
and service delivery [15]. Quality of care may be affected 
by biases, attitudes, assumptions, stereotypes, prejudices, 
structures and characteristics [15]. Thus, acknowledging 
and addressing these factors is the way forward for health 
services.

Despite the clear need for improved communication 
on COVID-19 to CALD populations, there is a relative 
dearth of literature on the subject. One qualitative Aus-
tralian study conducted in 2020 found that CALD com-
munity organisations were effective intermediaries for 
public health communication, however this research 
was conducted with three large, well-established CALD 
groups in Melbourne (Chinese, Italian and Greek) [16]. 
The authors highlighted the need for future studies to 
focus on recent arrivals, including refugee communities 
[16]. Another Australian study conducted during the 
pandemic utilised a participatory approach to under-
stand the role of CALD community leaders in commu-
nicating health information, however study participants 
were limited to community leaders, advocates and bi-
cultural workers [17]. Other than one other study con-
ducted by the authors during the pandemic [11], there 
is little evidence of refugee specific research related to 
COVID-19 message communication in Australia. Our 
previous research was conducted with a group of reset-
tled Ezidi (or ‘Yazidi’) people in a different geographi-
cal location [11]. The study showed how refugee and 
cultural experiences had a significant impact on the 
sharing of COVID-19 messages in a tight-knit ethnic 
minority group [11].

There is an absence of understanding into how local 
newly emerging refugee communities respond to, receive 
and share COVID-19 messages. This current research 
explored aspects of these issues in a regional area of 
Australia, to identify ways to improve the communica-
tion of official COVID-19 information to these priority 
populations.

Methods
Aim
The aim of this study was to explore how culture, refu-
gee experiences and existing relationships shaped what 
COVID-19 messages were listened to and shared. The 
work focused on three newly emerging refugee groups 
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(Afghan, Congolese and Syrian) in a regional town in 
Australia.

Design and setting
We undertook a qualitative study in the Hunter New 
England (HNE) region in New South Wales, Australia. 
The research team included staff from the local Multi-
cultural Health Service and Population Health Unit. The 
study was approved by the Hunter New England Human 
Research Ethics Committee as low risk research; approval 
number: 2020/ETH02955. All research was performed in 
accordance with relevant guidelines and regulations of 
the Hunter New England Human Research Ethics Com-
mittee and Hunter New England Local Health District.

Recruitment and participants
Participants were recruited by initial purposive sampling 
upon advice of the local Refugee Health (RH) nurse, with 
subsequent snowballing. Most community participants 
were invited by a member of the research team by tel-
ephone call, with the assistance of an interpreter. Ser-
vice providers were invited by a member of the research 
team, either by email or telephone call. Service providers 
included representatives from settlement agencies, non-
government assistance organisations and educational 
facilities who had had regular involvement with recently 
arrived refugee groups. All participants were over 
18 years of age to ensure adequate consent was achieved. 
Community members were either Congolese, Afghan or 
Syrian background and had arrived recently in Australia 
on or after 1/1/2014; that is, 5 years preceding research 
commencement. Based on advice from service providers, 
researchers decided that this re-settlement period would 
represent peak interaction between newly arrived refu-
gees and service providers and/or influential community 
members. These communities were chosen as they repre-
sented most recent refugee arrivals in the region, thereby 
forming newly emerging populations. Influential mem-
bers were identified by the RH nurse as an individual who 
held a role of influence amongst either one or more of the 
communities. They included religious and ethnic leaders 
and cultural elders. Service providers included represent-
atives from education facilities, settlement agencies and 
non-government organisations.

Data collection and analysis
Semi-structured interviews were conducted by three staff 
members from the Multicultural and Refugee Health Ser-
vice, who self-identified as being culturally and linguisti-
cally diverse: a Refugee Health Nurse, a Refugee Health 
Doctor and a Multicultural Health Liaison Officer. As 

only one interviewer had expert qualitative methods 
experience, prior to data collection, all three interviewers 
undertook a formal four-part qualitative training session 
provided by the co-author with doctoral qualifications in 
qualitative research methods (KB), focussing on inter-
viewing techniques, discussion facilitation and equip-
ment use.

Two group interviews (two participants and three 
participants in each) and one individual interview with 
service providers (March–April 2021); one group inter-
view (three participants) and six individual interviews 
with influential members; and four group interviews (13 
participants) and two individual interviews with com-
munity members (May–August 2021) were conducted. 
All interviews were conducted on-site at the local health 
service or participants’ homes, except for one influential 
member and one community member who were inter-
viewed by telephone due to lock-down restrictions. Offi-
cial interpreters attended interviews with limited-English 
speaking participants. Participant information was avail-
able as written English material or a video in Arabic, 
Swahili or Dari languages. The semi-structured interview 
guide included questions about sources and methods 
of COVID-19 message sharing among the community, 
associated challenges or facilitators, and suggestions for 
improvement. The guide was designed and piloted by 
the research team, prior to finalisation. All interviews 
lasted 30–60 minutes, were audio-recorded and tran-
scribed verbatim in English by the lead researcher. Three 
layers of thematic analysis were employed: individual, 
paired and group [18]. Analysis was completed manu-
ally, without the use of software. Firstly, the two primary 
researchers read each written transcript separately, iden-
tifying key findings related to research questions. Next, 
the pair met regularly to reflect on their findings and to 
create categories, collating combined efforts into a new 
document. Categories were illustrated with participants’ 
de-identified quotes. The pair met three times with sen-
ior researchers to discuss categories and to identify over-
arching themes and subthemes.

Results
Of the ten service providers invited, six agreed to partici-
pate. Of the 17 influential members invited, nine agreed 
to participate. Of the 24 community members invited, 
15 agreed to participate. Two of the six service providers 
self-identified as also being influential community mem-
bers. Five of the nine influential members self-identified 
as having had a refugee-like background themselves. 
Demographics of the community member participants 
are shown in Table 1.

We identified three major themes and several sub-
themes (Table  2). 1) Experience as a refugee uniquely 
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influences COVID-19 message communication; 2) Refu-
gee groups use diverse practices when accessing and 
sharing COVID-19 messages; 3) Official government 
messages could be improved by listening and tailoring to 
community needs.

Experience as a refugee uniquely influences COVID‑19 
message communication
Community members expressed how the ongoing lived 
experience as a refugee influenced access to COVID-19 
health messages.

Educational background and English language proficiency
Community respondents described how fractured oppor-
tunities for education during times of war and escape 
led to reduced ability in general literacy. Furthermore, 
poor education coupled with low English proficiency 
contributed to feelings of inadequacy and low self-confi-
dence. One Afghan community member explained that: 
‘ …  it’s  really embarrassing if I go and ask....It’s  like I’m 
saying I don’t have knowledge...’ A Congolese influential 
member reported that community members with lower 
English proficiency avoided attending COVID-19 infor-
mation sessions because ‘ … they feel as if they are  not 

Table 1 Demographic information of community participants, May–August 2021

Demographics Afghan Congolese Syrian

Number of participants Male 0 2 2

Female 5 4 2

Total 5 6 4
Age range Age range (years) 25–40 18–50 40–50

Religion Christian 0 2 0

Muslim 5 4 4

Primary language spoken at home Dari 2 – –

Hzargi 1 – –

Pashto 1 – –

Farsi 1 – –

Swahili – 6 –

Arabic – – 2

Kurdish – – 2

Highest education achieved prior to resettlement Nil to primary school 4 2 1

Secondary school 1 3 2

Tertiary education 0 1 1

Table 2 Themes and subthemes identified by thematic analysis of qualitative study

Theme and subtheme

1 Experience as a refugee uniquely influences COVID‑19 message communication
• Educational background and English language proficiency

• Mental health

• Trust

• Connectivity and social cohesion

• Heterogeneity of culture, language and religion

2 Refugee groups use diverse practices when accessing and sharing COVID‑19 messages
• preferred sources of COVID-19 messages

• ways of message sharing

3 Official government messages could be improved by listening and tailoring to community needs
• Improved message content, delivery and format

• greater cooperation and collaboration between communities and services

• enhanced role of trusted service providers

• research as a medium for mutual learning and community empowerment

• supporting the messengers.
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good enough for that meeting, or not good enough to show 
themselves up … and speak there’. A Syrian influential 
member observed that people in her community with 
lower levels of education were more likely to rely on oth-
ers for information and respond to rumours than those 
who were educated to seek information for themselves.

Community members interpret the same English mes-
sages differently. One Afghan influential member said: 
‘some people confused to be honest … most people English 
word have different meaning. Even I myself struggle with 
some of the words what exactly is that meaning and the 
content.’ Community members also reported that people 
had varying abilities in digital literacy, information and 
media literacy. Seeking out and determining accuracy 
of information was difficult to many in the community. 
One Afghan community member explained: ‘ … we have 
laptop- I don’t know what I should type, or what I should 
put. I don’t want to make mess or any mistake. So, I just 
leave it. And I’m not confident enough. And if I don’t know 
anything, I’m going to say “I don’t know it”. Just leave it...’ 
Another Afghan community member explained that: 
‘Sometimes when you pass information from this person 
to the other, it’s like second hand news. You don’t know if 
it’s been altered or amended somewhere in between, and 
you don’t know how true it is.’

On the other hand, influential and community mem-
bers also reported that proficiency in English and base-
line education were helpful in COVID-19 information 
seeking. Likewise, having access to an English-speaking 
family or friend was reported as beneficial for under-
standing health information provided in English. This 
was especially notable for Afghan community women, 
whose husbands had worked as interpreters for the Aus-
tralian Defence Force.

Mental health
Some influential and community members also reported 
that anxiety and trauma, resulting from the refugee 
experience impacted interpretation and reactions to 
important information, such as COVID-19 messages. A 
Syrian influential member said: ‘Sometimes they [former 
refugees] may not get and understand the message sent to 
them … So sometimes we go to them, “okay, this is good 
for you, this is healthy”. Because sometimes, still they suf-
fer from the trauma, and sometimes they may not take the 
[COVID-19] message in a straight way. Still they have, 
“we are still scared to get our citizenship … this [COVID-
19] may be harmful for us”.’ Ongoing concerns about fam-
ily overseas and the homeland COVID-19 situation were 
reported to contribute to panic and fear amongst com-
munities. Apart from confusion and uncertainty, rumour 
was a source of anxiety and destabilisation, as one Syrian 
community member said: ‘Some people say the rumours 

and this make us like panic, get panic and get scared … 
we don’t like rumours. Rumours affects us.’ Further-
more, one Congolese influential member suggested that 
rumour might affect health seeking behaviour: ‘misinfor-
mation [rumour] itself is also making people not actually 
seek health advice if you’re ill because they are worried 
… [that] they might have Corona [virus-19] and that is a 
problem.’

Trust
Service providers, influential and community mem-
bers explained that trust was fundamental to relation-
ship building and subsequently, was a major driver of 
message sharing. Community members reported great 
trust in their community leaders, as an Afghan com-
munity member reported: ‘ … the reason is that person 
being honest, and the past history shows that person did 
not do any mistake to put them under any question … 
and people they trust them, whatever things that they say.’ 
Similarly, a Congolese influential member reported that 
‘community leaders are the actual people where multicul-
tural people get information about COVID-19, because 
that’s their trusted system- their community leaders, their 
elders...’ Many community members also reported trust-
ing their friends and family members to receive and 
understand COVID-19 messages, particularly those of 
their own sect who were educated or had proficiency 
in English. Community members described trusting 
known staff from service agencies with whom they had 
established relationships, such as: settlement agency 
case workers, refugee health nurses and English teach-
ers. Settlement agency staff were particularly trusted by 
community members, described as having the means and 
experience to communicate trustworthy COVID-19 mes-
sages directly to community members. Some community 
members said they felt safe in Australia, having assur-
ance of the health system and trust in official government 
messages.

Connectivity and social cohesion
Community members described how connectivity was 
vital for their new and emerging population, although 
at times, this was difficult during COVID-19 lockdown 
periods. A service provider reported that newly arrived 
refugees were limited in social connections due to the 
restrictions of lockdown and quarantine. Several com-
munity members agreed that connections to family, com-
munity and religious groups created a network for people 
to share information easily using their own language. A 
Congolese influential member commented on how con-
nections were achieved: ‘We care about relationships. We 
reach out to these people … we mourn with them, we feast 
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with them, we celebrate with them, we are really in their 
space.’

Multilingual and educated community and influential 
members reported having a sense of social responsibility 
and obligation to connect and share important COVID-
19 health information with others. Connections within 
family, such as school children who were fluent in Eng-
lish, helped translated messages to reach parents. Over-
seas connections to self-educate about COVID-19 were 
maintained by community members, by watching foreign 
television news and connecting through social media. 
Sometimes, being well-connected to overseas family, 
friends and media was noted to cause confusion and dis-
tress. A Congolese influential member explained: ‘So they 
just hear the news here [in Australia] and that side [over-
seas] … and then they [are]  just more panicking. So I try 
to make [tell] them “… you need first to know what is 
happening here”’. A Syrian influential member described 
how the social connection within refugee communi-
ties impacts message transmission: ‘they [former refu-
gees] came from their country, it’s very social. [Here], they 
visit each other, and they help each other, and if someone 
knows an information, surely the others will get the infor-
mation … ’.

Heterogeneity of culture, language and religion
Some community members explained the inherent 
diversity within refugee groups, including languages, 
religious beliefs and cultural backgrounds. Many partici-
pants reported that official COVID-19 messages did not 
respond well to that diversity. For example, community 
and influential members explained that people of minor-
ity languages had limited access to official COVID-19 
information. There was also variation in the preference of 
message tone- one Syrian influential member passed on 
messages in everyday friendly language; whilst another 
Syrian influential member said that the tone should be 
more formal, reporting that ‘when it’s friendly, they [com-
munity members] don’t follow it [message] up.’

Refugee groups use diverse practices when accessing 
and sharing COVID‑19 messages
Participants indicated that past experiences of trauma 
and persecution, life opportunities and relationships all 
influence the sources and types of COVID-19 messages 
accessed by refugees.

Preferred sources of COVID‑19 messages
Many community members noted that they preferred 
sources that had a simple message provided in language 
using a device that was easily accessible. Community 
members also preferred an audio-visual format, which 
did not contain text. An Afghan community member 

reported: ‘Reading news is really difficult. I always watch 
or listen. Listening and watching, because my reading is 
not as strong as others’.

All groups agreed that the smartphone was a com-
monly used tool for community members to access 
COVID-19 related information. Smartphones provided 
access to numerous platforms such as social media, text 
messages, phone-calls, emails, government websites and 
applications. Community reported that social media 
(especially WhatsApp and Facebook), were commonly 
used to network with trusted friends and family, both 
locally and overseas. Social media updates and messages 
were also provided by trusted service providers and offi-
cials, such as religious groups, settlement agencies, Eng-
lish teachers and government health sector in addition to 
influential members. Many participants noted that social 
media was popular with refugee communities because 
the platform provided the opportunity to communi-
cate with hundreds of contacts instantly and affordably. 
Social media platforms also provided the added option of 
relaying voice-messages, thereby appealing to those who 
were not confident with written language. Many commu-
nity members also described how important the mobile 
phone was in sharing COVID-19 related information. A 
Congolese influential member reported: ‘ … it [telephone] 
was the only material available to use, whether you’ve 
been to school or not, or whether you’re rich or poor.’

Some community members learnt about COVID-19 
from pictorial signs or posters e.g., at shopping centres 
or other official organisations. Community members also 
reported trusting visual messages from overseas, espe-
cially television.

Some community members observed that settlement 
agencies were a useful and trusted source of COVID-19 
information- particularly for newly arrived refugees who 
benefited from regular access to caseworkers providing 
active support and advice. Some community members 
also reported trusting information delivered by English 
language teachers and school teachers, staff from famil-
iar non-government organisations and charities. Service 
providers and community members explained how Ref-
ugee Health staff delivered messages by telephone and 
face-to-face during medical consultations. All groups of 
participants, especially community members, praised 
Refugee Health staff as a trusted source of COVID-19 
information. One Syrian influential member explained 
why this was so:

‘when  they [community members] have a message 
from the doctor or [RH nurse], they think it very serious 
issue. They feel it’s interference from the health profes-
sional,  it’s  something big, something massive happening 
… That is what they received back in Lebanon, or Jordan, 
and the orientation which they have from the United 
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Nation [overseas] which they have, that ‘there will be a 
clinic called Refugee Clinic- it responsible for you there [in 
Australia]’.

Ways of message sharing
Some community members reported accessing COVID-
19 information opportunistically as opposed to inten-
tionally. For example, some communities heard news 
from the radio or passengers whilst working as taxi or 
delivery (Uber) drivers. Some participants said that word 
of mouth was a common method of sharing informa-
tion, for example during religious congregation, or with 
neighbours or friends attending English classes. One 
Afghan influential member explained that: ‘Any social 
gatherings, they share … they heard something, and it goes 
… viral after this’. Some community members reported 
that face-to face presentation of information was easier 
for sharing messages, others preferred digital formats, as 
one Syrian community member reported: ‘Face to face is 
difficult, because some people are working, some people at 
home. But by message you can reach us … Even if they are 
at home, they can get it.’ Community members critiqued 
that lockdown inhibited opportunities for formal and 
informal sharing of COVID-19 news.

Official government messages could be improved 
by listening and tailoring to community needs
Participants suggested various ways in which official 
information sharing about COVID-19 with refugee com-
munities could be improved (Table 3). We describe them 
below in greater detail.

Improved message content, delivery and format
All three groups of participants suggested that offi-
cial government messages could be improved by using 

a visual format in the appropriate language, providing 
outreach face-to-face demonstration sessions at familiar 
locations, and using trusted people and staff to distribute 
messages. Community and influential members added 
that regular updates and direct contact by telephone 
or in-person would be helpful for those with low writ-
ten and digital literacy. Influential members and service 
providers suggested to simplify messages, pitching them 
to reach those at a basic education level, with accurate 
translation. As one service provider remarked: ‘if the 
English copy is academic and terrible, then the transla-
tion will be academic and terrible’. One Afghan influen-
tial member summarised that: ‘I like the idea, when you 
post video [on social media] … in all languages. 1 minute, 
weekly, twice, something like that, it would be more help-
ful. And good thing is to pick people from communities 
itself. Religious leaders, doctors, GP [general practition-
ers], people know, and it will be good.’

Some influential participants reported that govern-
ments need to mutually respect and acknowledge inher-
ent diversity within communities, to provide acceptable 
COVID-19 messages. One Afghan influential member 
expressed the significance of respecting and recognising 
different sects:

‘Let me tell little thing about Afghan- you know Afghan, 
we have different tribes, like hundreds different tribes. 
Each tribe, this is in an Afghan’s DNA, ok- “first respect 
me, then I respect you for my entire life”. If we came up 
with interpreter and doctor to interpret in Pashto and if 
I send that video to Pashto tribe, they would love it. They 
would say, “they are respecting  us,  they are interpret-
ing in our own language”. Which means they feel respect. 
And also  if we do the same thing in Dari, that would be 
nice as well.’

Table 3 Participant suggestions for better communication of COVID-19 messages to people of refugee backgrounds

• Use language/dialects preferred by communities

• Use simple and clear messages

• Provide regular updates

• Present message visually, or by audio-link

• Identify message as being from an official source

• Harness social media

• Use locations familiar to refugee communities to deliver face-to-face education (e.g., places of worship, non-government organisation hubs)

• Deliver messages through trusted and familiar people

• Be mindful of issues such as self-confidence and stress/trauma

• Collaborate with influential members and service providers

• Recognise diversity and avoid generalisation

• Nurture community relationships with mutual respect

• Enable mutual learning and community empowerment by continuing grass-roots research
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Greater cooperation and collaboration between communities 
and services
Community members also noted that communication 
about COVID-19 could be improved if service providers, 
such as settlement agencies, government organisations 
and charities, worked collaboratively with community 
and their influential members to share accurate and up 
to date COVID-19 information. All participant groups 
recommended enhancing the role and response of Refu-
gee Health and other public health organisations. Service 
providers and influential community members reported 
a desire to collaborate closer with government health ser-
vices and had confidence that this would result in a better 
service for community. One Afghan influential member 
remarked:

‘Look, this is a really nice work when people say ‘let’s 
work together’, and if we work together, we can pass this 
message to the community. You can pass it through me, 
through other community members, and that is really 
easy. I honestly do my job, I will share, and the community 
will take the benefit of that …. If you have 3 or 4 active 
members, who is connected with you guys, then I’m sure 
we would cover all the community with the accurate news 
and important news.’

Enhanced role of trusted service providers
Influential members and service providers encouraged 
Refugee Health to extend their advocacy and research 
roles to assist communities. One Congolese influential 
member put it this way: ‘you [refugee health staff] are also 
dealing with the most difficult people that are even finding 
it hard to get the message by themselves … You guys are 
probably the perfect people in the centre of all this.’ One 
service provider suggested increasing the visual presence 
of the Refugee Health Team in promoting COVID-19 
related educational material. Similarly, community mem-
bers reported that information distributed by the settle-
ment services would be well accepted, due to established 
trust.

Research as a medium for mutual learning and community 
empowerment
Some community members identified research as an 
opportunity to voice their experiences and improve cur-
rent services. One Congolese influential member said: ‘ 
… doing something like this [research group], in a meeting, 
face to face, I think it’s sort of like, giving us also the chance 
of saying, we can do better’. Another Congolese influen-
tial member suggested that: ‘One of the thing [problem] I 
think of is the lack of research. And those top government 
organisation how to work with these community mem-
bers in order to spread the information’. Some community 
members took the opportunity of the research interview 

to clarify COVID-19 information, by directly asking 
interviewers. One community member said: ‘Even you 
telling me about how far the COVID has gone, from sitting 
here, that can help me understand’.

Supporting the messengers
Some service providers reported feeling unsupported 
by government agencies to deliver COVID-19 mes-
sages, particularly at the start of the pandemic. Influ-
ential members and service providers indicated that 
government services could consider a ‘train the train-
ers’ approach- providing official educational sessions to 
influential people who could distribute that message to 
the broader community. A Congolese influential member 
explained: ‘I would suggest training the trainers and also 
having people who will deliver those programs into the 
community. And knowing those communities who have the 
capability to deliver the message, it would be under that 
addendum’. An Afghan influential member explained that 
governments can assist by improving communication 
with influential members by directly providing up to date 
information: ‘… they [community members] are asking me 
“what we should do about this, what we should do about 
this” and I’m sitting for hours and hours googling that. If I 
get that directly information from you guys [government 
health service], then I can send that video-link to them, 
“ok, see this” and it’s easy for me, easy for them’.

Discussion
We found that numerous factors affected how com-
munities accessed, shared and understood COVID-19 
information. These factors were intertwined with com-
munity’s lived experiences as refugees, social connections 
and networks unique to each group.

Our research indicates that communication of health 
messages to people with refugee backgrounds requires 
more than a clear, simple message delivered in language. 
We found that trusted relationships created webs of con-
nectivity, which allowed community members to gather 
COVID-19 related information from various sources. 
The implications for this research are summarised in 
Table  3. Some findings may be applicable to settings in 
other developed nations where migration of CALD com-
munities has similarly occurred.

In this study, the preferred channels for accessing 
COVID-19 messages were influenced by personal expe-
riences such as educational background, English literacy, 
workplace opportunities and device accessibility. The 
breadth of responses from community members demon-
strate that diversity must be acknowledged and explored 
when tailoring messages to CALD communities. The 
importance of appreciating diversity for the tailoring of 
public health communications and behavioural programs 
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has recently also been recognised in Australia [17]. It is 
a timely reminder that Australia hosts a diverse popula-
tion of CALD communities representing a wide range 
of social, religious, political and economic backgrounds 
[19]. A multipronged public health response must be 
considered to enhance communication across all com-
munities so that risk can be reduced equitably.

In this study, trust and familiarity were key for com-
munities seeking COVID-19 health information. Many 
CALD groups have collectivist cultures with a preference 
for interpersonal communication in respect to informa-
tion seeking [20]. Interestingly, prior to the pandemic, a 
2019 Australian systematic review found that refugees 
resorted to seeking health information from familiar 
sources, as a result of official health message communi-
cation being inefficient and unhelpful [21]. The system-
atic review found that by consulting familiar sources to 
increase knowledge, refugees reclaimed their sense of 
power and autonomy [21]. Although our participants 
largely agreed that official information can be improved, 
we did not find that this was the sole basis for seek-
ing information from familiar sources. Rather, we found 
that cultural cohesiveness and strong interpersonal rela-
tionships drove interpersonal communication related to 
COVID-19 health information.

Community members in this study favoured the tools 
of social media messaging, text messaging and telephone 
calls as they were established, familiar and user friendly. 
It has been postulated that the reliance on social media 
for information sharing during the pandemic has been in 
part due to restrictions of social distancing [22]. Commu-
nication of official COVID-19 messages may be enhanced 
by optimising use of social media to share clear, accurate 
and trustworthy messages.

Our research also highlighted some worrisome impli-
cations of the refugee experience in relation to communi-
cating health messages. First, participants discussed how 
education was related to self-confidence and thus engage-
ment with the health sector. Poor literacy is a significant 
contributor to negative health outcomes, exacerbating 
health inequalities [23]. In addition, ineffective delivery 
of health information may result in disempowerment and 
loss of autonomy for refugees in Australia [19]. Secondly, 
participants noted that many refugees live with post-
traumatic stress disorder (PTSD) and this may impact 
access to and sharing of health information. PTSD may 
affect memory and cognitive ability and executive func-
tioning [24]. Similarly, PTSD symptoms may be aggra-
vated by social isolation and empty streets caused by 
lockdowns, as they evoke memories of forced hiding [24]. 
The effect of post-traumatic stress disorder on COVID-
19 message uptake is remarkable and corroborates find-
ings from our previous research study with Ezidi refugees 

[11]. Importantly, we found no other published research 
on the impact of self-confidence or pre-existing trauma-
related stress upon peoples’ responses and uptake of pub-
lic health messaging. Further exploration of this insight 
would be worthwhile.

This study supports other research endorsing the role 
of community leaders and other influential and credible 
people in effectively delivering messages that are accept-
able to, and trusted by community [17]. In a similar vein, 
we also found that religious leaders have a significant role 
for CALD communities in promoting desired behaviours 
[25]. Contrary to earlier findings, however [26–28], we 
found that many community members also trusted gov-
ernment sources of information. In particular, we found 
that the Refugee Health clinical staff played a powerful 
role in the perceived credibility of official government 
health messages. As with other service providers and 
community leaders, we attributed this to already estab-
lished, trusted relationships.

Service providers who are trusted by the community 
can play an important role during public health responses 
[11, 29]. The research team, who included Refugee Health 
service providers, were encouraged by influential mem-
bers and community members to continue collaborative 
efforts in research, education and advocacy to benefit the 
community. Collaborating with and listening to commu-
nity provides opportunities for community voices to be 
heard and be empowered [30].

Community engagement has also been employed in the 
management of other infectious disease outbreaks such 
as Ebola [30]. It is known that involving community gives 
insight into community beliefs and practices, but there 
is often a gap in the implementation of these approaches 
by health providers [31]. Involving community also pro-
vides unique perspectives which can tailor policies to 
ensure they are fit for purpose [26]. Our study highlights 
the value of mutual respect when engaging with refugee 
communities, and further study in this arena for policy 
is recommended. Respectfully consulting communities 
and working together to tailor shared solutions to public 
health problems is the way forward [27, 30]. Continued 
engagement is necessary to foster trusting relationships 
between government and community, thereby solidifying 
connectedness and maximising success in public health 
endeavours [30, 32].

Limitations
Our study was limited by relatively small numbers of 
participants and the selection of majority refugee groups 
in the local area. Due to funding limitations, refugees 
from ethnic minorities or minority languages were not 
included in the study, therefore potential responses from 
these equally important groups are unknown. There was 
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no follow-up of the people who declined to attend for 
interview, thus further limiting the information we gath-
ered. The notion of diversity precludes that it is entirely 
possible that other means, methods and reasons for com-
munication preference might exist amongst these com-
munities. Also, individual experiences may not reflect 
those of the community and should not be generalised to 
encompass all refugees, nor other refugee communities 
from similar ethnic backgrounds. However, the findings 
do provide a starting point for further research, which is 
clearly necessary in the field.

Conclusions
Globally, the COVID-19 pandemic has disproportion-
ately impacted CALD communities. Effective public 
health messaging to CALD communities will be criti-
cal in addressing inequities now and into the future, and 
requires more than quality content to reach audiences 
in a culturally acceptable way. This current study high-
lights that new and emerging refugee CALD commu-
nities have a variety of methods of sharing COVID-19 
information. Individual experiences, opportunities and 
other factors such as trust and connectivity all influence 
how refugee communities access and understand official 
COVID-19 messages. Government services should be 
alert to potential nuances of new and emerging groups, 
such as issues around self-confidence and mental health, 
when developing COVID-19 communication strategies 
and materials. Mutual respect is an important factor 
when engaging with refugee communities. Ongoing col-
laboration and further research is warranted to delineate 
nuances, understand how mutual respect is cultivated 
and enable more informed, practical improvements in 
policy.

Abbreviations
COVID-19: Coronavirus disease of 2019; CALD: Culturally and linguistically 
diverse; HNE: Hunter New England; RH: Refugee Health; PTSD: Post traumatic 
stress disorder; GP: General Practitioner (local family doctor).

Acknowledgements
Not applicable.

Authors’ contributions
SJRH [corresponding author] contributed to the ethics submission, research 
conception, design, piloting, data transcription, data analysis and interpreta-
tion, and was a major contributor in manuscript writing. NG contributed to 
the ethics submission, research conception, design, piloting, data collection, 
data transcription, data analysis and interpretation and was a major contribu-
tor in manuscript writing. PDM contributed to the ethics submission, research 
conception, design, provided expert opinion in design, data analysis, interpre-
tation and manuscript writing. JH contributed to ethics submission, research 
design, piloting and manuscript writing. KA contributed to the ethics submis-
sion, research design, participant recruitment, piloting and data collection. 
KT contributed to the ethics submission, research conception, design and 
manuscript writing. KB contributed to the ethics submission, research design, 
provided expert opinion in data analysis, interpretation and manuscript writ-
ing. All authors read and approved the final manuscript. All authors agree to 

be personally accountable for the contribution, accuracy and integrity of the 
research and manuscript.

Authors’ information
SJRH, KA, JH are Refugee Health Service clinical staff for NSW Health 
Government.
NG is a Multicultural Health Liaison officer for NSW Health Government.
PDM, KB, KT are Public Health Unit staff for NSW Health Government.

Funding
Funding was  provided by the Hunter New England Area Health Service to 
budget the personnel and equipment required for design, data collection, 
data analysis, interpretation and manuscript production. The costs of publica-
tion were funded by The University of Newcastle.

Availability of data and materials
All data analysed during this study are included in this published article.

Declarations

Ethics approval and consent to participate
This study was performed as per the Declaration of Helsinki. The study was 
determined to meet the requirements of the National Statement on Ethical 
Conduct in Human Research and was approved by the Hunter New England 
Human Research Ethics Committee (HNEREC) as a low-risk project; approval 
number: 2020/ETH02955. Separate research governance authorisation was 
obtained from the institutions: Hunter New England Local Health District 
(HNELHD) (Sites)- Hunter New England Population Health and Hunter New 
England Multicultural Health, where the research took place. All experimental 
protocols were approved by the HNEREC and HNELHD. All methods were per-
formed in accordance with the relevant guidelines and regulations of Hunter 
New England Human Research Ethics Committee, including the acquisition 
of verbal or written consent. All participants provided informed consent to 
participate in the study and to publishment of deidentified data. The option of 
verbal consent was reserved for participants who were unable to read or write.

Consent for publication
Not applicable.

Competing interests
All authors (SJRH, NH, PDM, KA, JH, KT, KB) are salaried employees of a state 
government service, for which the publication of this article could affect 
policy change. Funding was also provided in-kind by the state government 
service to conduct this study.

Author details
1 Multicultural and Refugee Health Services, HNE Health, Harker Building, 
Wallsend Health Services, Longworth Ave, Wallsend NSW, Newcastle 2287, 
Australia. 2 College of Medicine & Dentistry, James Cook University, Townsville, 
QLD 4811, Australia. 3 Multicultural and Refugee Health Services, HNE Health, 
Armidale Community Health Centre, 226 Rusden St, Armidale, NSW 2350, 
Australia. 4 Central Coast Population Health Unit, Level 1, 4 Watt St, Gosford, 
NSW 2250, Australia. 5 The University of Newcastle, University Drive, Callaghan 
NSW, Newcastle 2308, Australia. 

Received: 2 February 2022   Accepted: 19 July 2022

References
 1. McCaffery KJ, Dodd RH, Cvejic E, Ayre J, Batcup C, Isautier JMJ, et al. 

Health literacy and disparities in COVID-19–related knowledge, 
attitudes, beliefs and behaviours in Australia. Public Health Res Pract. 
2020;30(4):e30342012. https:// doi. org/ 10. 17061/ phrp3 03420 12.

 2. Reed HE, Barbosa GY. Investigating the refugee health disadvan-
tage among the U.S. immigrant population. J Immigr Refug Stud. 
2017;15(1):53–70. https:// doi. org/ 10. 1080/ 15562 948. 2016. 11653 29.

 3. Grace BL, Bais R, Roth BJ. The violence of uncertainty - undermining 
immigrant and refugee health. NEJM. 2018;379(10):904–5.

https://doi.org/10.17061/phrp30342012
https://doi.org/10.1080/15562948.2016.1165329


Page 11 of 11Healey et al. BMC Public Health         (2022) 22:1434  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 4. Lyons MJ, O’Connor MH, Feinberg I, Whitaker DJ, Eriksen M, Owen-Smith 
A, et al. Comparing the health and welfare of refugees and non-refugees 
at the outset of the COVID-19 pandemic: the results of a community 
needs assessment. J Refugee Glob Health. 2021;4(1):Article 3.

 5. Brandenberger J, Tylleskär T, Sontag K, Peterhans B, Ritz N. A system-
atic literature review of reported challenges in health care delivery to 
migrants and refugees in high-income countries—the 3C model. BMC 
Public Health. 2019;19(1):755.

 6. Australian Government [homepage on the Internet]. Department of 
Home Affairs, immigration and citizenship; 2020 September 23 [cited 
2021 October 13]. Humanitarian Settlement Program (HSP). Available 
from: https:// immi. homea ffairs. gov. au/ settl ing- in- austr alia/ human itari an- 
settl ement- progr am.

 7. Australian Government [homepage on the Internet]. Department of 
Home Affairs, immigration and citizenship; 2021 November 12 [cited 
2021 November 15]. Adult migrant English programs. Available from: 
https:// immi. homea ffairs. gov. au/ settl ing- in- austr alia/ amep/ about- the- 
progr am.

 8. New South Wales Government [homepage on the Internet]. Department 
of Education; 2020 [Cited 2021 November 15]. Supporting Refugees, 
Roads to Refuge. Available from: https:// www. roads- to- refuge. com. au/ 
refug ees- austr alia/ suppo rting- arriv al. html.

 9. Settlement Services International [homepage on the Internet]. Refugee 
Support Services [cited 2021 November 15]. Regional Settlement. Avail-
able from: https:// www. ssi. org. au/ servi ces/ newco mers- refug ees- and- 
migra nts/ refug ee- suppo rt- servi ces/ regio nal- settl ement.

 10. Kluge HHP, Jakab Z, Bartovic J, et al. Refugee and migrant health in the 
COVID- 19 response. Lancet. 2020;395(10232):1237–9.

 11. Healey SJR, Ghafournia N, Massey PD, Andrich K, Harrison J, Taylor K, et al. 
Ezidi voices: the communication of COVID-19 information amongst a 
refugee community in rural Australia- a qualitative study. Int J Equity 
Health. 2022;21:10. https:// doi. org/ 10. 1186/ s12939- 022- 01618-3.

 12. Lupieri S. Refugee health during the Covid-19 pandemic: a review of 
global policy responses. Risk Manag Healthc Policy. 2021;14:1373–8. 
https:// doi. org/ 10. 2147/ RMHP. S2596 80.

 13. Australian Government [homepage on the Internet]. Department of 
Health; 2021 October 21 [cited 2021 November 15]. The Culturally and 
Linguistically Diverse Communities COVID-19 Health Advisory Group, 
Australian Government. Available from: https:// www. health. gov. au/ 
commi ttees- and- groups/ cultu rally- and- lingu istic ally- diver se- commu 
nities- covid- 19- health- advis ory- group.

 14. Kayrouz R, Schofield C, Nielssen O, Karin E, Staples L, Titov N. A review 
and clinical practice guideline for health professionals working with 
indigenous and culturally and linguistically diverse (CALD) populations 
during COVID-19. Front Public Health. 2021;9:584000. https:// doi. org/ 10. 
3389/ fpubh. 2021. 584000.

 15. Curtis E, Jones R, Tipene-Leach D, Walker C, Loring B, Paine S-J, et al. Why 
cultural safety rather than cultural competency is required to achieve 
health equity: a literature review and recommended definition. Int J 
Equity Health. 2019;18:174. https:// doi. org/ 10. 1186/ s12939- 019- 1082-3.

 16. Karidakis M, Woodward-Kron R, Amorati R, Hu B, Pym A, Hajek J. Enhanc-
ing COVID-19 public health communication for culturally and linguisti-
cally diverse communities: an Australian interview study with community 
representatives. QHC. 2022;25:61–83 [cited 2022 May 2];1(1). Available 
from: https:// tidss krift. dk/ qhc/ artic le/ view/ 127258.

 17. Wild A, Kunstler B, Goodwin D, Onyala S, Zhang L, Kufi M, et al. Communi-
cating COVID-19 health information to culturally and linguistically diverse 
communities: insights from a participatory research collaboration. Public 
Health Res Pract. 2021;31(1):e3112105.

 18. Tolley E, et al. Qualitative methods in public health: a field guide for 
applied research. 2nd ed. San Francisco: Wiley: Jossey-Bass; 2016.

 19. Fozdar F, Hartley L. Refugee resettlement in Australia: what we know and 
need to know. Refug Surv Q. 2013;32(3):23–51.

 20. Seale H, Harris-Roxas B, Heywood A, Abdi I, Mahimbo A, Chauhan A, 
Woodland L. The Role of Community Leaders and Other Intermediaries 
During the COVID-19 Pandemic: Insights from the Multicultural Sector, 18 
February 2022, PREPRINT (Version 1) available at Research Square. https:// 
doi. org/ 10. 21203/ rs.3. rs- 13601 32/ v1.

 21. Au M, Anandakumar AD, Preston R, et al. A model explaining refugee 
experiences of the Australian healthcare system: a systematic review of 

refugee perceptions. BMC Int Health Hum Rights. 2019;19:22. https:// doi. 
org/ 10. 1186/ s12914- 019- 0206-6.

 22. Limaye RJ, Sauer M, Ali J, Bernstein J, Wahl B, Barnhill A, et al. Building trust 
while influencing online COVID-19 content in the social media world. 
Lancet Digit Health. 2020;2(6):e277–8. https:// doi. org/ 10. 1016/ S2589- 
7500(20) 30084-4.

 23. Mantwill S, Monestel-Umaña S, Schulz PJ. The relationship between 
health literacy and health disparities: a systematic review. PLoS One. 
2015;10:e0145455. https:// doi. org/ 10. 1371/ journ al. pone. 01454 55.

 24. Mattar S, Piwowarczyk LA. COVID-19 and U.S.-based refugee populations: 
commentary. Psychol Trauma. 2020;12(S1):S228–9. https:// doi. org/ 10. 
1037/ tra00 00602.

 25. Webb B, Bopp M, Fallon EA. A qualitative study of faith leaders’ percep-
tions of health and wellness. J Relig Health. 2013;52(1):235–46.

 26. Lau LS, Sarmari G, Moresky RT, et al. COVID-19 in humanitarian settings 
and lessons learned from past epidemics. Nat Med. 2020;26:647–8.

 27. Dut GM. 2021, the experience of south Sudanese migrant families during 
the COVID-19 pandemic in Melbourne. Aust N Z J. 2021;45(5):427–9. 
https:// doi. org/ 10. 1111/ 1753- 6405. 13134.

 28. Hynes T. The issue of ‘trust’ or ‘mistrust’ in research with refugees: choices, 
caveats and considerations for researchers. London: UNHCR; 2003. [Cited 
2020 May 1]. Available from: https:// www. unhcr. org/ 3fcb5 cee1. pdf.

 29. Clarke SK, Kumar GS, Sutton J, Atem J, Banerji A, Brindamour M, et al. 
Potential impact of COVID-19 on recently resettled refugee populations 
in the United States and Canada: perspectives of refugee healthcare 
providers. J Immigr Minor Health. 2021;23:184–9. https:// doi. org/ 10. 1007/ 
s10903- 020- 01104-4.

 30. Risk Communication and Community Engagement Preparedness and 
Readiness Framework: Ebola Response in the Democratic Republic of 
Congo in North Kivu. [Internet]. Geneva (CHE). World Health Organiza-
tion; 2018 Sept. 3p. [Cited 2021 Nov 15]. Available from: https:// apps. who. 
int/ iris/ bitst ream/ handle/ 10665/ 275389/ 97892 41514 828- eng. pdf.

 31. Nutbeam D. The vital role of meaningful community engagement 
in responding to the COVID-19 pandemic. Public Health Res Pract. 
2021;31(1):e3112101. https:// doi. org/ 10. 17061/ phrp3 112101.

 32. Healey SJR, Ghafournia N, Bolsewicz K, Andrich K, Massey PD. The role of 
leadership among a Congolese community in Australia in response to 
the COVID-19 pandemic: a narrative study. Western Pac Surveill Response 
J. 2022;13:2. https:// doi. org/ 10. 5365/ wpsar. 2022. 13.2. 914.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://immi.homeaffairs.gov.au/settling-in-australia/humanitarian-settlement-program
https://immi.homeaffairs.gov.au/settling-in-australia/humanitarian-settlement-program
https://immi.homeaffairs.gov.au/settling-in-australia/amep/about-the-program
https://immi.homeaffairs.gov.au/settling-in-australia/amep/about-the-program
https://www.roads-to-refuge.com.au/refugees-australia/supporting-arrival.html
https://www.roads-to-refuge.com.au/refugees-australia/supporting-arrival.html
https://www.ssi.org.au/services/newcomers-refugees-and-migrants/refugee-support-services/regional-settlement
https://www.ssi.org.au/services/newcomers-refugees-and-migrants/refugee-support-services/regional-settlement
https://doi.org/10.1186/s12939-022-01618-3
https://doi.org/10.2147/RMHP.S259680
https://www.health.gov.au/committees-and-groups/culturally-and-linguistically-diverse-communities-covid-19-health-advisory-group
https://www.health.gov.au/committees-and-groups/culturally-and-linguistically-diverse-communities-covid-19-health-advisory-group
https://www.health.gov.au/committees-and-groups/culturally-and-linguistically-diverse-communities-covid-19-health-advisory-group
https://doi.org/10.3389/fpubh.2021.584000
https://doi.org/10.3389/fpubh.2021.584000
https://doi.org/10.1186/s12939-019-1082-3
https://tidsskrift.dk/qhc/article/view/127258
https://doi.org/10.21203/rs.3.rs-1360132/v1
https://doi.org/10.21203/rs.3.rs-1360132/v1
https://doi.org/10.1186/s12914-019-0206-6
https://doi.org/10.1186/s12914-019-0206-6
https://doi.org/10.1016/S2589-7500(20)30084-4
https://doi.org/10.1016/S2589-7500(20)30084-4
https://doi.org/10.1371/journal.pone.0145455
https://doi.org/10.1037/tra0000602
https://doi.org/10.1037/tra0000602
https://doi.org/10.1111/1753-6405.13134
https://www.unhcr.org/3fcb5cee1.pdf
https://doi.org/10.1007/s10903-020-01104-4
https://doi.org/10.1007/s10903-020-01104-4
https://apps.who.int/iris/bitstream/handle/10665/275389/9789241514828-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/275389/9789241514828-eng.pdf
https://doi.org/10.17061/phrp3112101
https://doi.org/10.5365/wpsar.2022.13.2.914

	Factors contributing to the sharing of COVID-19 health information amongst refugee communities in a regional area of Australia: a qualitative study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Aim
	Design and setting
	Recruitment and participants
	Data collection and analysis

	Results
	Experience as a refugee uniquely influences COVID-19 message communication
	Educational background and English language proficiency
	Mental health
	Trust
	Connectivity and social cohesion
	Heterogeneity of culture, language and religion

	Refugee groups use diverse practices when accessing and sharing COVID-19 messages
	Preferred sources of COVID-19 messages
	Ways of message sharing

	Official government messages could be improved by listening and tailoring to community needs
	Improved message content, delivery and format
	Greater cooperation and collaboration between communities and services
	Enhanced role of trusted service providers
	Research as a medium for mutual learning and community empowerment
	Supporting the messengers


	Discussion
	Limitations

	Conclusions
	Acknowledgements
	References


