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ABSTRACT 

 

Approximately a quarter of the women who currently give birth in Australia were born 

overseas, and an increasing number are from culturally and linguistically diverse 

(CALD) backgrounds. Perinatal studies have noted significant variation in pregnancy 

complications, birth outcomes, and general perinatal health between local-born and 

foreign-born women and their infants. In some study outcomes foreign-born women 

have been shown to do as well as, or better than, their local-born counterparts while in 

others, foreign-born women are at a clear disadvantage. These outcomes also vary 

depending on the country of origin of the mother, indicating a high level of 

heterogeneity in the perinatal health of foreign-born women. 

 

Despite increasing cultural and linguistic diversity in the population, limited research 

has examined the pregnancy-related health of immigrant women in Australia, 

particularly in the state of Western Australia (WA). In light of the scarcity of 

information available on the perinatal health and wellbeing of foreign-born women in 

WA, this thesis investigates differences in pregnancy complications and obstetric 

interventions between foreign-born and Australian-born women. It also provides 

information on the pregnancy, birth, and early motherhood experiences of specific 

groups of foreign-born women in WA.  

 

The study which informed this thesis engaged both quantitative and qualitative 

methods. Quantitative analyses utilised population-level linked records within the 

Maternal and Child Health Research Database (MCHRDB) for all non-Indigenous 

births occurring in WA between 1998 and 2006, in order to examine differences in 

maternal sociodemographic characteristics and perinatal health outcomes between 

foreign-born and Australian-born women. Qualitative analyses examined the pregnancy 

and postpartum experiences of women from Afghanistan, Burma, China, Sudan, and 

Vietnam as well as the experiences of midwives involved in the care of a diverse range 

of foreign-born women. These analyses are presented as individual chapters in this 

thesis and address issues surrounding ethnicity; disparities in obstetric outcomes, 

gestational diabetes, and caesarean section delivery; and the experiences of women who 

have given birth in a foreign country 

 



ii 

 

Ethnicity is multifaceted and not easily defined, particularly for the purposes of 

routinely collected data such as that contained within the MCHRDB. This database 

lacks indicators of ethnic diversity such as citizenship, migration history, ancestry, 

religious affiliation, and language/s spoken. There were also noticeable inconsistencies 

in how data were collected by midwives. Recommendations for improved data 

collection and utilisation are included in this thesis. 

 

There is a high level of heterogeneity among foreign-born women who give birth in 

WA, based on their region of origin. This thesis draws attention to the significant 

variation in demographic and socioeconomic characteristics, pregnancy complications, 

and obstetric interventions among foreign-born women. In particular, the improved 

obstetric outcomes for foreign-born CALD women with and without gestational 

diabetes are addressed, as are disparities in elective and emergency caesarean section 

delivery among foreign-born women from different regions when compared to 

Australian-born women. 

 

Focus groups and interviews with foreign-born women from CALD backgrounds 

revealed five major issues of concern for their wellbeing and pregnancy-related care. 

The first three issues relate directly to the provision of culturally appropriate health 

care: (1) barriers to accessing care; (2) use of obstetric interventions, in particular, 

caesarean section; and (3) depressive experiences during the perinatal and postpartum 

period. Two themes relate indirectly to the wellbeing of CALD mothers: (4) social 

support and the maintenance of traditional birth practices; and (5) co-sleeping. 

 

Cultural and linguistic diversity is part of modern Australian society. Therefore, the 

study of variation in perinatal outcomes and the experiences of foreign-born populations 

who reside in Australia is important. This thesis provides the first evidence that 

significant differences exist in the perinatal health of foreign-born CALD women in 

WA, supporting research in other Australian states and overseas. It reports in detail on 

the obstetric profiles, gestational diabetes risks, caesarean section rates, and pregnancy 

and postpartum experiences of foreign-born women in WA. This thesis further provides 

culturally sensitive suggestions to improve outcomes for foreign-born women from 

CALD backgrounds giving birth in Western Australia. 
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―Childbirth is more admirable than conquest, more amazing than 

self-defence, and as courageous as either one.‖ 

 

      Gloria Steinem 
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1.0 Introduction 

I am a seventh generation Australian and the daughter of an immigrant. My father‘s 

relocation to WA during the 1970s was possibly one of the smoothest transitions 

experienced by a foreigner, for several reasons. He was male, white, educated, fluent in 

English, and he was married to an Australian. Aside from a slight German accent 

(which to this day I cannot hear) and a tendency to proclaim that Christmas in the 

middle of summer is not really Christmas at all, my father was able to assimilate easily 

to Australian society. Today he is proud to proclaim in his thickest Aussie accent that he 

is a true ‗A-stray-an‘. Not all foreign-born residents who relocate to Australia are as 

privileged as my father.  

 

Female immigrants are arguably twice disadvantaged; first as women and then as 

immigrants. They are less likely than their male counterparts to be educated, to speak 

English and to be employed outside of the home. These factors, together with the 

constraints of pregnancy and child rearing, often mean that foreign-born women 

experience high levels of social and economic isolation in their adopted countries. As 

international immigration continues to increase, attention needs to be paid to the 

provision of sensitive, equitable, and quality healthcare to foreign-born women and their 

children.  

 

This thesis grew out of several frustrations with the lack of available information 

concerning the health issues faced by immigrant populations in WA, especially those 

faced by foreign-born women and their children. Despite Australian society being 

characterised by cultural and linguistic diversity, relatively little research has been 

conducted into the perinatal health of women who have migrated to WA, with most 

Australian research focusing on immigrant populations in other Australian states 

(Bandyopadhyay et al. 2010; Chan et al. 1988; Liamputtong and Watson 2006; Ma and 

Bauman 1996; Small et al. 2003). While high quality research has been conducted in 

WA with regards to the effects of ethnicity on perinatal health, most studies in this area 

have restricted analyses to comparisons between Indigenous and non-Indigenous 

Western Australians (Bower et al. 2004; Freemantle et al. 2006; Kliewer and Stanley 

1993; Langridge et al. 2010). Limited research has examined ethnicity in a broader 

context or investigated the potential effects of immigration on perinatal health 

outcomes.  
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This thesis aims to improve on these limitations by using population-level state-wide 

perinatal data and qualitative interviews with immigrant women and midwifery staff to 

investigate the perinatal health and wellbeing of foreign-born women in WA. While the 

overall aim of this thesis is to examine disparities in perinatal health outcomes for 

foreign-born women compared to Australian-born women in WA, the specific 

objectives include: 

 To describe trends and patterns of pregnancy complications and obstetric 

outcomes in foreign-born and Australian-born women in WA between 1998 and 

2006, using the Maternal and Child Health Research Database (MCHRDB). 

 To address issues surrounding the collection of ethnicity-related data in the 

MCHRDB. 

 To investigate variation in perinatal outcomes for foreign-born and Australian-

born women in WA, particularly in relation to gestational diabetes mellitus 

(GDM) and caesarean section deliveries. 

 To provide qualitative data on the pregnancy, birth and early motherhood 

experiences of specific groups of foreign-born women who have given birth in 

WA.   

 To advance knowledge on the perinatal health of foreign-born women and their 

children. 

 

In order to evaluate these aims in the context of previous research and established 

knowledge, Chapter Two provides the conceptual frameworks and background 

information necessary to examine the perinatal health of women post-migration. The 

literature reviewed in this chapter has been selected to provide an overview of some of 

the issues which must be considered when collecting, describing, and analysing data 

related to perinatal health outcomes in immigrant populations. 

 

Chapter Three discusses the methodology used in conducting both quantitative and 

qualitative analyses to address the aims of this thesis. In the first instance, analysis of 

linked state-wide perinatal health data accessed through MCHRDB allowed an 

epidemiological investigation of perinatal health outcomes in foreign-born and 

Australian-born women. In the second instance, a qualitative investigation involving 

foreign-born women from Afghanistan, Burma, China, Sudan, and Vietnam, as well as 

midwives with experience caring for culturally and linguistically diverse women, 

identifies some of the issues that foreign-born women face during the perinatal period. 
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Chapter Four addresses the issues surrounding the conceptualisation of ethnicity, 

particularly in reference to routinely collected data such as that collected in the 

MCHRDB. This chapter highlights the lack of suitable variables pertaining to ethnic 

diversity in the MCHRDB and acknowledges the difficulties faced by those completing 

the administrative forms which are the basis for linked databases.  Recommendations to 

improve the collection and use of ethnicity-related data in large scale databases are 

made. 

 

Chapter Five provides an overview of the sociodemographic and obstetric profiles of 

foreign-born women who gave birth in WA between 1998 and 2006. Variations in 

maternal demographic and socioeconomic characteristics are reported as are differences 

in complications of pregnancy, labour, and delivery, and use of obstetric interventions 

among foreign-born and Australian-born women in WA. This chapter highlights the 

areas in which foreign-born women do as well as, or better than, their Australian-born 

counterparts as well as those areas where they do not. 

 

Chapter Six provides support for the healthy immigrant effect (McDonald and Kennedy 

2004; Newbold 2006; Wingate and Alexander 2006) through an investigation of 

gestational diabetes mellitus (GDM) in the WA obstetric population. Foreign-born 

CALD women with GDM are less likely to experience a number of adverse maternal 

and neonatal outcomes associated with GDM. However, CALD women without GDM 

were also less likely to experience these outcomes. This indicates that CALD women 

may have beneficial obstetric outcomes when compared to Australian-born women and 

that these benefits extend to pregnancies complicated by GDM. 

 

Chapter Seven examines disparities in mode of delivery among foreign-born and 

Australian-born women, comparing emergency caesarean and elective caesarean 

deliveries to vaginal births. The most common complications associated with both 

emergency and elective caesarean deliveries are identified. After adjusting for these 

complications, as well as several sociodemographic characteristics, disparities in mode 

of delivery still exist for several groups of foreign-born women compared to Australian-

born women. This indicates that sociocultural factors may play an important role in 

explaining differences in mode of delivery. 
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Chapter Eight provides a general overview of the issues facing foreign-born women in 

WA which were identified in the qualitative study. Discussions with women from 

Afghanistan, Burma, China, Sudan, and Vietnam identified five main areas of concern: 

(1) barriers to care; (2) use of obstetric interventions; (3) depressive experiences during 

the perinatal and postpartum period; (4) the maintenance of traditional birth practices; 

and (5) co-sleeping. Recommendations to improve the pregnancy, parturient, and 

postpartum experiences of foreign-born women in WA are provided. 

 

Chapter Nine summarises and discusses the findings of the analyses in view of the 

overall thesis. This Chapter identifies the major strengths and limitations of the research 

and addresses the implications of these results for current and future investigations into 

perinatal health among immigrant populations. 

 

Several of the articles presented in this thesis have been submitted to a peer-reviewed 

journal. A paper based on Chapter Five has been published in the Australian and New 

Zealand Journal of Obstetrics and Gynaecology (Appendix II). A paper based on 

Chapter Six is currently in press with Diabetic Medicine (Appendix III) while a paper 

based on Chapter Seven is in press with the International Journal of Gynecology and 

Obstetrics (Appendix IV). A paper based on Chapter Four is currently under review 

with the Journal of Immigrant and Minority Health (Appendix I) while a short report 

based on Chapter Eight has been published online by the Department of Health, WA 

(Appendix V). 

 

As this thesis is not subject to the same space constraints and word limitations as journal 

publications or reports there are instances where data included in the thesis chapters 

may have been removed from the individual articles during the editorial process. As a 

result the thesis chapters and their corresponding articles may not be identical in 

content. As this thesis contains chapters which are also stand alone papers, a certain 

level of repetition is unavoidable. However, every attempt has been made to minimise 

repetition throughout the thesis. 
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2.0 Introduction 

In this chapter I introduce the underlying conceptual frameworks influencing the 

perinatal health and wellbeing of foreign-born women in general, and in the Western 

Australian context in particular. The literature review which follows is not designed to 

be exhaustive, as there is an abundance of literature available on many of the issues I 

address here. What I have presented is a general overview with enough information to 

provide a solid background to the issues addressed throughout this thesis. The 

conceptual frameworks are organised around three key themes: (1) Anthropology and 

Epidemiology: an interdisciplinary approach; (2) the social determinants of health; and 

(3) race and ethnicity. The literature review focuses on two broad areas: (1) cultural and 

linguistic diversity in Australia; and (2) perinatal health and wellbeing. A final section 

on bridging the knowledge gap highlights where this thesis resides within the greater 

context of pregnancy-related health research in immigrant populations.  

 

2.1 Anthropology and Epidemiology: An interdisciplinary approach 

Anthropology is traditionally understood as a discipline focused on the study of culture. 

Through immersion in the social and cultural context of everyday life, an anthropologist 

strives to explain why humans do the things they do. Anthropology‘s traditional method 

of engagement is generally long-term participant-observation among a population or 

group of interest, an experience often retold in ethnography (Trostle 2005). Conversely, 

epidemiology has traditionally placed little emphasis on culture, instead directing its 

efforts towards identifying risk factors for disease in populations. Historically, 

epidemiology has relied on field investigations and clinical examinations of particular 

populations to evaluate health conditions, and has actively sought to identify factors 

responsible for disease and illness, largely through application of statistical analyses to 

morbidity and mortality data (Amsterdamska 2005). Epidemiology has therefore 

maintained a close relationship with biostatistics and public health and is highly 

regarded by proponents of evidence-based medicine. These two disciplines give a first 

impression of being largely disconnected from one another and several researchers have 

noted that differences between them in approaches and methods can be both 

complementary and antagonistic (DiGiacomo 1999; Trostle and Sommerfeld 1996; 

Weiss 2001). However, epidemiology and anthropology do share a common goal as 

they both aim to describe and explain the health of human populations using 

observational techniques (Trostle 2005).  
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Medical anthropology, as a subfield of anthropology, directs inquiry towards the social 

processes surrounding health, illness, and medical care and to this end is closely related 

to medical behavioural science (Colson and Selby 1974). Similarly, social 

epidemiology, as a subfield of epidemiology, places a focus on how social interactions 

and collective human activities influence health outcomes (Oakes and Kaufman 2006). 

Ultimately, both investigate patterns of illness and disease in a wider social context and 

contribute to understanding how social factors determine health. In particular, both 

disciplines give attention to human behaviour as an etiological variable (Trostle and 

Sommerfeld 1996). In doing so it is common for social epidemiologists to utilise 

quantitative methods, such as surveys for data collection and analysis, while medical 

anthropologists regularly engage qualitative methods, such as interviews for 

investigative purposes. I must acknowledge that this dichotomy is an oversimplification 

of the approaches and methods used by proponents of either discipline. However, this 

thesis attempts to take advantage of the benefits of both disciplines through means of a 

mixed methods study (Sale et al. 2002; Sandelowski 2000) to explore inequalities in 

perinatal health and wellbeing among foreign-born women in WA.  

 

This thesis borrows largely from the disciplines of social epidemiology and medical 

anthropology, but does not fully subscribe to any one perspective. I have attempted to 

provide an exploration of some of the perinatal health issues facing foreign-born women 

in WA using the quantitative methods commonly used in social epidemiology and the 

qualitative methods typical of medical anthropology. I believe an interdisciplinary 

perspective provides a more complete representation of some of the disparities facing 

foreign-born women who relocate to WA, and has enabled me to access and analyse 

information not available by any individual method alone. The exact methods I have 

used are discussed in detail in Chapter Three. 

 

2.2 Social determinants of health 

The thesis makes use of the social determinants of health (SDH) approach. This 

approach is based on research emanating from public health, epidemiology, and an array 

of disciplines in the social sciences. This diverse literature suggests that the more 

influential determinants of human health are not biological differences, medical 

interventions, and health behaviours but rather the social and economic characteristics 

of individuals and populations (Dunn and Dyck 2000; Link and Phelan 1995). There are 

numerous examples of the social patterning of disease. In general, males experience 
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higher mortality than females (Glei and Horiuchi 2007; Nathanson 1984; Pampel 2001), 

lower socioeconomic status (SES) is associated with increased risk of coronary heart 

disease (Kucharska-Newton et al. 2011; Southern et al. 2005), marital status influences 

mental health outcomes (Cotten 1999; Zhang and Li 2011), and religious affiliation can 

be protective against certain cancers (Gillum and Williams 2009; Lyon et al. 1994). 

 

Human societies are stratified in numerous ways that result in degrees of economic, 

political, social, and cultural advantage (or disadvantage) for some members of the 

society (Galobardes et al. 2006). Thus, the social environment - ‗...the groups to which 

we belong, the neighbourhoods in which we live, the organisation of our workplaces, 

and the policies we create to order our lives‘ (Yen and Syme 1999:288) - are paramount 

to the SDH approach. Social groupings can be based on an array of factors, including 

social class, age, income, education, or ethnicity. However, research demonstrates that 

the distribution of mortality and morbidity outcomes by social groupings maintains a 

level of consistency, that is, those in the more advantaged groups tend to have better 

health outcomes (Marmot 1996; Marmot et al. 1991; Marmot and Wilkinson 2006).  

 

The benefits associated with social advantage are not dichotomous in distribution but 

appear as a gradient. Incremental changes in the level of advantage are associated with 

corresponding changes in health outcomes, indicating that social factors can cause or, 

alternatively, prevent disease and poor health (Braveman et al. 2011). These 

incremental changes reflect systematic differences in the health of groups and 

communities occupying unequal positions in the social structure (Graham 2007). The 

existence of social gradients in health is the basis for the SDH argument (Marmot and 

Wilkinson 2006).  

 

The SDH approach encompasses both societal level health influences, such as living 

and working conditions and the larger social structure in which they are embedded, as 

well as individual level risk factors, such as health-related behaviours (Graham 2007). 

Perhaps the most ubiquitous example in the SDH perspective is the relationship 

between SES and health. Numerous studies have shown that lower SES (as measured 

through a variety of factors such as social class, education, employment, income, and 

area-level disadvantage) is related to poorer outcomes in regards to general mortality 

(Anderson et al. 1997; Suresh et al. 2011), coronary heart disease (Kucharska-Newton 

et al. 2011; Southern et al. 2005), childhood obesity (Balistreri and Van Hook 2011; 
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Moss and Yeaton 2011), and cancer (Booth et al. 2010; Kawaski and Lochner 1997). It 

is important to note that the influence of SES on health exists not only for smaller 

groups of individuals but also for societies as a whole. As Wilkinson and Pickett (2009) 

point out, those countries which have larger differences between rich and poor tend also 

to experience worse health than more egalitarian countries.  

 

The multiple ways in which stratification occurs in society provide opportunities for 

societal resources and goods to be used and accumulated by some members but not 

others (Galobardes et al. 2006). The social gradient in health may reflect differences in 

community socioeconomic status, social structures such as discrimination or income 

inequality, or quality of the environment (Yen and Syme 1999). These issues can 

sometimes be clouded by questions concerning causal direction. For example, does low 

SES cause poor health or does poor health limit SES? While the collective literature 

does not reject the possibility that illness can influence social conditions, it has 

consistently demonstrated that social factors play a substantial causal role in poor health 

and disease (Braveman, Egerter and Williams 2011; Link and Phelan 1995).  

 

The evidence that social factors determine health is so pervasive that in 2005 the World 

Health Organisation (WHO) initiated the Commission on the Social Determinants of 

Health (www.who.int/social_determinants/en/) to identify and promote effective public 

policies at both national and global levels (Friel and Marmot 2011). In their final report, 

the Commission makes an impassioned argument that governments need to address the 

social determinants of health because the right to good health, and putting an end to 

avoidable inequalities in health outcomes, is a matter of social justice (CSDH 2008). 

Ultimately, tackling the social influences on health is seen as a way to reduce health 

inequalities both within and between populations. 

 

Yen and Syme (1999) argue that the social environment is of crucial significance not 

only because it influences poor health, but because it is equally important in preventing 

disease and understanding disease aetiology. In order to improve health outcomes for all 

members of a society it is necessary to adequately understand all the potential causes of 

ill health. It is also important to acknowledge that while social advantage does tend to 

correlate with better health, this is not always the case and there is often variation in 

health depending on the outcomes in question. These discrepancies are central to 

http://www.who.int/social_determinants/en/
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understanding how aspects of social stratification are differentially linked to health 

(Davey Smith 2003).  

 

Of particular relevance to this thesis is the question of how social stratification based on 

ethnicity, and ethnicity-related factors, can influence perinatal health outcomes.  

Foreign-born women in Australia represent a high level of cultural and linguistic 

diversity. They come from many countries, speak many languages, represent many 

religions, and identify with many ethnicities. As these factors, together with the 

experience of migration, can potentially lead to disadvantage within the social structure, 

it is important to examine the role they play as social determinants of health. 

 

2.3 Race and ethnicity 

Bhopal (2009:316) defines race as ‗the group a person belongs to, or is perceived to 

belong to, because of physical features reflecting ancestry, and therefore, genetics‘. 

Over the last sixty years researchers have confirmed the biological invalidity of the 

concept of race. In 1950 the first United Nations Educational, Scientific, and Cultural 

Organisation (UNESCO) Statement on Race declared the concept to be without 

biological basis, thereby placing race predominantly in the social realm (UNESCO 

1950). It is now commonly understood that there is much more genetic variation within 

populations than between populations (Ahmad 1993; Bradby 1995). Several researchers 

in health-related fields have called for race to be abandoned in epidemiological studies, 

as its continued use perpetuates the misinterpretation that races are discrete, 

scientifically supported, and potentially biologically determined (Bhopal and Donaldson 

1998; Bradby 2003). 

 

Despite the invalidity of race as a biological concept it still permeates current health 

research, particularly through its associations with the concept of ethnicity. Race is not 

an easy concept to define. The word itself has often been relegated to a position within 

quotation marks in order to indicate that ‗race‘ is a complex and conflicted notion  

(Ahmad 1993; Bradby 1995). In other areas it has been simply substituted with new 

terminology such as ‗ethnicity‘, ‗ethnic group‘, or ‗ethnic origin‘. The two separate 

concepts often merge to become the singular ‗race/ethnicity‘ common in current 

epidemiological studies (Bhopal 2001; Bradby 2003). Defining what is intended by 

these terms is often no easier and the concept of ethnicity is equally misunderstood.  
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Ethnicity is a complex and multifaceted construct that, by itself, explains very little. 

Like race, ethnicity is associated with social stratification and discrimination, is closely 

tied to politics, and is related to other aspects of culture such as language and religion 

(Yinger 1985). Bhopal (2009:317) defines ethnicity as ‗the group a person belongs to 

because of culture, language, diet, religion, ancestry, and physical features.‘ Senior and 

Bhopal (1994:327) emphasise the importance of ‗shared origins or social background, 

shared culture and traditions that are distinctive, maintained between generations and 

lead to a sense of identity and group, and a common language or religious tradition‘ in 

disambiguating ethnic groups. That ethnic groups often have links to particular 

geographical areas is highlighted by Aspinall (2001) who also emphasises the 

importance of a common ancestry or place of origin in ethnic group identification.  

 

It is clear that ethnicity has multiple dimensions beyond the traditional biological 

determinism of the concept of race. I acknowledge that perceptions of race play a 

significant role in how individuals experience their social environments, most obviously 

through experiences of racism and racially motivated discrimination. However, the 

following chapters of this thesis will emphasise the multifaceted notion of ethnicity. The 

issues discussed in this review highlight the complexity associated with conceptualising 

and operationalising race, ethnicity, and race/ethnicity, particularly with respect to 

understanding disparities in health outcomes. 

 

2.31 Conceptualising race and ethnicity 

The lack of conceptual clarity associated with race and ethnicity can be linked to 

understandings of the relationship between genes and health. While it may be 

inappropriate to argue that a given race or ethnic group is genetically predisposed to 

academic failure or fiscal ability, some may feel obliged to argue the connection 

between the genetic inheritance of the group and poor health (Bradby 1995). This has 

been the case for disorders such as sickle-cell anaemia, Tay-Sachs disease, or 

Thalassaemia, all of which have been used as classic examples of racial/ethnic 

differences in poor health (Ahmad 1995; Anand 1999). These diseases have a clear 

genetic aetiology that puts individuals who have inherited the genes responsible at 

increased risk of the disease.  

 

Historically, certain populations would have maintained these genes through marriage 

between individuals from the same geographic region or cultural background (Bradby 
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1995). Traditional forms of marriage, in conjunction with geographical isolation, have 

been responsible for the strong association between certain diseases and race in human 

populations. As a result, genetically-based diseases have often been inherited alongside 

phenotypic indicators of race such as body shape, hair type, or skin colour (Bradby 

1995). In recent years discoveries in genetic research and the completion of the Human 

Genome Project have reinvigorated the debate about the biological basis to race, based 

on the idea that current racial groups may be able to be defined genetically (Frank 

2007). 

 

However, very few diseases have a purely genetic aetiology. While certain genes and 

characteristics are more likely to occur in particular racial groups, we now know that the 

vast majority of diseases in humans are the result of an individual‘s genes interacting 

with both their physical and social environments (Suk and Collman 1998). There are 

significant social influences on race, as well as social consequences of racialisation. 

Historically, attitudes and beliefs about racial groups have formed the basis of policies 

and societal arrangements that marginalised, stigmatised, and limited opportunities for 

minority groups (Williams 1999). These dimensions may have enduring repercussions 

for human health. 

 

2.32 Operationalising ethnicity 

Ethnic categories are often employed, explicitly or implicitly, in order to categorise 

individuals based on an assumed set of shared values, beliefs, and norms (Hruschka and 

Hadley 2008). Based on such categorisations, ethnic differences have been 

demonstrated in several common health outcomes, including diabetes (Jenum et al. 

2005; Karlsen and Nazroo 2010), cardiovascular disease (Anand et al. 2000; Karlsen 

and Nazroo 2010), and cancer (Kheirandish and Chinegwundoh 2011; Krieger et al. 

1999). However, as noted, ethnicity is not a simple concept to comprehend, 

operationalise or communicate. The notion of ethnicity is so complex that researchers 

using the term often neglect to define what they mean by it (Ahdieh and Hahn 1996). As 

a result, inconsistent definitions, pre-existing assumptions, and misunderstandings of 

what constitutes ethnicity can limit its usefulness in health research.  

 

In regions where ethnicity is routinely included in large scale databases, such as the 

United States (US) and the United Kingdom (UK), several issues have been identified. 

For example, reported rates of missing or unknown ethnicity in data from the US 
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Department of Veterans Affairs have ranged from 36% (Kressin et al. 2003) to more 

than 60% following federal guidelines favouring self-reported ethnicity (Sohn et al. 

2006). The compulsory collection of inpatient ethnicity by the National Health Service 

trusts in England also resulted in similarly high rates of invalid data (62.9% in 

1995/1996 and 44% in 1996/1997) (Aspinall 2000).  

 

Inconsistencies between self-reported ethnicity and ethnicity as noted in administrative 

records have often been reported (Boehmer et al. 2002; Gomez et al. 2005; Kressin et 

al. 2003). There is evidence of discrepancies between ethnicity as recorded in different 

sources, such as administrative databases and medical charts (Maizlish and Herrera 

2006) or birth and death records (Hahn 1999). Similarly, inconsistencies have been 

found between records in the same database but at separate time points, such as multiple 

hospital admissions for the same patient (Blustein 1994). 

 

Certain populations have higher rates of misclassification, including African American, 

Hispanic, Asian, Pacific Islander and Indigenous groups (Blustein 1994; Gomez et al. 

2005; Kressin et al. 2003). Such inconsistencies could potentially result in different 

outcomes depending on how ethnicity is labelled and used. For example, Boehmer et al. 

(2002) found that the use of tooth extraction or root canal surgery differed by ethnic 

group when self-report ethnicity was used instead of administrative data. There is also 

evidence that generalised racial and ethnic categories such as ‗Asian‘ should be used 

with caution as they can mask heterogeneity in health outcomes. A study by Hayes et al. 

(2008) showed that low birth weight differed among babies born to Indian and Chinese 

women, both of whom had been classified as Asian. Such variation in outcomes based 

on the source or choice of ethnic identification has repercussions for the use of existing 

databases for health research. 

 

Employing and recording correct definitions of ethnicity was of particular importance to 

this thesis, and I explore this matter further in Chapter Four. Indeed, the issue of 

appropriate ethnic identification was of such relevance to the study that a thorough 

examination of the MCHRDB, including interviewing midwives who recorded ethnicity 

in the database, was conducted. This was considered necessary in order to provide 

background to the study, adequately explore its potential limitations, and tease out some 

of the recommendations that arise from the work. 
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2.33 International migration, ethnicity, and health 

It would have been possible in the past to partly define ethnic groups in terms of 

geographical location. Since the advent of mass travel via road, sea, rail, and air, 

international migration has resulted in the expansion of populations to include members 

not born locally. International migration provides a natural experiment to investigate the 

effects of social environments on human health, particularly how a significant change in 

environment can influence the health of individuals who have relocated to a new place 

of residence.  

 

Throughout this literature review the terms migrant, immigrant, overseas-born and 

foreign-born are used interchangeably. They all refer to individuals residing in a country 

in which they were not born. The term used will often reflect the terminology employed 

by the particular study being discussed at that point. The term ‗foreign-born‘ is given 

preference in the subsequent chapters of this thesis which are based on my own work, as 

country of birth was the most commonly used method of identifying immigrant women. 

The term foreign-born is purely descriptive and was chosen because it carries fewer of 

the negative social connotations associated with (illegal) immigration in Australia. 

Similarly, racial and ethnic terms such as white, Caucasian, black, African American, 

Hispanic, Latino and others will relate directly to the term/s used in the studies I report 

throughout this literature review. 

 

As outlined by MacKay, Macintyre and Ellaway (2003), studies on the health of 

immigrants typically follow one of three methods: (1) comparing outcomes in a cohort 

of immigrants with those in a similar cohort of the host population; (2) following a 

population of immigrants over time to delineate changes in health outcome; or (3) 

comparing a group of immigrants with non-immigrant counterparts in the country of 

origin. The first method was used for the studies presented in Chapters Five, Six and 

Seven of this thesis and was enabled by the population-level linked data in the 

MCHRDB. 

 

2.34 A ‘healthy immigrant’ effect? 

Research from the US, Canada, Europe, and Australia has shown that foreign-born 

residents often have comparable or better health outcomes compared to native-born 

residents of the receiving country. Immigrant populations have experienced beneficial 

health in a variety of areas, including chronic illness (McDonald and Kennedy 2004), 
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Body Mass Index (BMI) (Antecol and Bedard 2006), hospitalisations (Strong et al. 

1998), and mortality (Hajat et al. 2010). The generally improved health status of 

immigrant populations compared to native populations tends to come under one of two 

main umbrellas of explanation: (1) the epidemiological paradox (also called the 

Hispanic paradox or the Latino paradox); and (2) the healthy immigrant effect.  

 

The Hispanic paradox has been used to describe why Hispanic migrants in the US often 

have better health outcomes than native-born Americans, even when socioeconomically 

disadvantaged (Brown et al. 2007; Hummer et al. 2007; Markides and Coreil 1986; 

Newbold 2006). This paradox has been particularly relevant to perinatal health. 

Research findings have consistently demonstrated that infants born to Hispanic 

immigrant women in the US, particularly those from Mexico, experience lower risk of 

adverse birth outcomes and neonatal mortality than US-born Hispanics, the majority 

white population, and African-American women (Brown et al. 2007; Cobas et al. 1996; 

Crump et al. 1999; Frisbie et al. 1998; Frisbie and Song 2003; Singh and Yu 1996). 

 

Several explanations for the beneficial health outcomes experienced by immigrant 

populations in host countries have been put forward. One of the arguments used to 

explain the healthy immigrant effect is immigrant selection. Countries such as the US, 

Canada, and Australia screen immigrants based on health status in order to minimise the 

risks to public health in the host country, as well as to ensure that public expenditure is 

contained, and that local-born residents are able to maintain access to health services 

(Chiswick et al. 2008). Another explanation suggests selective migration through one of 

three pathways: (1) immigrants may positively self-select, which means that those who 

are in better health are more likely to migrate (and/or more likely to meet health 

screening standards instigated by governments in receiving countries) (Antecol and 

Bedard 2006; Chiswick, Lee and Miller 2008); (2) those who become sick or experience 

poor health may be more likely to return home (Palloni and Arias 2004); and (3) 

economically successful immigrants may be more likely to remain in the host country, 

thereby biasing the immigrant population towards better health (Antecol and Bedard 

2006). 

 

The healthy immigrant effect and the Hispanic paradox have both been shown to 

decrease over time, and from one generation to the next, until the health of the 

immigrant population is the same as, or worse than, that of the native-born population. 
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In regards to obesity, Goel et al. (2004) reported that the number of years of residency 

in the US, after the initial ten years, was associated with a higher BMI. This study also 

showed that levels of obesity approached those of US-born residents after fifteen years 

(Goel et al. 2004). Antecol and Bedard (2006) found that even though immigrants tend 

to enter the US with lower BMIs, foreign-born females converge to American standards 

within a decade, while foreign-born males close a third of the gap within 15 years. In 

immigrants to Canada, the healthy immigrant benefit to maternal placental dysfunction 

has been shown to diminish with time since immigration (Ray et al. 2007). Similarly, 

Urquia et al. (2010) reported that recent immigrants to Canada had lower risk of 

preterm birth than non-immigrants, but immigrants who were resident in Canada for 15 

years or more had the highest risk. Acevedo-Garcia et al. (2010) reported that, overall, 

first generation immigrants in the US have lower odds of rating their health as poor/fair 

than third generation immigrants, but this differs by ethnicity. 

 

It is important to also acknowledge that not all foreign-born individuals experience 

advantageous health in their host country. Studies have shown that some immigrants 

come to the receiving country with a health disadvantage when compared to the 

mainstream population (Beischer et al. 1991; Hajat et al. 2010; Rubia et al. 2002; 

Sundquist and Li 2006). A review by Argeseanu Cunningham, Ruben and Narayan 

(2008) found that immigrants in the US tended to have better outcomes with regards to 

circulatory diseases, overweight/obesity, and some cancers, but some groups had higher 

rates of diabetes, certain infections, and occupational injuries. Research by Smith, Kelly 

and Nazroo (2009) indicated that despite upward social mobility, second generation 

ethnic minorities in the UK maintain the same ratings of poor/fair health as their 

predecessors. Among immigrants to Australia, Chiswick, Lee and Miller (2008) 

reported better health in those who were younger, more educated, male, more proficient 

in English, and residing outside an ethnic enclave. The health experiences of 

immigrants are clearly highly variable. 

 

2.35 The influence of acculturation on immigrant health 

In order to properly evaluate the studies presented in this review, attention must be paid 

to relevant sociocultural phenomena. Of particular significance is the notion of 

acculturation. Acculturation is a concept that originated within the discipline of 

anthropology, yet it has gained momentum within epidemiology as a risk factor for 

disease and illness. Redfield, Linton and Herkovits (1936:149) defined acculturation as: 
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‗...those phenomena which result when groups of individuals having different cultures 

come into continuous first-hand contact with subsequent changes in the original culture 

patterns of either or both groups.‘   

 

The 1960s saw a decline in anthropological research in the area of acculturation which 

was followed by a gain in popularity within the field of epidemiology (Hazuda et al. 

1988; Henry and Cassel 1969; Marmot and Syme 1976; Reed et al. 1982; Van der 

Stuyft et al. 1989). As outlined by Dressler, Oths and Gravlee (2005), acculturation is 

able to affect health outcomes through the behaviour or lifestyle model which posits that 

culture-based knowledge influences the decisions that individuals make in regards to 

their health. That is, attitudes, values, and beliefs inform behaviours which result in 

observed health outcomes (Dressler, Oths and Gravlee 2005). To this end, acculturation 

influences health through the level to which individuals embrace the mainstream culture 

over their own (Hunt et al. 2004). For example, changes in diet and nutrition, work and 

employment, or recreation and religious practices following migration are all considered 

evidence of acculturation (Chiswick, Lee and Miller 2008).  

 

Acculturation, like ethnicity, is defined and operationalised in a multitude of ways. Hunt 

(2004) argues that the inconsistency in defining acculturation often makes ethnic culture 

culpable for health inequalities when such differences may be the responsibility of more 

material or structural barriers such as insurance, transportation, language, and education. 

A study by Read, Amick and Donato (2005) using National Health Interview Survey 

data collected from Arab immigrants in the US indicates that time since arrival may be 

insufficient for capturing the accumulative effects of acculturation on self-reported 

health. This study also showed that US citizenship had a negative effect on self-reported 

health among Arab immigrants (Read, Amick and Donato 2005). There is some 

evidence that factors indicating acculturation, such as decreased use of interpreters, may 

be related to changes in birth outcomes among Somali women in Minnesota (Flynn et 

al. 2011). Acculturation may therefore help to explain why immigrant populations, who 

initially experience better health than their native-born counterparts, converge to local 

standards. This helps to explain why phenomena like the healthy immigrant effect or the 

Hispanic paradox do not endure over time or between generations.  

 

The process of acculturation may also be a source of distress for immigrants trying to fit 

into the dominant culture, especially for vulnerable groups such as refugees (Morris et 
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al. 2009). Palinkas and Pickwell (1995), using case studies with Cambodian refugees in 

the US, argue that acculturation is both an individual and group experience. While the 

process of acculturation may expose immigrants to various health risks it may also 

promote good health through improved healthcare standards not available in the country 

of origin. Therefore, acculturation is an important issue for immigrant health as it has 

the potential to both improve and diminish positive health outcomes for foreign-born 

individuals. Unfortunately, for the purpose of the thesis I was unable to use a measure 

of acculturation (such as time since arrival in Australia, English language proficiency, 

or level of social inclusion) as this information was not routinely collected in the 

MCHRDB. The consequences of this are addressed in several subsequent chapters.  

 

2.36 Socioeconomic status, ethnicity, and health 

While the influence of acculturation is important in assessing immigrant health, it is 

essential to stress that several of the factors related to social stratification impact closely 

on immigrant health and often influence each other. Of particular interest is the link 

between ethnicity and SES. Measures of SES can vary depending on who does the 

measuring and the purpose of the measurement. Often these measures capture multiple 

aspects of social class, education, employment, income, or area-level disadvantage. The 

resulting argument is that members of certain ethnic groups may have favourable health 

outcomes, not because of any biological or genetic advantage, but because they are 

more likely to benefit from higher SES. Conversely, members of other ethnic groups 

may have poor health outcomes because of the effects of low SES. There are obviously 

complex connections between SES and ethnicity that play a part in the health disparities 

evident in many immigrant groups. 

 

I have previously noted some well established SES effects on general health (see section 

2.2). Of particular importance to this thesis is the manner in which SES influences 

perinatal health outcomes. A study by Jonas, Roder and Chan (1992) showed that babies 

born to mothers from poor socioeconomic areas were more likely to experience a 

number of poor neonatal outcomes. However, socioeconomic factors may have 

contradictory effects in different ethnic groups. A Californian study by Gould et al. 

(2003) showed higher maternal education, early access to prenatal care, and having 

private insurance were protective against low birth weight (LBW) in white and black 

women, but not Asian Indian or Mexican-born women. Similarly, in a study by Moore, 

Daniel and Auger (2009) high SES immigrant mothers had an increased risk of 
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delivering a LBW infant than did low SES immigrant mothers, compared to native-born 

Canadian mothers.  

 

SES, like ethnicity, is a complex concept that is open to issues of interpretation, 

classification, and theoretical dispute. The results of a study by Acevedo-Garcia et al. 

(2010) highlight the importance of modelling multiple immigration-related variables 

and their interactions with socioeconomic status in order to avoid incorrectly estimating 

health differences by race/ethnicity and SES. Braveman et al. (2001) point out that 

racial/ethnic association with health indicators can vary by the type of SES measure 

used and how it is defined. They also highlight that as SES is a complex concept, 

measures should be outcome and population specific and chosen on conceptual grounds 

(Braveman et al. 2001). As the interaction between ethnicity, immigrant status and SES 

is of theoretical and practical importance, several socioeconomic measures were 

addressed in this thesis. A general overview of individual socioeconomic factors and 

area-level SES, by maternal region of birth, is included in Chapter Five. 

 

2.4 Synthesis of the conceptual frameworks 

Ethnicity and health is a complicated and convoluted research area. Each of the 

conceptual frameworks discussed here – medical anthropology, social epidemiology, 

and the broader interdisciplinary domain of the social determinants of health – aims to 

investigate patterns of illness and disease in a wider social context and contribute to 

understanding how social factors determine health. The very nature of human diversity 

makes it incredibly difficult to separate ethnicity, race, and foreign-born literature by 

their independent effects on health. Similarly, the addition of other related factors in to 

the mix, such as SES, further compounds the multifaceted nature of social influences on 

health. Ultimately these issues are not separate entities but are interrelated, complex, 

and messy. The high level of inconsistency in defining and operationalising such factors 

acts to further muddy the water.   

 

Due to the complexity of these issues, as well as a lack of Western Australian literature 

on such topics and the inevitable limitations of using routinely collected health data, a 

pragmatic approach was taken in devising the studies at the core of this thesis in light of 

the multiple conceptual frameworks at play. The pragmatic paradigm is not committed 

to any one method of research and instead aims to most appropriately address the 

emerging research questions (Cresswell 2003). It also acknowledges a variety of 
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competing interests and forms of knowledge (Cornish & Gillespie 2009) and is 

therefore suited to the multiple frameworks which have been called upon to inform this 

thesis. Using a pragmatic approach to this research allowed the practicalities of the 

research to inform theory, and theory to inform the research, in a manner which 

addressed the issues surrounding perinatal health and wellbeing in foreign-born women 

in WA.  

 

2.5 Cultural and linguistic diversity in Australia 

In order to appreciate the contribution this thesis makes to understanding perinatal 

health and wellbeing in foreign-born women, the extent to which Australian society is 

characterised by cultural and linguistic diversity should be acknowledged. In the 2006 

national census, 22.2% of the Australian population reported being born overseas (see 

Table 2.1). This increased to 27.1% for WA which has the highest proportion of 

overseas-born residents of any Australian state (DIAC 2008f). Australia is perceived as 

an affluent nation with a high standard of living and a long history of attracting 

international settlers. While the majority of immigrants to Australia have traditionally 

been from the British Isles, increasing proportions are from ethnically diverse 

backgrounds. In the same Census, Australians reported speaking over 400 different 

languages and claimed over 270 ancestries. In addition, 16% spoke a language other 

than English at home (ABS 2007). As a result, the term ‗culturally and linguistically 

diverse‘, or CALD, has been introduced to the Australian health research vernacular to 

replace terms such as ‗ethnic minority‘ or ‗non-English speaking‘ which are not 

considered to be suitably descriptive of Australia‘s diverse population. A further 

explanation of CALD terminology is included in Chapter Six. 

 

2.51 Migration to Australia 

The road to a culturally and linguistically diverse Australia has not been an easy one. 

Indeed, issues of ethnic and linguistic diversity continue to challenge Australia today. 

For most of the 20
th

 Century, Australian immigration guidelines were governed by 

Eurocentric sentiment. Federation in 1901, and the establishment of the Immigration 

Restriction Act during the same year, commenced a series of policies aimed at 

excluding non-European people from migrating to Australia (Tavan 2004). Collectively, 

these policies became known as the White Australia policy. 
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Enforcement of the White Australia policy came in the form of an entrance test which 

was designed to give the appearance of screening for highly educated immigrants, but 

which was really a tool to allow administrators to exclude non-white applicants – 

typically by giving them a dictation test in a language they did not know (Price 1981). 

As explained by Bloemraad, Korteweg and Yurdakul (2008), immigration can 

challenge, or alternatively solidify, notions of national identity, sovereignty, and 

citizenship. To this end, the White Australia policy was a nationalist doctrine which 

aimed to preserve Australia as a white, essentially British nation (Tavan 2004). 

 

The White Australia policy was slowly dismantled by successive federal governments 

over a period of nearly thirty years following World War II (Tavan 2004). These 

governments turned first to non-English speaking Europeans to populate the country, 

many of whom were displaced persons from southern and central Europe (Price 1981). 

Following an official dissolution of the White Australia policy in 1973, and the 

instigation of the Racial Discrimination Act in 1975 (making race-based selection 

criteria for immigration illegal), Australia opened its doors to immigrants from 

countries outside of Europe (Tavan 2004). Australia‘s current immigration policy states 

that people from any country are allowed to apply to migrate to Australia, regardless of 

ethnicity, culture, religion, or language, provided that they meet the criteria established 

in law (DIAC 2006). 

 

2.52 Forced migration, refugees, and humanitarian policy 

A defining feature of the sovereign power of nation-states is their ability to determine 

who is permitted within their borders. As such, Australian immigration policy is largely 

based on what immigrants can do for Australia and aims to attract people who can make 

Australian society better (Vrachnas et al. 2005). The one irregularity is forced 

migration. When forced migration occurs due to conflict or socio-political upheaval it 

produces refugees, asylum seekers, and other individuals who seek protection in 

Australia on humanitarian grounds. As a result, refugee policy focuses on what 

Australians, as a community, are able to do for those in need. Refugee entrants do 

contribute to the country, but as a secondary result of refugee policy (Vrachnas et al. 

2005). 

 

Prior to World War II Australia did not have a formal refugee policy, only allowing 

refugees to stay if they met general immigration standards (Price 1981). When masses 
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of people were displaced following the war, the United Nations responded by drafting 

the Convention Relating to the Status of Refugees in 1951 (UNHCR 1996).  This 

convention principally governs Australia‘s dealings with refugee and humanitarian 

claimants who are typically located offshore and are referred to Australia for 

resettlement by the United Nations High Commissioner for Refugees (UNCHR) (DIAC 

2011b). Alternatively, there is opportunity for refugees to claim asylum from within 

Australia (DIAC 2011b). The convention provides a guarantee that refugees cannot be 

returned to their country of origin if doing so would put them at risk of persecution 

(Vrachnas et al. 2005). It is this persecution which defines refugees as a particularly 

vulnerable population. 

 

2.53 Diversity among foreign-born women 

Relocating to a new country is a major life event. Women constitute a significant 

proportion of the foreign-born population in Australia and may be more vulnerable than 

their male counterparts. Research indicates that female immigrants are less likely to 

speak English, less likely to be educated, and less likely to be employed outside of the 

home than male immigrants, placing them at increased risk of economic and social 

isolation (Allotey 1999). Differences in language and communication, disparities in 

cultural norms and social values, and a lowering of social status following migration 

can often take their toll on the health of immigrants. This may be further complicated by 

the differences in cultural understandings of health, wellbeing, illness, and access to 

health care. Foreign-born women may also come from cultural backgrounds with 

differing traditions and practices surrounding pregnancy and childbirth, while hospital 

staff in the receiving country may not always be aware of the expectations and 

preferences of the women in their care. Together these factors can result in the 

marginalisation of immigrant populations in their receiving countries. For refugees 

whose migration is forced, often under unpleasant or traumatic circumstances, these 

issues can be further compounded (Allotey and Reidpath 2003). 

 

The acceptance and integration of foreign-born populations by receiving countries has 

been posited as a significant factor influencing health. A review of pregnancy outcomes 

among migrant women in Europe by Bollini et al. (2009) showed that, compared to 

native-born women, immigrant women were disadvantaged in all outcomes examined 

including LBW, preterm birth, perinatal mortality, and congenital malformations. 

However, this study also showed that these risks were reduced in countries that had a 
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strong integration policy, indicating that policies which promote interaction between 

immigrants and the mainstream culture could be beneficial for perinatal health (Bollini 

et al. 2009). The benefits of social integration are also supported by the findings of Steel 

et al. (2011) who showed that after two years on permanent protection visas, refugees in 

Australia had better mental health outcomes, improved English language skills, and 

were more socially engaged than refugees on temporary protection visas. 

 

As part of the larger aim, this thesis sought to identify issues faced by foreign-born 

women in WA, with regard to their health and care during the perinatal period. 

Subsequently, a series of focus groups, co-interviews, and individual interviews were 

conducted with foreign-born women and midwives. Further details are included in 

Chapters Three and Eight. The informants for this qualitative investigation came from 

five countries of origin: Afghanistan, Burma, China, Sudan, and Vietnam. The women 

from Afghanistan, Burma, and Sudan were refugees, while those from Vietnam and 

China were predominantly free settlers. In order to appropriately place the experiences 

of these women in the broader context, the history of migration to Australia from these 

countries is outlined below. 

 

2.53.1 Afghans in Australia 

The Islamic Republic of Afghanistan (Afghanistan) is a landlocked country in south-

central Asia bordered by Pakistan, Iran, Tajikistan, Uzbekistan, and China. The 

geographical location of Afghanistan is illustrated in figure 2.1. The first Afghans in 

Australia arrived during the 19
th

 Century to work as cameleers and were often from 

areas of northern India and present day Pakistan as well as Afghanistan (DIAC 2008a). 

According to the Department of Immigration and Citizenship (DIAC) (2008a) there 

were 20 Afghans in Australia at the time of the 1871 colonial census, a number which 

had increased to 394 by the time of the 1901 census. Policy changes which followed the 

Immigration Restriction Act of 1901 banned naturalisation for all people of Asian, 

African, or Pacific Islander ancestry and either limited or ended the visits made to such 

workers by their wives (Millar 2009). This led to a gradual decline in the number of 

Afghans and other non-European migrant groups in Australia.  

 

Renewed migration from Afghanistan to Australia increased noticeably in the 1980s 

(DIAC 2008a). Ongoing civil unrest culminated in the Soviet invasion of Afghanistan in 

December 1979 in an attempt to salvage the failing communist regime (Barfield 2010). 
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Figure 2.1 World map showing the geographical location of Afghanistan (source: 

Wikipedia.org) 

 

 

In response to Soviet occupation, the US government continued to finance and arm the 

Islamist-led Mujahideen freedom fighters they had been supporting as part of their anti-

communist strategy (Saikal 2004). The continuous conflict that typified the ten year 

Soviet occupation of Afghanistan resulted in the deaths of a million Afghans and 

created three million refugees (Barfield 2010).  

 

After the complete withdrawal of Soviet support for the government in 1992, 

Afghanistan was marred by civil war with continual conflict between local militia 

(Saikal 2004). In 1994 the Taliban emerged from this unrest as a Pakistani-sponsored 

fundamentalist Islamic militia and by 1996 had taken control of the capital Kabul (CIA 

2011a). By the end of 1999 the Taliban had control of the entire country, except the 

north-east (Barfield 2010). Afghanistan was identified as a base for the Al-Qaeda 

terrorist organisation following the 9/11 attacks in the US in September 2001 (Barfield 

2010). When the Taliban refused to disband Al-Qaeda bases in Afghanistan and hand 

over leader Osama bin Laden, US forces entered Afghanistan with the intention of 

dismantling Al-Qaeda and removing the Taliban from power in favour of a democratic 

Afghan government (CIA 2011a). By the end of 2001 the Taliban had been driven out 

of Kabul and a new government established (Saikal 2004). In December 2004 Hamid 

Karzai became the first democratically elected President of Afghanistan (CIA 2011a). 
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Over three decades of conflict has left Afghanistan a decimated country. Many Afghan 

refugees came to Australia as a result of the civil war prompted by the Soviet invasion, 

others arrived fleeing the Taliban regime, and others still as a result of economic and 

political hardship (DIAC 2008a). Years of conflict and fundamentalist rule have had 

enduring effects, particularly for women and children. Maternal mortality in 

Afghanistan is alarmingly high (Bartlett et al. 2005). Estimates for 2011 place 

Afghanistan second only to Angola in terms of infant mortality (with 149.2 

deaths/1,000 live births compared to Australia‘s 4.6 deaths/1,000 live births) (CIA 

2011a). The number of WA residents born in Afghanistan increased by 245.5% from 

477 to 1,648 persons between the 1996 and 2001 national censuses (OMI 2004a). 

Afghanistan has featured in the top four source countries for offshore humanitarian visa 

granted by the Australian government each year for the past five years (DIAC 2008a). 

 

2.53.2 Burmese in Australia 

Burmese migration to Australia has also been motivated by political upheaval. 

Historically, there have been three waves of migration: the first following Burmese 

independence in 1948; the second following the military overthrow of the government 

in 1962; and the third following political uprisings in 1988 (DIAC 2008b). By the 2006 

census there were over 12,000 Burmese living in Australia, with 45% residing in WA 

(DIAC 2008b). 

 

The Union of Burma (Burma) is also known as Myanmar and lies on the Bay of Bengal, 

sharing borders with India, China, Bangladesh, Laos, and Thailand. The location of 

Burma within Southeast Asia is illustrated in figure 2.2. Geographically, Burma is the 

largest country in Southeast Asia and until the mid 19
th

 Century was part of British 

India (CIA 2011b). Intermarriage between local Burmese and British expatriates led to a 

strong Anglo-Burmese community which was able to dominate under colonial rule 

(Steinberg 2010). However, employment became difficult for the Anglo-Burmese 

following independence from Britain in 1948, and the rise of nationalist sentiment 

meant that those who were identified with the old regime often faced discrimination 

(Steinberg 2010). As a result, many chose to leave Burma and settle in Australia. These 

immigrants settled quickly as they were Christian, had a high level of English 

proficiency, and had often been educated at schools following the British education 

system (DIAC 2008b). Between 1947 and 1959, about 3,500 Anglo-Burmese relocated 

to Australia (DIAC 2008b).  
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Figure 2.2 Map of Southeast Asia showing the geographical location of Burma (Myanmar) 

(source: Wikipedia.org) 

 

 

Democratic rule in Burma ended with a military coup d‘etat in 1962 (DIMA 2006). 

Military rule was maintained by General Ne Win under an oppressive one-party system 

which outlawed all parties except his own (WCRWC 2000). Nationalisation of the 

economy, revision of the constitution, and ongoing ethnic discrimination saw many 

Burmese arrivals to Australia entering on humanitarian grounds, often assisted by 

family sponsors and Christian community groups (DIAC 2008b). Pro-democracy 

sentiment in response to economic mismanagement and political oppression by the 

military junta saw widespread anti-government protests in 1988 (WCRWC 2000). The 

military declared martial law and renamed Burma the Union of Myanmar the following 

year (Steinberg 2010). Many Burmese who reside overseas do not accept the legitimacy 

of these changes. As a result this thesis refers to Myanmar as Burma and its people as 

Burmese. The government is referred to as the government of Myanmar. 

 

Government elections in 1990, which would have put pro-democracy leader Aung San 

Suu Kyi into power with a landslide victory, were annulled by the government who 

refused relinquish power (Steinberg 2010). The leadership of the military junta 

continues to be marred by government sanctioned oppression, human rights abuses, 

official corruption, and mass censorship (WCRWC 2000). As a result, a significant 

number of Burma-born individuals have been internally displaced, including people 
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forcibly relocated by the military (CIA 2011b). Others have become international 

refugees, fleeing the country most often via the Thai-Burma border (IDMC 2008). The 

majority of Burmese currently entering Australia arrive as refugees. In 2009-2010, 

Burma was the number one source country for offshore humanitarian visas granted by 

the Australian government (DIAC 2011c). 

 

2.53.3 Chinese in Australia 

The People‘s Republic of China (China) was established in 1949 under post-war 

communist rule (CIA 2011c). It is presently the largest country in Asia and the most 

populous nation in the world. The geographical location of China is illustrated in figure 

2.3. Chinese migration to Australia had originally occurred during the 19
th

 Century, 

largely in response to civil disorder, famine, and flood in southern China, and also to 

allow Chinese men to work the Australian goldfields (DIAC 2008c). At the time of the 

1861 colonial census there were 38,258 Chinese-born people in Australia (3.4% of the 

population) which made the Chinese the second largest foreign-born group after the 

British (DIAC 2008c). However, like the Afghan population established in Australia 

during the 19
th

 Century, the limitations placed on non-European immigrants due to the 

Immigration Restriction Act of 1901 pushed Chinese communities in to a steep decline 

(Millar 2009). By 1947, Chinese-born residents numbered 6,404 (DIAC 2008c). 

 

Chinese communism imposed strict controls on the Chinese populous for most of the 

20
th

 Century but since the death of Mao Zedong in 1978, China has largely focused on 

market-oriented economic development (CIA 2011c). Since the dissolution of the White 

Australia policy Chinese immigration to Australia has continued to increase. Between 

1976 and 1981 the number of Chinese in Australia increased by 68% from 29,000 to 

almost 42,500 (Sullivan and Gunasekaran 1993). 

 

In the mid-1980s the Australian government began actively marketing educational 

services to private international students in the Asia-Pacific region, a strategy which 

saw the number of Chinese students in Australia increase from 38 in 1983 to 16,642 in 

1990 (DIAC 2008c). This trend has since been maintained by China‘s recent rapid 

economic growth, which has provided the Chinese middle and upper-middle classes 

with the financial means to send their children overseas to study (Guo 2010). Today, 

most Chinese enter Australia as skilled migrants for employment opportunities, or as 

international students for educational purposes (Sullivan and Gunasekaran 1993). 
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Figure 2.3 World map showing the geographical location of China (source: Wikipedia.org) 

 

 

Chinese students who complete a tertiary degree in Australia are given the option of 

applying for permanent residency while in Australia, provided that they fulfil the 

required selection criteria (Guo 2010). 

 

Over the past 20 years ethnic Chinese have arrived from other countries such as 

Malaysia, Singapore, Hong Kong, and Vietnam (Allotey et al. 2008). While higher 

proportions of Chinese settle in the eastern states, the Chinese population in WA is also 

increasing. Between the 2001 and 2006 national censuses the China-born residents of 

WA increased by 52.3% (from 5,246 to 7,991) (DIAC 2008c). The emergence of China 

as a source country for skilled migrant workers has established strong ties between the 

Australian and Chinese governments (Guo 2010). The increase in Chinese migration to 

Australia has also meant that many Chinese women face the prospect of pregnancy and 

birth in their adopted country. 

 

2.53.4 Sudanese in Australia 

Sudan‘s recent history is one marred by civil war. Having been historically and 

politically intertwined with Egypt and Britain, Sudan gained independence from its 

Anglo-Egyptian past in 1956 and endured three civilian parliamentary regimes (1956-

58; 1965-69; and 1986-89) interspersed with three military regimes  (1958-64; 1969-85; 

and 1989-present) (Salam Sidahmed and Sidahmed 2004). Civil strife had begun in 
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1955 when the anticipation of independence institutionalised the political authority of 

the Arabised northern Sudanese, who held close ties with Egypt, and marginalised the 

largely Christian and Animist southern Sudanese (Idris 2006). The agreement that 

ended the conflict 17 years later did not completely suppress the ethnic, religious, and 

economic tensions between north and south and civil war was renewed between 1983 

and 2005 (UNEP 2007).  

 

Low-level conflict in the Darfur region of Sudan, which had been ongoing for decades, 

progressed to a regional civil war by 2003 (UNEP 2007). The conflict escalated when 

two armed movements instigated a rebellion against the government who they accused 

of oppressing non-Arab Sudanese in favour of Sudanese Arabs (Idris 2006). While the 

war against the non-Arab Sudanese has been largely fought by Sudanese Arab militia, 

funding has been supplied by the oil-rich Sudanese government under President Omar 

Al-Bashir (Idris 2006). The Darfur conflict resulted in the International Criminal Court 

issuing an arrest warrant for Al-Bashir for genocide, crimes against humanity and war 

crimes in March 2009 (ICC 2009).  

 

The peace agreement which subdued civil war in 2005 granted the region of South 

Sudan five years of autonomy to be followed by a referendum to determine whether or 

not the region should become an independent state (CIA 2011d). The referendum took 

place in January 2011 with resounding support to secede from Sudan – over 99% of 

respondents voted for independence (Ross 2011). Southern Sudan subsequently became 

an independent country on 9 July 2011 (Ross 2011). Geographical boundaries of Sudan 

and South Sudan are illustrated by Figures 2.4 and 2.5. Both countries remain severely 

underdeveloped. Infant mortality estimates for 2011 place South Sudan 6
th

 in the world 

and Sudan 21
st
 in the world with rates of 102 deaths/1,000 live births and 68 

deaths/1,000 live births respectively (CIA 2011e).  

 

The history of the Sudanese people has seen them subjected to long term poverty and 

suffering due to drought, famine and conflict (Salam Sidahmed and Sidahmed 2004). 

These conditions have forced many Sudanese to become internally displaced or to flee 

to neighbouring countries as refugees. Sudan-born residents are one of the most quickly 

emerging cultural groups in Australia. Prior to 2001, the small numbers of Sudan-born 

people in Australia were largely skilled workers, but since the 2001 census more than 

98% of Sudanese immigrants have entered Australia as refugees (DIAC 2008d). 
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Figure 2.4 World map showing the geographical location of Sudan (source: 

Wikipedia.org) 

 

 

 

 

 

 

 

Figure 2.5 World map showing the geographical location of South Sudan (source: 

Wikipedia.org) 
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2.53.5 Vietnamese in Australia 

Vietnam is located in Southeast Asia and is bordered by China, Laos, Cambodia, and 

the South China Sea. Figure 2.6 illustrates the geographical location of Vietnam in 

Southeast Asia. Vietnam had become part of French Indochina in 1887 and remained 

under French control until Japanese occupation during World War II (CIA 2011f). In 

September 1945 communist leader Ho Chi Minh declared Vietnamese independence 

only to face invasion by French forces (Lawrence 2008). After the Japanese had 

surrendered, the French were eager to secure southern Vietnam and Cambodia – a move 

which resulted in the Indochina War (Tucker 2011). The Indochina War lasted from 

1946 until 1954 and following the defeat of the French, Vietnam was separated into the 

communist north and American backed, anti-communist south (Lawrence 2008). The 

conflict between the north and south, known as the Vietnam War, raged for 20 years 

between 1955 and 1975 (Tucker 2011). The US government had viewed involvement in 

the war as a necessary measure to prevent a communist takeover of the south, a move 

vital to containing communism in Southeast Asia (Lawrence 2008). However, Saigon 

fell to North Vietnam‘s communist forces in April 1975 (CIA 2011f). 

 

 

 

 

 

Figure 2.6 Map of Southeast Asia showing the geographical location of Vietnam (source: 

Wikipedia.org) 
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Prior to 1975 there were approximately 700 Vietnam-born people living in Australia 

(DIAC 2008e). They were mainly adopted orphans, spouses of Australian men who had 

served in Vietnam during the war, and students who were in Australia as part of the 

Colombo Plan (Nguyen 2005). Following the fall of Saigon thousands more Vietnamese 

arrived as refugees. The nationalisation of the South Vietnamese economy following 

reunification saw many ethnically Chinese Vietnamese, who had previously had 

significant influence in the southern economy, leave Vietnam impoverished (Carruthers 

2008). By 1981 nearly 50,000 Vietnamese had been resettled in Australia and the arrival 

of further Vietnamese continued well into the 1980s, often due to the reunions of 

families who had been separated when members fled Vietnam for Australia (DIAC 

2008e). The majority of Vietnam-born individuals currently in WA arrived between 

1981 and 1990 (DIAC 2008f). 

 

The composition of Vietnamese immigrants to Australia changed during the 1990s. 

Today, most Vietnamese immigrants enter Australia as students, skilled workers, or 

prospective spouses of Vietnamese-Australian men (Carruthers 2008). Despite 

progressing to a post-refugee migration pattern, the number of Vietnam-born 

individuals in WA still increased by 3.7% between the 2001 and 2006 national censuses 

(DIAC 2008f). The presence of Vietnamese tertiary students and prospective spouses 

indicates that an important segment of Vietnamese immigrants to Australia are women 

of child bearing age.  

 

2.6 Perinatal health and wellbeing 

For the purposes of this thesis, the term perinatal describes the period from 20 weeks 

gestation until 28 days post-birth. As a result, perinatal health may pertain to the health 

of the mother, her fetus, or her newborn infant. Most existing analyses of perinatal 

health outcomes involving immigrant women in Australia have focused on specific sub-

populations of immigrants or have used comparatively small sample sizes (Burton and 

Lancaster 1999; Campbell Westerway et al. 2003; Henry et al. 1993; Rundle et al. 

1996). However, international research demonstrates wide disparities in perinatal health 

outcomes based on ethnicity (Bryant et al. 2009; Mantell et al. 2004; Sparks 2009; Stein 

et al. 2009) and immigrant status (Cacciani et al. 2011; Gagnon et al. 2009; Qin and 

Gould 2010; Urquia et al. 2010). Cultural and linguistic diversity is a prominent feature 

of most modern societies. As the main source of this diversity is international 

immigration, it is increasingly important to investigate perinatal health outcomes in both 
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foreign-born and local-born populations. Language barriers, unfamiliar cultural 

practices, socioeconomic disadvantage, and potential racism can leave foreign-born 

women and their babies extremely vulnerable. The perinatal health issues addressed in 

this section include issues which can complicate pregnancy, labour, delivery, or infant 

care. 

 

2.61 Complications of pregnancy, labour, and delivery 

The issues covered in this section are directly related to the research that was conducted 

as part of this thesis (see Chapters Four through Eight). Therefore, definitions are those 

which are commonly used in WA obstetric settings and often correspond to the 

definitions provided to midwives to assist them in collecting required perinatal health 

data (Downey and Gee 2006). Information on other outcomes which are not routinely 

collected, such as emotional wellbeing or cultural practices, are also discussed because 

of their relevance to the qualitative study (Chapter Eight) and the perinatal experiences 

of foreign-born women in general.  

 

2.61.1 Gestational diabetes mellitus 

GDM occurs when women with no previous diagnosis of diabetes subsequently exhibit 

elevated blood glucose levels during pregnancy (Setji et al. 2005). This form of diabetes 

typically resolves itself after delivery. However, diabetes during pregnancy has been 

linked to several adverse fetal and maternal outcomes including preterm birth (Fadl et 

al. 2010; Reece 2010; Vangen et al. 2003), stillbirth (Langer et al. 2005; Wood et al. 

2003), macrosomia (Langer et al. 2005; Reece 2010; Yogev and Visser 2009), and 

respiratory problems (Reece 2010; Yogev and Visser 2009), as well as maternal 

complications such as induction of labour and caesarean section (Fadl et al. 2010; 

Langer et al. 2005; Reece 2010; Vangen et al. 2003; Yogev and Visser 2009). 

 

GDM occurs more frequently in pregnancies to women who are older (Dahlgren 2006; 

Vibeke et al. 2008), suffering from obesity or chronic hypertensive disease (Dahlgren 

2006; Fadl et al. 2010), and carrying multiple fetuses (Elster 2000). Evidence indicates 

that early diagnosis and intervention with adequate treatment improves outcomes for 

both mothers and babies in pregnancies complicated by GDM (Crowther et al. 2005; 

González-Quintero et al. 2007). However, both mothers and infants who have 

experienced GDM are at increased risk for cardiovascular disease and metabolic 
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disorders, including chronic diabetes, later in life (Akinci et al. 2010; Bellamy et al. 

2009; Dabelea et al. 2005; Egeland and Meltzer 2010).  

 

The association between ethnicity and risk of GDM is well documented, and the 

Australasian Diabetes in Pregnancy Society (ADIPS) guidelines automatically classify 

women from Indigenous Australian, Asian, Polynesian and Middle Eastern ethnic 

groups as being at increased risk for GDM (Hoffman et al. 1998). Nativity also appears 

to have an effect on GDM. For example, in an American study conducted by 

Hedderson, Darbinian and Ferrara (2011), being born outside the US was associated 

with an increased risk of GDM among black, Asian Indian, Filipina, Pacific Islander, 

Chinese, Mexican, and non-Hispanic white women. Gestational diabetes among CALD 

women in WA is investigated further in Chapter Six. 

 

2.61.2 Preeclampsia 

Preeclampsia is a condition of pregnancy characterised by hypertension and proteinuria 

(Carr et al. 2009). While its cause remains unclear, it is suspected that placental 

production of an unknown substance or substances, in combination with an exaggerated 

inflammatory response, leads to dysfunction in the maternal vascular endothelial cells 

which line blood vessels (Impey and Child 2008). While elevation in blood pressure is 

usually the first indicator of the condition, preeclampsia may involve damage to the 

kidneys and liver as well as haematological changes, neurological complications, and 

pulmonary oedema (Hennessy and Makris 2011). Vascular endothelia supply all 

maternal organ systems and this explains the variable but widespread symptoms of the 

condition (Shennan 2007). Preeclampsia is cured only by delivery of the fetus (Impey 

and Child 2008). 

 

Preeclampsia accounts for a significant proportion of maternal mortality and morbidity 

(Sibai et al. 2005). Like GDM, it is also associated with an increased risk of mortality 

later in life, particularly from cardiovascular disease (Funai et al. 2005; Ray et al. 

2005). Caughey et al. (2005) found that, compared to US white women, African 

American women had a higher risk of preeclampsia, while Latina and Asian women had 

a lower risk. Interestingly, this study also showed that discordance between maternal 

and paternal ethnicity was associated with increased rates of preeclampsia (Caughey et 

al. 2005). A recent study by Anselem et al. (2011) indicates that African women in 

France have an increased risk of developing preeclampsia before 28 weeks gestation, 
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when compared to white European women. There is some evidence that immigrant 

women in Canada experience a lower risk of preeclampsia when compared to local-born 

women, but this benefit decreases with length of time in Canada (Ray et al. 2007). 

There is also evidence of an association between GDM and preeclampsia (Fadl et al. 

2010; Östlund et al. 2004; Scioscia et al. 2009; Vangen et al. 2003). Risk of 

preeclampsia associated with gestational diabetes is addressed in Chapter Six. 

 

2.61.3 Malpresentation and cephalopelvic disproportion 

Approximately 95% of term fetuses present in a vertex position during labour 

(Arulkumaran 2007). Therefore, vertex is considered the normal position for a fetus at 

term.  Malpresentation is used to describe infants who present in a non-vertex position, 

including breech, brow, face, or shoulder (Arulkumaran 2007). Malpresentation can 

make delivery of the fetus more difficult and therefore increases the likelihood of 

obstetric interventions such as caesarean delivery (Lee et al. 2008). Elective caesarean 

section delivery is standard practice for infants who are breech at term in several 

countries, including Australia (Alexandersson et al. 2005; Dumont et al. 2001; Lee, El-

Sayed and Gould 2008; Rietberg et al. 2005; Sullivan et al. 2009). National vital 

statistics from the US indicate that white women have the highest rates of 

breech/malpresented fetuses compared to black, American Indian, and Asian or Pacific 

Islander women (Martin et al. 2005). This is supported by Peterson (2010) who reports 

that white women in Florida are significantly more likely to experience a breech 

presentation than black women. 

 

Cephalopelvic disproportion implies that the relative size of the mother‘s pelvis is too 

small to allow the passage of the fetal head. However, cephalopelvic disproportion can 

almost never be diagnosed with accuracy before delivery and is therefore most often a 

retrospective diagnosis for a woman who has not been able to deliver her fetus despite 

sufficient uterine contractions and the absence of malpresentation (Arulkumaran 2007; 

Impey and Child 2008). As with malpresentation, cephalopelvic disproportion is likely 

to result in caesarean delivery. A study by Wong et al. (2008) showed an increased risk 

of cephalopelvic disproportion among Filipina, Indian, Vietnamese, Hawaiian, and 

Guamanian women. US national vital statistics indicate that cephalopelvic disproportion 

is significantly less common in black women, but more common in Asian and Pacific 

Islander women, when compared to non-Hispanic white women in the US (Martin et al. 

2005). 
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2.61.4 Prelabour rupture of membranes, induction of labour, and „failure to progress‟ 

Labour is the process which expels the fetus and placenta from the uterus, and 

characteristically occurs between 37 and 42 completed weeks of gestation (Impey and 

Child 2008). Typically, a woman experiences the contractions of labour before the 

membranes of the amniotic sac encasing the fetus rupture (i.e. her waters break). In 

about 10% of term pregnancies the membranes may rupture before the onset of 

contractions; an occurrence referred to as prelabour rupture of membranes (PLRM) or 

premature rupture of membranes (PROM) (Impey and Child 2008). PROM occurring 

prior to 37 weeks gestation is termed preterm premature rupture of membranes 

(PPROM) and precedes approximately a third of preterm births (Aghajanian 2010). 

PPROM can be particularly detrimental as premature delivery of a fetus has its own 

complications, including increased morbidity and mortality (for further discussion see 

section 2.51.8). There is some evidence of ethnic differences in occurrence of PPROM. 

A study by Shen et al. (2008) found that black women in Missouri were more likely 

than white women to experience PPROM, and that the magnitude of risk was greatest 

early in pregnancy (before 28 weeks gestation). This study also showed that black 

women were more susceptible to repeat occurrences of PPROM than white women, a 

finding which has also been reported in research by Kistka et al. (2007). 

 

If labour is not successfully established spontaneously it can be induced. Up to a quarter 

of pregnancies in the US, Europe, and Canada involve some form of labour induction 

(Mullin 2010). Typically, this is done through the use of synthetic hormones such 

oxytocin or prostaglandins (Weekes and Mahomed 2010). If membrane rupture has not 

sufficiently occurred, an amniotomy, or artificial rupturing of the membranes may be 

performed (Impey and Child 2008). Alternatively, mechanical methods aimed at 

dilating the cervix may be used (Hofmeyr 2007). A South Australian study by Chan, 

Roder and Macharper (1988) showed that immigrant women from Italy, Holland, 

Germany, Vietnam, Greece, Yugoslavia, and the Philippines had significantly lower 

rates of induction compared to Australian women. This finding was supported by Ma 

and Bauman (1996) who reported that induction was less common among immigrant 

women from Asia, America, New Zealand/Oceania, and the Middle East who gave birth 

in New South Wales. A study by Walsh et al. (2011) also indicated that spontaneous 

labour is more common among immigrants from Eastern Europe when compared to 

local-born Irish women in Dublin. 
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Normal labour can usually be divided into three phases, as outlined by Impey & Child 

(2008): (1) from the beginning of contractions until complete dilation of the cervix; (2) 

from full dilation of the cervix to delivery of the fetus; and (3) from delivery of the fetus 

to delivery of the placenta. Regardless of whether labour has been spontaneous or 

induced, it should entail sufficient dilation of the cervix (10cm) in order to allow the 

fetus to pass through (Impey and Child 2008). The failure of the cervix to adequately 

dilate and labour to progress to delivery of the fetus is termed failure to progress. 

Failure to progress may follow an attempted induction, in which case the induction is 

also considered to have failed. As a result, prelabour rupture of membranes, failed 

induction of labour, and failure to progress can have a cascading effect leading to 

caesarean delivery (Hofmeyr 2007). 

 

2.61.5 Cardiotocography and fetal distress 

Cardiotocography (CTG), or fetal heart monitoring, was originally introduced to 

obstetric care in order to address two main issues: (1) to screen for severe asphyxia 

which could result in brain damage or fetal death; and (2) to enable early detection of 

asphyxiation with sufficient time for intervention (e.g. caesarean delivery) (Parer and 

King 2000). In particular, it was anticipated that use of CTG would decrease the 

occurrence of brain damage, including cerebral palsy (Low 2007). Use of CTG is now 

commonplace. Chen et al. (2011) report that 89% of singleton births in the US during 

2004 used electronic fetal heart rate monitoring. 

 

Abnormal CTG outputs are commonly classified as fetal distress. Unfortunately, there is 

a high level of variation in reading and interpreting the outputs of CTG and as a 

diagnostic tool this method has a high rate of false positives (Stout and Cahill 2011). 

There is concern that these false positives for fetal distress can, in turn, increase the 

occurrence of unnecessary caesarean sections conducted in order to expedite delivery of 

the fetus. Ashmead (2011) reports that the increased use of CTG in the US has not been 

associated with a decrease in cerebral palsy, but has been associated with an increase in 

operative vaginal and caesarean section deliveries. A meta-analysis by (Graham et al. 

2006) indicates that the use of CTG is correlated with increased caesarean sections and 

decreased neonatal seizures, but has no effect on perinatal mortality or neurological 

morbidity. Conversely, Chen et al. (2011) report a decrease in neonatal mortality due to 

electronic fetal heart monitoring.  There has been little research into differences in the 
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use of CTG during labour for women from different ethnic or immigrant backgrounds. 

Use of CTG among foreign-born women in WA is reported in Chapter Five. 

 

2.61.6 Instrumental delivery and caesarean section 

Unassisted vaginal births are becoming less and less common as obstetric interventions 

become standard practice in the management of labour and delivery. Instrumental 

deliveries involve the use of forceps or the ventouse (vacuum extractor) to provide extra 

traction to assist delivery (Impey and Child 2008). Even among healthy, low risk 

women, use of interventions such as induction of labour, instrumental delivery, and 

caesarean section are commonplace (Tracy et al. 2007). However, there have been 

significant changes in the types of interventions used to assist delivery. In the US, 

instrumental deliveries dropped from 30% in 1970 to less than 10% in 1997 (Incerpi 

2010). A similar trend has also occurred in Australia (O'Leary et al. 2007). At the same 

time, the use of caesarean section has increased across the globe.  

 

O‘Grady and Fitzpatrick (2008:509) define a caesarean section as ‗a surgical procedure 

that delivers a fetus, placenta and membranes through an incision that passes through 

both the mother‘s abdomen (laparotomy) and uterus (hysterotomy).‘ An emergency 

caesarean is usually performed during labour because of complications, while elective 

caesareans are typically scheduled during the 39
th

 week of gestation (Impey and Child 

2008). Ongoing improvements in surgical techniques, anaesthesia, and postoperative 

care have made caesarean section a common procedure. In WA, emergency caesareans 

almost doubled between 1984-1988 and 1999-2003, while elective caesareans more 

than doubled between these same time periods (O'Leary et al. 2007). National statistics 

for 2008 showed that 31% of births in Australia were caesarean deliveries, with just 

over 83% of women who had previously had a caesarean section having a further 

caesarean section that year (AIHW: Laws et al. 2011).  

 

Factors which have been used to explain the continuing rise in caesarean section are 

many and varied. They include demographic factors, such as older maternal age and 

increased parity (Wang et al. 2010), the mother‘s nutritional status and the presence of 

metabolic problems such as obesity and diabetes (Sheiner et al. 2004), increasing use of 

electronic fetal monitoring (Alfrevic et al. 2006), the follow-on effects of other 

interventions such as attempted induction of labour (Vahratian et al. 2005), an 

increasing aversion to instrumental assistance at delivery (O'Leary et al. 2007), maternal 
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request for caesarean section (Habiba et al. 2006), and defensive practice on behalf of 

obstetric staff (Murthy et al. 2007). 

 

Caesarean section is still potentially costly, both in terms of the financial burden 

imposed by surgical delivery
 
as well as the related risks to mothers and their babies 

(Villar et al. 2007). Caesarean section is associated with an increased risk of maternal 

mortality and morbidity, including self reported health status (Lydon-Rochelle et al. 

2001). Adverse neonatal outcomes appear to be particularly evident after elective 

caesarean section or caesarean delivery without indication (Hansen et al. 2008; 

MacDorman et al. 2006). There is also evidence that increasing use of obstetric 

intervention is responsible, in part, for general increases in preterm deliveries 

(MacDorman et al. 2002; Thompson et al. 2006). Caesarean sections, therefore, feed 

into the numerous health and developmental problems associated with early delivery of 

a fetus. 

 

Results concerning the frequency of instrumental deliveries and caesarean sections in 

immigrant populations are mixed. In a study by Ibison (2005), Bangladeshi and 

Pakistani women in London had higher rates of instrumental delivery than Caucasian 

women. In New South Wales, Ma and Bauman (1996) found that, when compared to 

Australian women, immigrant women from Europe and Asia had higher rates of 

instrumental delivery, while women from America and Asia had higher rates of 

caesarean section. This study also showed that women from the Middle East and New 

Zealand/Oceania had comparatively lower rates of both instrumental delivery and 

caesarean section (Ma and Bauman 1996). Caesarean deliveries have been shown to be 

more common among Latin American immigrants in Spain, but less common among 

East Europeans and North Africans (Rio et al. 2010). Diani et al. (2003) found that 

caesarean section was less common among non-EU immigrants in Italy. Disparities in 

caesarean section are discussed further in Chapter Seven. 

 

2.61.7 Episiotomy, perineal laceration, and postpartum haemorrhage 

Women who undergo vaginal delivery appear to be at varying risk for perineal 

laceration, or tearing of the perineum. These tears are graded from first to fourth degree 

lacerations based on the extent of perineal trauma (Impey and Child 2008). Known risk 

factors for perineal laceration include instrumental vaginal delivery (Combs et al. 1990; 

Goldberg et al. 2003; Robinson et al. 1999), and delivery of a large infant (Goldberg et 
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al. 2003). Obstetric and midwifery staff may attempt to assist the delivery of the fetus 

by performing an episiotomy, a surgical incision along the perineum designed to allow 

the fetal head to deliver (Impey and Child 2008). In cases of fetal distress an episiotomy 

is often carried out to expedite delivery (Arulkumaran 2007). Contrary to prior beliefs 

that routine episiotomy protected mothers from birth canal injuries and complications 

such as shoulder dystocia (O'Grady 2008), it is now recognised that episiotomy 

increases the risk of third degree and fourth degree perineal lacerations (Goldberg et al. 

2003; O'Grady 2008; Robinson et al. 1999).  

 

There is also evidence of variation in episiotomy and perineal laceration among 

immigrant women. Ma and Bauman (1996) found that episiotomy was more common 

among immigrant women in Australia who were from Europe, Asia, and Africa, but less 

common among women from the Middle East, and New Zealand/Oceania, when 

compared to Australian women. A study by Diani et al. (2003) reported that episiotomy 

was less commonly used to deliver non-EU migrants in Italy, while Forna et al. (2003) 

found an increased risk of perineal laceration among foreign-born women compared to 

US-born women. Hopkins et al. (2005) found that Filipino, Chinese, and ‗Other Asian‘ 

women were at greatest risk for third and fourth degree laceration when compared to 

white women in California. This is also consistent with the findings of Goldberg et al. 

(2003) which indicated an increased risk of severe perineal laceration among Asian 

women.  

 

Postpartum haemorrhage (PPH) is typically recognised as vaginal blood loss of more 

than 500ml in the first 24 hours following birth (Impey and Child 2008). It is a major 

cause of maternal morbidity and mortality (Lee 2010). Uterine atony, retained placental 

tissues, and trauma to the genital tract are the most common causes of PPH (Al-Zirqi et 

al. 2011). Because blood loss is more common in caesarean deliveries than vaginal 

births, PPH following caesarean is often defined as blood loss of more than 1000ml 

(Lee 2010). Evidence also indicates that severe PPH (≥1500ml) following delivery is 

higher among women who have a caesarean section than those who have a vaginal birth 

(Al-Zirqi et al. 2009). 

 

Shen, Tymkow and MacMullen (2005) found African American and Hispanic women 

to be at decreased risk of PPH, while Asian/Pacific Islander women were at increased 

risk of PPH, compared to white women in the US. This finding corresponds to Ma and 
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Bauman‘s 1996 study which showed PPH to be more common among immigrant 

women from Asia and New Zealand/Oceania when compared to Australian-born 

women. A study by Guendelman et al. (2006) showed Asian women in California to be 

at increased risk of major perineal lacerations and PPH. Postpartum haemorrhage was 

also been found to be more common among foreign-born women from Africa when 

compared to US-born women (Forna et al. 2003). 

 

2.61.8 Preterm birth, birth weight, and size for gestational age 

A typical human pregnancy lasts for 40 weeks when counted from the start of the last 

menstrual period before conception. A preterm birth occurs prior to 37 weeks completed 

gestation (Ouzounian and Goodwin 2010), while a post-term pregnancy is one which 

has progressed to 42 weeks completed gestation (Mullin and Miller 2010). While 

advancements in medical technology have seen vast improvements in the intensive care 

of neonates, it is incredibly rare that a child born before 24 weeks is able to survive 

infancy (Draper et al. 1999; Eaton 2006).  

 

Preterm birth is an important contributor to neonatal mortality (Moster et al. 2008; Qin 

and Gould 2006; Saigal and Doyle 2008). Compared to infants born at term, preterm 

birth is associated with several adverse outcomes including the inability to efficiently 

regulate body temperature, respiratory distress, apnoea, hypoglycaemia, seizures, 

jaundice, feeding difficulties, re-hospitalisation, and neonatal death (Saigal and Doyle 

2008). Preterm infants are also more likely to suffer from neurodevelopmental 

impairment including mental retardation, cerebral palsy, and issues with sensory 

perception, with the greatest risk experienced by those born earliest (Saigal and Doyle 

2008). A study by Moster, Lie and Markestad (2008) on the long term consequences of 

preterm birth in Norway demonstrated that the risk of medical and social disabilities in 

adulthood increased with decreasing gestational age at birth. The longer a fetus can 

develop inside its mother‘s uterus, the better the immediate and long term outcomes. 

 

US vital statistics indicate that preterm birth has increased in the US among all major 

ethnic groups (Martin et al. 2005). Previous vital statistics have also shown that black 

infants are more likely to be delivered preterm than both white and Hispanic infants 

(Arias et al. 2003). Stein et al. (2009) found an overrepresentation of adverse perinatal 

outcomes, including preterm and very preterm births, among Latino women who gave 

birth in New York City. A study by Schempf et al. (2007) looking at interactions 
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between age, parity and preterm birth indicates that, among black and Hispanic women, 

older multiparae have increased risk of preterm birth. The ethnicity of fathers may also 

play a part in the occurrence of preterm birth, with Palomar et al. (2007) reporting that 

paternal black race was associated with an increased risk in preterm birth among white 

women in the US. Findings among immigrant populations are mixed. Cacciani et al. 

(2011) found that preterm birth was more common among immigrants in Italy when 

compared to Italian women, while Forna et al. (2003) found foreign-born women in the 

US to have a lower risk of preterm birth when compared to US-born women. 

Guendelman et al. (1999) found foreign-born women to have a decreased risk of 

preterm delivery in the US and Belgium, but not France.  

 

Birth weight is closely associated with neonatal morbidity and mortality, most likely 

because it reflects fetal maturation and potential pathology (Graafmans et al. 2002).  As 

a result a key indicator of fetal health is size. Intrauterine growth restriction (IUGR) or 

fetal growth restriction (FGR) is used to describe a fetus which has failed to reach its 

growth potential (Impey and Child 2008; Mullin and Incerpi 2010). This may be 

measured as low birth weight (LBW) or small for gestational age (SGA). Low birth 

weight is defined as a birth weight of less than 2500g regardless of gestational age 

(Eisenhauer et al. 2011), while SGA is typically defined as a birth weight in the lowest 

10% for gestational age (Impey and Child 2008). LBW and SGA are quantitative 

measures of size and while they may correlate with fetal maturation or pathology, they 

can also describe a fetus that is constitutionally small (Mullin and Incerpi 2010). As a 

result, IUGR/FGR may better describe a fetus at risk of adverse outcomes. 

 

Birth weight related outcomes vary by maternal ethnicity. A study by Frisbie et al. 

(1997) found that the odds of compromised birth outcomes, including IUGR, were 

much higher among African Americans than among Mexican Americans and non-

Hispanic Whites. US vital statistics from 2002 indicate that black infants are nearly 

twice as likely to be LBW when compared to whites and Hispanics (Arias et al. 2003). 

There is also variation in birth weight among the infants of immigrant women. For 

example, foreign-born women have been shown to have lower risk of LBW in the US, 

France, and Belgium (Guendelman et al. 1999). Mothers born in Vietnam and Pakistan 

who gave birth in Norway had babies who were smaller than those of Norwegian 

mothers, while babies born to women from North Africa were significantly heavier 

(Vangen et al. 2002). A study from Sweden conducted by Dejin-Karlsson and Ostergren 
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(2004) showed SGA deliveries to be more common among immigrant women from the 

Middle East and North Africa and Sub-Saharan Africa. This study also indicated that 

psychosocial and socioeconomic factors had the greatest influence on the risk of SGA 

(Dejin-Karlsson and Ostergren 2004).  

 

In a study by Acevedo-Garcia, Soobader and Berkman (2005) foreign-born status 

increased the risk of LBW among Asian women but decreased the risk of LBW among 

black and Hispanic women in the US. These findings are supported by a meta-

regression analysis of 24 studies conducted by Urquia et al. (2010) who found that, 

compared with US-born women of the same ethnic background, foreign-born Black and 

Hispanic women have lower odds of delivering LBW and preterm babies, but foreign-

born white and Asian women do not. This study also indicates that, compared to local-

born women, women from Sub-Saharan Africa, Latin America, and the Caribbean were 

at increased odds of delivering LBW babies in Europe but not in the US (Urquia et al. 

2010). Compared to Canadian-born mothers, women born in South Asia and the 

Caribbean show increased risk of delivering LBW babies in Canada (Moore, Daniel and 

Auger 2009). Diani et al. (2003) report increased risk of very low birth weight babies 

(≤1500g) among non-EU immigrant women birthing in Italy, even though there were no 

differences between these women and Italian women in likelihood of preterm deliveries.  

 

Excessive fetal growth can also be problematic. The terms ‗macrosomia‘ and ‗large for 

gestational age‘ (LGA) are most commonly used to describe excessive growth of a 

fetus. There is currently no universal agreement on the absolute threshold for 

macrosomia which is typically defined as a birth weight of greater than 4000g 

regardless of gestational age, while LGA describes infants with a birth weight in the top 

10% for gestational age (Ouzounian and Goodwin 2010). Delivery of a large fetus can 

increase the risk of birth complications such as perineal laceration, shoulder dystocia, 

and caesarean section, as well as poor neonatal outcomes such as resuscitation and 

admission to neonatal intensive care (Frank et al. 2000; Goldberg et al. 2003; Ju et al. 

2009; Vidarsdottir et al. 2011). However, use of interventions in cases of macrosomia, 

in particular caesarean section, vary by maternal ethnicity (Frank, Frisbie and Pullum 

2000). 

 

Ouzounian and Goodwin (2010) highlight several risk factors for macrosomia including 

maternal diabetes, multiparity, male fetus, advanced maternal age, post-term pregnancy, 
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maternal obesity, maternal birth weight greater than 4000g, excessive weight gain 

during pregnancy, and Hispanic or African-American ethnicity. As well as ethnicity-

related risk factors there also appear to be variations in excessive birth weight among 

immigrant populations. A study by Rundle et al. (1996) showed that babies born to 

Vietnamese and Korean mothers in Australia were heavier than babies born to 

Vietnamese and Korean women in their countries of origin, however this relationship 

did not hold for mothers from China, the Philippines, and Lebanon. Foreign-born 

women have been shown to have infants with a higher mean birth weight, compared to 

the infants of local-born women in the US, France, and Belgium (Forna et al. 2003; 

Guendelman et al. 1999). As macrosomia is also a common neonatal outcome 

associated with GDM it is addressed in Chapter Six. 

 

2.62 Perinatal depression and emotional wellbeing 

Perinatal depression is a relatively common occurrence and much attention has been 

paid in recent years to addressing the mental and emotional health of pregnant women 

and new mothers. While as many as 80% of women experience the ‗baby blues‘, a brief 

period of depressed mood following childbirth which tends to resolve within 2-3 weeks, 

over 10% of pregnant women and approximately 15% of postpartum women experience 

clinical depression (Kovacs and Dossett 2010). 

 

Experiences of postnatal depression (PND) can vary for women from different ethnic 

groups. A study by Rich-Edwards et al. (2006) reported that a US sample of black and 

Hispanic mothers had higher prevalence of depressive symptoms compared to non-

Hispanic white mothers, but that these were largely explained by lower income, 

financial hardship, and poor pregnancy outcome. Newcomers to Canada have been 

shown to have increased risk of reporting symptoms of PND (Stewart et al. 2008). A 

review by Collins, Zimmerman and Howard (2011) indicates that PND is far more 

common in immigrant populations, with evidence of PND in up to 42% of foreign-born 

women in contrast with approximately 10-15% of native-born women.  

 

An Australian study by Lansakara, Brown and Gartland (2010) indicated that even 

though immigrant women had a similar level of post-birth contact with primary care 

providers to Australian-born women, they were less likely to be asked about their 

emotional wellbeing. This study also reported that immigrant women experienced 

higher levels of psychological distress, lower levels of emotional satisfaction with their 
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partner, and more relationship problems in the first three months postpartum than 

Australian-born women (Lansakara, Brown and Gartland 2010). Foreign-born women 

in Canada have also reported issues with unaddressed concerns following childbirth 

(Gagnon et al. 2007), further highlighting the importance of attending to the mental and 

emotional wellbeing of immigrant women during the perinatal period.  

 

Due to ethical constraints, it was not intended that perinatal depression would be 

directly addressed by this study. However, during the qualitative data collection with 

foreign-born women depressive language and accounts of periods of depression were 

often discussed by participants. This is covered further in Chapter Eight. 

 

2.63 Cultural beliefs pertaining to pregnancy and childbirth 

Immigrant women often bring their own cultural beliefs and traditional practices with 

them to their new countries of residence. These cultural beliefs and practices are 

numerous and varied. Some of the most common include dietary restrictions or food 

preferences during pregnancy or following birth, such as reducing overall food intake in 

an attempt to limit the size of the fetus (Chu 2005; Essén et al. 2000; Nag 1994; 

Shannon et al. 2008) or avoidance of foods which are cold in temperature and believed 

to have an adverse effect on the postpartum mother‘s health (Chu 2005; Nag 1994). 

Similarly, child care practices such as co-sleeping can also be a common postpartum 

behaviour in cultures which advocate for the benefits that sleeping in proximity to each 

other affords both mother and child (Ball et al. 2011; Lahr et al. 2007; McKenna and 

McDade 2005).  

 

Religion may also play a significant role in pregnancy-related health for many foreign-

born women, with the number, timing, or outcomes of pregnancies deemed to be the 

responsibility of God or good moral practices (Carolan and Cassar 2010). Women from 

many cultural groups participate in a postpartum confinement period to allow the 

mother to adequately recover from the birth (Chu 2005; Liamputtong Rice 2000). This 

confinement period is typically marked by behavioural changes in the mother who is 

often required to observe cultural rules concerning food consumption and preparation, 

travel, visitors, and personal hygiene. Many of these practices are based on the notion 

that the new mother is in a state of extreme imbalance and has been weakened by the 

task of childbirth  (Chu 2005; Liamputtong Rice 2000). As a result, she requires 

support, typically from female relatives who undertake everyday tasks such as cooking, 
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cleaning, and housework on her behalf. For many women the ability to continue with 

such cultural practices in their new homeland is strongly dependent on the level of 

support available to them to do so (Chu 2005). Without question there are numerous and 

diverse meanings attached to the experiences of pregnancy and childbirth among 

different cultural groups (Callister 1995). 

 

Cultural practices not explicitly related to pregnancy or childbirth may have resulting 

consequences for perinatal health, and health in general. For example, female genital 

mutilation (FGM) involves the excision of part or all of the external female genitalia 

and is a common practice in parts of northern Africa (Baron and Denmark 2006). 

Several detrimental obstetric complications have been linked to FGM, including 

increased use of episiotomy and caesarean section, perineal laceration, postpartum 

haemorrhage, and poor neonatal outcomes (WHO 2006; Wuest et al. 2009). While this 

is often an issue for women from Sudan it was not a striking issue for the Sudanese 

women interviewed for this thesis. However, the cultural baggage which accompanies 

many immigrant women to their new homes needs to be considered, particularly if 

culturally appropriate and sensitive care is to be provided to these women. 

 

In Australia, as in other Western societies, expectations of suitable behaviour during 

pregnancy, childbirth, and the postpartum period are dominated by the biomedical 

perspective. Immigrant women birthing in a hospital setting may be hesitant to 

challenge this dominant culture because of problems with language and communication, 

respect for the authority of midwifery and obstetric staff, or a lack of knowledge 

(Lewallen 2011). Pre-existing beliefs about pregnancy, the birthing process, and the 

hospital system may permeate the experiences of women in their adopted countries. For 

example, many women who prefer a natural birth can view having a caesarean section 

delivery as a sign of weakness or failure (Essén et al. 2000; Kyomuhendo 2003; 

Liamputtong and Watson 2006). Much of Western maternity care is highly 

interventionist. Women who are not familiar with a culture focused on evidence based 

medicine and risk evaluation may be frightened, overwhelmed, or made to feel guilty if 

they resist interventions (Lewallen 2011).  

 

All of these factors influence what a woman understands to be appropriate maternal 

behaviour. As a result, childbearing in a new country can pose real challenges for 

immigrant women who no longer have access to traditional sources of support and 
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whose beliefs and behaviours may be contrary to mainstream Western ideals (Carolan 

and Cassar 2010). Rather than adapting in a responsive manner to increasing diversity 

among the obstetric population, maternity services tend to expect minority women to 

adapt to the system (Lyons et al. 2008). As a result foreign-born women may be 

unintentionally marginalised by a medical system which is not suitably aware of the 

individual cultural practices of diverse women.  

 

2.64 Access to care during pregnancy, birth, and the postpartum period 

A major concern for the appropriate and equitable care of minority groups is access to 

care. In an ideal world, newly arrived immigrants would experience a high level of 

social inclusion which would provide easy access to suitable medical treatment and 

health care. However, there are several barriers which can make this unlikely. One of 

the most common barriers to social inclusion, and to accessing and understanding the 

dominant health care system, is the ability to understand and communicate in the 

language of the mainstream culture. Language features as a prevailing barrier to care 

throughout the literature (Han and Davies 2006; Karliner et al. 2007; Kim et al. 2011; 

McKeary and Newbold 2010; Pottie et al. 2008). This is particularly important when 

dealing with immigrant and refugee populations who may have relocated to countries 

where they are unfamiliar with, or not suitably proficient in, the mainstream language. 

There is also evidence that poor language proficiency is a stronger barrier to health 

service use for women than men (Kelaher et al. 1999), placing women at increased risk 

of inadequate health care in general.  

 

The inability to communicate effectively with a health care provider not only 

undermines trust in the quality of care received, but also decreases the likelihood of 

suitable follow-up (Anderson et al. 2003). For pregnant women, who require consistent 

monitoring over the course of their pregnancy, this can prove to be particularly 

problematic. Many health care providers aim to make health-based information 

available in languages other than English or in the presence of qualified interpreters. 

However, this often has its own problems. Written material requires a certain level of 

literacy in order to be effective and does not necessarily provide ample opportunity for 

the consumer to ask questions. Interpreters are not always readily available and 

inconsistencies in the expectations of service providers and patients in regards to the 

provision of interpreters have been identified as a barrier to care during antenatal 
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appointments (Ng and Newbold 2011). Language remains a significant issue in the 

appropriate and equitable care of pregnant women. 

 

The increased diversity among modern obstetric populations also increases the 

opportunity for inequity within the dominant health system.  Experiences of racism and 

prejudice have been posited as a source of psychosocial stress which could influence 

pregnancy outcomes (Giscombé and Lobel 2005; Jackson et al. 2001; Rich-Edwards et 

al. 2001). The results of a study by Karlsen and Nazroo (2002) using data from the 

Fourth National Survey of Ethnic Minorities in the UK suggest strong relationships 

between health and experienced racism, perceived racism, and class. Feelings of racism 

and discrimination were identified as significant sources of stress during pregnancy 

among women from Turkey and Portugal living in Switzerland (Bollini et al. 2007). In 

a study by Dominguez et al. (2009) US-born black women were more likely to report 

being exposed to racism during childhood than foreign-born black women. However, 

age at immigration had an effect with women who migrated to the US before age 18 

reporting similar experiences of racism to US-born women (Dominguez et al. 2009). A 

certain level of racial prejudice may be an intrinsic component to health services (Lyons 

et al. 2008; Veenstra 2009). This may not only affect how and when women access 

health care services, but also what happens to them once a care provider has been 

accessed. 

 

In general, it appears that foreign-born women in Western countries receive good 

antenatal and postnatal care, though there are some differences in care noted. Malin and 

Gissler (2009) reported that immigrant women in Finland had good general maternity 

care but there were differences in the type of treatment given to them or required by 

them. In particular, women from Africa experienced the most health problems during 

pregnancy and also had the worst perinatal outcomes (Malin and Gissler 2009). A 

comparison of births in Brazil and South Africa by Burgard (2004) showed that 

inequality in the distribution of socioeconomic resources by the racial group the mother 

belonged to, in conjunction with differences in the sociodemographic conditions 

surrounding her pregnancy, explained a significant proportion of the racial disparity in 

maternal use of prenatal and delivery care.  

 

A study in the Netherlands by Alderliesten et al. (2007) found that women from all non-

Dutch ethnicities investigated had delayed commencement of antenatal care compared 
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to Dutch women. This study also highlighted the influence of poor language 

proficiency, lower maternal education, and teenage pregnancy on antenatal care use 

among several groups of foreign-born women (Alderliesten et al. 2007). A Swedish 

study by Fabian et al. (2008) found that immigrant women who were from non-Swedish 

speaking backgrounds, and who had come to Sweden from poor countries, had lower 

attendance at antenatal and postnatal education classes. These women also reported 

higher incidence of depressive symptoms, parental stress, poor self-rated health, and 

more psychological and behavioural problems in their children five years after birth 

(Fabian et al. 2008). Issues surrounding barriers to care are discussed further in Chapter 

Eight. 

 

2.7 Bridging the knowledge gap 

The literature on perinatal health and wellbeing among foreign-born women is highly 

variable. As a result, I was uncertain of the directionality of any relationships between 

factors investigated in this study. For example, certain groups of foreign-born women 

may face socioeconomic and linguistic disadvantage which could have an unfavourable 

influence on health outcomes. Alternatively, the perinatal health of foreign-born women 

might reflect a healthy immigrant effect by indicating favourable outcomes for foreign-

born women when compared to Australian-born women. In addition, the unquestionable 

heterogeneity both between and within groups of foreign-born women further clouded 

my expectations. Furthermore, as most research in Australia has been conducted in 

other states I was uncertain if foreign-born women in WA would pattern differently.  

 

Therefore, the questions addressed by this thesis were approached from a pragmatic and 

exploratory viewpoint, with preliminary analyses informing later research approaches. 

More specific hypotheses and research questions related to the individual topics covered 

in subsequent chapters are included in these chapters (see Chapters Four through Eight). 

However, the general research questions addressed: 

  

(1) In which areas of perinatal health and wellbeing do foreign-born women do 

more poorly than Australian-born women? In which areas of perinatal health and 

wellbeing do they do as well as, or better than, Australian-born women?  

 

(2) Is significant variation in perinatal health and wellbeing among foreign-born 

women and Australian-born women attributable to differences in medical/health 
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factors? To what extent is this variation due to differences in sociodemographic, 

linguistic, and/or cultural factors? 

 

(3) What are the experiences of foreign-born women who give birth in WA? To 

what extent do these experiences influence their perinatal health and wellbeing? 

 

This thesis makes several unique contributions in order to bridge the knowledge gap 

concerning the health and wellbeing of foreign-born women in WA. Firstly it addresses 

the lack of knowledge on the status of perinatal health in foreign-born women in WA, 

providing insight into the areas where immigrant women tend to do better than local-

born women and where they are clearly disadvantaged. Secondly, it sheds light on the 

contributing factors to some of these differences, including factors evident in routinely 

collected data or from discussions with foreign-born women. Thirdly, it overcomes 

major limitations on previous research concerning foreign-born women in WA by 

utilising a population-level database. Use of this database provides access to objective 

measures of perinatal health outcomes in a comprehensive total population sample. 

Furthermore, it combines these state-wide statistics with qualitative data in order to add 

to the explanatory value of the study. 
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3.0 Introduction 

In this chapter I outline my fieldwork experience, the methodology I used, and the 

problems I faced in dealing with administrative data as well as foreign-born women 

who were often part of closed communities. The approach taken in this study was both 

quantitative and qualitative. It was my intention that the results of the quantitative study 

would direct the qualitative study, so that while the quantitative analyses would outline 

what the differences (or similarities) were between immigrant women, the qualitative 

analyses would provide insight into why these relationships existed. As tends to be the 

case with research, material constraints and unforeseen circumstances demanded 

flexibility in order to successfully deal with the challenges that arose.  

 

This mandatory flexibility saw the population-level linked records used in the 

quantitative analyses come from a different source to that which had originally been 

approached, and an anticipated series of in-depth interviews were replaced with semi-

structured discussion groups, individual interviews, and co-interviews, depending on the 

participant group involved. Collaboration with a community-based women‘s health 

organisation allowed contact with vulnerable women from Afghanistan, Burma, and 

Sudan who would have otherwise been almost impossible to recruit, while respondent-

driven sampling (snowball sampling) among Chinese and Vietnamese women overcame 

other less successful recruitment attempts. Not only did the quantitative results guide 

the qualitative discussions, but the results of the qualitative study informed further 

analyses of the linked population data. 

 

The conceptual frameworks outlined in Chapter Two informed the methodological 

framework which governed how the studies were conducted. As this thesis is based on a 

mixed-method study, the methodological framework falls within the pragmatic 

paradigm (Tashakkori and Teddlie 2002). The pragmatic paradigm is not committed to 

any one particular perspective in terms of research methods, and instead aims to best 

address the research questions. The mixed-method approach, which is associated with 

the pragmatic paradigm, employs strategies for collecting data in either a simultaneous 

or a sequential manner, using both the quantitative and qualitative methods most 

appropriate for the research questions (Creswell 2003). As such, the choice of approach 

is directly related to the questions being asked.  
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This was certainly the case for the research which formed the basis of this thesis and 

was largely due to the exploratory nature of the research, as well as the multiple issues 

surrounding the type of data which could be accessed. A mixed-method approach 

allowed me to address questions that did not sit wholly within a quantitative or 

qualitative approach to research design and analysis. It also permitted a certain level of 

flexibility in addressing the research questions relevant to this thesis. 

 

3.1 Quantifying perinatal health and wellbeing 

The main purpose of this study was to examine potential disparities in perinatal health 

and wellbeing between Australian-born women and foreign-born CALD women in WA. 

The first phase involved a comprehensive epidemiological investigation of pregnancy, 

labour, and delivery complications for all births in WA between 1998 and 2006. The 

data for these analyses were drawn from several sources linked through the MCHRDB 

located at the Telethon Institute for Child Health Research (TICHR) in Perth, WA.  

 

Data linkage involves collating records from different sources which relate to the same 

individual, family, or event (Holman et al. 2008). Linked databases have been used to 

investigate numerous health and healthcare outcomes, including: maternal weight gain 

during pregnancy and the birth weight of offspring in the United States (Ludwig and 

Currie 2010); socioeconomic inequalities in attempted and successful suicides in 

Canada (Burrows et al. 2010); lung cancer survival in England, Norway, and Sweden 

(Holmberg et al. 2010); and trends in the prescription of opioid medications in Australia 

(Leong et al. 2009). Linking multiple data sources enables a larger dataset than that 

permitted by a single source.  

 

The MCHRDB is based on routinely collected perinatal data. As such, the use of this 

database provided comprehensive information on all children born in WA between 1 

January 1998 and 31 December 2006, including the pregnancy experiences of their 

mothers, and provided sociodemographic information on both parents. This time period 

was selected for two main reasons: (1) in order to avoid problems or inconsistencies 

resulting from major reforms made to the data collected in the Midwives‘ Notification 

System (MNS) in 1997; and (2) because 2006 is the most recent year of data currently 

available in the database.  
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This same data had originally been sought through the Data Linkage Unit (DLU) of the 

Department of Health, WA (DOHWA). The initial data had included all births between 

1990-92 and 2000-02. However, the changes to data collection which occurred in 1997 

meant that several variables that were critical to this thesis, such as the mother‘s 

ethnicity, whether or not she had gestational diabetes, or if she had smoked during her 

pregnancy, were not comparable across these years. Initial analyses were carried out on 

the 2000-02 dataset with the intention of adding later years. An application to include 

all births between 2000 and 2008 was subsequently made to the DLU.  

 

Unfortunately, between the first and second data requests the DLU had moved to a user-

pays system. As a result, the data required for this study was costed at several thousand 

dollars, well outside the budget of a doctoral research project. Instead, the data was 

accessed (without cost) through the custodian of the MCHRDB. While the information 

in this database is essentially the same as the information belonging to the DLU, the 

DLU data is updated on an annual basis while the TICHR database is not. Negotiations 

are currently underway between TICHR and DOHWA to update the MCHRDB with 

data from 2007-2011. 

 

3.11 The Maternal Child Health Research Database (MCHRDB) 

Data linkage was first discussed in Australia during the 1970s (Hobbs and McCall 

1970). However, WA was the first Australian state to successfully initiate health data 

linkage. The MCHRDB was formally established in the 1980s by Professors Fiona 

Stanley and Michael Hobbs in order to provide a composite record for every child born 

in WA from 1980 onwards (Stanley et al. 1994; Stanley et al. 1997). It provides 

linkages to information from an array of different sources and, as such, is able to 

provide a suite of information on pregnancy, parturient, and neonatal health. At its core 

are four main collections: the Midwives Notification System (MNS); the Hospital 

Morbidity Data System (HMDS); and the birth and death registers of the Office of the 

Registrar General. Due to the breadth of this information, the MCHRDB has been used 

for decades in epidemiological research and has provided a solid evidence base for 

shaping health policy in WA (for examples see:Freemantle et al. 2006; Jablensky et al. 

1998; Kurinczuk et al. 2002; Kwon et al. 2003; Leonard et al. 2005; O'Leary et al. 

2007; O'Leary et al. 2007). At the time this study was conducted the MCHRDB had 

been operational for 30 years.  
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3.11.1 Midwives‟ Notification System (MNS) 

Western Australia is one of eight Australian states and territories and is the largest in 

terms of geographical size. The majority of the population resides in the capital city of 

Perth. During the 2006 census over 1.9 million people were resident in WA, with 1.4 

million located in the Perth metropolitan area (ABS: Tindall 2008). Approximately 

30,000 births occur in WA each year (ABS 2010). The vast majority of these births are 

attended by midwives who complete a statutory report known as the Notification of 

Case Attended Health Act (Notification by Midwife) Regulations Form No.2, more 

commonly known as the Midwives‘ Notification Form (MNF) (Downey and Gee 2006). 

A copy of the MNF is included in Appendix VI. The data collected on this form is the 

basis for the Midwives‘ Notification System (MNS). 

 

The MNF is completed by the attending midwife and was introduced in 1974, with 

complete data being collected from 1980 onward (Gee and Dawes 1994). The 

computerisation of records in the 1980s has allowed an extensive database to be 

maintained and linked to other health-related information. It is a legal requirement 

under the Health Act and Midwifery Nurses‘ Regulations that the MNF be completed 

for any hospital or home birth in WA, where the infant is born after at least 20 weeks 

gestation, or with a birth weight of at least 400 grams. The MNF is forwarded to 

DOHWA within 48 hours of the birth and, together with the information provided by 

the Inpatient Summary Form (ISF) for all hospital births, composes the MNS. It has 

been estimated that 99.9% of all births occurring in WA have a corresponding MNF 

lodged with DOHWA (Gee 1992).  

 

Significant changes were made to the data collected by the MNF in 1997. A re-

evaluation of the collection form resulted in the inclusion of several new components 

(for example, whether or not the mother smoked during her pregnancy, or if she had 

been diagnosed with gestational diabetes) as well as the refinement of a number of 

questions already included on the MNF (such as expansion of ethnic origin variable 

beyond ‗Caucasian‘, ‗Aboriginal‘ and ‗Other‘). As these variables were central to the 

aims of this study, I decided to use data that were collected after these reforms were 

made, beginning with births on 1 January 1998. This also coincided with improved 

standards of detection and monitoring of gestational diabetes in line with the ADIPS 

guidelines instigated in 1998 (Hoffman et al. 1998). 
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3.11.2 Hospital Morbidity Data System (HMDS) 

The HMDS provides information on all hospital admissions in the state of WA since 

1970, with over 50,000 new records included each year. The data relates to all inpatient 

episodes for patients admitted to public and private hospitals. While this database is the 

primary source of information for decisions regarding planning, monitoring, and 

funding of hospitals, it also plays a key role in providing clinical care data for research 

and practice.  

 

All children born in a WA hospital will have at least one entry into the HMDS. The 

only children not included are those who were born outside a hospital setting (e.g. home 

births) and who were not subsequently admitted to hospital. Several variables of 

interest, such as insurance status, are typically collected as part of the HMDS which 

uses the ISF to gather data. However, the ISF for babies born in hospital is also included 

with the MNF to form the MNS. As a result, I chose to forgo the linkages to the HMDS 

as data pertaining to the most important HMDS entry, the one at the time of birth, was 

available through the MNS. 

 

3.11.3 Birth Register and Death Register 

Births and deaths that occur in the state of WA are registered by the Registrar-General 

of Births, Deaths and Marriages and have been recorded in a database since 1969. It is a 

statutory requirement that a birth registration form be completed for all births greater 

than 20 weeks gestation. This form includes information relating to parents‘ ages, 

occupations, marital status, date of marriage, and countries of birth. The linkage of birth 

registry information to the MNS began in 1985 and has allowed for validation and 

supplementation of information (Gee 1996). The birth register adds information on 

paternal age, paternal country of birth, and parental occupations, which are not available 

through the MNS, as well as providing a second source of maternal information.  

 

A registered medical doctor must complete a perinatal death certificate for any deaths 

occurring during the perinatal period (i.e. from 20 weeks gestation until 28 days post-

birth). If an infant dies at birth this information is also included in the MNS. These data, 

as well as data from non-perinatal deaths, are forwarded to the Australian Bureau of 

Statistics (ABS) where they are given updated International Classification of Disease 

(ICD) codes (currently ICD-10). This coded data is linked to the MCHRDB, allowing 

any subsequent deaths occurring in the MCHRDB cohort to be documented. 
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3.11.4 Socio-Economic Indexes for Areas (SEIFA) 

The MCHRDB has also been linked to national data from the 1986, 1991, 1996, 2001, 

and 2006 censuses. The Socio-Economic Indexes for Areas (SEIFA) collects 

community-level information in four separate domains: (1) Index of Relative Socio-

economic Disadvantage (IRSD); (2) Index of Relative Socio-economic Advantage and 

Disadvantage (IRSAD); (3) Index of Economic Resources (IER); and (4) Index of 

Education and Occupation (IEO) (ABS: Pink 2006).  

 

These SEIFA measures are community-level measures. That is, scores are not available 

for individuals who complete the national census, but are amalgamated at several area 

levels. The indices are also derived from multiple census variables. For example, the 

IRSD is derived from variables such as low income, low educational attainment, and 

unemployment. The IER is based on variables such as the income, housing expenditure, 

and assets of households, while the IEO focuses on variables relating to educational and 

occupational characteristics of the area, such as the proportion of people with a higher 

degree qualification or those who report being employed in a highly skilled occupation. 

The variables from which these indices are derived are available in Appendix VII. 

 

SEIFA measures can be recombined at several different levels, the smallest of which is 

the collection district. For the 2001 census there were approximately 225 dwellings per 

collection district (ABS: Trewin 2004). However, collection districts can be combined 

to incorporate more households and often change between censuses to account for the 

presence of new dwellings. It is this level of information that has been used for SEIFA 

measurements for immigrant women in this study. The SEIFA measurements used in 

the analyses correspond to the collection district each mother was living in at the time 

she gave birth. 

 

3.11.5 Other data sets 

The linked birth, death and hospital data are the core of the MCHRDB. However, 

several other linkages to this core information exist. These include: 

 The WA Birth Defects Registry, which has collected information on each child 

in WA diagnosed with a birth defect since 1980. 

 The WA Cerebral Palsy Register, which has recorded information on each 

resident of WA diagnosed with cerebral palsy since 1956. 
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 The WA Cancer Registry, which has collected information on each resident of 

WA diagnosed with cancer since 1981. 

 The Mental Health Information System, which has monitored the usage of 

inpatient and outpatient mental health services in WA since 1996. 

 The Intellectual Disability Database, which collects information on disability 

diagnoses in WA since 1997. 

 The Reproductive Technology Database, which has recorded legally required 

information on usage of fertility treatments in WA since 1992. 

 

The main focus of this study was to examine the perinatal health and wellbeing of 

foreign-born CALD women and their children. Thus, the data used was derived only 

from the MNS, birth and death registries, and SEIFA. 

 

3.12 Data linkage 

The composite birth records contained within the MCHRDB are only possible because 

of the linkage of multiple health-related databases. Data linkage is based on the 

identification of compatible fields in the records being linked, indicating that both 

records belong to the same individual, with identification improving as the number of 

identifiers increases (Roos and Wajda 1991). When linking of the MCHRDB data first 

started linkages were achieved by a deterministic method. That is, records were linked 

based on information contained within both of the records. For example, matches were 

made based on birth date, birth weight, and the names of the mother and infant. In 

recent years records have been linked using computer-generated probabilistic matching, 

in conjunction with privacy-sensitive protocols and extensive clerical review (Kelman et 

al. 2002). 

 

The automated probabilistic method compares a combination of fields from two records 

and generates weights for each field that is being compared. These weights reflect the 

likelihood that, based on the frequency of occurrence within the dataset, the compared 

records do in fact belong to the same person. Uncommon information is given a higher 

weighting than common information (Kelman, Bass and Holman 2002). For example, 

matching on a field such as surname can produce different weightings for different 

records - a rare surname like ‗von Katterfeld‘ would have a higher weighting than a 

common one like ‗Smith‘, as the probability of a mismatch is statistically less likely to 

occur. The total weight for the pair of records is the sum of the individual weights for 
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each field compared. A threshold can then be selected, above which pairs of records 

being compared are accepted as matched. Rejected pairs of records which do not meet 

this cut off are subjected to manual review (Stanley et al. 1994). The deterministic 

linkage method often requires multiple runs, using different variable fields to match 

records. As a result it can be time consuming and, as more and more datasets are added 

to the linkage process, the number of runs required to successfully link records could be 

vast. Probabilistic matching replaces the enormous task of repeated runs. 

 

As linkage is commonly done for population-level data sources it often makes it 

impractical to obtain the expressed consent of all individuals whose data is included in 

the linkages. The National Health and Medical Research Council (NHMRC) provide 

guidelines for the ethical conduct of health and medical research in Australia. The 

NHMRC has stated that it is ethically acceptable to conduct data linkage for 

epidemiological studies without obtaining individual consent, provided that the 

researcher can demonstrate that the public interest in the research outcomes outweighs 

the right to privacy (NHMRC 2007). The large sample sizes and extensive time periods 

over which linked data is frequently collected often mean that total databases can 

accumulate information from vast numbers of people, thereby rendering the task of 

acquiring consent impossible (Holman 2001). Further arguments have also been made 

that the requirement for consent in these situations could lead to participation bias and 

therefore compromise the generalisability of results (Dunn et al. 2004; Young et al. 

2001).  

 

3.13 Data management and methods of analysis 

Data for all births recorded in the MCHRDB between 1998 and 2006 are available in 

Statistical Package for the Social Sciences (SPSS) and Statistical Analysis System 

(SAS) files. The main difference between the MCHRDB data and the data received 

directly from the DLU is that MCHRDB data is made available in a partially ‗cleaned‘ 

format. That is, data custodians have already eliminated duplicate and triplicate entries 

and have substituted information from other sources. For example, if the mother‘s date 

of birth has not been recorded directly on the MNF it is possible to obtain it from 

another source, such as the birth register or the HMDS. 

 

‗Unclean‘ data was available in the form of the original 2000-2002 dataset supplied by 

the DLU. This provided some insight into how frequently duplicate and triplicate entries 
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occurred, as well as providing an indication of missing data for specific variables, prior 

to data custodians amalgamating data sources. This was particularly useful when trying 

to determine how accurately particular variables, such as maternal ethnicity, were 

collected in the original data sources, prior to ‗cleaning‘. 

 

3.14 Maternal country and region of birth 

The linked nature of the MCHRDB allowed two sources of maternal country of birth to 

be pooled. Preference was given to the mother‘s place of birth as declared on the child‘s 

birth certificate (the birth register), as this is a legal declaration usually lodged by the 

mother or another family member, and is included in the MCHRDB as a text variable. 

This means that it exists in the database exactly as it is on the birth certificate, as a 

series of words.  

 

However, many children who were included in the MNS were not present in the birth 

register. A total of 232,240 births were recorded in the MCHRDB between 1 January 

1998 and 31 December 2006, of which 5,794 (2.5%) did not provide any information on 

the mother‘s place of birth from the birth register. This is not altogether uncommon as 

some parents do not realise that they need to register the birth of their child, or assume 

that someone else has done so on their behalf. It is usually when undertaking tasks 

which require a birth certificate, such as applying for a passport or enrolling a child in 

formal schooling, that these parents are alerted to the fact that their child‘s birth must be 

formally registered. As a result, some birth certificates are not issued in the same year 

that the child is born (ABS 2006).  

 

Country of birth has been identified as a significant and often attainable variable for 

research in immigrant populations (Gagnon et al. 2010). While manual review is a time 

consuming and painstaking process, the importance of maternal country of birth as the 

primary identifier of foreign-born women in this study meant that it was carried out on 

the 5,794 entries that did not have maternal place of birth included with the associated 

birth registry information. A small proportion of these cases had not been coded 

successfully due to errors that occurred when entering the data, such as excessive use of 

the space key, inappropriate punctuation, and major misspellings. Each of these cases 

was subsequently coded correctly. However, in most of these cases the birth registry 

information was simply missing. 
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Mother‘s country of birth is also included on the MNS, although during 1998-2006 this 

variable was missing in 8,366 (3.6%) of total cases. In instances where the mother‘s 

place of birth was not coded from the birth register, her country of birth, as included in 

the MNS, was used. Mother‘s country of birth from the MNS may not be as accurate as 

mother‘s place of birth from the birth register (which often declares city, state and 

country) as it provides only a four digit country code. As it was anticipated that analyses 

for this study would be restricted to countries or regions, place of birth was similarly 

coded with a four digit country code in accordance with the Standard Australian 

Classification of Countries (SACC) of the Australian Bureau of Statistics (ABS). 

Country codes were also grouped into regions as outlined by the SACC (ABS: Harper 

2008). These regions are illustrated in Figure 3.1. The SACC groupings are available in 

Appendix VIII.  

 

The vast majority of mothers whose place of birth was not provided on the birth 

certificate, but whose country of birth was included in the MNS, had been born in 

Australia. In fact, Australian-born mothers accounted for 87% of cases where only 

MNS data was available. Another 8.6% were New Zealand-born, and a further 1.8% 

had been born in England. The remaining 2.6% had been born in a number of different 

countries. The combination of these two sources of data resulted in the single variable 

‗maternal country of birth‘. This pooled variable reduced the total number of entries 

completely missing information on maternal country of birth to 340. Subsequently, only 

0.1% of entries in the MCHRDB had no corresponding information on maternal country 

of birth available. These entries were excluded from the analyses.  

 

3.15 Maternal CALD status 

Maternal country of birth was also used to classify women into CALD and non-CALD 

groups. There is no clear-cut definition of CALD but most often definitions are based 

on place of birth, the existence of shared sociocultural practices, and English language 

proficiency. For the purposes of this study, CALD women were those born overseas, in 

countries where English is not widely spoken or taught, and where differences in 

culture, politics, and economy increase the likelihood of these women being socially 

disadvantaged, relative to Australian-born women. Based on this definition, the non-

CALD group included women born in New Zealand, the United States of America, 

Canada, South Africa, Ireland, the United Kingdom, and those countries located in 

Northwest Europe. Women from all other countries were included in the CALD group. 
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3.16 ‘Ethnic Origin’ in the MCHRDB 

In 1997 several significant changes were made to the data collected on the MNF. One 

change of particular importance to this study was in the collection of racial/ethnic data. 

Prior to the review, midwives had been given three options under the variable ‗race‘: (1) 

Caucasian; (2) Aboriginal/Torres Strait Islander; or (3) Other. Following the review the 

variable was changed to ‗ethnic origin‘, again with the three main options. However, 

midwives have since been encouraged to clarify on the MNF what the ‗Other‘ ethnicity 

actually is (Downey and Gee 2006). Space is provided on the form to do this. 

 

While the diversity of responses for this variable have improved over the years, it is 

usually completed by the attending midwife and is therefore based on his or her 

perception of the mother‘s ethnic origin, or pre-existing medical notes he or she has 

access to, rather than self-reported ethnicity. Midwives can classify a mother‘s ethnic 

origin as ‗Other‘ (non-Caucasian and non-Aboriginal/Torres Strait Islander) without 

further explanation, or omit the information altogether from the form. This information 

was missing from 6.5% of MNFs in the 2000-02 dataset. Due to problems associated 

with the ‗ethnic origin‘ variable it was used sparingly and with caution, or omitted 

altogether. The issues surrounding this variable are discussed further in Chapter Four. 

 

3.17 Occupational skill level 

The birth register also includes information on each parent‘s occupation at the time of 

the birth. This was used as a proxy for educational attainment by recoding all 

occupations to a skill level corresponding to the Australian and New Zealand Standard 

Classification of Occupations (ANZSCO) (ABS: Trewin and Pink 2006). This places 

paid occupations in a skill level category between 1 and 5. Skill level 1 is the highest 

level and is associated with occupations that require a university education (Bachelor‘s 

degree) or equivalent training. Skill level 5 is the lowest level and requires the least 

amount of education and training. The complete occupational skill level categories are 

available in Appendix IX. 

 

Paternal occupation was missing, unknown, or not sufficiently recorded in 9.8% of 

births. Maternal occupation was missing, unknown, or not sufficiently recorded in 

27.9% of births. These cases were included in all analyses as a separate ‗unknown‘ 

category. Unpaid workers such as volunteers, retirees, and housewives/househusbands 
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were also included in this group. The syntax that enabled the coding of occupational 

skill level was provided by Dr. Amanda Langridge (Langridge 2009).  

 

3.18 Excluding Indigenous children from the sample  

While I had intended for this study to include population-wide analyses, there are 

subgroups of the Australian population who are clearly disadvantaged, particularly 

when it comes to issues of health. Indigenous status is associated with a number of 

adverse perinatal outcomes, including: preterm birth (Coory 1995; Eades et al. 2008; 

Langridge et al. 2010); low birth weight (Coory 1995; Eades et al. 2008; Hancock 

2007); perinatal and infant mortality (Coory 1995; Freemantle et al. 2006; Turrell and 

Mengersen 2000); and smoking and drug use during pregnancy (Eades et al. 2008; 

Mohsin and Bauman 2005). Since this study defined groups based primarily on country 

of birth Indigenous mothers would have still been considered part of the Australian 

population while clearly not experiencing the same health status as Anglo-Australians. 

Therefore, all children in the MCHRDB who were identified as Indigenous or as having 

at least one Indigenous parent were excluded from the analyses. This resulted in the 

exclusion of 8.5% of total births in WA between 1998 and 2006. 

 

3.19 Statistical analyses 

The final dataset comprised all non-Indigenous births between 1 January 1998 and 31 

December 2006 inclusive, for whom the mother‘s country of birth was known. This 

included a total of 212,432 births from 208,982 confinements. Independent samples t-

tests (two-tailed) were used for comparing mean values for continuous variables, such 

as maternal age. Chi-square analysis was used to determine differences in the frequency 

of categorical outcome variables, for example, whether or not a mother had been 

diagnosed with gestational diabetes. A one-way Analysis of Variance (ANOVA) was 

employed to determine significance of differences in means between categories, such as 

average birth weight by maternal region of origin. Pearson Bivariate Correlations (two-

tailed) were used in the analysis of two or more continuous variables, such as maternal 

age and neonatal birth weight. Where these correlations were significant, an Analysis of 

Covariance (ANCOVA) was used to identify possible interaction effects.  

 

Odds Ratios with 95% Confidence Intervals (CI) and probability values are reported in 

the case of bivariate and multivariate logistic regression analyses for measures of risk, 

such as the odds of gestational diabetes during pregnancy in a particular group of 
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CALD women, versus Australian-born women, or odds of having an emergency 

caesarean versus a vaginal delivery in foreign-born women from a given region, 

compared to Australian-born women. SPSS version 18.0 and SAS version 9.1 were used 

to conduct the statistical analyses. 

 

3.2 Qualifying perinatal health and wellbeing  

The MCHRDB has facilitated years of high-quality epidemiological research. However, 

the epidemiological perspective regularly lacks explanatory value, something which is 

often better gained through qualitative research methods. In an attempt to gain insight 

into why some of the relationships revealed in the statistical analyses may exist, as well 

as continuing with the general investigative nature of the thesis, I conducted a 

qualitative study involving foreign-born CALD women who had given birth in WA and 

several midwives who had experience caring for diverse women. The complementary 

nature of this mixed-method approach has provided a depth to the research that would 

not have been possible using epidemiological analysis alone. 

 

3.21 Selection of participants 

Women from several CALD groups were targeted for participation in the qualitative due 

to a combination of factors, including: general patterns of immigration to WA from the 

country of origin; numbers of women from each country giving birth in WA; particular 

disparities evident in the MCHRDB data; variation in migration experiences; cultural 

and linguistic distinctness; and the likelihood of being able to access women from these 

backgrounds for the purposes of the study. The continuing arrival of immigrants from 

Afghanistan, Burma, Sudan, Vietnam, and China was reflected in the MCHRDB. Figure 

3.2 illustrates the trends in total births in WA to women from these countries between 

1998 and 2006. 

 

Vietnamese mothers account for the largest proportion of babies born to non-English 

speaking foreign-born women in WA, despite Vietnamese migration to WA slowing in 

recent years. Conversely, Chinese migration to WA is steadily increasing, particularly 

for women seeking a tertiary education or accompanying their husbands to Australia for 

business or employment opportunities. Afghanistan, Burma, and Sudan have featured 

prominently as source countries for refugee and humanitarian entrants to Australia over 

the past decade (DIAC 2009). Women from each of these countries were of particular 

interest, not only because of their varied life experiences, but also because of the results 
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of the quantitative study, especially in regards to rates of gestational diabetes, caesarean 

sections, and use of obstetric interventions. In order to minimise issues of recall and to 

keep the qualitative data relevant to recent experiences of the health system, 

participation in the qualitative study was limited to women who had given birth to at 

least one child in WA during the previous five years. 

 

Midwives from Osborne Park Hospital (OPH) were approached because of the 

hospital‘s significance as a catchment location for many CALD families living in Perth. 

OPH is a general hospital with obstetric and gynaecological specialist services provided 

to women with low to moderate risk pregnancies in the north metropolitan suburbs of 

Perth. Many immigrants to WA, particularly those from non-English speaking and 

refugee backgrounds, settle in these suburbs. As a result, OPH sees a significant 

proportion of women from CALD backgrounds each year. The majority of mothers who 

participated in the qualitative study, and who did not birth in a private hospital, had 

birthed at OPH.  
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Figure 3.2 Annual births to Afghan, Burmese, Chinese, Sudanese and Vietnamese women 

in Western Australia, 1998-2006 
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3.22 Recruitment of participants 

Ishar Multicultural Women‘s Health Centre, Inc. (www.ishar.org.au), more commonly 

known as Ishar, was opened in WA in 1992 to serve the needs of immigrant and refugee 

women from CALD backgrounds, and other women who may not have otherwise been 

able to access suitable healthcare. Since then Ishar has continued to provide culturally 

appropriate and sensitive care to its diverse client base. I approached Ishar as a potential 

avenue through which to recruit participants because of the diverse nature of the women 

who use the centre‘s services, and the high number of immigrant and refugee women 

who attend there. Immigrant-friendly organisations have been identified as important 

potential partners for research (Hickey et al. 2010). Ishar was essentially a ‗gatekeeper‘ 

agency (Liamputtong 2007) able to connect me with women who would otherwise 

remain largely hidden from me and my own social networks. 

 

After discussion with Ishar‘s Director and Health Services Manager it was decided that 

women from Burmese, Sudanese, and Afghan backgrounds could be approached 

through Ishar. Ishar often runs activities targeted at including women from these 

backgrounds in the wider community as these women are almost always in Australia as 

refugees. Also, women from these backgrounds are often aware of Ishar and attend 

Ishar for primary health care, referral services, and community support programs run at 

the centre. Women from refugee backgrounds often have histories of trauma and 

violence, as well as lower levels of formal education, and lower levels of English 

language proficiency, and can be understandably suspicious of outsiders to their 

communities. It was therefore decided, in consultation with staff at Ishar, that the most 

appropriate method of recruitment would be to send an Afghan, a Burmese, and a 

Sudanese bicultural worker out into their community to talk to women about 

participating in the study.  

 

The bicultural workers were female, had worked with Ishar before, were competent in 

both English and their native language, and were active in both their immigrant 

community and the mainstream community. These same bicultural workers also 

attended the focus groups and co-interviews with the women they recruited and assisted 

with translation if participants struggled with communicating in English. They were 

also able to assist participants with limited literacy in completing a short questionnaire. 

 

http://www.ishar.org.au/
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Conducting sensitive research with vulnerable individuals often requires flexible 

investigative methods (Schweitzer and Steel 2008). This was certainly my experience. 

Focus groups followed by co-interviews with a smaller subset of focus group 

participants were deemed the most appropriate way to collect information from Afghan, 

Burmese, and Sudanese women. I had initially broached the subject of conducting 

individual interviews with these women with Ishar staff and the bicultural workers. 

After weighing up the advantages and disadvantages it was decided that it would be 

preferential to not place individual women in a situation where they may feel isolated. 

Instead, I invited them to return for a co-interview where they would have a greater 

opportunity to share their personal experiences, while still being in a group situation 

with other mothers who had also been present at the original focus group. 

 

Participants from these groups came together at Ishar for a discussion ‗workshop‘ (i.e. a 

focus group) with other women from their native country, the bicultural worker, at least 

one of my supervisors, and myself. As all attendants were female the participants were 

provided a safe space where they could talk about their experiences of pregnancy and 

childbirth, both in their home country (or more often in a refugee camp) and in 

Australia. The women were told that through providing information about their 

experiences, particularly the challenges they faced as new mothers in a foreign country, 

they might help improve outcomes for future refugee women starting a new life in 

Australia. Participants who shared experiences or opinions of particular interest to the 

study were then invited back for a co-interview. All participants were given a grocery 

voucher to the value of $20 for their time, as a cash payment was considered 

inappropriate and likely to make the women feel as if their contributions were being 

bought. This amount was considered suitable enough to compensate the women for their 

time and travel costs but not enough to induce participation for payment alone. 

 

In general, the Afghan and Sudanese participants were suspicious of my motivations in 

conducting the study and had expressed these opinions to the bicultural workers during 

the recruitment phase. Several of the Afghan women wanted further information on why 

the data was being collected and what would be done with it after the workshop, while 

the majority of the Sudanese women initially refused to be recorded. These issues 

required extra effort on behalf of the Project Co-ordinator at Ishar (herself an immigrant 

from Liberia) who responded to phone calls from the Afghan women and also visited 

the Sudanese women at home with the bicultural worker, in order to discuss their 
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concerns. They were able to take the question guide and the questionnaire with them in 

order to fully inform the women of the types of questions that I would be asking. They 

were also able to discuss the information sheet and consent form ahead of time. These 

documents are included in Appendices X, XII, XIII, and XV. 

 

Vietnamese and Chinese women in WA typically have a different migration experience 

to Burmese, Sudanese and Afghan immigrants. They are more likely to have arrived as 

free settlers rather than refugees, are more likely to have a higher level of English 

competency, and are more likely to be better educated and have higher rates of literacy 

(OMI 2004a; OMI 2004b; OMI 2004c; OMI 2004d; OMI 2004e). As a result, 

Vietnamese and Chinese women are less likely to utilise a facility such as Ishar, as they 

are often able to obtain suitable medical care and resources through general practitioners 

and other primary care providers. Therefore, I decided to directly invite Vietnamese and 

Chinese women to participate in an individual semi-structured interview with myself 

and a translator (if required). As a result, different methods were utilised in order to 

recruit Vietnamese and Chinese women, including an online notice posted through 

student and staff email services at The University of Western Australia, an 

advertisement included in the newsletter of the Chung Wah Association (a Perth-based 

community organisation for people of Chinese heritage), and flyers distributed to local 

General Practitioners. These were largely unsuccessful, yielding only a single 

Vietnamese participant.  

 

However, respondent driven sampling (also called snowball sampling), whereby 

participants with whom contact had already been made used their social networks to 

refer me to other people who could potentially participate in the study, proved more 

fruitful. This method of sampling has been used in studies targeting vulnerable and 

difficult to access populations such as ethnic minorities (Kahan and Al-Tamimi 2009), 

young adults (Kogan et al. 2010), the homeless (Reid et al. 1998), and individuals 

living in rural areas (Stehlik 2004). It has also been a valuable method of recruitment in 

instances where the nature of the research is highly personal and potentially sensitive 

(Dawson and Gifford 2003; Lichtenstein and Nansel 2000). Subsequently, most Chinese 

and Vietnamese mothers who took part did so because a friend or associate of theirs had 

previously participated. If women who were referred could not participate themselves 

they often passed on study information to another friend who could participate.  
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Midwives were recruited for a discussion group directly through their place of work. 

After approaching the Clinical Nurse Manager of Women‘s and Newborns‘ Services at 

OPH, permission was granted for advertising posters with my contact details and a date 

and time for a scheduled focus group to be placed in communal areas such as tea rooms 

and noticeboards in the maternity ward. Midwives who wanted to participate were then 

able to contact me directly. The discussion group was also advertised in weekly notices 

to the midwifery staff. Holding the focus group onsite at OPH was considered the most 

appropriate way of attracting midwifery staff. All midwives, Chinese mothers and 

Vietnamese mothers were offered a cash payment of $20 for their time. 

 

3.23 Flexibility in data collection 

Qualitative research can be costly due both to the financial expenses involved and the 

time required to successfully conduct it. This is often magnified when participants are 

culturally and linguistically diverse and the need for multiple bicultural workers or 

interpreters is evident. Working with foreign-born women, particularly those from non-

English speaking and refugee backgrounds, requires a certain level of methodological 

mobility. My data gathering methods were therefore adapted to the needs and 

preferences of each participant group. As a result, participants engaged in either a focus 

group (midwives), an individual interview (Chinese and Vietnamese mothers), or a 

focus group followed by a co-interview (Afghan, Burmese, and Sudanese mothers). 

While this may appear as a lack of methodological consistency, it provided the 

necessary flexibility required to appropriately accommodate diverse participants. The 

focus groups and co-interviews took place between October and November 2009. The 

individual interviews took place between October 2009 and April 2010. Numbers of 

participants who took part in each of the forms of data collection are outlined in Table 

3.1. 

 

Table 3.1 Number of participants in focus groups, co-interviews, and individual interviews 

 

Participants Focus group Co-interview Interviews 

Midwives 11 - - 

Afghan 8 2 - 

Burmese 7 3 - 

Sudanese 10 3 - 

Chinese - - 8 

Vietnamese - - 6 
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3.23.1 Focus groups 

Focus groups have historically been used in political and market research to elicit public 

opinion on a product, service or individual (Babbie 2011). In the social sciences, focus 

groups involve a small group of individuals (typically ten or fewer people) who come 

together to voice their views on a relevant topic. I conducted a semi-structured group 

interview which allowed participants to interact with each other and to also ask me 

questions, which is typical of modern focus group methods. 

 

The focus groups with refugee mothers were put to the participants as ‗workshops‘. 

This was the preferred term used by the bicultural workers as they felt it would be more 

familiar to potential participants than the term ‗focus group‘. The workshops were 

introduced by the Project Co-ordinator at Ishar, after which I introduced myself and my 

supervisor/s and explained the purpose of holding the workshop. I explained the 

information I recorded would be used and what would happen to the information the 

participants provided once the study was finished. I then requested permission to record 

the conversation. The workshops followed the same semi-structured interview guide 

(Appendix XIII). 

 

Presenting participants with scenarios, situations, or objects and getting their feedback 

is typical of traditional focus groups (Flick 2006). However, the questions that were put 

to the Chinese and Vietnamese mothers in the individual interviews were put to the 

Afghan, Burmese, and Sudanese mothers at the workshop. I facilitated each group and, 

in conjunction with the bicultural worker, aimed to direct the conversation to elicit 

opinions, experiences, and narratives from the participants, while allowing for mobility 

in the course of the discussion. The focus group/workshop format was an unobtrusive 

method that encouraged the women to participate. Individual interviews were deemed 

too invasive, especially considering my status as an outsider to each of these 

communities. The workshop allowed women to come to a safe space at Ishar and to 

interact with other women who had also relocated to WA. They were able to bring their 

children, who spent the duration of the workshop in a crèche we provided or remained 

with their mothers if nursing. At the end of the workshop the participants, their children, 

the bicultural worker, the Project Co-ordinator, my supervisor/s and I were able to 

socialise over lunch. 
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Unlike individual interviews, focus groups require that participants be part of a 

collective for the duration of their involvement. Liamputtong (2007) points out that 

group work can reduce the imbalance in power relationships between researcher and 

participants and while this was not an obvious concern for my interaction with the 

midwives, it was definitely an issue which could have overshadowed my interactions 

with refugee participants. The communal nature of the focus groups and co-interviews, 

allowed the women to not just interact with me on a more even footing, but also the 

other participants. The joint narratives that emerge from these groups can be particularly 

productive, especially when the interaction and dynamics between participants add 

something to the data produced by this method (Flick 2006). While body language was 

not specifically analysed the group dynamics were noted. Conducting these focus group 

discussions allowed participants to share their experiences among others who often had 

similar experiences, in what turned out to be a highly sociable setting. The group aspect 

also made it clear to me which topics easily achieved consensus and which were highly 

variable for the participants. The Afghan, Burmese, and Sudanese focus groups lasted 

for 84 minutes, 63 minutes, and 108 minutes, respectively. 

 

The same motives underlined the decision to approach midwives to participate in a 

focus group at OPH. Holding a single discussion group meant that midwives could 

come to a conference room at the hospital without having to organise a time and place 

for individual interviews. As the focus group was held a short distance from the delivery 

suite it also meant that midwives could join the conversation as work duties allowed and 

leave if necessary. As a result, a discussion at which I had originally expected five 

midwives quickly grew to include a total of eleven as the delivery suite had not been 

overly busy on that particular day. The midwives‘ focus group also followed a question 

guide (see Appendix XIV) with room for the midwives to direct the conversation. The 

total discussion lasted 78 minutes. 

 

3.23.2 Co-interviews 

Conjoint interviews are joint interviews conducted with two participants. In the past this 

method has been utilised for data collection among couples (Grotevant et al. 1999; 

Seymour et al. 1995; Smith and Anderson 1963). More recently, co-interviews have 

been used in instances where data is sought from two connected people such as cancer 

patients and their carers (Morris 2001). As I conducted interviews with either two or 

three participants, plus a bicultural worker, I have used the term co-interview instead. 
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Morris (2001) points out that a joint interview can provide a more comfortable setting 

for participants, while Liamputtong (2007) notes that this interviewing strategy is 

suitable for cross-cultural research where participants may otherwise refuse to speak 

directly with the interviewer, which was a potential problem with this study.  

 

The focus groups with Afghan, Burmese, and Sudanese mothers provided a unique 

opportunity to identify women whose individual experience was of particular relevance 

to this study, such as women who were more recent arrivals, or who had experienced a 

problematic pregnancy or birth. It also provided an avenue through which I was able to 

acquaint myself with the participants, make them aware of the motivation behind my 

research, and approach them for further interviews once a certain level of familiarity 

and trust had been established. This was particularly important considering the previous 

suspicion held by several of the participants. The co-interviews were also held at Ishar. 

The conversation followed the same lines as that of the initial focus group but allowed 

the participants more time to respond to the questions with greater depth. It also allowed 

me to revisit issues that had been brought up during the focus group. They were similar 

to the individual interviews in that they provided a means to explore individual 

experiences more deeply than the focus group discussions. The co-interviews with 

Afghan, Burmese and Sudanese mothers lasted 64 minutes, 52 minutes, and 82 minutes, 

respectively. 

 

3.23.3 Individual interviews 

Chinese and Vietnamese women were recruited directly to participate in individual 

semi-structured interviews which followed the same question guide as the focus groups. 

Women were given the option of having an interpreter present at the interview. An 

interpreter was used in two interviews with Chinese mothers. The task was carried out 

by a Chinese-born colleague who accompanied me to these interviews. Individual 

interviews took place at a time and location preferable to the participant, including in 

their home, at their workplace, at their place of study, and one interview at a public 

library close to childcare facilities. The length of the interviews varied from 34 minutes 

to just under 2 hours and lasted an average of 57 minutes (±18.2 minutes). 

 

3.24 Mothers questionnaire 

The focus groups, individual interviews, and co-interviews were either preceded with, 

or followed by, a short questionnaire. This was designed to elicit information specific to 
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individual participants in order to provide a context to the views, ideas, opinions, and 

experiences discussed. Questions pertaining to sociodemographic characteristics (e.g. 

age, ethnicity, educational qualifications) were supplemented with questions about 

migration, children, languages spoken and English competency (see Appendix XV). 

The bicultural community workers and attending researcher/s were able to assist 

participants at the Afghan, Burmese, and Sudanese focus groups in completing the 

questionnaire, depending on their proficiency in reading and writing English. The 

Chinese and Vietnamese mothers who participated in individual interviews completed 

the questionnaires themselves, with the assistance of the translator when needed. The 

results of this questionnaire are available in Appendix XVI. 

 

3.25 Analysing the focus groups, individual interviews, and co-interviews 

The transcripts of the focus groups, interviews, and co-interviews were subjected to 

thematic analysis. As outlined by Braun and Clarke (2006), thematic analysis is an 

accessible and theoretically flexible method for analysing qualitative data which allows 

for the identification, analysis, and reporting of patterns, or themes. Thematic analysis 

can be highly variable in terms of how it is conducted. My exact approach is outlined 

below. 

 

Two digital audio recording devices were present at each of the focus groups, individual 

interviews, and co-interviews in order to record the conversation from two different 

positions in the room. This ensured every voice was audibly detected and recorded for 

transcription. Also present at the focus groups with Afghan, Burmese, and Sudanese 

mothers was at least one of my supervisors who took notes while the discussion 

progressed. These notes helped to provide context to the focus groups. While I did not 

write many notes while busy facilitating the discussions, I did write a summary of the 

experience immediately after each focus group, interview and co-interview. This 

allowed me a certain level of reflexivity and helped me to improve my interview 

technique. It also provided a context to the interviews and allowed me to immediately 

note particular events that occurred during the discussion, such as familiarity between 

participants or a telling awkward silence. Formal analysis of body language was not 

undertaken beyond aspects included in these notes and the notes provided by my 

supervisors. However, when strong emotions were displayed, either through facial 

expression or changes in voice, they were noted and did contribute to the interpretation 

of that individual‘s words. 
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Once data collection had been completed, the English portions of the digital recordings 

were manually transcribed to Microsoft Word documents which were then analysed for 

thematic content. The technique of analysis followed a common pattern. Transcripts 

were separated into focus groups, co-interviews, and interviews with the midwives 

focus group (which was conducted first) also transcribed first. The content of this 

particular transcript, in conjunction with the current literature, directed the question 

guide for mothers and provided insight into the potential topics or issues that might 

arise with the mothers‘ focus groups and interviews. While transcribing the subsequent 

conversations with foreign-born mothers, I completed a two page synopsis for each 

participant, based on these main topics, and included any additionally relevant 

information. 

 

As recommended by Liamputtong (2009), I read through my data sources for each 

participant group (the transcripts, the summaries, synopses, questionnaire results and the 

notes of my supervisors) without interpreting the data. Following a second reading, key 

ideas that were expressed or returned to in each transcript were noted, as were themes 

which occurred across multiple transcripts. Tables were constructed for information 

either related to direct questions that were asked (such as whether or not they had 

experienced a caesarean delivery) or to themes that emerged from the focud group or 

interview (such as experiences of perinatal depression). Each participant expressing that 

theme, and where it was expressed in the conversation, was noted in the table and 

transcripts were similarly colour coded for ease of recognition. Inclusion was based not 

only on shared language but also shared meaning. For example, women may not have 

explicitly named their experience as ‗postnatal depression‘ but openly expressed 

feelings of extreme sadness, detachment, and confusion at becoming a mother. 

 

As the qualitative investigation was occurring simultaneously with portions of the 

quantitative investigation, I was able to venture back and forth between the two. For 

example, the analyses of obstetric profiles for foreign-born women (Chapter Five) 

revealed significant disparity in diagnoses of gestational diabetes. Interviews with 

CALD women and midwives highlighted that monitoring and treatment of gestational 

diabetes in WA is quite involved and not always easy for immigrant women, which 

influenced the investigation of gestational diabetes in CALD women (Chapter Six).  
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3.3 Ethics approval 

Due to the combined quantitative and qualitative methods required by this study, both 

university-based and government-based ethics committees oversaw the project. Ethics 

approval was initially obtained from The University of Western Australia‘s Human 

Research Ethics Committee (UWA HREC) and subsequently gained from the 

Confidentiality of Health Information Committee (CHIC) of the Department of Health 

WA (since renamed the Department of Health WA Human Research Ethics Committee 

or DOHWA HREC). The sheer size of the population-level data contained within the 

MCHRDB (over 200,000 births in the 1998-2006 subset) made it impossible to obtain 

informed consent from everyone whose records were used. Because of this, identifying 

variables (such as birth dates and residential addresses) were not supplied, which in turn 

allowed the anonymity of individuals to be protected. As a result, consent was only 

collected from those women participating in the qualitative study.  

 

As many of the Afghan, Burmese, and Sudanese women had poor literacy in both 

English and their native language, the information sheet and the consent form were 

verbally explained to them before the discussion groups started. This was done in both 

English and in the participants‘ native language. Verbal permission to record the 

discussion was also sought at this time. Once the discussion had concluded, and 

participants were aware of what had been discussed and recorded, they were asked to 

sign a consent form provided they were happy for their contribution to be used. All 

Afghan, Burmese, and Sudanese participants signed this form at the conclusion of the 

discussion. The Chinese and Vietnamese participants did not have the same issues with 

literacy. They were provided with the information sheet and consent form along with 

the short questionnaire before the interview, when permission to record the discussion 

was also sought. All participants agreed to be recorded. 

 

All personal information was kept secure and confidential. The data files from the 

MCHRDB were stored on a secure server which was accessible only through onsite 

computers kept in a locked part of the facility at TICHR. These files could be opened by 

a security password. No identifying information was made available in the dataset. 

Pseudonyms were used when transcribing the focus groups, interviews and co-

interviews to protect the anonymity of participants. These transcripts were also 

password protected. The hard copies of the mothers‘ questionnaires were kept in a 

locked filing cabinet in a secure room at TICHR.  
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CHAPTER FOUR 

Indicating ethnicity in routinely collected Western 

Australian perinatal health data 
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4.0 Foreword 

Many healthcare providers and government departments routinely collect personal and 

health information in order to provide population-level statistics for monitoring 

community health. More recently these types of databases have been made available for 

health and medical research. The MCHRDB is an excellent example. The linkages of 

this database are made available to TICHR by the WA Department of Health. As a 

result, the MCHRDB has been at the foundation of decades of high-quality 

epidemiological research. 

 

Data collected for the purposes of population surveillance but used for scientific 

investigation is not ideal. It would appear that this is particularly the case when it comes 

to research involving ethnically diverse populations. I began this PhD with the intention 

of investigating the relationships between indicators of ethnic diversity in the 

MCHRDB, such as ethnic origin, country of birth, or use of an interpreter, and perinatal 

health outcomes. As ethnicity can mean many things to many people, I had hoped to be 

able to further define which features of ethnicity could account for health disparities. 

For example, are adverse outcomes exacerbated by a lack of English proficiency? Are 

they minimised for women covered by private health insurance? Are they different for 

foreign-born versus Australian-born women?  

 

What I found first and foremost, was that the MCHRDB is both lacking and inconsistent 

in its collection of variables related to cultural and linguistic diversity. While much 

attention has been paid to the influence of Indigenous status on perinatal health using 

this database, there is little research into ethnicity that ventures beyond Aboriginality. 

This chapter outlines the issues I faced, and discusses how ethnicity can be better 

addressed in routinely collected data. An edited version of this chapter (Appendix I) is 

currently under review with the Journal of Immigrant and Minority Health. 
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4.1 Abstract 

Objective 

To examine and evaluate indicators of ethnic diversity in the MCHRDB, a linked 

database comprised of perinatal health information, birth and death records and hospital 

admissions. Secondly, to recommend how indicators of ethnic diversity can be better 

understood and integrated into administrative health records, thereby increasing their 

research potential. 

 

Methods 

A mixed method approach incorporated three sources of data to evaluate the MCHRDB: 

(1) analysis of indicators of ethnic diversity, including proportions of records with 

missing data or incorrect data recorded; (2) a focus group with 11 midwives centred on 

how ethnicity-related data is routinely collected for the administrative form that is the 

foundation of the MCHRDB; (3) self-identified ethnicity variables from a demographic 

questionnaire completed by 39 women from Afghanistan, Burma, China, Sudan, and 

Vietnam who had given birth in Western Australia between 2004 and 2009. 

 

Results 

The MCHRDB is lacking in ethnic indicators such as citizenship, migration history, 

ancestry, religion, and language/s. Other indicators, such as use of an interpreter, are not 

accurately recorded. The variable ‗ethnic origin‘ is a rebadged version of the previous 

variable ‗race‘ and does little to capture the ethnicity of women birthing in WA. There 

is a lack of consistency in collection methods among midwives, and self-identified 

ethnicity is poorly understood.  

 

Conclusions 

Research relevant to the health outcomes of ethnically diverse mothers and their babies 

has been limited as ethnicity-related data in the MCHRDB are unclear, missing, or 

misused. The linkages of the MCHRDB provide the basis of a potentially powerful 

population research tool which is currently hindered by inadequate recording of 

ethnicity-related information. Future data collection can be improved by clarifying, 

expanding, and accurately reporting key variables to better encompass ethnic diversity. 
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4.2 Introduction 

Administrative data such as hospital admission records, cancer registries, or birth and 

death certificates are ultimately collected for purposes other than health research. 

However, such data sources can be particularly useful for health and medical research. 

Data linkage, which involves deriving the records relating to a single individual or event 

from two or more different sources and amalgamating them in a single file (Hobbs and 

McCall 1970), is also a continuing trend. As well as providing an opportunity for 

validation of existing records, data linkage increases the number of variables available 

to researchers, thereby enhancing the research potential of a given database. 

Improvements in infrastructure, technology, funding, and support for data linkage have 

seen the use of linked databases increase over recent decades. However, there are 

noticeable limitations imposed by the use of existing administrative databases for 

research purposes. This study identifies some of these issues, using a linked perinatal 

health database as an example, and makes recommendations to improve the indication 

of ethnicity in, and therefore the quality of ethnicity-related research produced by, 

routinely collected administrative data. 

 

Australia is ethnically diverse and has had a policy of multiculturalism for the past 40 

years (DIAC 2011a). Despite this diversity, the identification of ethnic groups in health 

research has been underdeveloped. Internationally the relationship between ethnicity 

and health has gained attention in recent years, particularly as research has shown 

significant disparities based on measures of race and/or ethnicity (Anand et al. 2000; 

Jenum et al. 2005; Karlsen and Nazroo 2010). While some conditions have clear genetic 

aetiologies, others are largely influenced by environmental conditions and all result 

from some level of interaction between an individual‘s genes and environment. Most 

often poorer health outcomes occur in those who are members of ethnic minorities, 

when compared to the mainstream population (Burrows et al. 2010; Farmer and Ferraro 

2005; Newbold 2009). 

 

Although research has consistently demonstrated inequity in health outcomes, it is often 

unclear why ethnicity is ultimately associated with these disparities. Being a member of 

a given ethnic group is rarely a direct cause of poor health in and of itself. There is a 

strong association between ethnicity and socioeconomic factors which have been shown 

to influence several health outcomes (Burrows et al. 2010; Farmer and Ferraro 2005; 

Karlsen and Nazroo 2010). Similarly, other facets of ethnicity, such as poor proficiency 
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in the dominant language of the country of residence (Kim et al. 2011; Shi et al. 2009), 

length of time in the receiving country for foreign-born residents
 
(Newbold 2009), and 

perceptions and experiences of discrimination (Karlsen and Nazroo 2002), have all been 

linked to poorer health outcomes. 

 

Adequately capturing ethnicity is not an easy task. Defining ethnicity is so complex that 

most health researchers who investigate the effect of ethnicity on health rarely stipulate 

what they mean by it (Ahdieh and Hahn 1996). In addition to issues of definition, 

different measures can be used to operationalise the concept, including race, country of 

birth, and self-reported ethnic group. A lack of consistency in how ethnic diversity is 

indicated makes comparison of research results vague and at times impossible.  

 

This paper explores ethnic identification in the MCHRDB which is a composite 

database containing linkages to several administrative collections and population-level 

registries (Stanley et al. 1994; Stanley et al. 1997).
 
Using the state-wide health data 

collected in the MCHRDB, we intended to investigate how indicators of ethnic diversity 

such as race/ethnicity, immigrant status, country of birth, and language competency, 

could influence the perinatal health and wellbeing of women and their babies in WA. 

However, we found the capacity to do so was limited by two main factors: (1) a lack of 

applicable variables within the database; and (2) inconsistencies in the collection of 

relevant information relating to ethnicity.  

 

4.3 Methods 

This study used a three-pronged mixed-method approach to evaluate the usefulness of 

the MCHRDB in conducting perinatal research in an ethnically diverse population. 

Firstly, an analysis of indicators of ethnic diversity in the MCHRDB; secondly, through 

a focus group discussion with 11 midwives who had experience completing the forms 

which comprise the MCHRDB; and thirdly, through a questionnaire completed by 39 

women from Afghanistan, Burma, China, Sudan, and Vietnam which addressed self-

reported ethnicity, migration history, and language competency. Further details on each 

of the methods outlined below are covered in Chapter Three. 

 

The MCHRDB 

The MCHRDB provides comprehensive data related to perinatal health. For this 

analysis the variables of interest included mother‘s ethnic origin, mother‘s place of 
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birth, father‘s place of birth, Indigenous status of both parents, and the use of an 

interpreter. 

 

The midwives focus group 

As part of a larger study into the pregnancy and postpartum experiences of foreign-born 

women in WA (results reported in Chapter Eight) a focus group was conducted with 11 

midwives who worked in the maternity ward of a catchment hospital for immigrant 

women. The focus group asked midwives about how they collected administrative data, 

how they determined the ethnic origin of their patients and what the major issues they 

faced in caring for ethnically diverse women were. The discussion was recorded, 

transcribed and general principles of thematic analysis were applied (Braun and Clarke 

2006).  

 

The mother‟s questionnaire 

As part of this same study, the mother‘s questionnaire was completed by participants 

from two main sources: (1) refugee women from Afghanistan, Burma, and Sudan who 

attended focus groups at Ishar Multicultural Women‘s Health Centre, Inc. and 

completed the questionnaire as part of their participation; and (2) Chinese and 

Vietnamese women who had participated in individual interviews and also completed 

the questionnaire.  

 

4.4 Results 

The MCHRDB 

Table 4.1 shows the variables considered to be indicators of ethnic diversity that were 

available in the MCHRDB. There were no variables relating to religious attachment, 

language/s spoken, ancestry, citizenship, or time since arrival for foreign-born women 

included in the database. Table 4.2 shows the lack of uniformity in collection of 

indicators of Aboriginality between sources. Mother‘s Aboriginal/Indigenous status 

varies between 4.8% and 7.5% depending on the variable used. The distribution of 

country of birth in women who were classified as ‗Other‘ in the MCHRDB (for n > 20) 

between 1998 and 2006 is included in Table 4.3.  
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Table 4.1 Indicators of ethnic diversity in the MCHRDB 

 

Description Source Values 

Mother’s ethnic origin MNS Caucasian 
Aboriginal/TSI 
Asian 
Indian 
African 
Polynesian 
Maori 
Other 

Indigenous mother MNS Yes/No 
Mother’s place of birth Birth register Text, self-report 
Father’s place of birth Birth register Text, self-report 
Mother is Aboriginal or Torres Strait Islander Birth register Yes/No 
Father is Aboriginal or Torres Strait Islander Birth register Yes/No 
Indigenous status HMDS Aboriginal 

Torres Strait Islander (TSI) 
Aboriginal and TSI 
Non-Aboriginal, non-TSI 

An interpreter was present at the hospital HMDS Yes/No 

 

 

 

 

 

 

 

 
Table 4.2 Proportion (%) of mothers classified as Indigenous (Aboriginal and/or Torres 

Strait Islander) in different data sources of the MCHRDB 

 

Variable Source 
Database 

Total number  
Indigenous 

Proportion  
Indigenous 

(%) 

Mother is Aboriginal or Torres Strait Islander Birth register 11,232 4.8 
Indigenous status (Aboriginal and/or TSI) HMDS 13,305 5.7 
Mother’s ethnic origin (Aboriginal/TSI) MNS 14,734 6.3 
Indigenous mother MNS 17,457 7.5 
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Table 4.3 Proportion (%) of mothers classified as ethnic origin ‘Other’ by country of birth 

 

Country of birth N % ‘other’ Country of birth N % ‘other’ 

Australia 171084 0.6 Pakistan 175 19.4 
England 16278 0.6 Nigeria 50 20.0 
New Zealand 8189 1.1 Argentina 83 20.5 
Vietnam 2753 2.7 Brazil 92 22.8 
China 1083 3.2 Bangladesh 107 27.1 
Poland 394 3.6 Sudan 373 27.9 
Malaysia 2175 3.7 Israel 83 32.5 
Zimbabwe 674 3.7 Western Samoa 28 35.7 
Hong Kong 316 3.8 Ethiopia 258 39.1 
Singapore 1116 3.9 Peru 42 40.5 
Indonesia 1597 4.3 Colombia 48 41.7 
Cambodia 227 4.8 Seychelles 57 42.1 
Thailand 732 5.3 Somalia 341 42.8 
Philippines  1430 5.6 Chile 203 46.3 
India 1235 6.0 Mauritius 208 46.6 
Kenya 229 7.0 El Salvador 197 55.3 
Romania 286 8.4 Nepal 18 55.6 
Zambia 200 8.5 Eritrea 148 60.1 
Japan 643 9.0 United Arab Emirates 23 60.9 
Serbia 243 9.9 Syria 67 62.7 
Croatia 323 9.9 Iran 222 66.7 
Papua New Guinea 401 10.0 Egypt 125 68.0 
South Africa 2275 10.1 Algeria 19 68.4 
Portugal 239 10.5 Lebanon 224 69.6 
Russia 188 10.6 Turkey 198 70.7 
Macedonia 423 11.8 Saudi Arabia 51 74.5 
Trinidad and Tobago 69 14.5 Jordan 55 74.5 
Sri Lanka 317 14.5 Kuwait 70 75.7 
Fiji 124 16.9 Afghanistan 335 77.0 
Bosnia 408 17.4 Iraq 729 86.4 
Burma 581 18.4    

 

 

 

Table 4.4 Ethnic origin as described in the midwives guidelines (Downey and Gee 2006) 

 

Ethnic Origin Refers only to mother’s ethnic origin, not that of the baby or the father of the 
baby. 

Caucasian Includes all people of Caucasoid (European) heritage e.g. Maltese, Lebanese, 
Italian, etc. 

Aboriginal/TSI Includes persons of Australian Aboriginal and/or Torres Strait Islander 
(Australoid) heritage. 

Other Includes any racial group other than Caucasian or Aboriginal/TSI, e.g. Asian, 
Indian, African, Polynesian, etc. Please identify in text in the space provided on 
paper form. 
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Use of an interpreter was also largely underreported. During 1998-2006 an interpreter 

was recorded in only 0.7% of births, despite women from non-English speaking 

countries (countries where English is not considered an official or de facto language) 

accounting for 8.6% of total births.  

 

The midwives focus group 

There are ultimately eight discrete options for ethnic origin in the MCHRDB: 

Caucasian; Aboriginal/Torres Strait Islander; Asian; Indian; African; Maori; 

Polynesian; or Other (undefined), of which women must be categorised as one. After 

Caucasian (84.2%), Aboriginal/TSI (6.3%), and Asian (5.2%) the most common ethnic 

origin for mothers birthing in WA between 1998 and 2006 is Other (2.3%). Table 4.4 

outlines the directive that midwives are given to assist them in completing the ethnic 

origin variable in the MNS. The focus group discussion with midwives provided insight 

into how data is collected for the MCHRDB. Midwives were asked about their decision 

making processes when completing this question for the MNF. There were two main 

themes that emerged from the discussion: (1) the use of other sources in deciding the 

mother‘s ethnic origin, and (2) conflict arising from personal perceptions and other 

sources. For example, midwives acknowledged regularly using data already in medical 

files to help them decide how to classify their patients. First and foremost was the 

mother‘s country of birth: 

 

Facilitator: So how do you determine what to put on that form? 

Midwife A:  Look at their files. 

Midwife B: Yeah, it often depends where they were born. 

Midwife C: Country of birth is always on our registration, yeah. 

Midwife D: On their admission form it‘s got the country where they were born as 

well. 

 

Knowing the geographical origin of immigrant women informs the decision-making 

process of the midwives. Complications may arise when geographical definitions are 

not mutually exclusive. For example, the focus group discussion highlighted conflict 

over the Asian category. Women born in India could potentially be classified as Indian 

or Asian but the inclusion of the Indian example in the guidelines indicates that this 

should be the preference. However, it is unclear if Indian ethnicity is equivalent to 

Indian nationality. What of women born in Sri Lanka, Bangladesh, or Pakistan? It was 
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largely unclear to the midwives if or how Indian ethnic origin differed from Asian 

ethnic origin.  

 

Midwife A: Asian would actually cover Indian, Malaysian, Singaporean, Chinese, 

Vietnamese. 

Midwife E: Yeah, all of those would just come under the ‗Asian‘ category. 

Midwife F: So if you‘ve got an Indian born in Asia you don‘t classify them as 

‗Indian‘? That‘s what I usually do. 

Midwife D: Well India comes under Asia. It would accommodate Indians too. 

 

This same issue also permeated the midwives‘ dealings with Maori and Polynesian 

ethnic groups with some midwives classifying Maori women as Polynesian. The current 

guidelines for midwives indicate the use of the term Polynesian yet Maori exists as a 

separate functional category within the MCHRDB. Of all births occurring in WA 

between 1998 and 2006, 0.7% were to women classified as Maori and 0.1% to women 

classified as Polynesian, yet technically (and functionally for many midwives) Maori 

women are Polynesian women.  

 

The mother‟s questionnaire 

Thirty nine women participated in the qualitative study which required them to identify 

their own ethnic background. Each of the eight Chinese participants identified 

themselves as Chinese. Each of the six Vietnamese women also identified their ethnicity 

as Vietnamese. Conversely, four of the eight Afghan women identified as being Tajik, 

and one as Hazara. Four of the seven Burmese women identified themselves as Karen, 

while one identified as Chin, one as Shan and one as Arakanese. Of the ten Sudanese 

women who participated, three identified themselves as Dinka, one as Madi and one as 

Nuer. None of the self-reported ethnicities correspond with ethnic background as it 

exists in the MCHRDB. The remaining women left their response to this question blank. 

 

4.5 Discussion 

The MCHRDB 

Indigenous status is an important factor in many health outcomes and at first glance the 

number of indicators of Indigenous status in the MCHRDB gives the impression of 

successful data collection. However, closer inspection of the variables shows 

inconsistency in reporting mother‘s Indigenous status with proportions of Indigenous 
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mothers ranging from 4.8% to 7.5%. This highlights how the data source can directly 

influence classification of women.  

 

The category Other appears particularly problematic for certain groups of women. There 

are clear trends in the geographical location of the countries of origin for these mothers, 

the most noticeable being the high proportions of mothers originally from North Africa 

and the Middle East in this category (typically between 61% and 86% depending on 

their country of birth). This indicates that midwives may not necessarily be comfortable 

classifying women from these areas as Caucasian, but are similarly uncomfortable with 

classifying them as Asian, African, or Indian. While the completion guidelines indicate 

that the midwives should be able to record alternative options they either have not done 

so, or in doing so have had their entry classified as Other during data entry. Women 

from Central and South America, who constitute a small proportion of immigrant 

women in WA, have similarly high rates of non-classification. 

 

We had anticipated that the information collected on use of interpreter services could be 

used as a proxy for native language preference and English language proficiency. 

However, there are several issues associated with collecting information on the use of 

interpreters. Interpreters may be used but not reported, they may be needed but not used, 

or family members or friends may act as interpreters on behalf of the patient. In this 

study, data on use of interpreters was unusable due to low levels of reporting. 

Considering that language is a major barrier to accessing and understanding healthcare, 

such information could prove highly beneficial to evaluating the need for, and use of, 

interpreter services.  

 

The midwives focus group 

A validation study completed in 1994 using a subset of 508 MNS entries noted that 

mother‘s race was obtained correctly in 98.6% of cases (Gee and Dawes 1994). 

However, prior to 1997 race (which was subsequently renamed ethnic origin) required 

midwives to classify mothers as belonging to one of three categories: Caucasian, 

Aboriginal, and Other, exaggerating the likelihood of correct classification by allowing 

every woman not considered to be Caucasian or Aboriginal to be classified in the same 

group. It is also unlikely that the 508 cases used in the study would be sufficient to 

examine race/ethnicity beyond those three categories. 
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Midwives presently completing the notification form are clearly instructed to identify 

which Other category the mother they have attended belongs to. Words like ‗Caucasoid‘ 

and ‗Australoid‘ refer to classical racial typology found in outdated biological 

anthropology text books, while reference to ‗European‘, ‗Asian‘, ‗Indian‘, ‗African‘ and 

‗Polynesian‘ defines mothers by their geographical region of origin, or that of their 

ancestors. There appears to be a lack of an explicit rationale behind the categories. That 

both responses (racial and geographical) exist in the recommendations for completing 

this question demonstrates the confusion and ambiguity associated with attempts to 

define ethnicity. Women are therefore being categorised by midwives whose 

instructions are limited and ambiguous. 

 

Midwives are privy to the medical records of the women in their care and use this 

information to help them classify their patients. A routine medical history or standard 

hospital admission forms should obtain place of birth, providing midwives with a 

context for their patients. The lack of clarification and consistency in providing 

guidance as to which women should be placed in which category is clearly problematic 

when classifying particular groups of women. This issue most likely means a portion of 

women who could be classified as Indian have actually been included in the category 

Asian, and a proportion of Maori women have been classified as Polynesian. It‘s also 

possible than non-Maori Polynesian women have been classified as Maori. 

 

The focus group also gave insight into how midwives use multiple sources to inform 

their decisions. They referred not only to medical notes, but also to the physical 

appearance of the women in their care, and to information provided by the women 

themselves, either through general conversation or by directly asking them if they do or 

do not belong to a certain ethnic group. This introduces new issues: a lack of 

consistency in the sources that midwives use; and a possibility that a proportion of 

women are essentially self-reporting their ethnic background, mediated through a third 

person. 

 

Providing categories guides midwives in their classification options, ultimately limiting 

potential analyses but forcing a choice between the options on offer. The limited 

number of functional categories available to those accessing the MCHRDB implies that, 

as far as ethnic origin is concerned, only a handful of ethnic groups exist. While the use 

of the ‗etc.‘ following the classification explanations in the guidelines indicates that 
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further categories are welcome, functionally they do not exist. In the MCHRDB only 

one extra category not explicitly mentioned in the midwives guidelines, Maori, has been 

employed by the midwives.  The ethnic origin variable gives the appearance of being an 

open-ended question while in reality adhering to fixed-response categories.  

 

The mother‟s questionnaire 

Self-reporting ethnic origin is often considered the gold standard for ethnicity data. 

However, asking women which ethnic group they belong to has its own limitations. 

Firstly, having to ask a labouring woman about her ethnicity is not always practical and 

may decrease ascertainment. Secondly, ethnically diverse women may not conceptualise 

or operationalise ethnicity in the same way as midwives or even as other mothers. For 

example, the immigrant women interviewed as part of the broader study on which this 

paper is based were from five different countries: four in Asia (Burma, China, Vietnam, 

and Afghanistan); and one in Africa (Sudan). Based on the geographical reference used 

in the MCHRDB, Burmese, Chinese, Vietnamese, and Afghan women should have been 

classified as Asian ethnic origin and the Sudanese women should have been classified 

as African ethnic origin, yet the women themselves rarely used these terms. In fact, 

while the 39 women came from five countries in two geographical locations they self-

reported 11 different ethnicities. What is more noticeable is that these self-reported 

ethnic groupings do not correspond with ethnicity as it exists in the MCHRDB. None of 

the women who participated in the study identified their ethnic background as being 

Asian or African. 

 

The Afghan women, in particular, pose a further problem. Afghanistan is essentially at 

the intersection of the Middle East (bordering Iran), Eastern Asia (bordering China), the 

Indian subcontinent (bordering Pakistan), and Central Asia (bordering three countries 

that were previously part of the Soviet Republic - Tajikistan, Uzbekistan, and 

Turkmenistan). As a result there exists debate as to whether Afghanistan should be 

included as part of Central Asia, Southern Asia, or the Middle East. Similarly, women 

from different regions of Afghanistan can differ greatly in physical appearance. Given 

that midwives can, and do, use physical appearance to classify women it is not 

unreasonable to expect that some Afghan women could potentially be classified as 

Asian, some as Caucasian, and others as Indian. Or alternatively, they might not be 

classified as any of these. 
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Despite the limitations associated with the collection and use of ethnic indicators in 

other databases, and in the MCHRDB, there is still value in compiling this data. If 

ethnic disparities exist in human health they need to be identified, addressed, and 

monitored. Data are most useful when they can inform action, but in order to be 

actionable they must first be valid and reliable. In light of the absence of an ideal 

method for operationalising ethnicity I favour a multifaceted approach which aims to 

capture as many of the components of ethnicity as possible. In WA the Office of 

Multicultural Interests (OMI) recommends that a minimum set of variables be collected 

for research involving diverse populations, including: country of birth; main language 

other than English spoken at home; proficiency in spoken English; and Indigenous 

status. The full set of recommended criteria also includes: ancestry; country of birth of 

father; country of birth of mother; first language spoken; languages spoken at home; 

main language spoken at home; religious affiliation; and year of arrival in Australia 

(OMI 2010). A suite of information would allow a much deeper analysis of the 

influence which ethnicity may, or may not, have on aspects of human health. Ethnicity 

as it is currently envisioned in large scale databases such as the MCHRDB fails to 

capture the necessary complexity. This ultimately limits its potential value in an 

ethnically diverse population.  

 

4.6 Recommendations 

1. Categories should be clarified 

Fixed categories impose a level of constraint on the data that can be collected. However, 

they provide the easiest method for medical or administrative staff to collect ethnicity 

data and in some instances can be an effective method for collecting self-reported 

ethnicity. Therefore, if fixed categories are used, a clear explanation of what is intended 

by each category needs to be provided to those individuals required to use the 

categories. This is needed in order to alleviate concern over disputed categories and to 

decrease the likelihood of observer misclassification. Categories would need to be 

mutually exclusive and exhaustive. 

 

2. Categories should be expanded 

As populations change over time new sub-groups emerge. If fixed categories are used 

there should be enough of them to adequately categorise the relevant population, with 

additions made as necessary. For example, in the case of the MCHRDB inclusion of a 

Middle Eastern category and a Latin American category could functionally categorise 
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the majority of mothers who had otherwise remained uncategorised, allowing them to 

be identified in analyses. Also, some level of international consistency in the use of 

such categories would allow for cross-national comparisons.
 
Periodically revising and 

updating measures of ethnicity will allow data to remain relevant.  

 

3. Information should be accurately reported 

If a variable is included in a data set it needs to be adequately collected or there is little 

point to including it. For example, WA hospital data allow for information to be 

collected on interpreter usage. However, this variable is not sufficiently recorded by 

staff completing the relevant form. The subsequent underestimation of interpreter usage 

has ongoing repercussions, not only as a measure of linguistic proficiency in individual 

patients, but also for the adequate provision of interpreters and related services. 

Regularly auditing data would improve the collection of information and could play an 

important role in maintaining reporting standards and upholding the suitability of 

collections.  

 

4. Sufficient variables should be included 

If ethnic data is to be reported care needs to be given to make sure that it is clear why it 

is being collected and how it should be interpreted. The vast majority of health 

outcomes are reported relative to a measure of race/ethnicity, with little examination of 

what it is about belonging to the given racial or ethnic group that could be responsible 

for the outcome. Whenever feasible, additional information needs to be collected to 

capture the characteristics associated with ethnicity such as SES, language proficiency, 

religious attachment, migration history, and ancestry. Opportunities to collect this 

information in many administrative databases are limited. However, even in these 

contexts place of birth, formal educational attainment, citizenship status, and time since 

migration could be easily obtained. Data linkage could be particularly helpful in this 

regard. For example, birth registry data is often the basis for many linkages so including 

extra variables here could make it available to other linkages such as cancer registries, 

birth defects registries, mental health registries, and so on. Obviously, the costs of 

collecting these data in terms of both time and money, and the extra burden they 

provide to those individuals supplying the information, must be weighed against their 

usefulness. 
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5. Quality breeds quality 

Unreliable data produce unreliable results. Unfortunately, the large sample sizes 

associated with population-level administrative databases often provide a misguided 

sense of confidence in the outputs they produce. However, large numbers of variables 

and a population-level sample size does not necessarily predict high quality data. If data 

are missing, or poorly recorded in linked sources, then the deficit remains. Validation 

against a gold standard is needed to check the accuracy of collected variables. For 

ethnicity, this is probably a self-reported measure. In instances where the quality of 

variables cannot be improved through addition or alteration, improved collection, or 

linkage to other databases with relevant variables, analyses should clearly outline for the 

reader the issues with data quality. If the intention to use administrative databases for 

high quality health research remains, then efforts need to be made to provide high 

quality data in order to do so. 

 

There is no question that populations are able to benefit from the capacity to monitor 

health trends, to evaluate the impact of current medical interventions and public health 

policies, and to conduct epidemiological investigations into the aetiology of disease and 

injury (Stanley et al. 1997). It is these potential outcomes which have promoted the use 

of routinely collected population data in health research in recent years. However, 

administrative databases are ultimately collected for purposes other than health research 

and this needs to be acknowledged and suitably dealt with. 

 

Australia, like many other nations, is a multicultural society with a significant 

proportion of foreign-born residents and a long history of attracting both free settlers 

and refugees. Investigations into the long term health consequences of participation in 

multicultural society, for Anglo-Australians and those considered to be members of 

minority ethnic groups, is both important and necessary. However, in order to be able to 

carry out high quality research there needs to be access to high quality data. The 

linkages of the MCHRDB illustrate how this is currently lacking in routinely collected 

perinatal data commonly used for population surveillance purposes. Future effort must 

be made to improve the quality of ethnicity-related data so that disparities in health 

outcomes can be accurately identified, monitored, and improved. 
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Sociodemographic characteristics and obstetric 
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5.0 Foreword 

Due to the multiple issues surrounding the ethnicity-related variables within the 

MCHRDB highlighted in the previous chapter, I decided that the most appropriate way 

to identify CALD women was by their country of birth. Country of birth is an objective 

and largely stable characteristic which allowed for the uniform identification of foreign-

born women who had given birth in WA.  

 

The first step in investigating potential disparities in perinatal health was to look at key 

perinatal health outcomes for foreign-born women relative to Australian-born women. 

Even though Australia has flourished under the label ‗multicultural society‘ for nearly 

40 years, in-depth research into the perinatal health of immigrant women has been 

somewhat limited in the Western Australian context. Most perinatal research examining 

ethnic or racial differences in WA has restricted analyses to comparisons between 

Indigenous and non-Indigenous Western Australians, and while the findings of these 

studies have at times been striking, I had hoped to expand these comparisons beyond the 

obvious black/white divide. 

 

The linkages of the MCHRD provide information on a wide number of topics including 

parental demographic and socioeconomic characteristics, the mother‘s general health 

and her previous pregnancies, the presence of complications of pregnancy, labour, and 

delivery associated with the current confinement, as well as characteristics of the 

neonate – well over 300 variables. As the women in the dataset came from 185 different 

countries, analyses were limited to regional comparisons. This allowed a general 

exploration of important aspects of perinatal health using large but manageable sample 

sizes. The outcomes of these analyses were then used to provide direction for 

subsequent investigations. An edited version of this chapter has been published in the 

Australian and New Zealand Journal of Obstetrics and Gynaecology (see Appendix II). 
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5.1 Abstract  

Objective  

Despite WA having the highest proportion of overseas-born residents of any Australian 

state, no previous study has examined the general patterns of obstetric health of foreign-

born women in WA. This study aimed to examine the sociodemographic characteristics 

and obstetric profiles of foreign-born women in WA, using routinely collected perinatal 

data.  

 

Methods 

The records of 59,245 confinements to foreign-born women were compared with those 

of 149,737 Australian-born, non-Indigenous women in WA between 1998 and 2006 

using chi-square tests and ANOVA procedures. 

 

Results  

Foreign-born women were generally older, more likely to be married and have partners 

in highly skilled occupations, and were less likely to have private insurance or be 

teenage mothers. They were more commonly grand multiparae and were more likely to 

give birth at age 35 or older. On average, foreign-born women experienced increased 

risk of gestational diabetes, prelabour rupture of membranes, failure to progress, fetal 

distress, perineal laceration, and postpartum haemorrhage. They were less likely to 

induce labour and more likely to use fetal monitoring. Instrumental delivery, 

episiotomy, and caesarean sections varied with maternal region of origin. 

 

Conclusions 

Several important differences in the obstetric profiles of foreign-born women were 

found. These differences have useful implications for obstetric services in culturally and 

linguistically diverse populations. Collection of further variables would also benefit the 

future provision of equitable and culturally appropriate care to diverse immigrant 

groups. 
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5.2 Introduction 

Routinely collected perinatal data in WA has allowed decades of solid epidemiological 

research. However, most studies have restricted ethnic analyses to Indigenous versus 

non-Indigenous, despite increasing cultural and linguistic diversity (Bower et al. 2004; 

Freemantle et al. 2006; Kliewer and Stanley 1993; Langridge et al. 2010). As well as 

having a long history of attracting free-settlers, Australia also resettles international 

refugees, and is third after the United States and Canada in terms of the total number of 

people resettled (DIAC 2009). The large proportion of Australian residents born 

overseas is reflected in the national birth rate, with around a quarter of births in 

Australia to foreign-born women (AIHW: Laws and Sullivan 2009). 

 

Perinatal studies in other Western countries have noted significant variation in 

pregnancy complications, birth outcomes, and general perinatal health for local-born 

and foreign-born women and their infants (Gagnon et al. 2009). In certain instances, 

international migration has been shown to have negative associations with fetal growth 

(Dejin-Karlsson and Ostergren 2004; Diani et al. 2003), gestational diabetes (Kieffer et 

al. 1999; Weijers et al. 1998), perineal laceration and postpartum haemorrhage (Forna 

et al. 2003), and obstetric interventions (Ibison 2005). In other areas, foreign-born 

women have tended to do as well as, or better than, local-born women. For example, 

foreign-born women have been shown to have improved outcomes with regards to 

preterm birth (Forna et al. 2003; Guendelman et al. 1999), low birth weight (Singh and 

Yu 1996), and disorders related to placental functioning such as preeclampsia (Ray et 

al. 2007). 

 

Population-level data has been used to construct obstetric profiles for immigrant women 

in South Australia (Chan, Roder and Macharper 1988)
 
and New South Wales (Ma and 

Bauman 1996), yet similar profiles do not exist for immigrant women in WA despite 

WA having the largest proportion of foreign-born residents of any Australian state. This 

study aimed to describe and examine differences in maternal characteristics and 

obstetric outcomes between foreign-born and Australian-born women in WA who gave 

birth between 1998 and 2006. 
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5.3 Methods 

Analyses were conducted using the MCHRDB which routinely links the MNS to other 

data collections, including the WA birth register which provides information on parental 

characteristics such as place of birth and occupation. Mother‘s COB as declared in the 

birth register was used to identify foreign-born women. The 185 different COB were 

condensed to ten regional categories in line with the Standard Australian Classification 

of Countries (ABS: Harper 2008): Australia; Oceania (excluding Australia); North-West 

Europe; Southern and Eastern Europe; North Africa and Middle East; Sub-Saharan 

Africa; South-East Asia; North-East Asia; Southern and Central Asia; and Americas. 

 

Paternal occupation as declared in the register was coded to a skill level commensurate 

with the Australian and New Zealand Standard Classification of Occupations (ABS: 

Trewin and Pink 2006). Skill level 1 is the highest level and describes occupations 

which require a Bachelor‘s degree or equivalent training. Three SEIFA indices were 

included: IER provides a measure of access to economic resources; IEO provides a 

measure of education, training, and employment; and IRSD provides a measure of 

relative disadvantage, or lack thereof (ABS: Pink 2006). In each of these indices, being 

in group one indicates residence in an area of greatest advantage.  

 

The records of 208,982 confinements were used in the study. Ascertainment rates for all 

variables were greater than 97%, except mother‘s insurance status and paternal 

occupation (ascertainment >90%). Chi-squared tests and ANOVA procedures were 

conducted to test significant differences in maternal characteristics and obstetric 

outcomes between Australian-born and foreign-born women. Odds ratios (OR) with 

95% confidence intervals (CI) were calculated using Australian-born women as the 

referent and are quoted to two decimal places. Results were considered statistically 

significant at p<0.05. Methods are covered fully in Chapter Three. 

 

5.4 Results 

Maternal characteristics 

During 1998-2006 there were 59,245 confinements to foreign-born women, which 

accounted for 28.3% of all confinements to non-Indigenous women in WA. The 

youngest mother was 13 years of age and the oldest was 51. For Australian-born women 

the mean age at confinement was 29.4 years, while the mean age for foreign-born 

women was 31.4 years (p≤0.001). For women experiencing their first birth, mean age 
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for Australian-born mothers was 27.7 years compared to 29.6 years for first time 

foreign-born mothers. Foreign-born women from all regions, except Oceania, were 

significantly more likely to be married than Australian-born women (Table 5.1).  

 

Women from South-East Asia and Americas were just as likely to be primiparous as 

Australian-born women, while women from most other regions were less likely to be 

primiparous. Only women from North-East Asia were more likely to be primiparous 

than Australian-born women. Teenage pregnancies were significantly more common in 

Australian-born women than foreign-born women. Foreign-born women were more 

likely to be aged 35 or older at the time of birth. Women from North Africa and Middle 

East were over six times more likely to be grand multiparae (having experienced five or 

more births). Significantly fewer women from North-East Asia were grand multiparae 

compared to Australian-born women. 

 

Socioeconomic status indicators 

Socioeconomic indicators also differed between foreign-born women and their 

Australian-born counterparts (Table 5.2). Partners of women from Oceania were less 

likely than the partners of Australian-born mothers to report an occupation of the 

highest skill level, while partners of women from all other regions, except Southern and 

Eastern Europe, were more likely to be included in this category. Over a third of 

Australian-born women had private insurance. Women from Americas had significantly 

higher coverage, while all other foreign-born women had significantly lower coverage.  

 

With regard to the SEIFA measures, women from Southern and Eastern Europe did not 

differ from Australian-born women on any of the indices. Women from North Africa 

and the Middle East and Oceania were significantly less likely to be included in the 

highest categories, while women from all other regions were more likely to be included 

in this group than Australian-born women. Results differed for women from Southern 

and Central Asia depending on the index. 

 

Complications of pregnancy, labour and delivery 

On average, foreign-born women had lower rates of threatened abortion, threatened 

preterm labour, urinary tract infections, preeclampsia, precipitate delivery, and 

persistent occipito-posterior compared to Australian-born women (results not shown). 

However foreign-born women did exhibit increased risk of other complications (Table 
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5.3). A higher proportion of foreign-born women had pregnancies complicated by GDM 

compared to Australian-born women. Prelabour rupture of membranes (PLRM) was 

more common in foreign-born women than Australian-born women, as were failure to 

progress, fetal distress, and postpartum haemorrhage (PPH). Antepartum haemorrhage 

(APH) was more common in women from Oceania (4.2%) (p≤0.05), North-West 

Europe (4.2%) (p≤0.001), South-East Asia (3.7%) (p≤0.05), and North-East Asia 

(5.6%) (p≤0.001), than Australian-born women (3.8%). Women from South-East Asia 

were significantly more likely to experience cephalopelvic disproportion (3.1%) than 

Australian-born women (2.4%) (p≤0.001), while women from Southern and Eastern 

Europe (1.8%) and North Africa and Middle East (1.8%) were less likely to have their 

delivery complicated by cephalopelvic disproportion (p≤0.05) (results not shown). 

 

Obstetric interventions 

Foreign-born women were less likely to induce labour but more likely to be monitored 

using intrapartum cardiotocography (CTG) (Table 5.4). Women from Oceania and 

North Africa and Middle East were less likely to have an instrumental delivery (vacuum 

and/or forceps) and episiotomy than Australian-born women. Elective caesareans 

occurred in 17% of pregnancies to Australian-born women and were more common in 

women from North-West Europe and Americas and less common in women from all 

other regions except Sub-Saharan Africa and Southern and Central Asia. In general, 

emergency caesarean deliveries were more common in foreign-born women than 

Australian-born women. 

 

5.5 Discussion 

Several important differences in the obstetric health of foreign-born women were found. 

Overall foreign-born women were older, more likely to be married, less likely to be 

primiparae, had fewer teenage pregnancies, and a higher proportion of births after age 

35 than their Australian-born counterparts. This is consistent with Chan, Roder and 

Marcharper‘s 1989 study using perinatal data for South Australia and Ma and Bauman‘s 

1996 study using New South Wales data. The general patterns in these maternal 

characteristics have not changed in the time that has passed since both of these studies 

were published. What has changed, however, are the absolute proportions of women 

birthing after age 35. These have increased noticeably, mirroring national trends in 

maternal age (ABS 2009).  
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Older maternal age may result from the migration process as newly arrived settlers often 

need time to establish themselves in employment and housing before starting or adding 

to their family. Continuing to have children later in life, together with contraceptive 

choices or cultural preferences for larger families, may account for the increased 

likelihood of grand multiparity in women from some regions. The increased likelihood 

of marriage among foreign-born women is consistent with their older age, as is their 

increased likelihood of not being a first time mother. The SEIFA indices also indicate 

that women who give birth in WA post immigration generally have a higher 

socioeconomic status than the general Australian-born obstetric population. This is not 

entirely unexpected as the majority of foreign-born residents (or their spouses) must 

meet certain standards of employability in order to enter Australia. 

 

Of all immigrant groups, only partners of women from Oceania were less likely to 

report an occupation in the highest skill level category. Oceania-born women were also 

less likely to be in the highest category for the IER, IEO, and IRSD than Australian-

born women. However, the majority of women from Oceania come from New Zealand 

which has a free immigration accord with Australia, allowing residents to enter and 

leave Australia without meeting the same restrictions as immigrants from other 

countries (DIAC 2010).  

 

Women from North Africa and the Middle East were also socioeconomically 

disadvantaged based on the SEIFA measures. They were significantly less likely to be 

in the highest category for any of the SEIFA indices, despite having partners who were 

more likely report an occupation of the highest skill level. It is not uncommon for 

degrees obtained from overseas universities (particularly those outside of Europe, North 

America, and parts of Asia) to not be recognised by Australian employers. Similarly, a 

partner who considers his occupation to be ‗engineer‘ may include this information on 

the birth certificate without being employed as an engineer at the time of the birth. Also 

the increased likelihood of refugees and humanitarian entrants from this region (Iraq, 

Sudan etc.) could help explain socioeconomic differences. As in previous research, 

foreign-born women were significantly less likely to have private insurance (Ma and 

Bauman 1996). 

 

While women from Oceania, North-West Europe, South-East Asia, and North-East Asia 

were at increased risk of APH, mothers from all regions except North-West Europe, and 
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Americas were at increased risk of PPH. It is likely that the increased risk of PPH could 

be partially explained by the increased occurrence of perineal laceration, episiotomy, 

and caesarean delivery among foreign-born women. 

 

The higher prevalence of GDM in most foreign-born women is consistent with previous 

research both in Australia and overseas (Kieffer, Martin and Herman. 1999; Ma and 

Bauman 1996; Weijers, Bekedam and Oostin 1998) and is most likely influenced by 

both genetic and environmental factors leading to impaired carbohydrate metabolism 

during pregnancy. GDM is highly monitored among CALD women in WA with clinical 

guidelines automatically considering Aboriginal, Asian, Indian, and Middle Eastern 

groups to be at high risk (Hoffman et al. 1998). 

 

The increased occurrence of PLRM, fetal distress, and failure to progress among 

foreign-born women is particularly concerning as they are known predictors of 

caesarean delivery. Increased risk of PLRM did not coincide with increased risk of 

preterm birth (data not shown) or threatened preterm labour, indicating that PLRM most 

often occurred at term. It is possible that the elevated risk of fetal distress could be 

partially attributed to increased monitoring, such as the increased use of intrapartum 

CTG seen in foreign-born women.  

 

The World Health Organisation recommends that caesarean sections are beneficial in 

only about 10-15% of cases (WHO 1985) yet caesarean rates for all groups far exceeded 

this. The lower prevalence of elective caesarean among women from Oceania, Southern 

and Eastern Europe, North Africa and Middle East, Sub-Saharan Africa, South-East 

Asia, and North-East Asia could reflect preferences for non-intervention during labour 

and delivery, while increased use of elective caesarean by women from North-West 

Europe and Americas could reflect cultural acceptance of surgical delivery as a 

legitimate option for women. The increased risk of emergency caesarean in women 

from North-West Europe, Sub-Saharan Africa, Asia, and Americas requires further 

investigation and clarification of causes.  

 

Induction of labour was less common among all groups of foreign-born women, 

indicating that they were more likely to wait for labour to begin spontaneously or to 

forgo labour altogether (e.g. elective caesarean). Women from Oceania and North 

Africa and Middle East were less likely to have instrumental deliveries and also less 
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likely to use episiotomy, indicating a possible preference for avoiding interventions 

among these groups, which is also supported by their decreased use of elective 

caesarean section.  

 

Both instrumental delivery and episiotomy were more common among Asian women, 

which is consistent with previous research (Forna et al. 2003; Goldberg et al. 2003; Ma 

and Bauman 1996). Together with the increased risk of perineal laceration in these 

groups, and increased likelihood of cephalopelvic disproportion among women from 

South-East Asia, these could potentially be explained in terms of morphology as Asian 

women are more likely to be smaller and have a shorter perineum.
 
In certain cases this 

may facilitate perineal laceration, episiotomy, or caesarean delivery. It is important to 

keep in mind, however, that the likelihood of any obstetric intervention will also be 

largely influenced by obstetric staff. In particular, what types of interventions they offer 

to foreign-born women, and how those interventions are offered. Birthing as a private 

rather than public patient has been shown to largely influence the use of obstetric 

interventions as well (Roberts et al. 2000). 

 

Cultural and linguistic diversity is part of modern Australian society. As such, it would 

have been advantageous to have access to other relevant variables such as languages 

spoken, religious affiliation, refugee or humanitarian entry, and time since arrival in 

Australia, in order to examine outcomes according to these factors. Unfortunately such 

variables are not currently contained within the MCHRDB which is based on routinely 

collected data used for population surveillance rather than research. As a result, there is 

little control over when, how, and in what context data are collected. Reliable individual 

measures of socioeconomic status beyond each mother‘s hospital insurance status were 

not available. Paternal occupation was used as a proxy, in light of the high numbers of 

births occurring within married and defacto relationships.  

 

Greater emphasis is currently being placed on providing appropriate and sensitive care 

for CALD populations in Australia. Pregnant women who have migrated to Australia 

are particularly vulnerable and deserving of equitable and culturally appropriate care. 

This study helps to highlight differences in obstetric outcomes that are directly related 

to the treatment and care of foreign-born women during pregnancy, labour, and the 

delivery of their children in WA. Characteristics of foreign-born women and their 

pregnancies highlight the importance of developing specialised health services to 
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support a culturally and linguistically diverse obstetric population. The data presented 

here provide an overview of perinatal health in foreign-born women in Western 

Australia, as well as insight into areas where issues remain to be addressed. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



114 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



115 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER SIX 

Perinatal outcomes associated with gestational diabetes 

in women from culturally and linguistically diverse 

backgrounds in Western Australia 
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6.0 Foreword 

One of the most noticeable disparities revealed by the comparison of obstetric profiles 

was the higher diagnoses of GDM in pregnancies to foreign-born women. This finding 

mirrors research in other Western countries which has consistently found rates of GDM 

to be higher among women who from CALD backgrounds.  

 

GDM is often associated with several adverse pregnancy outcomes and I was curious to 

know if pregnancies to CALD women with GDM were more likely to result in such 

adverse outcomes than pregnancies to non-CALD women, who would not necessarily 

face the same cultural and linguistic barriers during pregnancy. Over the course of my 

discussions with midwifery staff, I learnt that women with a confirmed diagnosis of 

GDM are required to monitor their own blood glucose levels daily during pregnancy, 

alter their diets in consultation with a dietitian, and possibly instigate a drug regimen in 

extreme cases. The one participant in the qualitative study who had GDM was from 

Vietnam. She admitted that she often did not follow her dietitian‘s advice because it did 

not make cultural sense to her (for example, she was horrified at the thought of 

eliminating white rice from her diet) and missed her 6 week postpartum diabetes follow-

up appointment because her husband was working away, she did not drive, and she was 

not comfortable taking unpredictable public transport with a newborn.  

 

Alternatively, there had been some evidence for the healthy immigrant effect in the 

initial obstetric profiles. Foreign-born women had better outcomes than Australian-born 

women in several domains. If being born overseas could be protective against certain 

pregnancy complications in general, then perhaps it might also be protective against 

deleterious outcomes in women with a complication, particularly one consistently more 

common among foreign-born women. This chapter is currently in press with the journal 

Diabetic Medicine (see Appendix III). 
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6.1 Abstract 

Objective  

To compare maternal and neonatal outcomes for Australian-born women with GDM to 

maternal and neonatal outcomes for CALD and non-CALD foreign-born women with 

GDM. 

 

Methods  

A total of 205,616 singleton births in WA between 1998 and 2006 were examined using 

multivariate logistic regression. Risks of ten maternal and neonatal outcomes associated 

with GDM were compared for GDM pregnancies to foreign-born women from both 

CALD and non-CALD backgrounds versus Australian-born women. The same 

outcomes were also compared for non-GDM pregnancies. 

 

Results  

Foreign-born CALD women were more likely to undergo emergency caesarean but less 

likely to have preeclampsia, an elective caesarean, or induce labour than Australian-

born women. Their infants were less likely to be large for gestational age, require 

resuscitation, or be transferred to specialist care. These differences were also evident 

among non-GDM pregnancies to CALD women but did not exist between foreign-born 

non-CALD women and Australian-born women with GDM.  

 

Conclusions  

While GDM places women and infants at increased risk of adverse perinatal outcomes, 

these outcomes differed for foreign-born women from CALD backgrounds when 

compared to Australian-born women. Further investigation is required to elucidate why 

being foreign-born and CALD reduces the risk of several of these outcomes. 
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6.2 Introduction 

Diagnoses of gestational diabetes are increasing among obstetric populations (Dabelea 

et al. 2005), with highest risk among certain racial/ethnic groups (Thorpe et al. 2005; 

Weijers, Bekedam and Oostin 1998). While there is a significant body of evidence 

outlining the association between GDM and race/ethnicity, there is also growing 

evidence that links GDM to immigrant status. The nativity of ethnically diverse women 

has been shown to influence their risk of GDM, with foreign-born women generally 

being at greater risk than local-born women (Kieffer, Martin and Herman. 1999). While 

the majority of immigrants in Australia have historically come from the United 

Kingdom, increasing proportions are from culturally and linguistically diverse 

backgrounds (DIAC 2009). The historical legacy of international migration to Australia 

is evident in the national birth rate with about a quarter of births to foreign-born women 

(AIHW: Laws and Sullivan 2009). 

 

National-level monitoring data in Australia has shown individuals from CALD 

backgrounds to be at increased risk of Type 2 diabetes (AIHW: Thow and Waters 2005) 

and GDM (AIHW: Templeton and Pieris-Caldwell 2008). As well as being at increased 

risk of diabetes during pregnancy, foreign-born women from CALD backgrounds may 

also face challenges in negotiating general maternity care. Language problems, 

socioeconomic disadvantage, unfamiliar practices, and differing cultural norms can 

often be barriers to accessing or utilising health care in diverse populations. Due to 

these disadvantages, foreign-born women with GDM from CALD backgrounds may be 

at higher risk for poor perinatal outcomes, compared to their local-born counter parts. 

Pregnant women are particularly vulnerable in this regard (Delvaux et al. 2001; Kogan 

et al. 1998). With this in mind, I investigated whether or not foreign-born women with 

gestational diabetes, from CALD and non-CALD backgrounds, have an increased risk 

of adverse maternal and neonatal outcomes when compared to Australian-born women 

with gestational diabetes. 

 

The term cultural and linguistic diversity was introduced to Australian health and social 

research in an attempt to move beyond the description of individuals and communities 

as simply non-English speaking. Many communities do not use English as a common 

language yet engage in common cultural practices, including similarities in education, 

healthcare, religion, and politics. Also, individuals from countries that use English as a 

main language may engage in practices very different from those that are commonplace 
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in Australia. It should be noted that there cultural and linguistic diversity exists within 

the Australian-born population. There is no strict and abiding definition of CALD, but 

most often definitions are based on place of birth, shared sociocultural practices, and 

English language competency. 

 

6.3 Methods 

Analyses utilised the MCHRDB which, as well as providing a suite of information on 

pregnancy, labour, delivery, and neonatal events, identifies whether or not a given 

pregnancy was affected by gestational diabetes. The MNF defines GDM as diabetes 

first identified during pregnancy and confirmed by clinical investigation. Universal 

screening for gestational diabetes is recommended between 24-28 weeks gestation in 

WA (DOHWA 2008a). Women considered to be low risk are first given a 50g oral 

glucose challenge test (OGCT). Those with abnormal results (i.e. one hour blood 

glucose ≥7.8mmol/L) will progress to a 75g oral glucose tolerance test (OGTT), while 

those scoring ≥11mmol/L are automatically classified as diabetic. Women considered to 

be at higher risk are given the 75g OGTT and may be also given a random blood 

glucose test prior to 24 weeks if their care provider (i.e. midwife, general practitioner, or 

obstetrician) chooses to do so. Risk factors include those outlined in the Australasian 

Diabetes in Pregnancy Society (ADIPS) guidelines and automatically classify women 

from Indigenous Australian, Asian (including South Asian), Polynesian, and Middle 

Eastern ethnic groups as being at increased risk for GDM (Hoffman et al. 1998). 

 

Several adverse maternal outcomes were included in the analyses: (1) preeclampsia; the 

development of hypertension with proteinuria and/or oedema after the 24
th

 week of 

pregnancy, (2) cephalopelvic disproportion; when the fetal head is disproportionately 

large for the mother‘s pelvis, (3) shoulder dystocia; obstructed delivery due to the 

inability of the fetus‘ shoulders to pass through the mother‘s pubis, (4) emergency 

caesarean; an abdominal delivery undertaken at short notice for a complication either 

before or during labour, (5) elective caesarean; a planned abdominal delivery performed 

prior to the onset of labour and before spontaneous rupture of membranes, and (6) 

induction of labour; a procedure performed for the purpose of stimulating and 

establishing labour in a woman who has not commenced labour spontaneously. Based 

on these definitions, analyses using shoulder dystocia or induction of labour as an 

outcome excluded any women who had an elective caesarean. Fetal and neonatal 

outcomes included: (1) preterm birth; occurring before 37 completed weeks gestation, 
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(3) large for gestational age (LGA); or a birth weight in the 90
th

 percentile for 

gestational age, (4) any form of resuscitation performed on the neonate immediately 

after birth (e.g. suction, oxygen therapy, intubation etc.), and (5) transfer of the neonate 

to a specialist care ward. While stillbirth was also investigated it was too rare to provide 

meaningful results. 

 

As GDM occurs in approximately 3-10% of births, overall numbers of pregnancies in 

WA affected by GDM during 1996-2008 were not large enough to permit an analysis by 

maternal country of birth or region of birth. Instead women were identified as 

Australian-born, foreign-born CALD (hereafter CALD), or foreign-born non-CALD 

(hereafter non-CALD). For the purposes of this study, CALD women were those born 

overseas in countries where English is not widely spoken or taught and where 

potentially disadvantageous sociocultural, political, economic and communication 

differences exist. Based on this definition, the non-CALD group included women born 

in New Zealand, the United States of America, Canada, South Africa, Ireland, the 

United Kingdom and those countries located in North-West Europe. Women from all 

other countries were included in the CALD group (see Table 6.1). 

 

The χ
2
 test or one-way ANOVA was used to analyse differences between characteristics 

of Australian-born, CALD, and non-CALD women with GDM as well as differences in 

average birth weight and gestational age. Odds ratios (OR) with 95% confidence 

intervals (CI) were calculated from both unadjusted and adjusted logistic regression 

models in order to determine risk of adverse maternal and neonatal outcomes and are 

quoted to two decimal places.  

 

I adjusted for established and potential confounders including mother‘s age (≤ 24, 25-

34, ≥ 35) and parity (0, 1, ≥ 2), as well as whether or not she was in a married/defacto 

relationship, whether or not she had pre-existing hypertension, and whether or not she 

smoked during pregnancy. Maternal occupation, as included in the birth register was 

coded to a skill level corresponding to the Australian and New Zealand Standard 

Classification of Occupations (ANZSCO) (ABS: Trewin and Pink 2006) and then 

collapsed to three categories (university-level education, non-university-level education, 

unknown) for inclusion as a covariate. A p-value of 0.05 was considered statistically 

significant.  
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6.4 Results 

There were 205,616 non-Indigenous singleton births in WA between 1998 and 2006. 

The total prevalence of GDM during this time period was 3.8% (a total of 7,724 

pregnancies). GDM was significantly more common in both CALD (6.8%) and non-

CALD women (3.8%) than Australian-born women (3.2%) (p≤0.001). 

 

CALD and non-CALD women with GDM were similar to each other and dissimilar to 

Australian-born women in terms of sociodemographic variables (Table 6.2). Both 

CALD and non-CALD women with GDM were significantly older than their 

Australian-born counterparts. They were also more likely to be in a married or defacto 

relationship, have had at least one child already, and report an occupation in the highest 

skill level category. CALD women were significantly less likely to suffer from essential 

hypertension or to smoke during their pregnancy. Table 6.3 illustrates the absolute and 

adjusted risks of different outcomes in pregnancies with and without GDM, comparing 

CALD and then non-CALD women to Australian-born women. 

 

CALD women with GDM were significantly less likely to suffer from preeclampsia, 

have their labour induced, and deliver by elective caesarean. They were also 

significantly less likely to have an infant that was large for gestational age, or an infant 

that required resuscitation or transfer to specialist care, compared to their Australian-

born counterparts. However, they were more likely to deliver their babies by emergency 

caesarean than Australian-born women. These differences also existed between non-

GDM pregnancies to CALD women and those to Australian-born women. 

 

Table 6.3 further shows that maternal and neonatal outcomes in non-CALD women 

differed between GDM and non-GDM pregnancies. Like their CALD counterparts, non-

CALD women whose pregnancies were not complicated by GDM were significantly 

less likely to induce labour, elect for a caesarean delivery, or have a child who requires 

resuscitation or transferral to specialist care than Australian-born women. However, 

these differences did not exist for pregnancies complicated by GDM. There were no 

significant differences between Australian-born and either foreign-born group with 

GDM in regards to risk of cephalopelvic disproportion, shoulder dystocia, stillbirth, or 

preterm birth. 
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Table 6.1 Place of birth for CALD and non-CALD women with gestational diabetes in 

Western Australia, 1998-2006. 

 

 

CALD N Non-CALD N 

Southern and Eastern Europe 188 North-West Europe (inc.UK and 
IRE) 

927 

Africa and Middle East (exc. SA) 275 South Africa 66 

Oceania (exc. NZ) 27 New Zealand 228 

Americas (exc. USA and CAN) 28 United States of America 31 

Asia 1168 Canada 21 

TOTAL 1686 TOTAL 1273 

 
CAN = Canada, IRE = Ireland, NZ = New Zealand, SA = South Africa, UK = United Kingdom, USA = 
United States of America 

 

 

 

 

 

 

Table 6.2 Maternal characteristics of GDM pregnancies to Australian-born, CALD and 

non-CALD women in Western Australia, 1998-2006  

 

 

 

Maternal characteristics 

Australian-born 

(n=4,765) 

CALD 

(n=1,686) 

Non-CALD 

(n=1,273) 

Maternal age (mean, SD) 31.6 (5.2) 33.4 (5.1) *** 33.6 (5.1)*** 

Married or defacto (%) 93.7 96.0*** 96.0** 

Primiparity (%) 40.9 36.4*** 36.3** 

Occupational skill level (university) (%)# 32.5 36.3** 36.9** 

Essential hypertension (%) 2.9 1.2*** 2.6 

Smoking during pregnancy (%) 17.7 3.4*** 16.7 

 
#This information was unknown in 27.9% of cases. 
* = p ≤ 0.05 compared with Australian-born non-Indigenous women  
** = p ≤ 0.01 compared with Australian-born, non-Indigenous women 
*** = p ≤ 0.001 compared with Australian-born, non-Indigenous women 
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In terms of general fetal size, the average birth weight for neonates of CALD women 

was 3297 grams which was significantly smaller than the average birth weight of 

neonates born to Australian-born women (3402 grams) (p<0.001). There was no 

difference in average weight of neonates born to non-CALD women (3400 grams) 

compared to those of Australian-born women. There were no significant differences 

between groups in terms of mean or median gestational age at delivery. 

 

6.5 Discussion 

The presence of GDM during pregnancy increased the likelihood of perinatal 

complications for all women, regardless of whether they were Australian-born, CALD 

or non-CALD. However, CALD women exhibited a lower risk of preeclampsia, 

induction of labour, and elective caesarean, as well as a lower risk of delivering a 

neonate that was large for gestational age, required resuscitation, or was transferred to 

specialist care, in both GDM and non-GDM pregnancies. Contrary to my initial 

hypothesis, those assumed to be at greatest risk of social and linguistic disadvantage had 

comparatively better outcomes. CALD women in WA may demonstrate a potential 

epidemiological paradox, possibly similar to the Hispanic paradox in the United States 

which has demonstrated better perinatal health outcomes for Hispanic women in spite of 

socioeconomic disadvantage (Brown et al. 2007). It appears that the benefits associated 

with being CALD endure in pregnancies complicated by GDM. 

 

Non-CALD women who did not have GDM also showed improved outcomes with 

regard to induction of labour, elective caesarean section, neonatal resuscitation, and 

transfer of the neonate, compared to Australian-born women. However these benefits 

were not evident in GDM pregnancies. There were no significant differences between 

the pregnancies of non-CALD women with GDM and Australian-born women with 

GDM on any of the outcomes examined, indicating that non-CALD women with GDM 

have similar risks of complications to Australian-born women. These findings highlight 

the importance of distinguishing CALD from non-CALD women in gestational diabetes 

research involving immigrant populations. 

 

The decreased risk of preeclampsia in pregnancies to CALD women is of particular 

interest as preeclampsia suggests a biological rather than a sociocultural aetiology. 

Previous research has indicated that placental health, including preeclampsia, may be 

one area where foreign-born women generally perform better than local-born women. 
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This appears to be the case for CALD women in WA, even with GDM. However, this 

benefit has been shown to decrease with length of time in the receiving country (Ray et 

al. 2007). 

 

A number of the other outcomes experienced by CALD women could potentially be 

explained in terms of overall morphology. Many of the complications investigated are 

related to large neonatal size, yet the infants born to CALD women had, on average, a 

lower birth weight than those of Australian-born women even though they were of a 

similar gestational age. Hence, the infants of CALD women were less likely to be large 

for gestational age, and showed no differences in terms of risk of shoulder dystocia or 

cephalopelvic disproportion. These findings indicate that CALD infants remained 

generally smaller in size despite their mother‘s GDM, and this may be protective for 

these CALD infants. 

 

The infants of CALD women were also less likely to require a form of resuscitation 

post-birth and less likely to be transferred to specialist care. It could be that, in line with 

the epidemiological paradox, CALD women (including those with GDM) produce 

higher quality neonates in spite of potential disadvantage and are less likely to have 

neonates requiring resuscitation. Also, Australian-born women did have a relatively 

higher proportion of infants who were large for gestational age compared to CALD 

women. Hence, they may be more likely to utilise interventions such as induction or 

elective caesarean, which could result in related respiratory issues (de Almeida et al. 

2010). This could, in part, account for the differences seen between these groups. 

 

It is important to note that the majority of CALD women in WA are from Asian 

countries. Asian women comprised 69% of GDM pregnancies to CALD women and, as 

Asian women are generally of shorter stature and birth smaller babies than the general 

obstetric population, it is plausible that the differences in the outcomes between CALD 

and Australian-born women are due to the Asian-born population. Further research 

based on larger population-level data allowing for a breakdown of CALD women into 

other categories would shed more light on this issue. 

 

We cannot discount the influence of cultural factors on some of these outcomes. For 

example, the decision to induce labour or to have an elective caesarean is strongly 

influenced by both maternal preference and recommendations made by obstetric staff. 
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The decreased likelihood of such interventions among CALD women may indicate a 

lesser perceived need to induce or surgically deliver their babies. Research indicates that 

certain groups of immigrant women are less likely to undergo an elective caesarean 

section or induce labour in general (Ma and Bauman 1996; von Katterfeld et al. 2011). 

This relationship may also exist for women with GDM. 

 

The one outcome where CALD women with GDM did have an increased risk compared 

to Australian-born women was emergency caesarean section. This did not coincide with 

an increased occurrence of known risk factors for emergency caesarean delivery in 

CALD women, such as preeclampsia, large for gestational age infants, cephalopelvic 

disproportion, or induction of labour (if induction fails). This increased risk also existed 

for non-GDM pregnancies. It is possible that cultural preferences may see CALD 

women initially choosing against induction or elective caesarean and consequently 

having to undergo an emergency delivery. Alternatively, there may be other non-GDM 

specific risk factors not accounted for in the analysis which could have resulted in an 

overall increased risk of emergency caesarean section for CALD women. 

 

There were some limitations to the study. While the comparison utilised state-wide 

perinatal data, the relatively low total numbers of women with GDM provided limited 

statistical power with which to detect differences in the risk of poor outcomes between 

CALD, non-CALD, and Australian-born women. This is particularly problematic for 

rare outcomes such as stillbirth. As a result, low overall numbers did not allow for a 

further breakdown of CALD and non-CALD groups. 

 

As the data within the MCHRDB, including the MNS, is ultimately collected for 

population monitoring purposes it is lacking in other variables of interest. Data on pre-

pregnancy weight, body mass index, or weight gain during pregnancy is not available. 

Women diagnosed with GDM are easily identifiable but information on the severity of 

their condition is not collected. Neither is information on the treatment method used. It 

is possible that the majority of CALD women experienced less severe GDM, or 

participated in more effective management of their GDM, which could account for their 

improved outcomes. The length of time foreign-born women had been in Australia 

would have also been of interest as evidence suggests that some health benefits 

associated with the Hispanic paradox diminish with time (Ceballos and Palloni 2010). 
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The benefit to CALD women with GDM demonstrated in this study might be related to 

recent arrivals. 

 

The comparison between Australian-born and foreign-born women with gestational 

diabetes has demonstrated several significant differences, but only for women from 

CALD backgrounds. In each outcome where a difference existed between CALD 

women and Australian-born women, the CALD women and their infants experienced a 

decreased risk of the outcome in question, the one exception being the increased risk of 

emergency caesarean delivery. The general benefit conferred to CALD women is of 

interest and requires further investigation to fully explain. Particular attention should be 

paid to the severity of the diabetes, as well as the influence of maternal obesity, time 

since arrival in the receiving country, and potential variation in outcomes within CALD 

and non-CALD groups. 
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CHAPTER SEVEN 

Perinatal complications and caesarean section 

deliveries in foreign-born and Australian-born women 

in Western Australia 
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7.0 Foreword 

The initial comparison in obstetric profiles of foreign-born and Australian-born women 

revealed variations in mode of delivery, based on maternal region of birth. Of particular 

interest were the noticeable differences in both elective caesarean and emergency 

caesarean deliveries. Caesarean section is often a point of contention in modern 

obstetric care. While there is no question that this procedure can preserve the lives of 

mothers and babies, the excessive increase in caesarean section rates witnessed world-

wide over the past several decades has raised numerous concerns about the appropriate 

role that a major surgical intervention should play in childbirth.  

 

Previous research has indicated that differences in caesarean section rates are often 

related to differences in pregnancy or delivery complications, which may dictate, or at 

the very least increase the risk of, delivering via caesarean section. Factors such as age, 

parity, and birthing as a private patient can also influence the likelihood of having a 

caesarean section. The discussions I had with mothers also indicated that cultural 

expectations play a significant role in what level of intervention during childbirth is 

acceptable to women. While the MCHRDB does not collect information on such 

cultural factors, I was curious to know to what degree demographic, socioeconomic, and 

medical factors affected disparities in caesarean section among foreign-born women. To 

my mind, if they accounted for the differences observed then non-sociocultural factors 

could be argued to be largely responsible. If differences still existed once these factors 

were accounted for, then this would highlight to importance of culture and the social 

domain, and provide some direction for future research. An edited version of this 

chapter (Appendix IV) has been accepted for publication by the International Journal of 

Gynecology and Obstetrics. 
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7.1 Abstract 

Objective  

To determine if common perinatal complications explain variation in risk of caesarean 

delivery in foreign-born and Australian-born women in WA. 

 

Methods  

Prevalence of complications were calculated using the linked records of 208,982 

confinements to non-Indigenous women in WA between 1998 and 2006. Logistic 

regression estimated significant differences in risk of elective caesarean and emergency 

caesarean, compared to vaginal delivery, for foreign-born women from different 

regions. 

 

Results  

The most common complications in emergency caesareans were failure to progress 

(36.7%) and fetal distress (35.7%). The most common complications in elective 

caesareans were previous caesarean (56.2%) and malpresentation (16.3%). Women 

from Sub-Saharan Africa, South-East Asia, and Southern and Central Asia had an 

increased risk of emergency caesarean compared to Australian-born women (p<0.05), 

while women from Oceania, North Africa and the Middle East, and North-East Asia had 

a decreased likelihood of elective caesarean, compared to Australian-born women 

(p<0.05). 

 

Conclusions  

Prevalence of complications varies by maternal region of birth. However, variation in 

these complications does not completely explain differences in mode of delivery among 

foreign-born and Australian-born women in WA. Sociocultural factors should be 

considered when establishing culturally appropriate guidelines for obstetric staff dealing 

with foreign-born women. 
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7.2 Introduction 

Caesarean section is a commonly performed obstetric intervention which continues to 

increase in prevalence. In 1985 the World Health Organization (WHO) suggested that 

appropriate caesarean rates should range between 5% and 15% of total births (WHO 

1985). This recommendation was based on caesarean section rates evident in countries 

with low levels of maternal and neonatal mortality and still stands today. In Australia, 

caesarean section deliveries comprised approximately 31% of births in 2007 (AIHW: 

Laws and Sullivan 2009), a significant increase from 18% in 1991, and more than 

double the recommendation made by WHO (ABS 2007a). 

 

Australia is not alone in its increasing use of surgical delivery. However, there is 

marked variation in rates of caesarean section between countries. Some of the highest 

caesarean rates are observed in Latin American countries such as Chile (40.5%) and 

Brazil (32%) (Belizan et al. 1999), while countries in South-East Asia range from less 

than 20% to over 30% (Festin et al. 2009). Countries in Sub-Saharan Africa have 

reported caesarean deliveries typically less than 20% (Dumont et al. 2001). Caesarean 

section also varies within countries. Ethnic differences in caesarean deliveries have been 

reported in the US (Getahun et al. 2009; Shen, Tymkow and MacMullen 2005), South 

Africa (Matshidze et al. 1998), and the UK (Ibison 2005). 

 

Immigrant status appears to play a part in the likelihood of delivering by caesarean 

section, with variation in rates of caesarean section among foreign-born women from 

different countries. Research from Norway has reported caesarean rates ranging from 

10.1% in Vietnamese women to 25.8% in Filipino women, compared to 12.4% in native 

Norwegians (Vangen et al. 2000). Similarly, research using data from Australia, 

Belgium, Canada, Finland, Norway, and Sweden noted an excess of caesarean 

deliveries among Somali women (Small et al. 2008). Studies from Australia (Ma and 

Bauman 1996)
 
and the United States (Forna et al. 2003) also indicate that caesarean 

deliveries are more common among some groups of immigrant women than local-born 

women. Previous studies have also indicated differences based on the type of caesarean 

undertaken, with foreign-born women from different regions either having higher or 

lower rates of emergency or elective caesarean section, compared to local-born women 

(von Katterfeld et al. 2011). 
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Australia enjoys one of the lowest perinatal mortality rates in the world and is an 

extremely safe place to birth a baby. Approximately a quarter of births in Australia are 

to foreign-born women (AIHW: Laws and Sullivan 2009), yet there is little research 

that has examined differences in risk factors for caesarean section among foreign-born 

and local-born women. Western Australia has the highest proportion of foreign-born 

residents of any Australian state, yet little is known about the perinatal and obstetric 

health of foreign-born women, including differences in mode of delivery. The research 

that has been done has rarely distinguished between emergency and elective procedures, 

in spite of fundamental differences between these modes of delivery. With this in mind, 

I used state-wide linked population data to determine if variation in common perinatal 

complications associated with caesarean section may account for differences in risk of 

emergency or elective caesarean delivery, when compared with Australian-born women. 

 

7.3 Methods 

The MCHRDB defines caesarean section as the delivery of the fetus through an incision 

in the abdominal and uterine walls. An emergency caesarean is undertaken at short 

notice for a complication, either before the onset of labour or during labour, whether 

that labour onset is spontaneous or induced. An elective caesarean is a planned 

procedure performed prior to the onset of labour and before spontaneous rupture of 

membranes, and without any procedure to induce labour. As emergency and elective 

caesareans are clinically different procedures and are typically carried out at different 

times, and for highly variable reasons, pregnancy and birth complications associated 

with each mode of delivery were dealt with separately. 

 

The Student‘s t-test was used to analyse differences in prevalence of complications by 

maternal immigrant status and also to examine differences between sociodemographic 

and health characteristics of women who had delivered by emergency or elective 

caesarean, compared to those who had delivered vaginally. The χ
2
 test was used to 

examine complications by maternal region of birth. Multivariate logistic regression was 

used to estimate odds ratios (OR) and 95% confidence intervals (CI) in order to 

determine the likelihood of emergency caesarean compared to vaginal delivery and also 

the likelihood of elective caesarean compared to vaginal delivery. Both analyses were 

adjusted for established and potential confounders including mother‘s age (≤ 19, 20-24, 

25-29, 30-34, 35-39, ≥ 40); parity (0, 1, ≥ 2); educational skill level (1 through 6); 

smoking during pregnancy; pre-existing medical conditions (including asthma, essential 
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hypertension, pre-existing diabetes, and genital herpes); being in a married or defacto 

relationship; and having hospital insurance. 

 

The analyses of elective caesarean were adjusted for previous caesarean section, 

antepartum haemorrhage, cephalopelvic disproportion, and gestational diabetes. The 

analyses for emergency caesarean section included each of these complications plus 

preeclampsia, fetal distress, failure to progress, prelabour rupture of membranes, cord 

tight around the neck, and prolapsed cord. As caesarean section is influenced by 

multiple pregnancy, fetal presentation, and gestational age, logistic regression analyses 

were restricted to singleton births with cephalic presentation occurring between 37 and 

42 weeks (186,187 births). Results were considered statistically significant at p≤0.05. 

 

7.4 Results 

There were 208,982 confinements to non-Indigenous women in WA between 1998 and 

2006. The total prevalence of caesarean section during this time was 29.6%. Emergency 

caesarean sections increased from 9.4% in 1998 to 13.8% in 2006, while elective 

caesarean sections increased from 13.4% to 19.6% during the same time period. 

 

 

Table 7.1 Maternal characteristics by mode of delivery for all confinements in Western 

Australia, 1998-2006 

 

 

Maternal characteristics 

Vaginal 
delivery 

N=147,074 

Elective 
caesarean 

N=35,440 

Emergency 
caesarean 

N=26,468 

Maternal age (mean, SD) 29.4 (5.5) 32.1 (5.0) 30.4 (5.5) 

Foreign-born (%) 28.0 28.1 30.8 

Primiparity (%) 41.4 28.9 64.9 

Married/defacto (%) 91.7 95.3 91.9 

Private insurance status (%) 28.2 51.0 36.9 

Occupational skill level 1 (%)* 27.8 30.4 23.7 

Smoking during pregnancy (%) 18.2 13.7 15.7 

Pre-existing medical condition (%) # 12.3 14.9 15.9 

 
*data unknown in 27.2% of cases 
# includes diabetes, asthma, genital herpes, and essential hypertension 
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Table 7.1 shows maternal characteristics for confinements resulting in vaginal birth, 

elective caesarean, and emergency caesarean between 1998 and 2006. Women who 

delivered via caesarean were older, more likely to be married, and more likely to have 

private medical insurance. They were less likely to smoke during pregnancy, but more 

likely to have a pre-existing medical condition. 

 

Foreign-born status also influenced a number of other perinatal outcomes (Table 7.2). A 

smaller proportion of foreign-born women experienced preeclampsia or the umbilical 

cord tight around their baby‘s neck, compared to Australian-born women. Foreign-born 

women and Australian-born women did not differ in their experience of 

malpresentation, cephalopelvic disproportion, multiple pregnancy, or cord prolapse. 

They did, however, have a significantly increased likelihood of gestational diabetes, 

antepartum haemorrhage, prelabour rupture of membranes, fetal distress, and failure to 

progress. They were also more likely to have had a previous caesarean section.  

 

Table 7.3 illustrates the regional variations in complications associated with emergency 

and elective caesareans, as well as the overall caesarean rates for women from each 

region. The most common complications among emergency caesareans were failure to 

progress, fetal distress, and previous caesarean. Among elective caesareans the most 

common complications were previous caesarean, malpresentation, and cephalopelvic 

disproportion. The proportion of caesarean sections affected by each complication 

varied with maternal region of birth. 

 

After restricting analyses to all singleton term births with cephalic presentation, 

emergency caesarean sections ranged from 11.6% in women from Oceania to 19.4% in 

women from Southern and Central Asia (Table 7.4). After adjusting for maternal 

characteristics and complications, women from Sub-Saharan Africa, South-East Asia, 

and Southern and Central Asia were at increased risk of emergency caesarean delivery, 

compared to Australian-born women. 

 

Elective caesareans in singleton term births with cephalic presentation ranged from 

11.1% in women from North Africa and Middle East to 20.1% in women from 

Americas (Table 7.5). After adjusting for maternal characteristics and complications 

women from Oceania, North Africa and the Middle East, and North-East Asia were 

significantly less likely to deliver via elective caesarean than Australian-born women. 
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7.5 Discussion 

The most common complication in caesarean delivery was having had a previous 

caesarean. This was significantly more common in foreign-born women than 

Australian-born women and coincides with their older age and greater parity. However, 

the prevalence of previous caesarean varied by maternal region of birth and by type of 

caesarean, being over three times higher in elective deliveries (56.2%) than emergency 

deliveries (17.0%). There was also variation in the prevalence of other perinatal 

complications among foreign-born women compared to Australian-born women, in both 

emergency and elective caesarean deliveries. 

 

Failure to progress, or the inability of the cervix to dilate sufficiently to permit a vaginal 

delivery, was the most common complication among emergency caesareans. It was also 

least likely to occur in Australian-born women compared to foreign-born women from 

all regions. Fetal distress as determined by meconium stained liquor and/or electronic 

fetal monitoring was the second most common complication in emergency caesareans. 

This finding is particularly interesting as fetal distress is most often determined by 

abnormalities in fetal heart rate detected through the use of fetal cardiotocography 

(CTG). This method of monitoring has questionable accuracy and usefulness in 

preventing neonatal morbidity (Alfrevic, Devane and Gyte 2006). I was not able to 

determine if emergency caesareans were influenced by inaccurate CTG outputs. Fetal 

distress was most commonly recorded in women from North Africa and Middle East 

and Southern and Central Asia. 

 

After previous caesarean, the second most common complication for elective caesarean 

delivery was malpresentation of the fetus (i.e. non-cephalic presentation).This was most 

common among women from Southern and Eastern Europe and North-East Asia. While 

malpresentation is a common reason for elective caesarean section in the 39th week, it 

was also a relatively common complication in emergency caesarean deliveries, 

indicating that some women may unsuccessfully attempt to vaginally birth infants with 

non-cephalic presentations. 

 

This study also demonstrated that women from Sub-Saharan Africa, South-East Asia, 

and Southern and Central Asia were at increased risk for emergency caesarean section 

compared to Australian-born women, even after adjusting for differences in perinatal 

complications and maternal characteristics. This indicates that the increased risk seen in 
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women from these regions cannot be entirely accounted for by sociodemographic risk 

factors or identified complications. There could be other medical conditions or 

complications unaccounted for in the model which place these women at increased risk 

compared to Australian-born women. For example, maternal obesity may influence the 

likelihood of caesarean delivery (Sheiner et al. 2004) but the MCHRDB does not collect 

information on maternal adiposity such as pre-pregnancy weight, BMI, or weight gain 

during pregnancy. Alternatively, cultural or linguistic barriers to accessing or providing 

adequate care, both antenatally and intrapartum, could influence mode of delivery in 

these women. 

  

Women from Oceania, North Africa and Middle East, and North-East Asia were 

significantly less likely to undergo an elective caesarean compared to Australian-born 

women, even after adjusting for complications and maternal characteristics. As elective 

caesareans require prior planning the most apparent explanations for this finding is that 

either obstetric staff dealing with women from these regions are not offering them 

elective caesareans, or that women from these regions are choosing to avoid them. 

Avoidance of elective caesarean is consistent with findings outlined in Chapter Five, 

which indicate that some foreign-born women are less likely to use other obstetric 

interventions such as induction of labour, instrumental delivery, and episiotomy (von 

Katterfeld et al. 2011).  

 

It is important to acknowledge the influence of sociocultural factors on mode of 

delivery, particularly with regard to elective caesarean. Women who favour natural 

childbirth over intervention can often view caesarean section as a burden which limits 

their mobility, affects their health for weeks after the delivery has taken place, and 

which indicates to others that they have failed at childbirth (Belizan et al. 1999; Essén 

et al. 2000; Liamputtong and Watson 2006). It is also possible that foreign-born women 

from particular cultural backgrounds may choose, or be directed to, the care of 

midwifery staff rather than obstetric staff thus limiting their potential exposure to such 

interventions. 

 

It is also important to note that because the MCHRDB classifies any caesarean 

occurring after the rupture of membranes or after labour is established as an emergency 

procedure some women who intend to have an elective caesarean, but who have already 

begun labour and/or experienced membrane rupture, will be classified as having 
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undergone an emergency procedure. Also, the MCHRDB does not collect information 

on maternal request for surgical delivery so I was unable to examine the influence of 

patient demand on emergency or elective caesarean rates, or the occurrence of 

intrapartum elective caesarean (Kalish et al. 2004). Maternal request could account for 

some emergency caesarean deliveries provided that the mother makes the request once 

her labour has commenced or her membranes have ruptured. Maternal request would 

also account for a proportion of elective procedures. 

 

Unfortunately, the MCHRDB cannot provide further insight into the reasons for mode 

of delivery, beyond medically defined complications. Defensive obstetric practice could 

be linked to increased likelihood of surgical delivery, both elective and emergency, in 

the presence of even minor complications. The reason for increasing use of caesarean 

section is likely to be multifactorial and influenced by the individual health status of 

mothers, as well as their previous obstetric history, current trends in obstetric practice, 

sociocultural preferences, advancement of technology, and the influence of the legal 

system on birthing practices.  

 

These data show that caesarean section in WA has increased over time and that 

differences in caesarean rates among foreign-born women cannot be explained purely in 

terms of maternal sociodemographic characteristics or by pregnancy and birth 

complications. Sociocultural factors, such as attitudes and beliefs towards caesarean 

section,  patient request, and defensive clinical practice may play an important role and 

need to be investigated in future research in order to establish evidence-based and 

culturally appropriate guidance for obstetric staff dealing with foreign-born women.  
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CHAPTER EIGHT 

The pregnancy and postpartum experiences of Afghan, 

Burmese, Chinese, Sudanese, and Vietnamese women 

in Western Australia  
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8.0 Foreword 

While the epidemiological analyses using the MCHRDB revealed clear variation in the 

obstetric profiles, pregnancy complications, and modes of delivery foreign-born women 

birthing in WA, the MCHRDB does not provide any insight in to how women 

experience pregnancy or birth. In light of Australia‘s geographical location, it is no 

surprise that there has been a large influx of migrants from nations outside of the British 

Isles. In particular, migration from Asia has markedly increased in recent years. This, 

together with Australia‘s history of resettling refugees, means that many women who 

come to this country do so with their own languages, beliefs, and cultural expectations, 

which at times can be very different to those of Australian-born women. 

 

I was aware of some of these cultural differences such as a postpartum confinement 

period, dietary restrictions during and after pregnancy, and practices such as child 

wearing. However, there was very little literature available that could give me any 

insight in to the real life experiences that foreign-born women from CALD backgrounds 

have in WA. Religious beliefs, traditional practices, and cultural expectations can all 

influence a woman‘s understanding of appropriate behaviour during pregnancy, birth, 

and the postpartum period. As a result, childbearing can prove challenging for 

immigrant women in their host countries. I was curious to know just what issues faced 

foreign-born women who give birth in WA, and if these issues might, in part, help to 

explain some of the disparities I uncovered in the quantitative study. An earlier 

summary report based on the chapter has been published online by the WA Department 

of Health (see Appendix V). 
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8.1 Abstract 

Objective 

The historical legacy of migration to Australia is reflected in the large proportion of 

births to foreign-born women, which currently constitutes over a quarter of all births in 

Australia. Despite a long history of accepting international migrants little research has 

explored the experiences of foreign-born women in Australia who give birth in their 

adopted homeland.  

 

Methods 

Thirty-nine women from Afghanistan, Burma, China, Sudan and Vietnam who had 

given birth in Western Australia (WA) took part in a focus group (n=17), an interview 

(n=14), or a focus group followed by a co-interview (n=8). These were tape-recorded, 

transcribed, and analysed for thematic content.  

 

Results 

Five major issues of concern for the well-being and pregnancy-related care of 

immigrant women were revealed: (1) barriers to care; (2) use of obstetric interventions; 

(3) depressive experiences during the perinatal and postpartum period; (4) the 

maintenance of traditional birth practices; and (5) co-sleeping. 

 

Conclusions 

The perinatal experiences of immigrant women are related to their cultural backgrounds 

and are often mediated by factors such education and profiency in English. Midwifery 

and obstetric staff should be aware of the reasons behind cultural differences expressed 

by their patients, in order to provide equitable and culturally appropriate care to an 

increasingly diverse obstetric population. Culturally sensitive recommendations for staff 

dealing with immigrant women are outlined. 
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8.2 Introduction 

Pregnancy and childbirth are important life events that exist within a sociocultural 

context. Foreign-born women in Australia come from increasingly diverse and complex 

backgrounds and may arrive as international students, accompanying spouses, 

independent migrants, or refugees. These women may also come from cultural 

backgrounds with differing traditions and practices surrounding pregnancy and 

childbirth. As such, women who birth in Australia after arriving as international 

migrants are faced with specific challenges that lead to explicit needs for support and 

understanding during pregnancy, birth, and the postpartum period.  

 

Existing literature indicates that pregnancy and birth outcomes in foreign-born women 

often differ from those of local-born women (Gagnon et al. 2009). Studies have shown 

that, in some circumstances, international migration is negatively associated with 

maternal morbidity (Zwart et al. 2010), maternal mortality (Ibison et al. 1996; 

Schuitemaker et al. 1998), perinatal mortality (Burton and Lancaster 1999; Essén et al. 

2002), fetal growth (Cripe et al. 2011; Dejin-Karlsson and Ostergren 2004; Diani et al. 

2003; Vangen et al. 1999), gestational diabetes (Kieffer, Martin and Herman. 1999; 

Thorpe et al. 2005), antepartum haemorrhage (Forna et al. 2003), obstetric interventions 

(Ibison 2005), and anaemia and febrile illness (Cripe et al. 2011). In other instances, 

immigrant women have lower risk of preterm birth (Forna et al. 2003; Guendelman et 

al. 1999; Small et al. 2008), low birth weight (Singh and Yu 1996; Small et al. 2008), 

poor placental functioning (Ray et al. 2007), and substance use during pregnancy (Elo 

and Culhane 2010) compared to local-born women.  

 

Responses to perinatal experiences and maternity care among foreign-born women also 

differ by cultural background (Carolan and Cassar 2010; McLachlan and Waldenström 

2005). While access to care during the perinatal period for foreign-born women in 

Western countries is generally good (Malin and Gissler 2009; Small et al. 2002), it may 

be impeded by insensitive service provision, ethnic stereotyping, and racial prejudice. 

Instances of substandard care have been identified in the development of complications 

during pregnancy (Essén et al. 2002; Jonkers et al. 2011). Language difficulties among 

immigrant populations are common and can result in poor communication with 

caregivers, which can be associated with decreased satisfaction with care during labour 

and birth (Small et al. 2002). Those women with language difficulties have also 

reported higher rates of depression, and an increased need for practical and emotional 
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support (Bandyopadhyay et al. 2010). Foreign-born women in Australia have reported 

feeling that they required more support than they received upon leaving hospital after 

giving birth (Yelland et al. 1998). Postpartum depression, in general, tends to be more 

commonly reported among foreign-born women than local-born women (Ahmed et al. 

2008; Collins, Zimmerman and Howard 2011; Small, Lumley and Yelland 2003; 

Stewart et al. 2008). 

 

The cultural context of childbirth is important, particularly for women who have 

relocated to a new country and therefore lack their traditional support networks. 

However, the influence of cultural background on the experience of being pregnant and 

giving birth in a new country is not well understood, particularly the pregnancy and 

childbirth related needs of foreign-born women from CALD backgrounds in WA. Given 

the range of migration histories experienced by foreign-born CALD women in 

Australia, there is genuine risk of inequitable and culturally insensitive perinatal 

experiences. It is therefore important to be respectful of the needs of an increasingly 

diverse obstetric population. Understanding the cultural background, migration 

experience, and expectations of foreign-born CALD women who give birth in Australia 

is necessary in order to provide culturally appropriate care to individuals who are 

potentially vulnerable members of society. 

 

In the current study we explored the pregnancy and postpartum experiences of foreign-

born women from Afghanistan, Burma, China and Sudan and Vietnam. This enabled us 

to compare experiences of women from established and emerging immigrant groups 

from different geographical locations and cultural backgrounds who entered Australia as 

refugees and free settlers. We sought to identify, through focus groups and interviews 

with mothers, areas of pregnancy and postpartum care that could be improved for 

foreign-born women birthing in WA. A focus group with midwives who attend these 

women also helped inform the study. 

 

8.3 Methods 

Participants and recruitment 

Qualitative focus groups, interviews and co-interviews were conducted between 

October 2009 and May 2010 with 39 foreign-born women now living in WA. Women 

from Afghanistan, Burma, China, Sudan and Vietnam were approached for participation 

in the qualitative study because of a combination of factors including: increasing 
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numbers of births among these groups in WA; variation in migration experiences 

(refugees and free settlers); cultural and linguistic distinctness; and the likelihood of 

being able to access women from these backgrounds for the purposes of the study. 

 

A partnership with Ishar Multicultural Women‘s Health Centre Inc. (Ishar) was 

established whereby bicultural workers who had previously worked for Ishar recruited 

participants from Afghanistan, Burma and Sudan. The bicultural workers were all 

female, were competent in both English and their native language, and were active in 

both their immigrant community and the mainstream community. Vietnamese and 

Chinese immigrants typically have a different migration experience to Afghan, 

Burmese, and Sudanese immigrants. They are more likely to have come to WA as free 

settlers rather than refugees, are more likely to have a higher level of English 

competency, and are more likely to be better educated and have higher rates of literacy. 

As a result Vietnamese and Chinese women are less likely to utilise a facility such as 

Ishar. Therefore snowball sampling based on opportunity was used to recruit Chinese 

and Vietnamese participants.  

 

Data collection 

The study was part of a two phase project which first examined patterns in pregnancy 

complications, obstetric interventions, and mode of delivery among foreign-born 

women using a state-wide linked database of perinatal health records, birth certificates, 

death certificates, and hospital morbidity records (von Katterfeld et al. 2011). Following 

the completion of the first phase, the qualitative study using focus groups, co-interviews 

and interviews was conducted. A focus group with 11 midwives based at a Perth 

metropolitan hospital was conducted first. This provided insight into the potential issues 

foreign-born women faced from the perspective of those often responsible for their 

antenatal, parturient, and postpartum care and allowed for potential research questions 

to be further refined before the recruitment of foreign-born participants. All focus 

groups and interviews conducted for this study were predominantly explorative, as little 

was known from the current literature about the motherhood experiences of immigrant 

women in WA. 

 

In place of individual interviews, focus groups and co-interviews were conducted with 

Afghan, Burmese, and Sudanese participants. These were assisted by a bicultural 

worker and conducted at Ishar. Individual interviews were deemed inappropriate for 



149 

 

refugee women who were hesitant to be singled out or isolated. Participants were given 

a space where they could feel safe to talk about their experiences of pregnancy and 

childbirth, both in their home country and in Australia. Bicultural workers were made 

aware of the purpose of the study and the topics that would be covered beforehand.  

 

Interviews with Vietnamese and Chinese participants were conducted at a location of 

the participant‘s choice, typically at home or near their place of work. The assistance of 

a translator was offered to all participants but only utilised in two of the Chinese 

interviews. All other interviews were conducted in English with clarification when 

needed. Simultaneous translation was used during focus groups, co-interviews, and 

individual interviews which were recorded and unclear phrases were followed up 

immediately. The English portions were transcribed verbatim. A short demographic 

questionnaire was also completed by participants with the assistance of bicultural 

workers when needed. Questions pertaining to sociodemographic characteristics (e.g. 

age, ethnicity, educational qualifications) were supplemented with questions about 

migration, children, languages spoken, and English language competency.  

 

Data analysis 

Once data collection had been completed, the transcripts were analysed for thematic 

content (Braun and Clarke 2006). Thematic analysis aims to identify themes within the 

data and each theme is determined by emergent categories. Categories consist of 

significant phrases, sentences, and paragraphs that contribute to a particular concept. 

The initial focus group with midwives was a key factor in drawing attention to major 

issues affecting the pregnancy and postpartum care of immigrant women from the 

perspective of their caregivers. Therefore several concepts, such as difficulties with 

language, avoidance of obstetric interventions, and typical antenatal and postpartum 

care procedures, were approached with an a priori understanding of their relevance. 

 

The technique of analysis followed a common pattern. Transcripts were separated into 

focus groups, co-interviews and interviews. As transcription continued key ideas that 

were expressed or returned to in each transcript were noted, as were themes which 

occurred across multiple transcripts. Tables were constructed for information either 

related to direct questions that were asked by the facilitator (e.g. whether or not they had 

experienced a caesarean delivery) or to themes that emerged from the discussion (e.g. 

experiences of perinatal depression). Each participant who expressed a theme, and 
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where they expressed it in the conversation, was noted in the table. Methods of data 

collection and analysis are explained in detail Chapter Three. 

 

8.4 Results 

A total of 39 women participated in the study (see Appendix XVI). Their ages ranged 

from 21 to 48 years. Participants had experienced between one and seven pregnancies, 

not all occurring in WA. Time since arrival in Australia varied from eight months to 16 

years. All of the women from Afghanistan, Burma, and Sudan had arrived as part of the 

federal government‘s Humanitarian Program which relocates international refugees to 

Australia (DIAC 2011c). All, except one, of the women from China and Vietnam had 

entered on a student or skilled worker visa. One Vietnamese woman had entered on a 

family reunion visa 10 years after two of her older siblings had entered Australia as 

refugees. In general, the women from China and Vietnam were highly educated. By 

comparison, the refugee women had limited literacy in both English and their native 

language/s. Religious backgrounds varied, with participants reporting to be Christian, 

Buddhist, and Muslim, or to have no religious attachment. Many concerns were raised 

by the women and a number of recurring themes emerged from the focus groups, co-

interviews, and individual interviews, indicating some clear patterns across the groups 

of women interviewed. 

 

Barriers to care 

Foreign-born women in WA experience several barriers to care during pregnancy and 

postpartum, the first and foremost being language. Proficiency in English was greater 

for those women who had entered Australia for educational purposes and those who had 

been in the country for a longer period of time. Not being able to understand English, or 

express themselves sufficiently in English, was considered the most significant barrier, 

not just in pregnancy-related care but in life in general. 

 

“To not speak English is the hardest thing about living here.” (Sudanese Mother 8) 

 

“It‟s very hard not speaking English. I wish all the time to be able to speak English 

properly because I have lots of problems. Taking the bus, going shopping, everyday 

things are harder because I don‟t understand the language.” (Afghan Mother 1) 
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Some spoke with interpreters either in person or via phone at their antenatal 

appointments but not all had been able to do so. Women often used spouses or older 

children to interpret for them. Even though some of the women had used a hospital-

supplied interpreter during their pregnancy care, none had been provided an interpreter 

during labour and delivery, even when undergoing major obstetric interventions such as 

induction of labour or emergency caesarean section. 

 

Transport was another significant barrier for the women. Many did not have a driver‘s 

license or own a car and were often dependent on friends or family members to drive 

them to appointments. Unreliable public transport and expensive taxi services were 

cited as common reasons for non attendance at antenatal appointments, especially 

among refugee women. This was particularly the case when women were also 

responsible for caring for older children. 

 

“It‟s very hard when you have to catch a bus because sometimes you miss 

appointment.” (Burmese Mother 5) 

 

Transport issues were also problematic for women attending follow-up care. The one 

woman in the study who had gestational diabetes (Vietnamese Mother 5) did not attend 

her six week postpartum screening test because she did not have a driver‘s license and 

her husband was working away at the time. 

 

Use of obstetric interventions 

The most common obstetric interventions experienced by the participants were 

induction of labour and caesarean section. High occurrences of intervention were 

especially noticeable among the eight Afghan participants, four of whom had delivered 

in Australia via caesarean section.  This was juxtaposed with the lack of medical 

intervention available to women in Afghanistan. 

 

“When I was married I was very young, about 12 years old. Soon after I noticed my 

period was not coming this time, because I was pregnant. I had no doctor, no midwife, 

just one woman, like a midwife, in my village. She helped me when I was pregnant but 

there was no doctor. And I was very young, not experienced; I didn‟t understand a lot of 

what was happening.” (Afghan Mother 1) 
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For the Sudanese women in particular childbirth was considered a normal process that 

did not require interference on behalf of medical staff. Interventions were often viewed 

as unnatural and unwanted and carried their own cultural connotations. 

  

“If you have a caesarean it means you are sick.” (Sudanese Mother 6) 

 

“Some people say I need a caesarean. I say no, no, no! I born many children, it‟s easy.” 

(Sudanese Mother 4) 

 

The Sudanese women also acknowledged the physical consequences of caesarean 

delivery. These were often related to limitations on movement and mobility as a result 

of surgery and were seen as an imposition, especially as many women did not have 

extended family in Australia to assist them while they recovered. Clearly defined gender 

roles often meant husbands were either not willing, or not able, to help out with 

childcare and housework.  

 

“Women do a lot of work; they do everything so if you have a caesarean you can‟t do 

what you need to do... Even me, I had a caesarean but I‟m not really strong enough. 

When I‟m walking and carrying a lot of things with me, even now, it‟s hard.” (Sudanese 

Mother 10) 

 

Women from China, Vietnam, and Burma who had undergone interventions were happy 

to defer to the opinion of their attending doctors. 

  

“I get the operation because the baby have problems breathing. So doctor said it was 

best.” (Burmese Mother 1) 

 

“Otherwise the baby will become distressed in the tummy… so five hours later he say 

„oh, we‟ll have to induce you‟…I was happy with that.” (Chinese Mother 8) 

 

Depressive experiences during the perinatal and postpartum period  

Unplanned pregnancy and feelings of being unprepared for the arrival of the baby were 

key factors in women using depressive language in reference to their pregnancies.  
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“I was very, very sick and I had perinatal depression, and we didn‟t plan the baby, me 

and my husband were really happy just the two of us.” (Chinese Mother 3) 

 

Also important were experiences of insufficient social support and social isolation 

which were common among the women interviewed. Most women immigrated with 

spouses and existing children and have extended family who still reside in their home 

country or in refugee camps. Traditional cultural practices dictate that women should be 

assisted after birth, predominantly by female relatives. However, being in Australia 

often isolated them from their female relatives who would have provided postpartum 

care and support. 

 

“Actually in China there is always family... If you compare, then it (having children) is 

harder here.” (Chinese Mother 1) 

 

“I think the first year was very hard for me because you know, not one relative here. 

Yeah, so only me and my husband. He doesn‟t want to help.” (Burmese Mother 7) 

 

As a result, several of the Chinese and Vietnamese women either returned home with 

their infants to visit family, or had family arrive in Perth to live with them and assist 

them in their homes. This was not possible for the majority of Afghan, Burmese, and 

Sudanese women.  

 

“My mum is alone in Pakistan, my father divorced her so she is all alone in Pakistan. I 

wish that she can come to Australia. I wish for help for my mum to come.” (Afghan 

Mother 1) 

 

“Yeah it is safer here but you are always thinking about your family. Some people they 

think about it so much they go crazy, wanting their family to be here.” (Sudanese 

Mother 10) 

 

Two of the Vietnamese mothers and one of the Chinese mothers were happy to forgo 

direct support from female family members as they viewed this akin to interference. 

However, all three reported having very supportive husbands and an established social 

network in WA. 
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Traditional practices 

All groups, except the Burmese, acknowledged a traditional postpartum confinement 

period. The Chinese and Vietnamese mother‘s talked about the confinement being one 

month in duration, while the Afghan and Sudanese women referred to a 40 day 

confinement period. Although the Burmese women were unfamiliar with an explicit 

confinement period they still discussed the importance of providing assistance to new 

mothers and special food that should be eaten following birth to aid recovery and assist 

lactation. Refugees have been crossing the borders out of Burma for approximately half 

a century. This extensive history of forced migration may account for the lack of a 

defined confinement, as expressed by a Burmese participant: 

 

“If they have the baby it could be only five or ten minutes later they have got to run. 

There‟s no time to rest. You can‟t rest for a month!” (Burmese Mother 6) 

 

The confinement period was defined as a time to rest and recover from the process of 

childbirth. Traditional practices during this time included food restrictions (e.g. 

avoiding raw and uncooked foods for Chinese and Vietnamese women), food 

preferences (e.g. eating hot soups for Burmese, Sudanese, Chinese, and Vietnamese 

women), behavioural restrictions (e.g. not bathing for Afghan, Chinese, and Vietnamese 

women) and behavioural preferences (e.g. sitting by a fire for Afghan and Sudanese 

women).  

 

For some women, predominantly the Chinese, Vietnamese, and Burmese, postpartum 

assistance was offered by husbands or other family members who were willing to help 

with cooking, cleaning, and childcare while the mother recuperated. Sudanese and 

Afghan women were more reliant on friends and neighbours for postpartum support. 

However, if husbands, friends or neighbours were not available or willing to help, 

women had to forgo a confinement period and return to cooking, cleaning and childcare 

duties as soon as they returned home from hospital. Even when husbands offered 

support, there was often conflict between what they could do (as men) and the 

expectations of traditionally female support.  

 

“My husband he gave me... some salad, you know raw tomato, lettuce, raw cucumber 

(my mother) got angry. She said to my husband „Do you want to kill your wife?‟” 

(Vietnamese Mother 4) 
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Co-sleeping 

Co-sleeping with their infant in their own bed was commonly practiced by participants. 

In fact, only one mother reported not co-sleeping with her infant. When asked if there 

was anything she would do differently in a subsequent pregnancy she expressed an 

intention to co-sleep. 

  

“So that‟s the only thing, maybe with the next baby I‟ll put her or him into bed with 

me.” (Vietnamese Mother 6) 

 

Proximity to their infant, ease of breastfeeding, and improved sleep for both mother and 

baby were cited as benefits to co-sleeping. 

 

None of the mothers co-slept with their infants in hospital and reported that that bed 

sharing was not encouraged by midwifery staff. However, this did not prevent them 

from co-sleeping at home. Conflict between the lack of support for bed sharing by 

hospital staff and bed sharing as a cultural norm for these women was particularly 

evident during the co-interview with two recently arrived Afghan women: 

 

Interviewer:  “When you took your babies home, where did they sleep?” 

Mother 1:  “In the cot.” 

Interviewer:  “Did the baby sleep with you in the bed?” 

-- Silence -- 

Mothers 1 and 2: “Yes. Yeah.” (nervous laughter) 

 

A disservice is done to both mothers and practitioners when mothers feel that their 

behaviour is so undervalued that it is better to give the ‗correct‘ answer than it is to give 

the honest answer. Midwives were also acutely aware of mothers who were co-sleeping 

with their infants through postpartum follow-up appointments in the mothers‘ homes. 

They reported feeling restricted in their ability to educate these women as hospital 

policy does not support co-sleeping with infants. 

 

“That‟s another thing that we‟ve been seeing for a while, we need to give them 

information on safe sleeping but we‟re not allowed to give them anything because it‟s 

not recommended.” (Midwife 7) 
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8.5 Discussion and Recommendations 

This study described how foreign-born women perceived their experience of being 

pregnant and giving birth in a WA, and highlighted several issues which face these 

women. Participants came from five diverse countries of origin and described their 

experiences differently. Experiences within these groups also differed between 

individual women, accentuating the heterogeneity of female immigrants in relation to 

their personal experiences. Their responses to perinatal experiences are related to their 

cultural backgrounds and are often mediated by factors such as education and profiency 

in English. However, there were consistent experiences shared by participants from 

each country, such as isolation from family members living outside of Australia, 

reported depressive experiences, even among women with higher levels of resources, 

and postpartum behaviours such as co-sleeping with their infants.  

 

The lack of English proficiency among immigrant women from CALD backgrounds is 

the biggest barrier they experience in participating in the Western Australian health 

system. It affects both how they are able to understand their caregivers and how they are 

able to express themselves. There was support for the use of interpreters at antenatal 

care appointments, typically when notice had been given at the time the appointment 

was made. However, use of interpreters during labour and delivery did not occur for any 

of these women. This is particularly concerning for those women who underwent 

obstetric interventions, such as fetal monitoring, induction of labour, instrumental 

delivery, and caesarean section, despite limited English.  

 

With this in mind, adequate labour and delivery support through the appropriate use of 

interpreter services must be promoted within those institutions providing care to CALD 

women. In an obstetric setting, lack of English proficiency has ongoing consequences 

for issues of informed consent. Research indicates that access to interpreters improves 

clinical outcomes for individuals with limited English in general (Karliner et al. 2007) 

as well as in an obstetric setting (Thomas et al. 2010). While information in languages 

other than English is often available this is often only beneficial for women with an 

adequate level of literacy. As lack of English can also compromise perinatal education 

the use of audiovisual aids such as videos or audio CDs to provide information in the 

native language may overcome some of the issues associated with poor English and 

poor literacy, particularly in refugee groups. There has been some success with the use 

of such tools among CALD women in the United States (DeStephano et al. 2010) and 
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Australia (Chung and Luckhurst 2009), indicating that this could be an acceptable 

format to provide information to women from diverse backgrounds. 

 

Transport was another significant barrier to care expressed by the participants. The 

location of antenatal clinics that provide care to CALD women needs to take into 

account their lack of mobility. If aspects of care can be provided closer to home, either 

through General Practices or community-based clinics rather than hospital-based clinics, 

issues of non-attendance may improve. Similarly, comprehensive appointments which 

address multiple topics and thereby decrease the total number of antenatal visits 

required may also be beneficial. In WA, many women have the option of leaving 

hospital and having their postpartum care at home through home visits attended by 

midwifery staff (DOHWA 2011). All of the women in the study who received their 

postpartum care through home visits preferred this arrangement to staying in hospital 

and were happy with the quality of care they were given. 

 

For the majority of women who participated in the study, childbirth is a normal part of a 

woman‘s life that is governed predominantly by God and/or nature. While some 

participants found intervention to be acceptable there was genuine resistance from 

others, in particular many of the Sudanese participants. For these women the 

sociocultural consequences of obstetric interventions, particularly caesarean section, 

were significant. Providing obstetric services to CALD women requires caregivers to 

maintain a level of cultural sensitivity, which the participants of this study did not 

always report receiving. Midwifery and obstetric staff need to be aware that certain 

women may prefer to avoid interventions which should be viewed as a last resort, to be 

used only when completely necessary.  

 

Women should be fully informed of what the intervention is, why they need it, and what 

the possible side effects may be. This information needs to be delivered to them in a 

language that they can understand so that they are fully informed, can ask sufficient 

questions, and can provide informed consent (see previous recommendations regarding 

language). If an intervention is necessary, agreed to, but still ultimately unwanted, they 

should be given adequate support to enable them to cope with the reality of having had 

the intervention. Normal birth following an intervention, in particular vaginal birth after 

caesarean section, should be supported wherever possible (Roehr 2010). This will assist 
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women in achieving their goal of a normal delivery following what is often viewed as a 

highly abnormal one. 

 

CALD women may be at increased risk of perinatal depression when compared to 

mainstream women. I did not explicitly ask participants about depression, however, 

depressive experiences were brought up by participants as part of the general 

discussion. This was not entirely unexpected as previous research indicates that 

experiences typical for foreign-born CALD women, such as social isolation, language 

difficulties, differing cultural norms, and the stress of migration can result in an 

increased risk of depression (Ahmed et al. 2008; Collins, Zimmerman and Howard 

2011; Small, Lumley and Yelland 2003; Stewart et al. 2008). However, the perinatal 

period provides a unique opportunity to educate women and provide relevant services as 

pregnancy guarantees interaction with the health system for the majority of CALD 

women in WA. All women in the study attended antenatal appointments, either at the 

hospital where they gave birth or with their General Practitioner. These antenatal 

appointments offer a point of contact where additional support might be provided.  

 

Many of the women did not work outside of the home and therefore had limited 

interaction with other adults. Many talked of life in Australia being very hectic which 

therefore made it harder to engage with the limited social networks they had. Activities 

which encourage social interaction such as group antenatal classes with women from 

similar backgrounds may help in reducing experiences of social isolation and increase 

the social networks of CALD women. A recent Australian study by Teate et al. (2011) 

has indicated that antenatal care provided in a group environment assists women with 

building social support networks. This could be particularly beneficial to foreign-born 

CALD women. 

 

Several participants expressed disappointment at not being able to engage easily in the 

cultural traditions they associated with pregnancy and childbirth. While wider social 

networks could be conducive to this endeavour, the health system could also provide 

support for women wanting to maintain some of these traditional practices. The most 

obvious area is in food preparation and consumption. Afghan, Sudanese, Chinese, and 

Vietnamese participants reported food preferences and food taboos that were relatively 

similar across cultures. These pertained predominantly to avoiding cold and uncooked 

food and consuming foods that were considered ‗hot‘, either through cooking or the use 



159 

 

of ingredients such as pepper, chillies, or ginger (Tung 2010). The Burmese 

participants, while not articulating explicit postpartum food rules, did talk of similar 

food preferences to those expressed in the other cultural groups. Hot tea, soups and 

porridges were considered nourishing and suitable foods for postpartum mothers by 

each of the CALD participant groups. A simple offering of hot tea or soup instead of 

cold water will allow those women who wish to adhere to traditional beliefs concerning 

food restrictions to do so. 

 

Co-sleeping was a common practice among all the women interviewed, regardless of 

their country of origin. The midwives were aware of this issue but felt that their hands 

were often tied by hospital policy (DOHWA 2008b), which they felt often hindered 

them in effectively educating the women they were caring for. The major concern with 

co-sleeping arrangements stems from associations with Sudden Infant Death Syndrome 

(SIDS). If women are going to co-sleep regardless of policy, it is in their best interests, 

and the best interest of their babies, that they be educated in how to co-sleep safely. 

Therefore, safe co-sleeping needs to be broached as part of standard antenatal education. 

Again, this information needs to be provided in an appropriate language and format so 

that CALD mothers are able to absorb the information, ask sufficient questions, and 

fully understand the potential risks. 

 

These study findings indicate that obstetric and midwifery staff involved in supporting 

and caring for CALD women during pregnancy, birth, and the postpartum period could 

benefit from awareness of cultural differences, such as reasons for resistance to obstetric 

interventions, traditional practices such as postpartum food preferences, and cultural 

norms such as co-sleeping with infants. Acknowledging the diversity among obstetric 

populations is a crucial step in providing sensitive and culturally appropriate care. 

 

Utilising focus groups for data collection permitted a collective discussion which 

quickly highlighted those issues in consensus and those issues where there was 

disagreement. They also allowed refugee participants to achieve a level of familiarity 

before continuing with the co-interview. This was important step in establishing trust 

with the participants. While the interviews and co-interviews allowed a greater depth of 

information to be collected from informants, they were conducted in English, by a 

native English speaking Australian, and were often mediated through a third person. If 

women preferred to speak English, they were able to do so, even if their English was 
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not fluent. As a result, interviews may have been prone to problems arising from 

communication and translation difficulties.  

 

This research was conducted as part of a larger study into the perinatal health and 

wellbeing of foreign-born CALD women in WA. As such it was conducted as an 

exploratory investigation for the purposes of highlighting areas particularly relevant to 

immigrant women, from both refugee and free settler backgrounds, and the midwives 

who care for them. Future in-depth research with immigrant women and their caregivers 

will assist in promoting equitable and sensitive perinatal care for women who are often 

highly vulnerable. The recommendations made here outline practical ways in which 

foreign-born CALD women can be supported by health care systems in their receiving 

countries.  
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9.1 Introduction 

The overall aim of this research was to examine the perinatal health and wellbeing of 

foreign-born women from CALD backgrounds in WA. To my knowledge, this is the 

first study to utilise population-level health data to investigate differences in perinatal 

health outcomes between foreign-born and Australian-born women who have given 

birth in WA. There is considerable research in other Australian states that has aimed to 

address perinatal health issues in immigrant populations using both quantitative and 

qualitative methods (Bandyopadhyay et al. 2010; Barclay and Kent 1998; Burton and 

Lancaster 1999; Campbell Westerway et al. 2003; Carolan and Cassar 2010; Carolan et 

al. 2009; Chan, Roder and Macharper 1988; Chu 2005; Correa-Velez and Ryan 2011; 

Henry et al. 1993; Lansakara, Brown and Gartland 2010; Liamputtong 2006; 

Liamputtong and Watson 2006; Liamputtong Rice and Naksook 1998; Liamputtong 

Rice and Naksook 1998; Ma and Bauman 1996; McLachlan and Waldenström 2005; 

Rundle et al. 1996; Shafiei et al. 2011; Small, Lumley and Yelland 2003; Small et al. 

2007; Small et al. 2002; Thomas, Beckmann and Gibbons 2010; Yelland et al. 1998). 

However, this thesis is the first to address similar issues of perinatal health and 

wellbeing among foreign-born women in WA. Indeed, very few studies attempt to 

combine both qualitative and quantitative approaches in informing research. 

 

In particular, my aims had been focused around five main objectives: (1) to describe 

trends and patterns of pregnancy complications and obstetric outcomes in foreign-born 

and Australian-born women in WA between 1998 and 2006, using the MCHRDB; (2) to 

address issues surrounding the collection of ethnicity-related data in the MCHRDB; (3) 

to investigate variation in perinatal outcomes for foreign-born and Australian-born 

women in WA, particularly in relation to GDM and caesarean section deliveries; (4) to 

provide qualitative data on the pregnancy, birth, and early motherhood experiences of 

specific groups of foreign-born women in WA; (5) to advance knowledge on the 

perinatal health and wellbeing of foreign-born women. The five related papers 

contained within this thesis address these objectives, either through the use of routinely 

collected perinatal health data, or through the use of qualitative data collected from 

foreign-born women and midwifery staff in WA.  

 

9.2 Main findings 

My first intention was to investigate how ethnicity could influence the perinatal health 

and wellbeing in immigrant women and their babies, using the state-wide health data 
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linked through the MCHRDB. Instead, I found that my capacity to do so was limited by 

two main factors: (1) a lack of suitable variables within the database; and (2) 

inconsistencies in the collection of relevant information relating to ethnicity. The 

examination of the MCHRDB covered in Chapter Four highlighted several limitations 

of such data for health and healthcare research. In particular, the MCHRDB was found 

to be deficient in variables which could be used as indicators of ethnic diversity, such as 

citizenship, ancestry, religion, and language/s spoken.  

 

Those variables which could be used to identify CALD women came with their own 

issues. The variable ‗ethnic origin‘ is a rebadged version of the previous variable ‗race‘ 

and while it did expand data collection beyond the original Aboriginal/Caucasian/Other 

terms used, there were clear inconsistencies in how those individuals who complete the 

forms required by the MCHRDB (in most cases, the attending midwife) go about 

determining the ethnic origin of the women in their care. The guidelines provided to the 

midwives to help them complete the forms of the MCHRDB mix racial and geographic 

concepts of ethnicity, highlighting the difficulty associated with conceptualising 

ethnicity in general. This is exacerbated when ethnicity becomes a focal point for 

health-based research. Other variables within the MCHRDB were not adequately 

collected. In particular, use of an interpreter was largely missing, meaning that an 

accurate assessment of women requiring interpreter services could not be made. 

Considering that this information could be beneficial to future service provision, 

improved collection of these variables should be encouraged. 

 

The MCHRDB has been a useful research tool. Studies using the MCHRDB have 

contributed to the evidence base for numerous health issues including intellectual 

disability (Leonard et al. 2003; Leonard et al. 2005), mode of delivery (O'Leary et al. 

2007), preterm birth (Langridge et al. 2010), and stillbirth and infant mortality 

(Freemantle et al. 2006; Kliewer and Stanley 1993; O'Leary et al. 2007). This thesis 

was only possible because of the MCHRDB. While I fully support the utilisation of 

databases for health research, it is important to also acknowledge that such databases 

face several shortcomings, particularly where ethnicity is concerned. Future data 

collection for the MCHRDB can benefit from the clarification and improved reporting 

of key variables already within the database, as well as inclusion of new variables which 

better encompass ethnic diversity. Ways in which this could be achieved have been 

outlined in detail in Chapter Four. 
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Chapter Five provided an overview of the sociodemographic and health characteristics 

of women birthing in WA between 1998 and 2006 by maternal region of origin. This 

study also investigated variation in complications of pregnancy, labour and delivery and 

the use of obstetric interventions among these women. On average, foreign-born women 

were older, more likely to be married, and more likely to have already experienced 

childbirth. Socioeconomic characteristics, health indicators, perinatal complications, 

and obstetric interventions varied by maternal region of birth. This study highlighted the 

areas in which foreign-born women do better than their Australian-born counterparts, 

and those areas where disparities need to be addressed. Heterogeneity between foreign-

born women based on their region of origin is a consistent finding throughout this 

thesis. 

 

Chapter Five also highlighted significant differences in the prevalence of GDM among 

foreign-born women which led to the analyses presented in Chapter Six. This study 

provides some evidence for the healthy immigrant effect in pregnancies complicated by 

GDM. While GDM was significantly more common in foreign-born CALD women, 

these women were less likely to experience adverse perinatal outcomes often associated 

with GDM, compared to Australian-born women. CALD women with GDM were less 

likely to experience preeclampsia, induction of labour, and elective caesarean, and also 

had a lower risk of delivering a neonate that was large for gestational age, required 

resuscitation, or was transferred to specialist care.  

 

The healthy immigrant effect has been used to explain why immigrant populations often 

have better health outcomes when compared to their native-born counterparts 

(McDonald and Kennedy 2004; Newbold 2006). Chapter Six provides further evidence 

of this. The benefits to CALD women with GDM were also evident in pregnancies to 

CALD women without GDM. This indicates that CALD women, in general, 

experienced better obstetric outcomes and that these advantages were maintained in 

pregnancies complicated by GDM. Non-CALD foreign-born women showed lower risk 

of induction of labour, elective caesarean section, neonatal resuscitation, and transfer of 

the neonate, compared to Australian-born women, but these beneficial outcomes did not 

extend to pregnancies complicated by GDM. In this study, the healthy immigrant effect 

was not consistent for all foreign-born women and may be influenced by sociocultural 

factors which distinguish CALD from non-CALD women.  
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Chapter Five also highlighted significant disparities in mode of delivery based upon 

maternal region of origin which lead to the study presented in Chapter Seven. As 

elsewhere, Chapter Seven confirms that caesarean section deliveries in WA are 

continuing to increase. Compared to vaginal births, the reasons for emergency caesarean 

and elective caesarean deliveries varied for women from different regions. Failure to 

progress and fetal distress were the most common complications in emergency 

caesareans, while previous caesarean and malpresentation of the fetus were the most 

common complications in elective caesareans.  

 

Differences in risk of caesarean section remained even after adjusting for pregnancy 

complications and sociodemographic characteristics of the mothers. Women from Sub-

Saharan Africa, South-East Asia, and Southern and Central Asia were at increased risk 

of emergency caesarean delivery, compared to Australian-born women. Women from 

Oceania, North Africa and the Middle East, and North-East Asia were less likely to 

have an elective caesarean delivery, compared to Australian-born women. This indicates 

that variation in sociodemographic characteristics and perinatal complications does not 

completely explain differences in mode of delivery. Sociocultural factors need to be 

considered when investigating such disparities among foreign-born and Australian-born 

women in WA. 

 

The final study outlined in Chapter Eight utilised qualitative methods to investigate the 

pregnancy, parturient, and postpartum experiences of foreign-born women in WA. 

Focus groups, co-interviews and individual interviews with women from Afghanistan, 

Burma, Sudan, Vietnam, and China again highlighted variation in the experiences of 

foreign-born women in WA. Lack of English proficiency is the principal barrier 

experienced by the participants and permeated all aspects of their life in WA, not only 

their antenatal and postpartum care. The issue of literacy, not just in English but in their 

native language, was particularly problematic for refugee women. Not being able to 

read, write or effectively communicate with doctors and midwives in English raises 

genuine concerns for issues of informed consent in an obstetric setting. 

 

There was a lack of consensus on the use of obstetric interventions among the five 

groups of foreign-born women who participated in the study, with genuine resistance 

expressed by many of the Sudanese participants. Many of the Afghan, Burmese, 

Chinese, and Vietnamese women were happy to defer to the opinion of their 
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obstetrician and underwent induction of labour and/or caesarean sections at their 

recommendation. Depressive experiences were reported by women from each country 

of origin and were often related to lack of social support and isolation from family 

members. This separation from extended family also made it difficult for some women 

to maintain traditional practices. While not all women expressed a desire to continue 

with such practices, many who did found it increasingly difficult to do so without 

family support, particularly in the hospital setting. Those women who were able to had 

family members fly in to WA or returned to their country of origin for an extended 

period of time following the birth. 

 

Co-sleeping was a postpartum behaviour familiar to all participants and was preferred 

because it often made breastfeeding easier, allowed the mothers to tend to their infants 

quickly, and helped with sleeping. However, several mothers were aware that bed 

sharing is not a normal practice in WA and was not allowed in hospital settings. 

Midwives also reported being aware that CALD women often bed share but felt they 

were not able to educate these women on safe co-sleeping practices as it would be 

viewed as promoting co-sleeping. This has repercussions for infant safety in co-sleeping 

situations. Many of issues identified in Chapter Eight require special consideration and 

understanding on behalf of the WA health system. Recommendations for improving the 

pregnancy and postpartum experiences of foreign-born women in WA were discussed in 

detail in the chapter. 

 

Collectively these studies highlight the variation in perinatal health and wellbeing 

experienced by foreign-born women in WA. Foreign-born women are not a 

heterogeneous group and their migration experiences, socioeconomic status, family 

situation, and cultural backgrounds influence how they experience motherhood after 

migration. The findings of these studies emphasise the need to accurately identify 

ethnically diverse women so that health disparities can be correctly recognised, 

monitored, and addressed. The findings of these studies also highlight the importance of 

sociocultural factors in understanding disparities in perinatal health outcomes between 

foreign-born and Australian-born women.  

 

9.3 Strengths of the research 

One of the main strengths of this research is in the use of a de-identified population-

level database linked across midwives‘ notifications, birth and death registry 
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information, and SEIFA indices.  The MCHRDB provides an important source of 

information, permitting the investigation of the perinatal health outcomes covered by 

this thesis: an overview of differences in maternal sociodemographic and health 

characteristics; as well as disparities in complications of pregnancy, labour, and 

delivery, with a focus on gestational diabetes and caesarean deliveries. The 

comprehensive nature of the MCHRDB meant that I had access to the perinatal health 

records of all infants born in the state of Western Australia between 1998 and 2006. 

 

The use of this data also allowed me to construct new variables relevant to the outcomes 

I was interested in examining. The collection of country of birth is common in medical 

records and birth registries. As a measure it is objective and largely stable thereby 

allowing for accurate comparisons to be made across time and between studies, even if 

such studies originate in different parts of the world. Taking the time to accurately code 

and validate maternal country of birth from the birth register allowed me to 

subsequently classify women as foreign-born and Australian-born, and CALD and non-

CALD. Utilising a data set post-1997 also meant that the quality of the data included in 

the MCHRDB was vastly improved, particularly in terms of key variables such as 

diagnosis of gestational diabetes and smoking during pregnancy. It also provided insight 

into how measurement of ethnicity changed (or perhaps did not change) after the 

variable ‗race‘ was replaced by ‗ethnic origin‘, a main focus of Chapter Four. 

 

The qualitative data allowed me to expand my investigation beyond those variables 

recorded in the MCHRDB to include the real life experiences of foreign-born women in 

WA. The methods used in this study included focus groups, co-interviews, and 

individual interviews. While some might see this as inconsistent data collection, I view 

it as a strength of the study. I was able to appropriately respond, and adapt my data 

collection methods, to the needs and preferences of the participants involved, in 

consultation with my supervisors, the staff of Ishar, and the bicultural workers involved 

in the study.  

 

Ideally I would have been able to conduct individual interviews with all the participants 

involved but this simply was not practical. In particular, the Afghan and Sudanese 

refugee participants were a closed group who expressed concern and suspicion over my 

intentions. I believe that approaching these women directly would have been met with 

almost universal rejection. The methods I used allowed me to connect with participants 
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who, over the course of our conversations, were able to share their experiences of what 

was a very personal (and for many of these women, very private) experience of 

pregnancy, childbirth, and becoming a mother in a foreign country. 

 

The outcomes of the quantitative study were reflected in the qualitative study and vice 

versa, allowing them to be combined for complementary purposes outlined by Sale, 

Lohfeld and Brazil (2002). The obstetric profiles presented in Chapter Five highlighted 

issues of concern for foreign-born women such as gestational diabetes and caesarean 

section rates. These were also brought up by the midwives in the initial focus group I 

conducted, highlighting the consistency between the anecdotal reports of the midwives 

and the data evident in the MCHRDB. Similarly, my conversation with the single 

participant who had gestational diabetes informed the subsequent analyses of perinatal 

complications in GDM pregnancies (Chapter Six), while the analyses of emergency and 

elective caesarean deliveries (Chapter Seven) were informed by both the initial analyses 

of obstetric interventions (Chapter Five) and my discussions with foreign-born women 

(Chapter Eight).  

 

This iterative process allowed me to constantly review and revise my understanding of 

the relationships that were becoming evident to me as the study progressed. An 

advantage, I believe, of not limiting this thesis to only method. This thesis contains two 

novel approaches, firstly in the use of the MCHRDB and secondly in the use of 

qualitative methods to examine perinatal health and wellbeing in foreign-born women in 

WA. The findings of this study provide information not previously available and have 

laid the foundation for future research into perinatal health among foreign-born women. 

 

This study has also allowed several recommendations to be made concerning the 

improvement of routinely collected perinatal health data (Chapter Four), as well as the 

antenatal and postpartum care of foreign-born women in WA (Chapter Eight). In 

particular, this thesis has highlighted an area (co-sleeping) where current policy may not 

be overly beneficial. Simply forbidding co-sleeping without understanding why women 

engage in the practice, and ignoring evidence of co-sleeping without developing specific 

strategies for targeting these women for behavioural change, will only encourage 

secretive bed sharing with infants. Working with foreign-born women (and new 

mothers in general) in this regard could help to improve both the safety and enjoyment 

of their postpartum co-sleeping experiences.  
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9.4 Limitations of the research 

The first major issue I encountered was in defining ethnicity. Clearly, a common 

definition of ethnicity and the use of consistent indicators could improve the collection 

and comparison of ethnicity data across time and location. However, it is impractical to 

expect that a level of consensus on the classification of ethnic groups could be reached. 

There are two main reasons for this. First, the meaning of ethnicity is dependent on 

context. Classifications which are currently in use in one country may not be relevant in 

another due to local factors such as migration patterns or political issues such as the 

acceptability of distinguishing racial groups (Kaplan and Bennett 2003). For example, 

groups classified as ‗Black African‘ in Australia would have a recent migration history 

with high proportions of both African-born individuals and refugees. In the US, this 

category would represent a completely different group of people. Second, there is no 

single agreed upon method of operationalising ethnicity and each method currently used 

for classifying ethnic groups has been subjected to criticism. For example, country of 

birth does little to capture the complexity of real world ethnic groups (Bradby 2003), 

administrator assigned ethnicity may not coincide with self perceived ethnic identity (as 

demonstrated in Chapter Four), and classifications such as Asian assume homogeneity 

within groups (Senior and Bhopal 1994). 

 

In light of the absence of a single acceptable definition of ethnicity, my preference is to 

use multiple indicators of ethnic diversity to identify CALD populations. I had assumed 

the MCHRDB to be more suitably prepared for this than it was. The MCHRDB is 

compiled of separate data sets which exist for the purposes of population health 

surveillance. As a result, key variables for examining research outcomes are often not 

available, are recorded poorly or suffer from variation in interpretation by the 

multitudes of people compiling the information. The format in which data are collected 

also influenced the analyses that were conducted. For example, gestational diabetes is 

dichotomous (yes/no) which inhibited my ability to look at severity of illness or 

diagnostic technique. Similarly, mode of delivery data is collected but only medical 

complications are indicated. There is no opportunity to register if non-medical 

indicators, such as maternal request for surgical delivery, have played a part in the mode 

of delivery. This thesis suffered from several of these oversights. 

 

Sample size issues were evident even in spite of the population-level data used. While 

WA has the highest proportion of overseas-born residents of any Australian state, these 
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residents are largely from Anglo-European backgrounds. For example, European 

women are predominantly from the United Kingdom, Oceania-born women are 

predominantly from New Zealand, and Sub-Saharan African women are predominantly 

from South Africa. This meant that groups were collated for analyses (e.g. maternal 

region of birth, CALD vs. Australian-born) as sample sizes were often too small to 

allow meaningful analyses of subgroups. Similarly, rare outcomes such as maternal 

deaths or stillbirths were not able to be analysed in a meaningful manner. Future 

research would benefit from being able to tease apart these subgroups, either through 

the use of a larger WA sample, or perhaps through collaboration with interstate data. 

 

There were also limitations to the qualitative study. Women of varying levels of English 

competency were included in the study. I conducted each of the focus groups, co-

interviews, and interviews in English which were often mediated through a third person, 

either the Chinese interpreter or a bicultural worker. If women preferred to speak 

English, they were able to do so, even if their English was not particularly proficient. As 

a result, interviews may have been prone to problems arising from translation 

difficulties. A greater level of fluency in communication might have been achieved if 

the interviews were conducted by a native speaker in the participant‘s native language, 

but this was not possible. 

 

While the pragmatic paradigm considers the research questions to be paramount and 

places them at the centre of any methodological decision making, there was a certain 

level of disconnect between the qualitative and quantitative components to this mixed-

method thesis. This was largely due to the quality of the data available through the 

MCHRDB, as well as the difficulty in accessing foreign-born women for the interviews. 

A better connection between quantitative and qualitative components would have been 

possible with increased familiarity with the data prior to beginning the research, as well 

as larger numbers of interview participants. For example, the discussion with the 

midwives directed me to several issues regularly faced by staff dealing with foreign-

born women, yet these issues could often not be investigated through population-level 

analyses due to insufficient data (e.g. interpreter usage). Similarly, the data clearly 

identified women from certain countries of origin to be at increased risk of GDM, yet 

only one of the women I interviewed had actually received a diagnosis of GDM during 

her pregnancy.  
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9.5 Conclusions and future directions 

This thesis makes several unique contributions. Firstly, it bridges a significant 

knowledge gap regarding the status of perinatal health in foreign-born women in WA, 

providing insight into the areas where immigrant women tend to do better than local-

born women and where they are clearly disadvantaged. Secondly, it sheds light on the 

contributing factors to some of these disparities. Thirdly, it overcomes major limitations 

on previous research concerning foreign-born women in WA by utilising a population-

level database. Furthermore, it combines these state-wide statistics with qualitative data 

collection in order to provide information on the perinatal experiences of foreign-born 

women in WA. 

 

Improvements need to be made if large-scale databases, such as the MCHRDB, are to 

become a more useful tool for health research in ethnically diverse populations, such as 

Australia and other countries that attract large immigrant populations. Using 

surveillance data for health research can disadvantage certain members of the 

population and this is clearly evident in the study of ethnicity. Monitoring the long-term 

health of minority groups dictates that they be adequately identified. If ethnicity is 

composed of (and informed by) language, religion, migration history, ancestry, as well 

as country of birth, then relevant research should also aim to capture these aspects as 

well. It has been argued that the epidemiological concentration on quantitative methods 

and simplistic conceptions of ethnicity, culture, and racism has marginalised the health 

needs of minority ethnic groups (Ahmad 1995). I argue that much of this 

marginalisation comes from a lack of ability to delve further, provided the level of 

information routinely made available to researchers. This is where surveillance data has 

clear opportunity for improvement. 

 

The results outlined in Chapter Five illustrated differences in socioeconomic variables 

made available through the MCHRDB. While many foreign-born women had partners 

with occupations of the highest skill level, indicating socioeconomic advantage, they 

were less likely to live in the most advantaged SEIFA areas, compared to Australian-

born women. Paternal occupation may not be an accurate representation of actual 

employment, particularly among foreign-born men who have relocated their families to 

Australia. Subsequent investigations into gestational diabetes and caesarean section 

deliveries adjusted for individual socioeconomic factors, such as mother‘s occupational 

skill level, marital status, and hospital insurance status. Further research into area level 
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advantage or disadvantage may be a particularly interesting avenue of investigation for 

the health of foreign-born women in WA. Especially considering the evidence for area 

level influences on perinatal health demonstrated in overseas populations (Grady and 

Ramírez 2008; Reagan and Salsberry 2005; Zeitlin et al. 2011).  

 

Chapter Eight identified several issues faced by foreign-born women in WA. Each of 

the themes which emerged from the analysis would benefit from further in-depth 

research with foreign-born women. A follow-up study could be broadened to include 

greater numbers of Afghan, Burmese, Chinese, Sudanese, and Vietnamese women and 

expanded to encompass women from other countries. Also, the potential to assess the 

experiences of second or third generation women from CALD backgrounds may also 

provide insight in to the long term and enduring influences of immigration and country 

of origin on perinatal health and wellbeing. Cultural and linguistic diversity in WA will 

only continue to increase over time, and the real-life experiences of foreign-born 

women should have a valued place in informing appropriate health care policy. 

 

The studies presented in this thesis emphasise the important role that the sociocultural 

environment plays in perinatal health outcomes. The study of GDM presented in 

Chapter Six showed evidence of the healthy immigrant effect for foreign-born women, 

but also demonstrated that this effect was not consistent across all foreign-born women, 

with only those from CALD backgrounds maintaining beneficial outcomes in 

pregnancies complicated by GDM. Similarly, the study of caesarean section deliveries 

presented in Chapter Seven showed that disparities in caesarean prevalence remained 

even after accounting for numerous confounders. These studies indicate that features 

beyond the demographic, socioeconomic, and medical factors accounted for in the 

analyses play a part in the outcomes observed. I have broadly termed these 

‗sociocultural factors‘ but I believe they encompass those variables directly related to 

migration such as language/s spoken, religious attachment, citizenship status, and 

ancestry, as well as those harder to measure aspects such as acculturation, 

communication barriers, family support, and attitudes and beliefs. The findings of the 

study presented in Chapter Eight also support this. The pregnancy and postpartum 

experiences of foreign-born women were deeply influenced by factors not considered in 

routinely collected perinatal data.  
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Future research involving foreign-born women will benefit from identifying and 

exploring the social and cultural aspects of health and wellbeing. At the very least, 

future studies should aim to include the collection of data pertaining to sociocultural 

factors. Having a child is a life-changing event. Pregnancy, childbirth, and motherhood 

are stages of a woman‘s life where the influence of the social and cultural environments 

may prove to be very powerful. The research presented in this thesis would certainly 

support this notion. 

 

Australia is experiencing unprecedented levels of international immigration. The 

findings of this thesis provide strong evidence for heterogeneity among foreign-born 

women in WA, similar to findings of studies in other Australian states (Chan, Roder and 

Macharper 1988; Ma and Bauman 1996) as well as overseas (Cacciani et al. 2011; 

Forna et al. 2003; Gagnon et al. 2009). This thesis highlights the importance of 

accurately identifying foreign-born women and examining and monitoring trends in 

perinatal outcomes in ethnically diverse populations. To adopt the recommendations 

made by this thesis would require significant revision to one or more of the data 

collections at the centre of the MCHRDB, as well as to standard practices for WA 

midwifery and obstetric staff. I acknowledge that this is a considerable request. 

However, and bearing in mind that international migration to Australia will only 

continue to increase, making sure that foreign-born women can be identified and 

monitored in health surveillance data, and provided with equitable, sensitive, and 

culturally appropriate care should be paramount. 
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Abstract 

Objective 

Firstly, to examine and evaluate indicators of ethnic diversity in the Maternal and Child 

Health Research Database (MCHRDB), a linked database comprised of health and 

administrative records in Western Australia (WA). Secondly, to recommend how 

measures of ethnicity can be appropriately integrated into routinely collected health and 

administrative data. 

Methods 

A mixed method approach incorporated three sources to evaluate the MCHRDB: (1) 

analysis of indicators of ethnic diversity included in the database; (2) a focus group with 

11 midwives discussing how ethnicity-related data is collected for the form at the basis 

of the MCHRDB; (3) self-identified ethnicity from a demographic questionnaire 

completed by 39 foreign-born women who had given birth in WA between 2004 and 

2009. 

Results 

The MCHRDB lacks information on citizenship, ancestry, religion, and language/s 

spoken. Other indicators such as interpreter usage are not accurately recorded. The 

variable ‗ethnic origin‘ does little to capture ethnic diversity and does not correspond to 

self-reported ethnicity. There is a lack of consistency in collection methods among 

midwives and self-identified ethnicity is poorly understood.  

Conclusion 

Research relevant to the health outcomes of ethnically diverse mothers and their babies 

has been limited as ethnicity-related data in the MCHRDB are unclear, missing, or 

misused. 

Implications 

The linkages of the MCHRDB provide the basis of a potentially powerful population 

research tool which is currently hindered by inadequate recording of ethnicity-related 

information. Future data collection can be improved by clarifying, expanding and 

accurately reporting key variables to better encompass ethnic diversity.
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Introduction 

Administrative data such as hospital admission records, cancer registries or birth 

and death certificates are ultimately collected for purposes other than health research. 

However, such data sources can be particularly useful for health and medical research. 

Data linkage, which involves deriving the records relating to a single individual or event 

from two or more different sources and amalgamating them in a single file,
1 

is also a 

continuing trend. As well as providing an opportunity for validation of existing records, 

data linkage increase the number of variables available to researchers thereby enhancing 

the research potential of a given database. Improvements in infrastructure, technology, 

funding and support for data linkage have seen the use of linked databases increase over 

recent decades.  

 However, there are noticeable limitations imposed by the use of existing 

administrative databases for research purposes. This study identifies some of these 

issues using a linked perinatal health database as an example and makes 

recommendations to improve the indication of ethnicity in, and therefore the quality of 

ethnicity-related research produced by, routinely collected administrative data. 

Australia is ethnically diverse and has had a policy of multiculturalism for the 

past 40 years.
2
 In the 2006 national census Australians reported speaking over 200 

different languages and claimed over 270 ancestries.
3
 Despite this diversity, the 

identification of ethnic groups in health research has been underdeveloped. 

Internationally the relationship between ethnicity and health has gained attention in 

recent years, particularly as research has shown significant disparities based on 

measures of race and/or ethnicity.
4-6

  

While some conditions have clear genetic aetiologies, others are largely 

influenced by environmental conditions and all result from some level of interaction 

between an individual‘s genes and environment. Most often poorer health outcomes 

occur in those who are members of ethnic minorities when compared to the mainstream 

population.
7-11

 Although research has consistently demonstrated inequity in health 

outcomes, it is often unclear why ethnicity is ultimately associated with these 

disparities. Being a member of a given ethnic group is rarely a direct cause of poor 

health in and of itself. There is a strong association between ethnicity and 

socioeconomic factors which have been shown to influence several health outcomes.
6-8

  

Similarly, other facets of ethnicity such as poor proficiency in the mainstream language 

of the country of residence,
9
 length of time in the receiving country for foreign-born 
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residents
10

 and perceptions and experiences of discrimination
11

 have been linked to 

poorer health. 

Adequately capturing ethnicity is not an easy task. Defining ethnicity is so 

complex that most researchers who investigate ethnicity and health rarely stipulate what 

they mean by it.
12

 In addition to issues of definition, different measures can be used to 

operationalise the concept, including race, country of birth and self-reported ethnic 

group. A lack of consistency in how ethnic diversity is indicated makes comparison of 

research results vague and at times impossible. This paper explores ethnic identification 

in the Western Australian Maternal and Child Health Research Database (MCHRDB) 

which is a composite database containing linkages to several administrative collections 

and population-level registries.
13

 Using the state-wide health data collected in the 

MCHRDB, our research group set out to investigate how indicators of ethnic diversity 

such as race/ethnicity, immigrant status, country of birth, and language competency, 

could influence the perinatal health and wellbeing of women and their babies in WA. 

However, we found our capacity to do so was limited by two main factors: (1) a lack of 

applicable variables within the database; and (2) inconsistencies in the collection of 

relevant information relating to ethnicity.  

 

Methods 

The study used a mixed method approach to evaluate the usefulness of the 

MCHRDB in conducting perinatal research in an ethnically diverse population. Firstly, 

an analysis of indicators of ethnic diversity in the MCHRDB; secondly, through a focus 

group discussion with 11 midwives who had experience completing the forms which 

comprise the MCHRDB; and thirdly, through a questionnaire completed by 39 women 

from Afghanistan, Burma, China, Sudan and Vietnam which addressed self-reported 

ethnicity, migration history and language competency. 

 

The MCHRDB 

Four main sources provide the foundation for the MCHRDB: (1) The Midwives‘ 

Notification System (MNS) which encompasses all births of at least 20 weeks gestation 

or with a birth weight of 400g or more. It provides an array of information on 

pregnancy, labour, delivery and neonatal events. (2) Data from birth certificates 

registered by the Registrar-General of Births, Deaths and Marriages. Birth registry data 

provide further information on parental characteristics such as place of birth and 

occupation. (3) The Hospital Morbidity Data System (HMDS) provides information on 
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inpatient episodes for patients admitted to all public and private hospitals. It is the 

primary source of information for decisions regarding planning, monitoring and funding 

of hospitals, and also plays a key role in providing clinical care data. (4) Death registry 

data for all deaths that occur in the state of WA are also registered by the Registrar-

General of Births, Deaths and Marriages. Death certificates provide information on age 

at death as well as place and cause of death.  

Each of these sources is a statutory reporting system and therefore required by 

law. This study included data for all births in WA between 1998 and 2006. The 

variables of interest contained in the MCHRDB included mother‘s ethnic origin, 

mother‘s place of birth, father‘s place of birth, indigenous status of both parents and the 

use of an interpreter. Proportions of cases for each of these variables were compared. 

 

The midwives focus group 

As part of a larger study into the pregnancy and postpartum experiences of 

foreign-born women in WA (results not reported here) a focus group was conducted 

with 11 midwives who worked in the maternity ward of a catchment hospital for 

immigrant women, particularly those from non-English-speaking backgrounds. Ten 

female midwives and 1 male midwife participated on the day. Each participant had 

experience caring for ethnically diverse women as well as experience completing the 

MNS which is the basis to the MCHRDB. The discussion asked midwives about how 

they collected administrative data, how they determined the ethnic origin of their 

patients and what the major issues they faced in caring for ethnically diverse women 

were. The discussion was recorded, transcribed and general principles of thematic 

analysis were applied.
14

 

 

The mother‟s questionnaire 

As part of this larger study a short questionnaire was also completed by foreign-

born women from Afghanistan, Burma, China, Sudan and Vietnam. These groups were 

targeted because of a combination of factors. Vietnamese women comprise the largest 

proportion of immigrant mothers from non-English speaking backgrounds in the 

MCHRDB. This group displays a post-refugee migration pattern with a proportion of 

Vietnamese women who entered Australia in the 1980s and 1990s entering on refugee 

or family reunion visas and most recent arrivals entering Australia as students, skilled 

workers or accompanying spouses. Women relocating to Australia from China have 

increased in recent years and, like current Vietnamese arrivals, most enter Australia as 
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students, skilled workers or accompanying spouses. New arrivals from Afghanistan, 

Burma and Sudan almost always enter as part of the Australian Government‘s 

humanitarian and refugee program.  

As literacy is low among refugee women in Western Australia multilingual 

bicultural community workers from Ishar Multicultural Women‘s Health Centre were 

present to assist Afghan, Burmese and Sudanese women with language issues. An 

interpreter was available to Chinese and Vietnamese participants by request and was 

utilised in two of the Chinese interviews. The responses of the women to the question of 

self-identified ethnicity are reported here. 

 

Results 

The MCHRDB 

Table 1 shows the variables considered to be indicators of ethnic diversity that 

were available in the MCHRDB. There were no variables relating to religious 

affiliation, languages spoken, ancestry, citizenship, or time since arrival for foreign-born 

women included in the database. Table 2 shows the lack of uniformity in collection of 

indicators of Aboriginality between sources: mother‘s Aboriginal/Indigenous status 

varies between 4.8% and 7.5% depending on the variable used. The distribution of 

country of birth in women who were classified as ‗Other‘ in the MCHRDB (for n > 20) 

between 1998 and 2006 is included in Table 3.  

Use of an interpreter was also largely underreported. During 1998-2006 an 

interpreter was recorded in only 0.7% of births, despite women from non-English-

speaking countries (i.e. countries where English is not considered an official or de facto 

language) accounting for 8.6% of total births.  

 

The midwives focus group 

There are ultimately eight discrete options for ethnic origin in the MCHRDB: 

Caucasian; Aboriginal/Torres Strait Islander; Asian; Indian; African; Maori; 

Polynesian; or Other (undefined), of which women must be allotted to one. After 

Caucasian (84.2%), Aboriginal/TSI (6.3%) and Asian (5.2%) the most common ethnic 

origin for mothers birthing in Western Australia between 1998 and 2006 is Other 

(2.3%). Table 4 outlines the directive that midwives are given to assist them in 

completing the ethnic origin variable in the MNS. The focus group discussion with 

midwives provided insight into how data is collected for the MCHRDB. Midwives were 

asked about their decision making processes when completing this question in the MNS. 
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There were two main themes that emerged from the discussion: (1) the use of other 

sources in deciding the mother‘s ethnic origin, and (2) conflict arising from personal 

perceptions and background knowledge from other sources. For example, midwives 

acknowledged regularly using data already in medical files to help them decide how to 

classify their patients. First and foremost was the mother‘s country of birth: 

 

Facilitator: So how do you determine what to put on that form? 

Midwife A:  Look at their files. 

Midwife B: Yeah, it often depends where they were born. 

Midwife C: Country of birth is always on our registration, yeah. 

Midwife D: On their admission form it‘s got the country where they were born as 

well. 

 

Knowing the geographical origin of immigrant women informs the decision-

making process of the midwives, but complications may arise when geographical 

definitions are not mutually exclusive. For example, the discussion highlighted conflict 

over the category of Asian. Women born in India could potentially be classified as 

Indian or Asian but the inclusion of the Indian example in the guidelines indicates that 

this should be the preference. However, it is unclear if Indian ethnicity is equivalent to 

Indian nationality. What of women born in Sri Lanka, Bangladesh or Pakistan? It was 

largely unclear to the midwives if or how Indian ethnic origin differed from Asian 

ethnic origin.  

 

Midwife A: Asian would actually cover Indian, Malaysian, Singaporean, Chinese, 

Vietnamese. 

Midwife E: Yeah, all of those would just come under the ‗Asian‘ category. 

Midwife F: So if you‘ve got an Indian born in Asia you don‘t classify them as 

‗Indian‘? That‘s what I usually do. 

Midwife D: Well India comes under Asia. It would accommodate Indians too. 

 

This same issue also permeated the midwives‘ dealings with Maori and Polynesian 

ethnic groups with some midwives considering Maori women to be Polynesian. The 

current guidelines for midwives indicate the use of the term Polynesian yet Maori exists 

as a separate functional category within the MCHRDB. Of all births occurring in 

Western Australia between 1998 and 2006 (232, 240 births in total) 0.7% were to 
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women classified as Maori and 0.1% to women classified as Polynesian, yet technically 

(and functionally for many midwives) Maori women are Polynesian women.  

 

The mother‟s questionnaire 

Thirty nine women participated in the qualitative study which required them to 

identify their own ethnic background. Each of the eight Chinese participants identified 

themselves as Chinese. Each of the six Vietnamese women also identified their ethnicity 

as Vietnamese. Conversely, four of the eight Afghan women identified as being Tajik, 

and one as Hazara. Four of the seven Burmese women identified themselves as Karen, 

while one identified as Chin, one as Shan and one as Arakanese. Of the ten Sudanese 

women who participated, three identified themselves as Dinka, one as Madi and one as 

Nuer. None of the self-reported ethnicities correspond with ethnic background as it 

exists in the MCHRDB. 

 

Discussion 

The MCHRDB 

Indigenous status is an important factor in many health outcomes and at first 

glance the number of indicators of Indigenous status in the MCHRDB gives the 

impression of successful data collection. However, closer inspection of the variables 

shows inconsistency in reporting mother‘s Indigenous status with proportions of 

Indigenous mothers ranging from 4.8% to 7.5%. This highlights how the source of the 

data can directly influence classification of women.  

The category ‗Other‘ appears particularly problematic for certain groups of 

women. There are clear trends in the geographical location of the countries of origin for 

these mothers, the most noticeable being the high proportions of mothers originally 

from North Africa and the Middle East in this category (typically between 61% and 

86% depending on their country of birth). This indicates that midwives may not 

necessarily be comfortable classifying women from these areas as Caucasian, but are 

similarly uncomfortable with classifying them as Asian, African or Indian. While the 

completion guidelines indicate that the midwives should be able to record alternative 

options they either have not done so, or in doing so have had their entry classified as 

‗Other‘ during data entry. Women from Central and South America, who constitute a 

small proportion of immigrant women in WA, have similarly high rates of non-

classification. 



221 

 

We had anticipated that the information collected on use of interpreter services 

could be used as a proxy for foreign-language preference and English language 

proficiency however, there are several issues associated with collecting information on 

use of interpreters. Interpreters may be used but not reported, they may be needed but 

not used, or family members or friends may interpret on behalf of the patient. In this 

study, data on use of interpreters was unusable due to low levels of reporting. 

Considering that language is a major barrier to accessing and understanding care, such 

information could prove highly beneficial to evaluating the need for, and use, interpreter 

services.  

 

The midwives focus group 

Midwives completing the notification form are clearly instructed to identify 

which ‗Other‘ category the mother they have attended belongs to. Words like 

‗Caucasoid‘ and ‗Australoid‘ refer to classical racial typology found in outdated 

biological anthropology text books while reference to ‗European‘, ‗Asian‘, ‗Indian‘, 

‗African‘ and ‗Polynesian‘ defines mothers by their geographical region of origin or that 

of their ancestors. There appears to be a lack of an explicit rationale behind the 

categories. That both responses (racial and geographical) exist in the recommendations 

for completing this question demonstrates the confusion and ambiguity associated with 

attempts to define ethnicity. Women are therefore being categorised by midwives whose 

instructions are limited and ambiguous. 

Midwives are privy to the medical records of the women in their care and use 

this information to help them classify their patients. A routine medical history or 

standard hospital admission forms should obtain place of birth, providing midwives 

with a context for their patients. The lack of clarification and consistency in providing 

guidance as to which women should be placed in which category is clearly problematic 

when classifying particular groups of women. This issue most likely means a portion of 

women who could be classified as Indian have actually been included in the category 

Asian and a proportion of Maori women have been classified as Polynesian. It‘s also 

possible than non-Maori Polynesian women have been classified as Maori. 

The focus group also gave insight into how midwives use multiple sources to 

inform their decision making. They referred not only to medical notes but also to the 

physical appearance of the women in their care and to information provided by the 

women themselves, either through general conversation or by directly asking them if 

they do or do not belong to a certain ethnic group. This introduces new issues: a lack of 
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consistency in the sources that midwives use; and a possibility that a proportion of 

women are essentially self-reporting their ethnic background, mediated through a third 

person. 

Providing categories guides midwives in their classification options, ultimately 

limiting potential analyses but forcing a choice between the options on offer. The 

limited number of functional categories available to those accessing the MCHRDB 

implies that, as far as ethnic origin is concerned, there exist only a handful of ethnic 

groups. While the use of the ‗etc.‘ following the classification explanations in the 

guidelines indicates that further categories are welcome, functionally they do not exist. 

In the MCHRDB only one extra category not explicitly mentioned in the midwives 

guidelines, Maori, has been employed by the midwives.  The ethnic origin variable 

gives the appearance of being an open-ended question while in reality adhering to fixed-

response categories.  

 

The mother‟s questionnaire 

Self-reporting ethnic origin is often considered the gold standard for ethnicity 

data. However, asking women which ethnic group they belong to has its own 

limitations. Firstly, having to ask a labouring woman about her ethnicity is not always 

practical and may decrease ascertainment. Secondly, ethnically diverse women may not 

conceptualise or operationalise ethnicity in the same way as midwives or even as other 

mothers. For example, the immigrant women interviewed as part of the broader study 

on which this paper is based were from five different countries: four in Asia (Burma, 

China, Vietnam and Afghanistan) and one in Africa (Sudan). Based on the geographical 

reference used in the MCHRDB Burmese, Chinese, Vietnamese and Afghan women 

should be classified as being of Asian ethnic origin and the Sudanese women should 

have been classified as being of African ethnic origin, yet the women themselves rarely 

used these terms. In fact, while the 39 women came from five countries in two 

geographical locations they self-reported 11 different ethnicities. What is more 

noticeable is that these self-reported ethnic groupings do not correspond with ethnicity 

as it exists in the MCHRDB. None of the women who participated in the study 

identified their ethnic background as being Asian or African. 

The Afghan women, in particular, pose a further problem. Afghanistan is 

essentially at the intersection of the Middle East (bordering Iran), Eastern Asia 

(bordering China), the Indian subcontinent (bordering Pakistan) and Central Asia 

(bordering three countries that were previously part of the Soviet Republic - Tajikistan, 
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Uzbekistan and Turkmenistan). As a result there exists debate as to whether 

Afghanistan should be included as part of Central Asia, Southern Asia or the Middle 

East. Similarly women from different regions of Afghanistan can differ greatly in 

physical appearance. Given that midwives can, and do, use physical appearance to 

classify women it is not unreasonable to expect that some Afghan women could 

potentially be classified as Asian, some as Caucasian and others as Indian. Or 

alternatively, they might not be classified as any of these. 

Despite the limitations associated with the collection and use of ethnic indicators 

in other databases and in the MCHRDB there is still value in compiling this data. If 

ethnic disparities exist in human health they need to be identified, addressed and 

monitored. Data are most useful when they can inform action but in order to be 

actionable they must first be valid and reliable. In light of the absence of an ideal 

method for operationalising ethnicity we favour a multifaceted approach which aims to 

capture as many of the components of ethnicity as possible. In Western Australia (WA) 

the Office of Multicultural Interests (OMI) recommends that a minimum set of variables 

be collected for research involving diverse populations, including: country of birth; 

main language other than English spoken at home; proficiency in spoken English; and 

Indigenous status. The full set of recommended criteria also includes: ancestry; country 

of birth of father; country of birth of mother; first language spoken; languages spoken at 

home; main language spoken at home; religious affiliation; and year of arrival in 

Australia.
15

 A suite of information would allow a much deeper analysis of the influence 

which ethnicity may or may not have on aspects of human health. Ethnicity as it is 

currently envisioned in large scale databases such as the MCHRDB fails to capture the 

necessary complexity. This ultimately limits its potential usage in an ethnically diverse 

population.  

 

Recommendations 

6. Categories should be clarified 

Fixed categories impose a level of constraint on the data that can be collected. 

However, they provide the easiest method for medical or administrative staff to 

collect ethnicity data and in some instances can be an effective method for 

collecting self-reported ethnicity. Therefore, if fixed categories are used a clear 

explanation of what is intended by each category needs to be provided to those 

individuals required to use the categories in order to alleviate concern over disputed 
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categories and to decrease the likelihood of observer misclassification. Categories 

would need to be mutually exclusive and exhaustive. 

7. Categories should be expanded 

As populations change over time new sub-groups emerge. If fixed categories are 

used there should be enough of them to adequately categorise the relevant 

population, with additions made as necessary. For example, in the case of the 

MCHRDB inclusion of a Middle Eastern category and a Latin American category 

could functionally categorise the majority of mothers who had otherwise remained 

uncategorised, allowing them to be identified in analyses. Also, some level of 

international consistency in the use of such categories would allow for cross-

national comparisons.
 
Periodically revising and updating measures of ethnicity will 

allow data to remain relevant.  

8. Information should be accurately reported 

If a variable is included in a data set it needs to be adequately collected or there 

is little point to including it. For example, WA hospital data allow for information to 

be collected on interpreter usage. However, this variable is not sufficiently recorded 

by staff completing the relevant form. The subsequent underestimation of interpreter 

usage has ongoing repercussions not only as a measure of linguistic proficiency in 

individual patients but also for the adequate provision of interpreters and other 

services. Regularly auditing data collection methods would improve the collection 

of information and could play an important role not only in maintaining reporting 

standards but also in regularly revising the suitability of collections.  

9. Sufficient variables should be included 

If ethnic data is to be reported care needs to be given to make sure that it is clear 

why it is being collected and how it should be interpreted. The vast majority of 

racial and ethnic health research outlines outcomes relative to a measure of 

race/ethnicity with little examination of what it is about belonging to the given racial 

or ethnic group that could be responsible for the outcome. Whenever feasible, 

additional information needs to be collected to capture the characteristics associated 

with ethnicity such as SES, language proficiency, religious affiliation, migration 

history and ancestry. Opportunities to collect this information in many 

administrative databases are limited. However, even in these contexts place of birth, 

formal educational attainment, citizenship status and time since migration could be 

easily obtained. Data linkage could be particularly helpful in this regard. For 

example, birth registry data is often the basis for many linkages so including extra 
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variables here could make it available to other linkages such as the cancer registries 

birth defects registries, mental health registries and so on. Obviously, the costs of 

collecting these data in terms of both time and money and the extra burden they 

provide to those individuals supplying the information must be weighed against 

their usefulness. 

10. Quality breeds quality 

Unreliable data produce unreliable results. Unfortunately the large sample sizes 

associated with population-level administrative databases often provide a misguided 

sense of confidence in the outputs they produce. However, large numbers of 

variables and a population-level sample size does not necessarily predict high 

quality data. If data is missing or poorly recorded in linked sources then the deficit 

remains. Validation against a gold standard is needed to check the accuracy of 

collected variables. For ethnicity, this is probably a self-reported measure. In 

instances where the quality of variables cannot be improved through addition or 

alteration, improved collection, or linkage to other databases with relevant variables, 

analyses should clearly outline for the reader the issues with data quality. If the 

intention to use administrative databases for high quality health research remains, 

then efforts need to be made to provide high quality data in order to do so. 

 

There is no question that populations are able to benefit from the capacity to 

monitor health trends, to evaluate the impact of current medical interventions and public 

health policies, and to conduct epidemiological investigations into the aetiology of 

disease and injury.
16

 It is these potential outcomes which have promoted the use of 

routinely collected population data in health research in recent years. However, 

administrative databases are ultimately collected for purposes other than health research 

and this needs to be acknowledged and suitably dealt with. 

Australia, like many other nations, is a multicultural society with a significant 

proportion of foreign-born residents and a long history of attracting both free settlers 

and refugees. Investigations into the long term health consequences of participation in 

multicultural society for both mainstream Australians and those considered to be 

members of minority ethnic groups is both important and necessary. However, in order 

to be able to carry out high quality research there needs to be access to high quality data. 

The linkages of the MCHRDB illustrate how this is currently lacking in routinely 

collected perinatal data commonly used for population surveillance purposes. Future 
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effort must be made to improve the quality of ethnicity-related data so that disparities in 

health outcomes can be accurately identified, monitored and improved. 
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Table 1 Indicators of ethnic diversity in the MCHRDB. 

Description Source Values 

Mother‘s ethnic origin MNS Caucasian 

Aboriginal/TSI 

Asian 

Indian 

African 

Polynesian 

Maori 

Other 

Indigenous mother MNS Yes/No 

Mother‘s place of birth Birth 

register 

Text, self-report 

Father‘s place of birth Birth 

register 

Text, self-report 

Mother is Aboriginal or Torres Strait 

Islander 

Birth 

register 

Yes/No 

Father is Aboriginal or Torres Strait 

Islander 

Birth 

register 

Yes/No 

Indigenous status HMDS Aboriginal 

Torres Trait Islander 

(TSI) 

Aboriginal and TSI 

Non-Aboriginal, non-TSI 

An interpreter was present at the hospital HMDS Yes/No 

 

 

 

 

 

Table 2 Proportion (%) of mothers classified as Indigenous (Aboriginal and/or Torres 

Strait Islander) in different data sources of the MCHRDB. 

Variable Source 

Database 

Total 

number  

Indigenous 

Proportion  

Indigenous 

(%) 

Mother is Aboriginal or Torres Strait 

Islander 

Birth register 11,232 4.8 

Indigenous status  HMDS 13,305 5.7 

Ethnic origin MNS 14,734 6.3 

Indigenous mother MNS 17,457 7.5 
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Table 3 Proportion (%) of mothers classified as ethnic origin ‗Other‘ by country of 

birth. 

Country of birth N % ‗other‘ Country of birth N % ‗other‘ 

Australia 171084 0.6 Pakistan 175 19.4 

England 16278 0.6 Nigeria 50 20.0 

New Zealand 8189 1.1 Argentina 83 20.5 

Vietnam 2753 2.7 Brazil 92 22.8 

China 1083 3.2 Bangladesh 107 27.1 

Poland 394 3.6 Sudan 373 27.9 

Malaysia 2175 3.7 Israel 83 32.5 

Zimbabwe 674 3.7 Western Samoa 28 35.7 

Hong Kong 316 3.8 Ethiopia 258 39.1 

Singapore 1116 3.9 Peru 42 40.5 

Indonesia 1597 4.3 Colombia 48 41.7 

Cambodia 227 4.8 Seychelles 57 42.1 

Thailand 732 5.3 Somalia 341 42.8 

Philippines  1430 5.6 Chile 203 46.3 

India 1235 6.0 Mauritius 208 46.6 

Kenya 229 7.0 El Salvador 197 55.3 

Romania 286 8.4 Nepal 18 55.6 

Zambia 200 8.5 Eritrea 148 60.1 

Japan 643 9.0 United Arab Emirates 23 60.9 

Serbia 243 9.9 Syria 67 62.7 

Croatia 323 9.9 Iran 222 66.7 

Papua New Guinea 401 10.0 Egypt 125 68.0 

South Africa 2275 10.1 Algeria 19 68.4 

Portugal 239 10.5 Lebanon 224 69.6 

Russia 188 10.6 Turkey 198 70.7 

Macedonia 423 11.8 Saudi Arabia 51 74.5 

Trinidad and Tobago 69 14.5 Jordan 55 74.5 

Sri Lanka 317 14.5 Kuwait 70 75.7 

Fiji 124 16.9 Afghanistan 335 77.0 

Bosnia 408 17.4 Iraq 729 86.4 

Burma 581 18.4    

 

 

Table 4 Ethnic origin as described in the midwives guidelines
17

 

Ethnic Origin Refers only to mother‟s ethnic origin, not that of the baby or the father 

of the baby. 

Caucasian Includes all people of Caucasoid (European) heritage e.g. Maltese, 

Lebanese, Italian, etc. 

Aboriginal/TSI Includes persons of Australian Aboriginal and/or Torres Strait Islander 

(Australoid) heritage. 

Other Includes any racial group other than Caucasian or Aboriginal/TSI, e.g. 

Asian, Indian, African, Polynesian, etc. Please identify in text in the 

space provided on paper form. 
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APPENDIX II  
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APPENDIX VII 

The following tables contain a list of the variables for the Socio-Economic Indexes for 

Areas, as well as their loadings and weights, from the 2006 census for the Index of 

Relative Socioeconomic Disadvantage, Index of Economic Resources and Index of 

Education and Occupation. 

 

Table 11.1 Index of Relative Socioeconomic Disadvantage (IRSD) 

 

Variable 

Loading 

Variable 

Weight 

 Variable Description 

-0.85 -0.33 % Occupied private dwellings with no internet connection 

-0.76 -0.30 % Employed people classified as Labourers 

-0.76 -0.30 % People aged 15 years and over with no post-school 

qualifications 

-0.76 -0.30 % People with stated annual household equivalised income  

between $13,000 and $20,799 (approx. 2
nd

 and 3
rd

 deciles) 

-0.70 -0.27 % Households renting from a government or community 

organization 

-0.70 -0.27 % People (in the labour force) unemployed 

-0.67 -0.26 % Families that are one parent families with dependent offspring 

only 

-0.61 -0.24 % Households paying rent who pay less than $120 per week 

(excluding $0 per week) 

-0.57 -0.22 % People aged under 70 who have a long-term health condition 

or disability and need assistance with core activities 

-0.57 -0.22 Occupied private dwellings with no car 

-0.52 -0.20 % People who identified themselves as being of Aboriginal 

and/or Torres Strait Islander origin 

-0.52 -0.20 % Occupied private dwellings requiring one or more extra 

bedrooms (based on Canadian National Occupancy Standard) 

-0.51 -0.20 % People aged 15 years and over who are separated or divorced 

-0.51 -0.20 % Employed people classified as Machinery Operators and 

Drivers 

-0.44 -0.17 % People aged 15 years and over who did not go to school 

-0.44 -0.17 % Employed people classified as Low Skill Community and 

Personal Service Workers 

-0.33 -0.13 % People who do not speak English well 
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Table 11.2 Index of Economic Resources (IER) 

 

Variable 

Loading 

Variable 

Weight 

Variable Description 

-0.71 -0.31 % People with stated annual household equivalised income 

between $13,000 and $20,799 (approx. 2
nd

 and 3
rd

 deciles) 

-0.70 -0.30 % Families that are one parent families with dependent offspring 

only 

-0.69 -0.30 % Occupied private dwellings with no car 

-0.68 -0.29 % Households renting from a government or community 

organization 

-0.64 -0.28 % Households paying rent who pay less than $120 per week 

(excluding $0 per week) 

-0.62 -0.27 % People aged 15 and over who are unemployed 

-0.58 -0.25 % Households that are lone person households 

-0.47 -0.20 % Occupied private dwellings requiring one or more extra 

bedrooms (based on Canadian National Occupancy Standard) 

0.33 0.14 % Households owning the dwelling they occupy (without a 

mortgage) 

0.45 0.20 % Occupied private dwellings with at least one person who is an 

owner of an unincorporated enterprise 

0.52 0.23 % Households paying mortgage who pay more than $2,120 per 

month 

0.55 0.24 % Households owning the dwelling they occupy (with a 

mortgage) 

0.55 0.24 % Households paying rent who pay more than $290 per week 

0.63 0.27 % People with stated annual household equivalised income 

greater than $52,000 (approx. 9th and 10th deciles) 

0.68 0.29 % Occupied private dwellings with four or more bedrooms 
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Table 11.3 Index of Education and Occupation (IEO) 

 

Variable 

Loading 

Variable 

Weight 

Variable Description 

-0.88 -0.41 % People aged 15 years and over whose highest level of school 

completed is Year 11 or lower 

-0.87 -0.40 % People aged 15 years and over with no post-school 

qualifications 

-0.79 -0.36 % Employed people who work in a Skill Level 5 occupation 

-0.66 -0.31 % Employed people who work in a Skill Level 4 occupation 

-0.50 -0.23 % People (in the labour force) unemployed 

-0.50 -0.23 % People aged 15 years and over with a certificate qualification 

0.56 0.26 % People aged 15 years and over at university or other tertiary 

institution 

0.76 0.35 % People aged 15 years and over with an advanced diploma or 

diploma qualification 

0.85 0.39 % Employed people who work in a Skill Level 1 occupation 
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APPENDIX VIII 

The following table contains a list of the countries included in each maternal region of 

birth along with their country codes according to the Standard Australian Classification 

of Countries (SACC). The suffix ‗nec‘ means not elsewhere classified. 

 

 

Table 11.4 Standard Australian Classification of Countries (SACC) 

 

1 OCEANIA 

AUSTRALIA (including external territories) 

Australia  

Norfolk Island 

Australian External Territories (nec) 

NEW ZEALAND 

New Zealand 

MELANESIA 

New Caledonia 

Papua New Guinea 

Solomon Islands 

Vanuatu 

MICRONESIA 

Guam 

Kiribati 

Marshall Islands 

Micronesia, Federated States of 

Nauru 

Northern Mariana Islands 

Palau 

POLYNESIA (excluding Hawaii) 

Cook Islands 

Fiji 

French Polynesia 

Niue 

Samoa 

 

 

1101 

1102 

1199 

 

1201 

 

1301 

1302 

1303 

1304 

 

1401 

1402 

1403 

1404 

1405 

1406 

1407 

 

1501 

1502 

1503 

1504 

1505 



274 

 

Samoa, American 

Tokelau 

Tonga 

Tuvalu 

Wallis and Futuna 

Polynesia, nec 

ANTARCTICA 

Adélie Island (France) 

Argentinean Antarctic Territory 

Australian Antarctic Territory 

British Antarctic Territory 

Chilean Antarctic Territory 

Queen Maud Land (Norway) 

Ross Dependency (New Zealand) 

 

1506 

1507 

1508 

1511 

1512 

1599 

 

1601 

1602 

1603 

1604 

1605 

1606 

1607 

2 NORTH-WEST EUROPE 

UNITED KINGDOM 

Channel Islands 

England 

Isle of Man 

Northern Ireland 

Scotland 

Wales 

IRELAND 

Ireland 

WESTERN EUROPE 

Austria 

Belgium 

France 

Germany 

Liechtenstein 

Luxembourg 

Monaco 

Netherlands 

 

 

2101 

2102 

2103 

2104 

2105 

2106 

 

2201 

 

2301 

2302 

2303 

2304 

2305 

2306 

2307 

2308 
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Switzerland 

NORTHERN EUROPE 

Denmark 

Faeroe Islands 

Finland 

Greenland 

Iceland 

Norway 

Sweden 

2311 

 

2401 

2402 

2403 

2404 

2405 

2406 

2407 

 

3 SOUTHERN and EASTERN EUROPE 

SOUTHERN EUROPE 

Andorra 

Gibraltar 

Holy See 

Italy 

Malta 

Portugal 

San Marino 

Spain 

SOUTH EASTERN EUROPE 

Albania 

Bosnia and Herzegovina 

Bulgaria 

Croatia 

Cyprus 

Macedonia, Former Yugoslav Republic of 

Greece 

Moldova 

Romania 

Slovenia 

Montenegro 

Serbia 

EASTERN EUROPE 

 

 

3101 

3102 

3103 

3104 

3105 

3106 

3107 

3108 

 

3201 

3202 

3203 

3204 

3205 

3206 

3207 

3208 

3211 

3212 

3214 

3215 
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Belarus 

Czech Republic 

Estonia 

Hungary 

Latvia 

Lithuania 

Poland 

Russian Federation 

Slovakia 

Ukraine 

3301 

3302 

3303 

3304 

3305 

3306 

3307 

3308 

3311 

3312 

 

4 NORTH AFRICA and the MIDDLE EAST 

NORTH AFRICA 

Algeria 

Egypt 

Libya 

Morocco 

Sudan 

Tunisia 

Western Sahara 

MIDDLE EAST 

Bahrain 

Gaza Strip and West Bank 

Iran 

Iraq 

Israel 

Jordan 

Kuwait 

Lebanon 

Oman 

Qatar 

Saudi Arabia 

Syria 

Turkey 

 

 

4101 

4102 

4103 

4104 

4105 

4106 

4107 

 

4201 

4202 

4203 

4204 

4205 

4206 

4207 

4208 

4211 

4212 

4213 

4214 

4215 
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United Arab Emirates 

Yemen 

4216 

4217 

 

5 SOUTH-EAST ASIA 

MAINLAND SOUTH-EAST ASIA 

Burma (Myanmar) 

Cambodia 

Laos 

Thailand 

Viet Nam 

MARITIME SOUTH-EAST ASIA 

Brunei Darussalam 

Indonesia 

Malaysia 

Philippines 

Singapore 

East Timor 

 

 

5101 

5102 

5103 

5104 

5105 

 

5201 

5202 

5203 

5204 

5205 

5206 

 

6 NORTH-EAST ASIA 

CHINESE ASIA (including Mongolia) 

China (excluding SARs and Taiwan Province) 

Hong Kong (SAR of China) 

Macau (SAR of China) 

Mongolia 

Taiwan 

JAPAN and the KOREAS 

Japan 

Korea, Democratic People‘s Republic of (North) 

Korea, Republic of (South) 

 

 

6101 

6102 

6103 

6104 

6105 

 

6201 

6202 

6203 

 

7 SOUTHERN and CENTRAL ASIA 

SOUTHERN ASIA 

Bangladesh 

Bhutan 

 

 

7101 

7102 
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India 

Maldives 

Nepal 

Pakistan 

Sri Lanka 

CENTRAL ASIA 

Afghanistan 

Armenia 

Azerbaijan 

Georgia 

Kazakhstan 

Kyrgyz Republic 

Tajikistan 

Turkmenistan 

Uzbekistan 

7103 

7104 

7105 

7106 

7107 

 

7201 

7202 

7203 

7204 

7205 

7206 

7207 

7208 

7211 

 

8 AMERICAS 

NORTHERN AMERICA 

Bermuda 

Canada 

St Pierre and Miquelon 

United States of America 

SOUTH AMERICA 

Argentina 

Bolivia 

Brazil 

Chile 

Colombia 

Ecuador 

Falkland Islands 

French Guiana 

Guyana 

Paraguay 

Peru 

 

 

8101 

8102 

8103 

8104 

 

8201 

8202 

8203 

8204 

8205 

8206 

8207 

8208 

8211 

8212 

8213 
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Suriname 

Uruguay 

Venezuela 

CENTRAL AMERICA 

Belize 

Costa Rica 

El Salvador 

Guatemala 

Honduras 

Mexico 

Nicaragua 

Panama 

CARIBBEAN 

Anguilla 

Antigua and Barbuda 

Aruba 

Bahamas 

Barbados 

Cayman Islands 

Cuba 

Dominica 

Dominican Republic 

Grenada 

Guadeloupe 

Haiti 

Jamaica 

Martinique 

Montserrat 

Netherlands Antilles 

Puerto Rico 

St Kitts and Nevis 

St Lucia 

St Vincent and the Grenadines 

Trinidad and Tobago 

8214 

8215 

8216 

 

8301 

8302 

8303 

8304 

8305 

8306 

8307 

8308 

 

8401 

8402 

8403 

8404 

8405 

8406 

8407 

8408 

8411 

8412 

8413 

8414 

8415 

8416 

8417 

8418 

8421 

8422 

8423 

8424 

8425 
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Turks and Caicos Islands 

Virgin Islands, British 

Virgin Islands, United States 

8426 

8427 

8428 

 

9 SUB-SAHARAN AFRICA 

CENTRAL AND WEST AFRICA 

Benin 

Burkina Faso 

Cameroon 

Cape Verde 

Central African Republic 

Chad 

Congo 

Congo, Democratic Republic of 

Côte d‘Ivoire 

Equatorial Guinea 

Gabon 

Gambia 

Ghana 

Guinea 

Guinea-Bissau 

Liberia 

Mali 

Mauritania 

Niger 

Nigeria 

Sao Tomé and Principe 

Senegal 

Sierra Leone 

Togo 

SOUTHERN and EAST AFRICA 

Angola 

Botswana 

Burundi 

 

 

9101 

9102 

9103 

9104 

9105 

9106 

9107 

9108 

9111 

9112 

9113 

9114 

9115 

9116 

9117 

9118 

9121 

9122 

9123 

9124 

9125 

9126 

9127 

9128 

 

9201 

9202 

9203 
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Comoros 

Djibouti 

Eritrea 

Ethiopia 

Kenya 

Lesotho 

Madagascar 

Malawi 

Mauritius 

Mayotte 

Mozambique 

Namibia 

Réunion 

Rwanda 

St Helena 

Seychelles 

Somalia 

South Africa 

Swaziland 

Tanzania 

Uganda 

Zambia 

Zimbabwe 

 

9204 

9205 

9206 

9207 

9208 

9211 

9212 

9213 

9214 

9215 

9216 

9217 

9218 

9221 

9222 

9223 

9224 

9225 

9226 

9227 

9228 

9231 

9232 
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APPENDIX IX 

The following table contains a list of standard occupation titles, their unit groupings and 

the skill level to which they were recorded for the Occupational Skill Level groupings 

used. The abbreviation ICT refers to information and communication technologies. The 

suffix ‗nfd‘ means the occupation was not further defined and ‗nec‘ means it was not 

elsewhere classified. 

 

Table 11.5 Occupational skill level groups 

Unit 

Group 

Occupation Title Skill 

Level 

1000 Managers (nfd) 1 

1110 Chief Executives, Managing Directors and Legislators (nfd) 1 

1111 Chief Executives and Managing Directors 1 

1112 General Managers 1 

1113 Legislators 1 

1210 Farmers (nfd) 1 

1211 Aquaculture Farmers 1 

1212 Crop Farmers 1 

1213 Livestock Farmers 1 

1214 Mixed Crop and Livestock Farmers 1 

1311 Advertising and Sales Managers 1 

1321 Corporate Services Managers 1 

1322 Finance Managers 1 

1323 Human Resource Managers 1 

1324 Policy and Planning Managers 1 

1325 Research and Development Managers 1 

1331 Construction Managers 1 

1332 Engineering Managers 1 

1333 Importers, Exporters and Wholesalers 1 

1334 Manufacturers 1 

1335 Production Managers 1 

1336 Supply and Distribution Managers 1 

1341 Child Care Centre Managers 1 

1342 Health and Welfare Services Managers 1 

1343 School Principals 1 

1344 Other Education Managers 1 

1531 ICT Managers 1 

1390 Managers/proprietors (nfd) 1 

1391 Commissioned Officers (Management) 1 
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1392 Senior Non-commissioned Defence Force Members 1 

1399 Other Specialist Managers 1 

1411 Cafe and Restaurant Managers 2 

1412 Caravan Park and Camping Ground Managers 2 

1413 Hotel and Motel Managers 2 

1414 Licensed Club Managers 2 

1419 Other Accommodation and Hospitality Managers 2 

1421 Retail Managers 2 

1491 Amusement, Fitness and Sports Centre Managers 2 

1492 Call or Contact Centre and Customer Service Managers 2 

1493 Conference and Event Organisers 2 

1494 Transport Services Managers 2 

1499 Other Hospitality, Retail and Service Managers 2 

1501 Self-employed 1 

1502 Self-employed 2 

2000 Professional (nfd) 1 

2111 Actors, Dancers and Other Entertainers 1 

2112 Music Professionals 1 

2113 Photographers 1 

2114 Visual Arts and Crafts Professionals 1 

2120 Media professionals (nfd) 1 

2121 Artistic Directors, and Media Producers and Presenters 1 

2122 Authors, and Book and Script Editors 1 

2123 Film, Television, Radio and Stage Directors 1 

2124 Journalists and Other Writers 1 

2211 Accountants 1 

2212 Auditors, Company Secretaries and Corporate Treasurers 1 

2221 Financial Brokers 2 

2222 Financial Dealers 1 

2223 Financial Investment Advisers and Managers 1 

2231 Human Resource Professionals 1 

2232 ICT Trainers 1 

2233 Training and Development Professionals 1 

2241 Actuaries, Mathematicians and Statisticians 1 

2242 Archivists, Curators and Records Managers 1 

2243 Economists 1 

2244 Intelligence and Policy Analysts 1 

2245 Land Economists and Valuers 1 

2246 Librarians 1 

2247 Management and Organisation Analysts 1 
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2249 Other Information and Organisation Professionals 1 

2251 Advertising and Marketing Professionals 1 

2252 ICT Sales Professionals 1 

2253 Public Relations Professionals 1 

2254 Technical Sales Representatives 1 

2311 Air Transport Professionals 1 

2312 Marine Transport Professionals 1 

2321 Architects and Landscape Architects 1 

2322 Cartographers and Surveyors 1 

2323 Fashion, Industrial and Jewellery Designers 1 

2324 Graphic and Web Designers, and Illustrators 1 

2325 Interior Designers 1 

2326 Urban and Regional Planners 1 

2331 Chemical and Materials Engineers 1 

2332 Civil Engineering Professionals 1 

2333 Electrical Engineers 1 

2334 Electronics Engineers 1 

2335 Industrial, Mechanical and Production Engineers 1 

2336 Mining Engineers 1 

2339 Other Engineering Professionals 1 

2341 Agricultural and Forestry Scientists 1 

2342 Chemists, and Food and Wine Scientists 1 

2343 Environmental Scientists 1 

2344 Geologists and Geophysicists 1 

2345 Life Scientists 1 

2346 Medical Laboratory Scientists 1 

2347 Veterinarians 1 

2349 Other Natural and Physical Science Professionals 1 

2410 Teachers (nfd) 1 

2411 Early Childhood (Pre-Primary School) Teachers 1 

2412 Primary School Teachers 1 

2413 Middle School Teachers (Aus) / Intermediate School 

Teachers (NZ) 

1 

2414 Secondary School Teachers 1 

2415 Special Education Teachers 1 

2421 University Lecturers and Tutors 1 

2422 Vocational Education Teachers (Aus) / Polytechnic Teachers 

(NZ) 

1 

2491 Education Advisers and Reviewers 1 

2492 Private Tutors and Teachers 1 

2493 Teachers of English to Speakers of Other Languages 1 
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2494 Education professional (nec) 1 

2511 Dieticians 1 

2512 Medical Imaging Professionals 1 

2513 Occupational and Environmental Health Professionals 1 

2514 Optometrists and Orthoptists 1 

2515 Pharmacists 1 

2519 Other Health Diagnostic and Promotion Professionals 1 

2521 Chiropractors and Osteopaths 1 

2522 Complementary Health Therapists 1 

2523 Dental Practitioners 1 

2524 Occupational Therapists 1 

2525 Physiotherapists 1 

2526 Podiatrists 1 

2527 Speech Professionals and Audiologists 1 

2531 Generalist Medical Practitioners 1 

2532 Anaesthetists 1 

2533 Internal Medicine Specialists 1 

2536 Psychiatrists 1 

2537 Surgeons 1 

2539 Other Medical Practitioners 1 

2541 Midwives 1 

2542 Nurse Educators and Researchers 1 

2543 Nurse Managers 1 

2544 Registered Nurses 1 

2610 ICT professional (nfd OR nec) 1 

2611 ICT Business and Systems Analysts 1 

2612 Multimedia Specialists and Web Developers 1 

2613 Software and Applications Programmers 1 

2621 Database and Systems Administrators, and ICT Security 

Specialists 

1 

2631 Computer Network Professionals 1 

2632 ICT Support and Test Engineers 1 

2633 Telecommunications Engineering Professionals 1 

2711 Barristers 1 

2712 Judicial and Other Legal Professionals 1 

2713 Solicitors 1 

2721 Counsellors 1 

2722 Ministers of Religion 1 

2723 Psychologists 1 

2724 Social Professionals 1 
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2725 Social Workers 1 

2726 Welfare, Recreation and Community Arts Workers 1 

3111 Agricultural Technicians 2 

3112  Medical Technicians 2 

3113 Primary Products Inspectors 2 

3114 Science Technicians 2 

3121 Architectural, Building and Surveying Technicians 2 

3122 Civil Engineering Draftspersons and Technicians 2 

3123 Electrical Engineering Draftspersons and Technicians 2 

3124 Electronic Engineering Draftspersons and Technicians 2 

3125 Mechanical Engineering Draftspersons and Technicians 2 

3126 Safety Inspectors 2 

3129 Other Building and Engineering Technicians 2 

3131 ICT Support Technicians 2 

3132 Telecommunications Technical Specialists 2 

3211 Automotive Electricians 3 

3212 Motor Mechanics 3 

3213 Automotive technicians 3 

3221 Metal Casting, Forging and Finishing Trades Workers 3 

3222 Sheetmetal Trades Workers 3 

3223 Structural Steel and Welding Trades Workers 3 

3231 Aircraft Maintenance Engineers 3 

3232 Metal Fitters and Machinists 3 

3233 Precision Metal Trades Workers 3 

3234 Toolmakers and Engineering Patternmakers 3 

3241 Panel beaters 3 

3242 Vehicle Body Builders and Trimmers 3 

3243 Vehicle Painters 3 

3311 Bricklayers and Stonemasons 3 

3312 Carpenters and Joiners 3 

3321 Floor Finishers 3 

3322 Painting Trades Workers 3 

3331 Glaziers 3 

3332 Plasterers 3 

3333 Roof Tilers 3 

3334 Wall and Floor Tilers 3 

3341 Plumbers 3 

3411 Electricians 3 

3421 Air-conditioning and Refrigeration Mechanics 3 

3422 Electrical Distribution Trades Workers 3 
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3423 Electronics Trades Workers 3 

3424 Telecommunications Trades Workers 3 

3511 Bakers and Pastry cooks 3 

3512 Butchers and Smallgoods Makers 3 

3513 Chefs 3 

3514 Cooks 3 

3611 Animal Attendants and Trainers 3 

3612 Shearers 3 

3613 Veterinary Nurses 3 

3621 Florists 3 

3622 Gardeners 3 

3623 Greenkeepers 3 

3624 Nurserypersons 3 

3911 Hairdressers 3 

3921 Binders, Finishers and Screen Printers 3 

3922 Graphic Pre-press Trades Workers 3 

3923 Printers 3 

3931 Canvas and Leather Goods Makers 3 

3932 Clothing Trades Workers 3 

3933 Upholsterers 3 

3941 Cabinetmakers 3 

3942 Wood Machinists and Other Wood Trades Workers 3 

3991 Boat Builders and Shipwrights 3 

3992 Chemical, Gas, Petroleum and Power Generation Plant 

Operators 

3 

3993 Gallery, Library and Museum Technicians 2 

3994 Jewellers 3 

3995 Performing Arts Technicians 3 

3996 Sign writers 3 

3999 Other Miscellaneous Technicians and Trades Workers 3 

4111 Ambulance Officers and Paramedics 2 

4112 Dental Hygienists, Technicians and Therapists 2 

4113 Diversional Therapists 2 

4114 Enrolled and Mothercraft Nurses 2 

4115 Indigenous Health Workers 2 

4116 Massage Therapists 2 

4117 Welfare Support Workers 2 

4118 Health Support Workers 2 

4200 Carers and aides (nfd) 4 

4211 Child Carers 4 
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4221 Education Aides 4 

4231 Aged and Disabled Carers 4 

4232 Dental Assistants 4 

4233 Nursing Support and Personal Care Workers 4 

4234 Special Care Workers 4 

4311 Bar Attendants and Baristas 4 

4312 Cafe Workers 5 

4313 Gaming Workers 4 

4314 Hotel Service Managers 3 

4315 Waiters 4 

4319 Other Hospitality Workers 5 

4411 Defence Force Members - Other Ranks 3 

4412 Fire and Emergency Workers 3 

4413 Police 2 

4421 Prison Officers 4 

4422 Security Officers and Guards 5 

4511 Beauty Therapists 4 

4512 Driving Instructors 3 

4513 Funeral Workers 3 

4514 Gallery, Museum and Tour Guides 4 

4515 Personal Care Consultants 4 

4516 Tourism and Travel Advisers 4 

4517 Travel Attendants 3 

4519 Other Personal Service Workers 5 

4521 Fitness Instructors 4 

4522 Outdoor Adventure Guides 4 

4523 Sports Coaches, Instructors and Officials 3 

4524 Sportspersons 3 

5111 Contract, Program and Project Administrators 2 

5121 Office Managers 2 

5122 Practice Managers 2 

5211 Personal Assistants 3 

5212 Secretaries 3 

5311 General Clerks 4 

5321 Keyboard Operators 4 

5411 Call or Contact Centre Workers 4 

5412 Inquiry Clerks 4 

5421 Receptionists 4 

5511 Accounting Clerks 4 

5512 Bookkeepers 4 
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5513 Payroll Clerks 4 

5520 Financial and Insurance clerks (nfd) 4 

5521 Bank Workers 4 

5522 Credit and Loans Officers 4 

5523 Insurance, Money Market and Statistical Clerks 4 

5611 Betting Clerks 5 

5612 Couriers and Postal Deliverers 5 

5613 Filing and Registry Clerks 5 

5614 Mail Sorters 5 

5615 Survey Interviewers 5 

5616 Switchboard Operators 5 

5619 Other Clerical and Office Support Workers 5 

5911 Purchasing and Supply Logistics Clerks 4 

5912 Transport and Despatch Clerks 4 

5991 Conveyancers and Legal Executives 2 

5992 Court and Legal Clerks 3 

5993 Debt Collectors 4 

5994 Human Resource Clerks 4 

5995 Inspectors and Regulatory Officers 4 

5996 Insurance Investigators, Loss Adjusters and Risk Surveyors 3 

5997 Library Assistants 4 

5999 Other Miscellaneous Clerical and Administrative Workers 4 

6111 Auctioneers, and Stock and Station Agents 3 

6112 Insurance Agents 3 

6113 Sales Representatives 4 

6121 Real Estate Sales Agents 3 

6211 Sales Assistants (General) 5 

6212 ICT Sales Assistants 5 

6213 Motor Vehicle and Vehicle Parts Salespersons 4 

6214 Pharmacy Sales Assistants 5 

6215 Retail Supervisors 4 

6216 Service Station Attendants 5 

6217 Street Vendors and Related Salespersons 5 

6219 Other Sales Assistants and Salespersons 5 

6311 Checkout Operators and Office Cashiers 5 

6391 Models and Sales Demonstrators 5 

6392 Retail and Wool Buyers 3 

6393 Telemarketers 5 

6394 Ticket Salespersons 5 

6395 Visual Merchandisers 4 
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6399 Other Sales Support Workers 5 

7111 Clay, Concrete, Glass and Stone Processing Machine 

Operators 

4 

7112 Industrial Spray painters 4 

7113 Paper and Wood Processing Machine Operators 4 

7114 Photographic Developers and Printers 4 

7115 Plastics and Rubber Production Machine Operators 4 

7116 Sewing Machinists 4 

7117 Textile and Footwear Production Machine Operators 4 

7119 Other Machine Operators 4 

7121 Crane, Hoist and Lift Operators 4 

7122 Drillers, Miners and Shot Firers 4 

7123 Engineering Production Systems Workers 4 

7129 Other Stationary Plant Operators 4 

7211 Agricultural, Forestry and Horticultural Plant Operators 4 

7212 Earthmoving Plant Operators 4 

7213 Forklift Drivers 4 

7219 Other Mobile Plant Operators 4 

7311 Automobile Drivers 4 

7312 Bus and Coach Drivers 4 

7313 Train and Tram Drivers 4 

7321 Delivery Drivers 4 

7331 Truck Drivers 4 

7411 Storepersons 4 

8110 Cleaner (nfd) 5 

8111 Car Detailers 5 

8112 Commercial Cleaners 5 

8113 Domestic Cleaners 5 

8114 Housekeepers 5 

8115 Laundry Workers 5 

8119 Other Cleaners 5 

8211 Building and Plumbing Labourers 5 

8212 Concreters 5 

8213 Fencers 4 

8214 Insulation and Home Improvement Installers 4 

8215 Paving and Surfacing Labourers 5 

8216 Railway Track Workers 4 

8217 Structural Steel Construction Workers 4 

8219 Other Construction and Mining Labourers 5 

8311 Food and Drink Factory Workers 5 
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8312 Meat Boners and Slicers, and Slaughterers 4 

8313 Meat, Poultry and Seafood Process Workers 5 

8321 Packers 5 

8322 Product Assemblers  

8391 Metal Engineering Process Workers 5 

8392 Plastics and Rubber Factory Workers 5 

8393 Product Quality Controllers 4 

8394 Timber and Wood Process Workers 5 

8399 Other Factory Process Workers 5 

8410 Farmhands (nfd) 5 

8411 Aquaculture Workers 5 

8412 Crop Farm Workers 5 

8413 Forestry and Logging Workers 4 

8414 Garden and Nursery Labourers 5 

8415 Livestock Farm Workers 5 

8416 Mixed Crop and Livestock Farm Workers 5 

8419 Other Farm, Forestry and Garden Workers 5 

8511 Fast Food Cooks 5 

8512 Food Trades Assistants 5 

8513 Kitchenhands 5 

8911 Freight and Furniture Handlers 5 

8912 Shelf Fillers 5 

8991 Caretakers 5 

8992 Deck and Fishing Hands 4 

8993 Handypersons 5 

8994 Motor Vehicle Parts and Accessories Fitters 4 

8995 Printing Assistants and Table Workers 4 

8996 Recycling and Rubbish Collectors 5 

8997 Vending Machine Attendants 5 

8999 Other Miscellaneous Labourers 5 

9988 Inadequate information supplied 0 

9989 Invalid pensioner 0 

9989 Other pensioner 0 

9991 Student 0 

9992 Child/baby 0 

9995 Housewife/husband 0 

9996 Retired 0 

9997 Unemployed 0 

9998 Volunteers 0 

9999 Missing 0 
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APPENDIX X 
 

 

 

 

 

 

Information for mothers 

 

Having a baby in a new country can be both exciting and challenging. We want to find 

out about the experiences of women from non-English speaking backgrounds have had 

with the Western Australian health care system during pregnancy, birth and shortly after 

birth.  

 

As a woman born overseas who has given birth in Western Australia, we would like to 

invite you to participate in this study. This requires completing a short questionnaire 

and taking part in an interview with a researcher about your experience of pregnancy, 

childbirth and early motherhood in WA.  

 

The discussion will be conducted in English, with the assistance of a translator if 

needed, and will be recorded. The discussion will be casual and friendly, however you 

may feel that some of the topics raised are of a personal nature. You do not have to talk 

about any topics that you feel uncomfortable discussing.  

 

The information you provide will be kept strictly confidential and you will not be 

identified in any written material. All information will be destroyed after completion of 

the study. You are free to withdraw your participation in this study at any time without 

giving a reason. 

 

We hope that our study interests you and that you will enjoy being involved. If you 

would like to ask any questions please contact one of the researchers listed below.  

 

Thank you for your time. 

 

 

Brilliana von Katterfeld 

Phone: (08) 9489 7916 

Email: brillianak@ichr.uwa.edu.au 

 

 

Dr. Jianghong Li     Prof. Beverley McNamara 

Phone: (08) 9489 7800    Phone: (08) 6488 7242 

Email: jianghongl@ichr.uwa.edu.au   Email: bevmc@cyllene.uwa.edu.au 

 

 

MOTHERHOOD 

AFTER 

MIGRATION 
 

mailto:brillianak@ichr.uwa.edu.au
mailto:jianghongl@ichr.uwa.edu.au
mailto:bevmc@cyllene.uwa.edu.au
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APPENDIX XI 

 

 

 

 

 

 

Information for midwives 

 

Having a baby in a new country can be both an exciting and challenging experience. We 

want to find out about the experiences women from non-English speaking backgrounds 

have had with the Western Australian health care system during pregnancy, birth and 

shortly after having their babies. We would also like to know about the challenges 

midwives face in caring for these women. 

 

As a midwife who has cared for immigrant women, you are invited to participate in the 

study. This involves taking part in a group discussion with a researcher and other 

midwives about your experiences with culturally diverse immigrant women. The 

discussion will be casual and friendly and will be recorded.  

 

You may feel that some of the topics raised are of a personal nature. You do not have to 

discuss any topics that you feel uncomfortable discussing. The information you provide 

will be kept strictly confidential and you will not be identified in any written material. 

All information will be destroyed after the completion of the study. You are free at any 

time to withdraw your participation in this study without explanation.  

 

We hope that our study interests you and that you will enjoy being involved. If you 

would like to ask any questions please contact one of the researchers listed below.  

 

Thank you for your time. 

 

 

Brilliana von Katterfeld 

Phone: (08) 9489 7916 

Email: brillianak@ichr.uwa.edu.au 

 

 

Dr. Jianghong Li     Prof. Beverley McNamara 

Phone: (08) 9489 7800    Phone: (08) 6488 7242 

Email: jianghongl@ichr.uwa.edu.au   Email: bevmc@cyllene.uwa.edu.au 

 

 

 

 

MOTHERHOOD 

AFTER 

MIGRATION 
 

mailto:brillianak@ichr.uwa.edu.au
mailto:jianghongl@ichr.uwa.edu.au
mailto:bevmc@cyllene.uwa.edu.au
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APPENDIX XII 

 

 

 

 

 

 

Consent Form 

 

I, _______________________________________ have had the study I am participating 

in explained to me and I have understood the information provided. Any questions I 

have asked have been fully answered. I agree to participate in this study, realising that I 

may stop participating at any time without giving a reason. 

I understand that all the information I provide will be treated as strictly confidential and 

will not be released by the researcher unless required to by law. I have been told what 

information is being collected, what the purpose is, and what will be done with the 

information upon completion of the study. 

I agree that the information gathered for the study may be published provided that any 

identifying information is not used. I agree to allow the researcher to record this 

interview. 

 

___________________________________              __________________ 

     Signature of Participant       Date 

 
The Human Research Ethics Committee at the University of Western Australia requires that all 

participants are informed that, if they have any complaint regarding the manner in which a research 

project is conducted, it may be given to the researcher or, alternatively to the Secretary, Human Research 

Ethics Committee, Registrar‘s Office, University of Western Australia, 35 Stirling Highway, Crawley, 

W.A. 6009 (telephone number 6488 3703). All study participants will be provided with a copy of the 

Information Sheet and Consent Form for their personal records. 

 

 

Brilliana von Katterfeld 

Phone: (08) 9489 7916 

Email: brillianak@ichr.uwa.edu.au 

 

 

Dr. Jianghong Li     Prof. Beverley McNamara 

Phone: (08) 9489 7800    Phone: (08) 6488 7242 

Email: jianghongl@ichr.uwa.edu.au   Email: bevmc@cyllene.uwa.edu.au 

 

 

 

MOTHERHOOD 

AFTER 

MIGRATION 
 

mailto:brillianak@ichr.uwa.edu.au
mailto:jianghongl@ichr.uwa.edu.au
mailto:bevmc@cyllene.uwa.edu.au
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APPENDIX XIII 

 

QUESTION GUIDE - MOTHERS 

 

 Where are you from? 

 Why did you come to Australia? 

 How did you find out you were pregnant? 

 How did you feel about being pregnant? 

 How often did you see a doctor or midwife while you were pregnant? Do you 

think you should have seen someone more/less often than you did? 

 Did anything prevent you from receiving care while you were pregnant? 

 Did you have an ultrasound or any special tests while you were pregnant? 

 Did you have any medical problems while you were pregnant with your baby? 

 Did anyone tell you that you could get things like gestational diabetes or high 

blood pressure when you were pregnant? Who? 

 What rituals and rules about pregnancy and childbirth do women follow in X? 

What rituals and rules did you follow here in Australia? 

 Did you have your baby in a hospital? Did you want to have your baby there? 

 Did the birth happen like you expected it too? 

 Did you have a caesarean? Why did you have a caesarean?  

 Who was there as your baby was born? 
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 What was your experience in hospital/at home after the birth? 

 Did you have family or friends to support you when you went home with your 

baby? 

 Was having your baby expensive? What were some of the costs involved? 

 Who took care of your baby? 

 Where did your baby sleep? 

 Did you breastfeed your baby? On what day did you start?  

 How long did you breastfeed for? Did you have any problems breastfeeding? 

 If you did not breastfeed, why did you decide not to? 

 Did you see a community nurse once your baby was born? Was she helpful? 

 Did you have your baby immunised? 

 How do you compare your life here to your life in X? 

 Did you have a baby in X? How was it different to having a baby here? 

 Have you experienced any discrimination in Australia? Did you experience any 

discrimination while you were pregnant? 

 Would you like to have more children in Australia? 
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APPENDIX XIV 

 

QUESTION GUIDE - MIDWIVES 

 

 Are many of the mothers you see immigrants? 

 Who have you most often cared for (e.g. Vietnamese women, Italian women)? 

 What have your experiences working with immigrant women been like? 

 Based on your experience, how do immigrant women differ from local-born 

women? 

 Do you speak a language other than English? 

 Are interpreters readily available for use at your hospital? 

 How do you communicate with non-English speaking patients? 

 Have you come across any cultural differences that have affected how you care 

for immigrant women? 

 How do you go about getting consent (e.g. for fetal monitoring, administration 

of drugs, caesarean delivery) from immigrant women? 

 What does the term ‗ethnic background‘ mean to you? 

 How do you go about filling out the question on mother‘s ethnic origin? 

 How accurately do you think this question on the form is completed? 

 Who else, besides midwives, completes the Midwives‘ Notification form? 



302 

 

 Do immigrant women exhibit certain pregnancy and birth complications more 

often than Australian-born women? 

 Are you aware of any particular groups of migrant women who are at increased 

risk for specific complications (e.g. gestational diabetes)? 

 How do you educate immigrant women about these conditions? 

 Do any of these problems affect the perinatal care immigrant women receive? 

 Are certain groups more or less likely to undergo caesarean delivery? Are these 

more likely to be elective or emergency? 

 What, in your opinion, is responsible for the drastic increase in caesarean section 

deliveries that we‘ve seen over the past 30 years? 

 How do you go about getting consent for a caesarean, or other intervention, 

when the mother doesn‘t speak English? 

 In your opinion, what works when dealing with immigrant women? 

 In your opinion, what needs to be improved in dealing with immigrant women? 
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APPENDIX XV 

MOTHERHOOD AFTER MIGRATION 

Questionnaire 

 

What is your date of birth?  ________________________________________________

  

 

What is your country of birth? ______________________________________________ 

 

What is your ethnic background? ___________________________________________ 

 

What is your religion? ____________________________________________________ 

 

What is the highest qualification you have? (please tick) 

 

 No formal education   

 Primary School 

 Secondary School 

 TAFE 

 University degree 

 Other (please specify):  _________________________________________ 

  

In which country did you get this qualification? ________________________________ 

 

Do you currently work? (please tick)    Yes    No 

 

If so, do you work: (please tick) 

 

 Part Time     

 Full Time 

 Casual 

 

If you work, what is your main job?  _________________________________________ 
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What is your marital status? (please tick) 

 

 Single     

 Engaged 

 Married 

 Separated/Divorced 

 Widowed 

 

If you have a husband, is he currently working? (please tick)      Yes      No 

 

If so, does he work: (please tick) 

 

 Part Time     

 Full Time 

 Casual 

 

If you have a husband who is working, what is his main job? _____________________ 

 

If you have a husband, does he study? (please tick)     Yes      No 

 

If so, what does he study? ________________________________________________ 

 

What is your main source of household income? (Please tick) 

 

 Paid employment 

 Centrelink payments   

 Training/educational scholarship 

 Support from family members 

 Other (please specify): __________________________________________ 

 

What is your fortnightly household income? (please tick) 

 

   $1-$499 per fortnight  

   $500-$999 per fortnight  

   $1,000-$1,499 per fortnight  
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   $1,500-$1,999 per fortnight    

   $2,000-$2,499 per fortnight    

   $2,500-$2,999 per fortnight    

   $3,000-$3,499 per fortnight   

   $3,500-$3,999 per fortnight 

   $4,000 or more per fortnight 

   

Which suburb do you live in?  _____________________________________________ 

 

How much rent do you pay per fortnight? _____________________________________ 

 

How much do you usually spend on food per fortnight? _________________________ 

 

When did you come to Australia? ___________________________________________ 

 

Did you come to Australia as a refugee? (please tick)     Yes       No 

 

Are you an Australian citizen? (please tick)    Yes       No 

 

If you are not a citizen, what is your current status? (please tick) 

 

 Permanent resident   

 Temporary resident 

 Visitor 

 Student 

   Other (please specify): _________________________________________ 

 

How many children do you have? ___________________________________________ 

 

How old are your children? ________________________________________________ 

 

How many of your children were born in WA? ________________________________  

 

How many of your children were born interstate (i.e. an Australian state other than 

WA)?  ____________________________________ 
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How many of your children were born overseas (i.e. not in Australia)? ______________ 

 

Did you have health insurance when you had your child/ren in WA?      Yes      No 

 

What language/s do you speak at home? ______________________________________ 

 

Can you speak English? (please tick) 

 

 No, not really   

 A little bit 

 Some 

 Yes, a lot 

 Fluently 

 

Can you read English? (please tick) 

 

 No, not really   

 A little bit 

 Some 

 Yes, a lot 

 Fluently 

 

Can you write English? (please tick) 

 

 No, not really   

 A little bit 

 Some 

 Yes, a lot 

 Fluently 

 

Thank you for completing this questionnaire 
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APPENDIX XVI 

This appendix includes a table of sociodemographic characteristics for each of the 

mothers that participated in the qualitative study. The characteristics include 

information about sociodemographic features, migration, language and family. All 

information (maternal age, number of children, children‘s ages etc.) is that which was 

reported at the time of the focus group or interview. If questions were deliberately left 

unanswered the data has been coded as missing (mis). If participants attempted to 

answer the question but were not able to do so adequately, data is coded as unknown 

(unk).  

 

 

Legend for the table abbreviations 

Participant coding includes the country of birth and a participant number 

Age 18-4 years inclusive, 25-29 years inclusive, 30-34 years inclusive, 35-39 years inclusive and 40 years 

and older is based on reported age at the time of the focus group or interview.  

Married was recorded as ‗yes‘ if the participant was married or in a defacto relationship and ‗no‘ if the 

participant was single or separated/divorced. 

Ethnicity included Haz = Hazara, Taj = Tajik, Kar = Karen, Sha = Shan, Chi = Chin, Ara = Arakanese, 

Chn = Chinese, Din = Dinka, Mad = Madi, Nue = Nuer, Vie = Vietnamese. 

Religion included Bud = Buddhist, Chr = Christian, Mus = Muslim, None = No religion. 

Citizenship refers to each participants‘ citizenship status and covers 1 = Australian citizen, 2 = 

permanent resident, 3 = student visa 

Education none = no formal education, PS = primary school, HS = high school, TAFE
 
= technical and 

further education, Uni = University 

Income sources included 0 = missing, 1 = paid employment, 2 = Centrelink (social security) payments, 3 

= Training/educational scholarship, 4 = support from other family members 

Arrival was reported as the year of arrival in Australia. 

Children included the total number of children born to each participant. 

Child ages included the ages of all the participants‘ children from oldest to youngest, ‗nb‘ denotes a 

newborn. 

Home L. refers to the languages the women used at home and are included in the table in order of 

preference, 1 = English, 2 = Dari, 3 = Hazara, 4 = Karen, 5 = Shan, 6 = Chin, 7 = Burmese, 8 = 

Arakanese, 9 = Chinese (Mandarin), 10 = Dinka, 11 = Arabic, 12 = Madi, 13 = Nuer, 14 = Vietnamese, 

15 = Cantonese. 

Speak, Read and Write refer to the participants self ratings of how well they can speak, read and write 

English 1 = no, not really, 2 = a little bit, 3 = some, 4 = yes a lot, 5 = fluently. 

 

 

Table 11.6 Sociodemographic characteristics of study participants 
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Participant Age Married Ethnic Religion Citizen Education Income Arrival Children Child ages Home L. Speak Read Write 

Afghan 1 40+ yes Haz Mus 2 None Mis 2006 6 17,16,14,12,10,2 3,2 1 1 1 

Afghan 2 30-34 yes Mis Mus 2 TAFE Mis 2006 4 13,9,4,3 2 2 2 4 

Afghan 3 30-34 yes Mis Mus 2 TAFE Mis 1992 4 15,10,7,4 2 4 5 3 

Afghan 4 35-39 yes Taj Mus 2 TAFE Mis Mis 3 Mis 2 4 3 3 

Afghan 5 30-34 yes Taj Mus 2 TAFE Mis Mis 3 Mis 2 4 3 2 

Afghan 6 25-29 yes Taj Mus 2 Uni 2 1993 2 3,nb 2 5 5 5 

Afghan 7 30-34 yes Taj Mus 1 HS 2 2001 7 14,13,8,6,5,4,3 2 3 3 3 

Afghan 8 35-39 yes Mis Mus 1 TAFE 1 2003 4 14,12,10,4 2 4 4 3 

Burmese 1 25-29 yes Kar Bud 2 TAFE 3 2006 1 1 4 2 2 2 

Burmese 2 18-24 yes Kar Bud 2 PS 3 2008 2 6,2 4 1 1 1 

Burmese 3 40+ yes Kar Chr 2 TAFE 1 2007 5 21,19,17,8,4 4 2 2 2 

Burmese 4 25-29 yes Sha Bud 2 TAFE 1 2009 2 5,4 5 2 2 2 

Burmese 5 25-29 yes Kar Chr 2 HS 1 2006 1 nb 4 3 3 3 

Burmese 6 35-39 no Chi Chr 2 TAFE 1 2006 3 11,9,3 6 4 4 4 

Burmese 7 35-39 yes Ara Bud 2 PS 1 1999 2 10,4 1,7,8 4 3 3 

Chinese 1 40+ yes Chn None 1 Uni 1 1995 3 14,10,4 9 3 4 3 

Chinese 2 25-29 yes Chn Chr 2 Uni 1 2003 1 1 9 4 4 4 

Chinese 3 30-34 yes Chn None 1 Uni 1 1997 1 2 1,9 5 5 4 

Chinese 4 40+ yes Chn None 1 Uni 1 2001 2 20,2 9 3 3 3 

Chinese 5 40+ yes Chn None 1 Uni 1 1997 2 18,2 9 4 4 4 

Chinese 6 35-39 yes Chn None 1 Uni 1 1997 1 3 9 5 5 5 

Chinese 7 35-39 no Chn None 1 HS 1 1989 3 16,11,3 9 2 3 2 

Chinese 8 40+ yes Chn None 1 Uni 1 1994 3 15,7,4 1 4 4 4 

Sudanese 1 Unk yes Mis Chr 2 None 2 2007 6 8,7,6,5,3,1 10 1 1 1 

Sudanese 2 18-24 yes Din Chr 2 HS 2 2008 1 1 10 4 5 4 

Sudanese 3 30-34 yes Din Chr 2 PS 2 2004 7 Mis 11 3 3 3 

Sudanese 4 35-39 yes Mad None 2 HS 1 2002 5 17,10,6,3,1 12,10,1 3 3 3 

Sudanese 5 18-24 no Mis Chr 2 PS 2 2006 2 2,nb 10 3 2 2 

Sudanese 6 35-39 no Din Chr 2 PS 2 2004 5 16,13,11,8,4 10 3 1 1 

Sudanese 7 18-24 no Mis Chr 2 PS 2 2008 3 5,2,nb 10 3 3 3 

Sudanese 8 Unk yes Nue Chr 2 PS 2 2008 4 10,7,3,nb 13 1 1 1 

Sudanese 9 40+ yes Mis Mus 2 TAFE 2 2005 6 Mis 10 4 4 4 

Sudanese 10 Unk yes Mis Chr 2 TAFE 1 2003 2 2, nb 10,11,1 4 4 4 

Vietnamese 1 35-39 no Vie None 1 Uni 3 2000 1 4 14 5 5 5 

Vietnamese 2 30-34 yes Vie None 3 Uni 3 2008 2 4,1 14 2 2 2 

Vietnamese 3 30-34 yes Vie None 1 HS 1 1999 3 9,6,2 14 2 3 2 

Vietnamese 4 35-39 yes Vie None 1 Uni 1 1989 3 11,9,1, 14,15,1 4 4 4 

Vietnamese 5 25-29 yes Vie None 2 Uni 1 2006 1 2 14 3 3 3 

Vietnamese 6 30-34 yes Vie None 1 Uni 1 1997 1 4 14,1 5 5 5 

 

 

 


