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Introduction 

This report documents the process of organising and delivering an oral health assessment and health 

promotion event, targeting Rohingya school aged children (5-11 years) who arrived in the last five years to 

Australia. The project was funded by Can Get Health in Canterbury (CGHiC) which is a partnership between 

Sydney Local Health District (SLHD) Health Equity Research and Development Unit (HERDU), Central and 

Eastern Sydney PHN (CESPHN) and the University of New South Wales - Centre for Primary Health Care 

and Equity (CPHCE). The event was organised by CGHIC in partnership with the Sydney Dental Hospital 

and NSW Refugee Health Service and took place on the 17th of July 2018 during school holidays at the 

Lakemba School as Community Centre (SaCC).  

 

Background 

Early childhood caries is the presence of one or more decayed, missing or filled tooth surfaces in any primary 

tooth in a child 71 months of age or younger. The impact  on population health is well established. [1] This 

serious disease especially affects those from immigrant ethnic minorities and particularly refugees, asylum 

seekers and children from refugee like backgrounds.[2-5] Prior to their arrival refugees and asylum seekers 

may not have had access to health care and could be in situations of social and political instability. In some 

instances there may be some distrust of government agencies.[6] During the process or resettlement or 

migration, dental care is frequently not seen as a priority. Furthermore, the effect of resettlement stress on 

parentsô can impact of their ability to care for their children. Due to the impact of these factors, children are 

particularly at risk of suboptimal oral health care.[6] Oral health promotion in this group of vulnerable children 

is particularly important as health behaviours are established in early childhood. Research has shown that 

oral health promotion and education can encourage short-term changes in oral health behaviour. However, 

some of the challenges described in these studies include but are not limited to: parent involvement, cultural 

beliefs, community needs and capacity. Culturally appropriate interventions are particularly important for 

children from migrant, refugee and asylum-seeking background. 

 

A review by Brown [7] found that in order to decrease disparities in oral health a multifaceted approach is 

needed. Community based interventions are one component that could help improve oral health knowledge. 

[7] However it is important that preventative education for parents and children is culturally appropriate. [6, 7] 

 

Rationale  

According to the 2016 Census (based on Language spoken at home) most of the Rohingya people that have 

settled in Sydney reside in the Lakemba and Wiley Park area.  To improve their knowledge on managing 

their own health and utilising health services, it is crucial that refugees are able to access health information. 

This includes but is not limited to oral health information. For Rohingya people this proves a remarkable 

challenge, as many are unfamiliar with the formal written form of the Rohingya language and are reliant on 

its oral form. Traditional forms of health communication (i.e. brochures, posters) may not be effective.  Other 

factors that challenge Rohingya peoplesô access to oral health information includes their history of trauma  
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and persecution and for some members of the community, their lack of education.  Rohingya refugees and 

asylum seekers may require additional support to access oral health services and information they require. 

Health care providers may benefit from insights into the community to establish their needs.  

 

CGHiC has been working with the Rohingya community since 2015. An initial consultation with the Burmese 

Rohingya Community Association (BRCA) Menôs group, identified Oral Health/hygiene as an area of interest 

for their community. An oral health session was conducted with assistance from Bilingual Community 

Educators (BCEs) from the NSW Refugee Health Service, and a dietician from the local area. This talk 

however targeted adults which included only a small number of women. In 2017 CGHiC organised a Zoo trip 

to build trust and develop relationships. This was followed by a community consultation in 2018 that used 

story boards to understand the communitiesô health priorities. Oral health was once again described as a 

health priority (See Figure 1).  

 

 

 

 

 

 

 

 

 

Figure 1. Story board Rohingya consultation- Oral health. 

 

There are significant difficulties in terms of access to public dental health care for Rohingya families. 

Addressing childrenôs oral health needs, rather than adults, was seen as a priority. There is limited data about 

the oral health status of these children. Some of them have grown up in refugee camps. There are still families 

who are on temporary protection visas  and who arrived in Australia 3-4 years ago. Figure 2 shows the year 

of arrival for Rohingyas.  

 

 

Figure 2. Year of arrival of Rohingyas (Census 2016 ï people who speak Rohingya at home) 
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Event objectives 

The purposes of the oral health assessment and health promotion event were to: 

¶ Assess the oral health status of a small group of Rohingya school-aged children 

¶ Support their connection with public dental services within the Canterbury community.  

¶ Promote and explain the Child Dental Benefits Schedule to increase its use among Rohingya 

families.  

 

Phases  
The project compromised three phases which included: event planning, information gathering and 

implementation. What follows is a detailed description of these phases.  

 

Phase I: Project planning 

Partnership formed 
Planning for this activity started in February 2018 when an initial meeting was held with CGHiC staff; the 

Clinical Director; Head of Oral Health Promotion and Oral Health Research from Oral Health Services; and 

Sydney Dental Hospital SLHD. This project involved different organisations including:  CGHiC, SLHD, Sydney 

Dental Hospital and Oral Health Service, Canterbury Community Oral Health Clinic, Canterbury Hospital, 

NSW Refugee Health Service, Hampden Park Public School, and Lakemba School as Community Centre.  

 

Appendix 1 shows details of the staff involved in the planning and implementation of the day. Photo 1 shows 

the staff involved in the event. 

 

    

Photo 1. Staff  
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Planning content 
Planning involved the content and delivery of: 

  

1. Oral health assessments: to be conducted by an oral health therapist from the Canterbury Community 

Oral Health Clinic, Canterbury Hospital. Each assessment was scheduled to last 15 minutes per child 

and, if needed, the child would be referred to the Canterbury Community Oral Health Clinic. Block 

bookings were organised three weeks after the event.  It was important that children were referred to 

the Canterbury Oral Health Clinic as it is their local public dental service.  

 

2. Oral health promotion talk: The ñFuture Smilesò talk was developed by staff from the Sydney Dental 

Hospital: a dietician, the Head of Oral Health Promotion and Oral Health Research, and an Oral Health 

Therapist. The talk described the mouth as the ñhouseò and was directed to the children, rather than 

the adults. Details of the talk are provided in Appendix 2.  

 

Venue 
As described in the background section, community-based interventions are more effective in this group 

hence it was important that the event took place in Lakemba, which is familiar and easy to access for 

Rohingya families. Transport had been previously identified a barrier to access services for this community. 

However, there are limited community venues in the area. After meetings and consultations, the SaCC 

located at the Lakemba School was chosen as the venue for the event. The challenge was to turn this 

community space into two clinics and an area for the health promotion talk (see Photos 2 & 3). Having the 

event at the SaCC also meant that the department of education required all staff to provide their Working 

with Children Check certificate and 100 points of identification.   

 

            

Photo 2. SaCC -Before     Photo 3. SaCC- After      

 

Participant recruitment  
The maximum number of children who could be assessed within the time constraints was 30. Two schools, 

Lakemba Public School and Hampden Park Public School agreed to recruit children for the activity 

(approximately 15 children each). These two schools have the highest enrolment of Rohingya children in 

the area. 
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The eligibility criteria were: 

¶ Families who are socially isolated 

¶ Families with many children  

¶ Families who don't have any/much income 

¶ Families who are less involved with programs at school 

¶ Children with poor teeth/noticeable issues with their teeth 

¶ Children with other health concerns 

¶ Children seen consuming unhealthy food and drink at school 

 

School staff who determined the families to be invited were: 

¶ Deputy Principal who had worked closely with the asylum seeker and refugee families 

¶ Learning Support Team (school counsellor, Principal, SaCC facilitator and several Assistant Principals)  

¶ English as an additional language or dialect teachers  

 

School workers who invited the families to participate were: 

¶ Deputy Principal and the schoolôs Burmese-speaking School Learning Support Officer (Teacherôs Aide)  

¶ School as Community Centre Facilitator  

 

A pictorial flyer (see Appendix 3) with basic details was created to support the recruitment process. 

 

 Phase 2: Information gathering 

 Food diaries 

We wanted the health promotion talk to be culturally appropriate and consider the dietary habits of the 

Rohingya children. As representatives of the Rohingya community, prior to the event, the interpreters were 

asked to complete food diaries to describe what they normally eat at home (weekday and weekend). Advice 

was also sought from other Rohingya community members. This information was provided as feedback to 

the dietician to consider in the óFuture Smilesô talk. Dairy intake appears to be low in this community, none of 

the diaries reported consumption of cheese or yogurt, and milk was limited to a glass. This was consistent 

with reports from community members. Chocolate is not popular with children however soft drinks and snacks 

appear to be widely consumed.  

 

 Demographic data 

The two schools were also asked to collect demographic data and contact information for the childôs parent. 

They also instructed the parent that they were going to receive a follow up call from a Rohingya interpreter. 

Details included:  name of child, gender, date of birth, country of birth, primary carerôs name (usually mother), 

primary carerôs phone number, home address, Medicare card number and expiry date, and Health Care card  



 

10 
 

 

number and expiry date. If any of this information was missing, it was gathered by a Rohingya interpreter. 

The targeted population for this intervention were likely to include asylum seekers and refugees of the 

Rohingya community in Canterbury. The legislated constraints of public health care required special 

arrangements to allow the activity to include children who are not eligible due to their refugee status. 

Permission was given by the Sydney Dental Hospital Clinical Director to provide dental treatment as óspecial 

casesô. 

 

 Pre-event session 

Pre-event sessions were conducted at each school to ensure parents understood what would happen on the 

day: that their childrenôs teeth would be looked at by an oral health therapist and everyone would attend a 

health promotion talk about looking after their teeth and healthy eating. This was also an opportunity to 

engage with parents and gauge their interest for the event. The student recruiters and a teacherôs aide 

assisted in these sessions alongside a Rohingya Bilingual Community Educator and interpreter, Siraaj Amin.  

 

Seven parents from Lakemba and 10 parents from Hampden Park attended these sessions. It was important 

to understand parental use of dental services. There is some evidence of correlation between childrenôs use 

of dental services with that of their parents.  Milgrom et al, described that one of the determinants of a 

motherôs taking a child to the dentist are their beliefs and attitudes about dental care. [8] Hence families were 

asked some basic questions 1) Number of children in each family, 2) Who has seen the dentist in the last 

year? (Children and parents). 3) What is traditionally used to look after your teeth? and 4) What do you think 

causes teeth to get damaged? Responses are summarised in Table 2.  

 

Table 2 Characteristics of families (n=17) 

Characteristics   N  

Total number of children in 
these families 
Number of children per family 
Mean, (SD), Range 

           50 
 

2.9 children (±1.4), 1-7 children 

Number of children per family 
who have seen dentist 
Mean, (SD), Range 

  
     1.2 children (±1.0), 0-4 children 

Total number of parents in 
these families  
Parents who have seen a dentist 

  
34 
5 

 
 

14.7% 

SD: standard deviation 

Parents reported the traditional use of a variety of things to look after teeth, these included: rubbing on 

cooking salt, table salt, whole coal, coal powder and clay. Parents reported things that can damage their 

teeth to be sweets and lollies, fruit juices, not brushing, biting hard objects and chewing betel nuts. Betel nuts 

(paan, Areca nut) are popular in Myanmar (Burma), the practice of chewing the nuts has increased. [9] Sinha 

et al, [9] reported that 31% of people who smoke tobacco also chew paan. Smoking is prevalent in Rohingya 

men however this was not mentioned by the parents. 
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In the pre-event session, the BCE explained the forms that were needed for the activity. These included: the 

medical history questionnaire, the Child Dental Benefits Schedule (CDBS) bulk billing patient consent form, 

and photo consent form. It is interesting to note that usually parents are asked to take the medical history 

questionnaire to their General Practitioner (GP) and ask the GP to complete it. However, this can create a 

barrier especially for parents who do not see a regular GP. The BCE explained the questionnaire with the 

parent and assisted the completion of the form. On the activity day, the parentôs answers were confirmed by 

the oral health therapist prior to the assessment.   

 

Explanation about the free government Child Dental Benefits Schedule and enrolment was offered to each 

family. The CDBS provides individual benefits for a range of child dental services including examinations, x-

rays, cleaning, fissure sealing, fillings, root canals and extractions. Benefits are not available for childrenôs 

orthodontic or cosmetic dental work and cannot be used for any services provided in a hospital. Eligible 

children have access to a benefit cap of $1,000 over a two-calendar year period. To be eligible a child must 

be aged between 2-17 years and their family must receive Family Tax Benefit Part A or a relevant Australian 

Government payment. It is unclear how many of the involved families were eligible or would use the CDBS. 

As highlighted by the National Oral Health Alliance, the CDBS is underutilised by those in most need, most 

likely due to families not understanding how to use this benefit. Language barriers and not knowing the health 

care system and eligibility criteria are contributing factors. 

 

Family reminder notification and data collection 

To ensure that families understood the process and the date and time of appointment, a Rohingya Bilingual 

Community Educator and a National Accreditation Authority for Translators and Interpreters (NAATI) 

accredited SLHD interpreter, Siraaj Amin, contacted the families approximately two weeks before the activity 

and the day before the activity.  

The specific purposes of this contact were: 

¶ Provide a specific arrival time for the appointment for each child. Siblings were allocated 

consecutive times. 

¶ Gather remaining details in spreadsheet 

¶ Revise the medical history questionnaire.  

 

 

Phase 3: Implementation 

Oral health Assessments 
Clinic A was set up in one half of the main room (see photo 4) and Clinic B was set up in the kitchen. The 

kitchen was utilised as it is a separate room and provided some degree of privacy, out of hearing by families 

in the other clinic. The school provided two low óloungeô beds for the client to lie on. These were sourced from  
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the schoolôs sick bay and were carefully cleaned before-hand.  There were chairs around the clientôs bed for 

the oral therapist, dental assistant, interpreter and parent/carer. 

 

 

Photo 4. Clinic A.  

 

A pack of sterile disposable equipment was provided for each client and staff followed all standards of hygiene 

and self-protection including wearing paper gowns, gloves and face shields. A fresh paper cover was placed 

on the bed between each child. Canterbury Community Oral Health Clinic created client files for each child 

prior to the day. Any remaining documentation (from the CGHiC staff) that the parent signed on the day was 

added to this file. This signing was done when the family arrived at their scheduled appointment time.  

 

At 15 minutely intervals, the two óscheduledô children were brought to the assessment area by a CGHiC staff 

member. The children and families were usually in the room where the Future Smiles talk was being 

presented. Siblings were allocated consecutive appointment times so that the parent could be with each child 

during their assessment. Figure 3 describes the tasks associated with the assessment.  
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Figure 3.  Flow Chart of child/family in the assessment. 

 

A Rohingya interpreter was present in each clinic to explain the assessment to the child and family and 

encourage questions. This was intended to create a culturally safer environment for the family. 

 

At the end of the assessment, a letter of assessment outcome was given to the parent (Appendix 4). The 

contents were explained by the interpreter. This letter stated that the childôs teeth were rated as one of the 

following options: 

¶ Appears to be no dental problems at present 

¶ Further assessment is required  

¶ Dental treatment is advised 

¶ Urgent dental care is required 

 

If the outcome of the assessment included dental treatment or urgent dental treatment, an appointment at 

Canterbury Community Oral Health Clinic, Canterbury Hospital was offered to the family for either 9 or 10 

August 2018 (ie: approx. 3 weeks after the activity). The interpreter explained the importance of the follow up 

appointment and the location of the dental service at Canterbury Hospital using a pictorial map. A Rohingya 

interpreter contacted the family several days prior to the follow up appointment.   

 

Future Smiles - Health Promotion talk 
Half the children were involved in the Future Smiles talk first and then had their teeth checked. The other half 

of the group had the teeth check first and then attended the Future Smiles talk (see photos 5 and 6).   
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Photo 5. Health promotion talk                           Photo 6. Health promotion resources. 

 

Each child, their parent/carer and older siblings were asked to participate in the Future Smiles talk. The talk 

was delivered in English and interpreted by a Rohingya interpreter. 

The content of the talk included: 

o Your teeth: baby teeth and adult teeth  

o What do teeth do, what do Dentists do, how teeth get sick 

o How nutrition can keep your mouth healthy 

o how teeth get sick from some food and germs 

o How to brush your teeth properly 

 

There were interactive activities during the talk including: 

¶ Food and Teeth Game: choosing ófood that make teeth happyô (ie healthy) foods and ófood that 

make teeth sadô (ie less healthy) foods.  

¶ Using plaque disclosing tablets which make the plaque go pink to show areas of build-up (see 

photo 7). Children were provided with tissues to dispose of the pink saliva. 

 

Photo 7. Using plaque disclosing tablets 

 

 

 

 

 

 

 

Other activities after the talk were: 

¶ A óshow bagô of health resources in English and Burmese, including a water bottle 

¶ Reading a childrenôs book about teeth (dietitian student and oral therapist) 
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¶ Colouring in dental related sheets 

 

¶ Using a slinky machine to cut apples (cores and cuts the apple flesh into a spiral) (see photo 8 

below) 

 

        

 

 

 

 

 

 

 

Photo 8. Slinky machine and final product shared with the kids 

 

All children/adults receive a healthy snack between the two activities. These were sandwiches or wraps with 

halal healthy fillings of protein and vegetables. Fruit and bottled water were provided.  

 

 

Attendance and Follow ups 
The activity was attended by 67 people: 27 school aged children, 23 parents/carers and 17 siblings (see 

Table 3). All children with a scheduled assessment attended (100% compliance rate). Follow up 

appointments at Canterbury Hospital Community Oral Health Clinic were also attended by 84% of the 

children. Of the three children that did not attend: one parent was difficult to reach; one parent spoke 

Indonesian hence the assessment and information was provided in English, highlighting the importance of 

interpreting service. The school however did not inform us of the language requirement of this parent. It is 

unclear what happened to the third child.  

 

The high attendance rate demonstrates the success of the event. The health promotion talk was also well 

received. Children were engaged, and feedback provided by the school was that tailoring the talk to the 

children worked well.  Follow up was crucial, telephone calls provided support to the parents but also helped 

to problem solve difficulties.  

 

The event also highlighted some of the limitations with the current system - this is illustrated with the case of 

parent AB. Parent AB is an Asylum seeker on a temporary protection visa, who speaks limited English and 

has four children two of whom had an oral health assessment at the event. Three of the children had not 

been to the dentist, however the oldest child aged eight had previously had an oral health exam and as a  


























