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FOREWORD BY
FECCA CHAIRPERSON,
CARLO CARLI
AND FECCA CEO,
MOHAMMAD AL-KHAFAJI

T

his edition of Australian Mosaic
focuses on the health and wellbeing
of our multicultural communities.
We thank all contributors for
providing significant insights into
a range of health-related issues
from the multicultural perspective in the midst
of the ongoing COVID-19 pandemic
Articles in this edition cover the COVID-19
response, mental health, HIV- related stigma
and discrimination and other health issues. A
common theme is the importance of raising
health literacy and digital literacy in our
communities. You will also find articles that
describe the success stories of multicultural
health services, together with many examples of
good practice.
In preparing this edition, we received so many
additional contributions that we have decided
to follow up later this year with a special edition
which will focus on health and medical research.
This is important because we know that all too
often, people from multicultural backgrounds
are excluded from this research and from
clinical trials. This means that research findings
often do not accurately represent the Australian
population as a whole.
In this issue, we also introduce an important
new initiative – the Australian Multicultural
Health Collaborative.
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The impact of COVID-19
It was very clear from media reports, and from
communities themselves, that Australians
from culturally and linguistically diverse (CALD)
backgrounds were disproportionately affected
both by the health impacts of COVID-19 infection
and by the public health response to it. This has
since been confirmed by numerous research
papers. This phenomenon was not only seen
in Australia. For example, in the United States,
what are called “ethnic minorities” and in the
United Kingdom “black, Asian and minority
ethnic” (BAME) groups were similarly adversely
affected compared to the general population of
those countries.
We remember too well communities confronting
a lack of government COVID-19 health and
vaccination information in languages other
than English, that was accurately translated,
understandable and culturally appropriate. In
response, many communities developed their
own resources. We remember the sudden
lockdown and enforcement in several Melbourne
public housing tower blocks, which was
contrasted by what was perceived to be a less
severe approach adopted in Bondi and other
eastern suburbs of Sydney. We remember severe
outbreaks of COVID-19 in some ethno-specific
residential aged care facilities. We remember
communities being subject to racial abuse and
harassment. And, despite governments across
the country often highlighting the efforts of
the front-line health workforce, it was seldom
acknowledged that staff from CALD backgrounds
form a significant proportion of health, aged
care, disability and social care workers across
the country.

Community and
Government Collaboration
FECCA successfully advocated for the
establishment of the CALD Communities
COVID-19 Health Advisory Group. The active
involvement of members of this Group and
the willingness of the Department of Health
to listen, led to substantially improved and
targeted communications and engagement.
FECCA and other members convened a series
of roundtables for community and religious or
faith leaders. FECCA was provided with funds to
administer the Small Grants Project, resulting
in over 300 local multicultural organisations
developing COVID-19 and vaccine information
which was appropriate to their communities.
A Data Working Group was also formed which
led to amendments to data required for the
National Notifiable Diseases Surveillance
System (NNDSS) and the vaccine rollout
which enabled specific targeting of public
health and vaccine messaging to multicultural
communities that the data showed were
particularly affected.

COVID-19 – a symptom of
long-standing inequities in the
health system
The new Australian Multicultural Health
Collaborative has been established in response
to the fact that the inherent and ingrained
health inequities and barriers to access recently
exposed by the COVID-19 response have gone
substantially unaddressed for decades.
We still have a long way to go in tackling
structural barriers affecting people from CALD
backgrounds, including:
• Making it easier to
— understand and access the complex
Australian health care system, including
mental health
— use digital health platforms, such as My
Health Record, Electronic Prescriptions
and TeleHealth.
• Providing
— culturally appropriate and resonant
health information in languages other
than English
— access to interpreters and other
language services
— health care that is culturally responsive
and safe.

Governments have yet to substantially address:
• the absence of a national multicultural health
public policy
• a failure to explicitly include a CALD
perspective in many national health
strategies and plans, and in policy
development and service planning
• inadequate collection and reporting of data
which would inform this work
• the frequent exclusion of CALD Australians
from health surveys and from social, health
and medical research, including clinical
trials, and the increasing interest in genomic
medicine.
The health system has yet to recognise and
respond consistently to the fact that a person’s
cultural or religious background, particularly if
they are recent arrivals, can impact on:
• perceptions of and beliefs about health,
mental health, and wellbeing
• beliefs about causes of disease
• lifestyle choices that can affect health status
and outcomes
• how illness and pain are experienced and
expressed
• where and when people seek health care
• preferred treatments and therapies, including
traditional complementary medicine
• the involvement of families and carers in a
person’s health care and decision-making
• beliefs and practices about childbirth and
end of life, including advance care planning,
palliative care and organ donation
• awareness about the role and value of
clinical research.
The Australian Multicultural Health Collaborative
will advocate at the national level on these and
many other issues. The Collaborative is an initiative
of FECCA, with Mohammad Al-Khafaji as the
Co-Chair of the Interim Coordination Group, along
with Marina Chand from World Wellness Group
in Brisbane. World Wellness is a multicultural
primary health service in Brisbane with the
mission to reduce multicultural health inequity
and has just celebrated its 10th anniversary. We
are encouraged by the high level of support for
and interest in the Collaborative.
FECCA will continue to provide strong
representation and advocacy to address
inequalities in health outcomes. We look forward
to stronger partnerships with all stakeholders.
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MESSAGE FROM THE
ASSISTANT MINISTER
FOR HEALTH AND AGED CARE
the Hon. Ged Kearney MP

T

he Federation of Ethnic
Communities’ Councils of Australia
(FECCA) plays a crucial role in
supporting and strengthening
Australia’s multicultural
communities and making Australia
a more welcoming and cohesive nation.
The COVID-19 pandemic brought into sharp
focus the additional work that needed to be
done to ensure culturally and linguistically
diverse (CALD) communities had access to
information, care and support.
With the help and guidance of FECCA and
other stakeholders, a new Advisory Group
was established to advise governments on the
impact of COVID-19 on different groups.
We look forward to working with FECCA and
other CALD groups to make sure our health
and aged care system is more accessible,
relevant, safe, and fit for purpose now and in
the future.
One of the very important things that FECCA
has always done, and crucially did during
the pandemic, is provide a platform to
communicate. Where all groups could both
listen and share their experiences.
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ONE OF THE
VERY IMPORTANT
THINGS THAT FECCA
HAS ALWAYS DONE, AND
CRUCIALLY DID DURING
THE PANDEMIC, IS
PROVIDE A PLATFORM
TO COMMUNICATE.

As the Assistant Minister for Health and Aged
Care, I want to assure you, that I want to listen,
and understand the experiences and needs that
different people have.
I thank FECCA for their work and advocacy over
many years to strengthen and promote the success
of Australia’s rich multicultural community.

OUR CULTURES, OUR LANGUAGES,
OUR HEALTH

BY DANIEL COASE

Daniel has worked in cultural diversity for many years. At Arthritis Victoria, he coordinated the
development of a multicultural access strategy. In the 1990s, he was involved in the community
response to HIV/AIDS in Victoria, subsequently becoming General Manager of the AIDS Action
Council of the ACT. From 2003-2018 he was a senior policy manager within ACT Health, where he
contributed to strategic policy on a range of issues including reproductive and sexual health, blood
and blood products, organ and tissue donation, gene technology, the health impacts of climate
change, the social determinants of health, and most recently, on the intersection between health
services and the NDIS. From 2013, he established and led a team within ACT Health set up to
improve the organisation’s response to diversity. The initial focus was on consumers and staff from
culturally and linguistically diverse (CALD) backgrounds. The team was then expanded to include
work on the inclusion of lesbian, gay, bisexual, transgender and intersex (LGBTI) people, and
people living with disabilities. In 2018, he joined FECCA as Senior Advisor. He was responsible for
the 2020 FECCA Issues Paper on national deficits in the collection and reporting of CALD data. He
recently led the development of the new Australian Multicultural Health Collaborative.

T

he Australian Multicultural Health
Collaborative is a new initiative that
intends to work at the national level
to address longstanding health
inequities impacting on the health
and wellbeing of our multicultural
communities and work towards health equity
and improved health outcomes.

Australian Multicultural
Health Collaborative
OUR CULTURES OUR LANGUAGES OUR HEALTH

The Collaborative was launched on 17 June
at the FECCA 2022 National Conference in
Melbourne. To highlight the key driver of
the initiative, the launch followed a keynote
session on systemic racism in health with
Donella Mills, Chairperson of the National
Aboriginal Community Controlled Health
Organisation (NACCHO) and physician Dr Chris
Lemoh, a member of the Collaborative Interim
Coordination Group.
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HEALTH EQUITY

The notion that everyone
should have a fair
opportunity to attain
their full health potential
and that no one should
be disadvantaged from
achieving this potential if
it can be avoided.

HEALTH INEQUITIES

HEALTH INEQUALITIES

Differences in health
status between
population groups that
are socially produced,
systematic in their
unequal distribution
across the population,
avoidable and unfair.

Factual and measurable
differences in health
status between
population groups.

Source: VicHealth

Many commentators suggest that the root
cause of health inequities is systemic racism.
Health systems around the world have evolved in
response to the perceived needs of the dominant
cultural or ethnic group. Systemic racism in a
health system leads to a failure to be inclusive
of the needs of other groups, and is a key factor
underlying inequities and inequalities in health
status, access to health care, and impacts on
the health workforce. The importance of
addressing systemic racism is clearly articulated
within the National Aboriginal and Torres
Strait Islander Health Plan (2021-2031). This
fundamental issue also needs to be addressed in
multicultural health.
The Collaborative will be representative
through a formal membership structure
which includes consumers from multicultural
backgrounds, together with health and
wellbeing services, health and social care
practitioners, researchers, and organisations
and institutions for whom the primary focus
is multicultural health. The Collaborative also
welcomes members of other services and
organisations committed to being responsive
to these issues and will enter into partnerships
with relevant national health organisations.

8

The title ‘Collaborative’ is significant as an
indication as to how members will work – that
is, in genuine collaboration on agreed priority
areas, drawing on each other’s areas of focus
and expertise on particular issues.
The Collaborative acknowledges the work
of these organisations and looks forward to
supporting and promoting their activities.

COVID-19
SHOWED, HOWEVER,
THAT OUR CALD
COMMUNITIES WERE STRONG
AND RESILIENT AND, EVEN
MORE SO WHEN PROPERLY
RESOURCED, SUPPORTED
AND, ABOVE ALL,
LISTENED TO.

An initiative of FECCA, the initial concept of the Collaborative was refined through the input of
consumers and the following organisations:

ORGANISATIONS ASSISTING IN DEVELOPMENT OF CONCEPT

Australian Digital
Health Agency

College of Medicine
and Public Health

The concept was then finalised through an
extensive public consultation process in the
latter half of 2021.
FECCA will be providing secretariat services
to the Collaborative. The Collaborative has,
however, its own name, governance, structure
and brand. An Interim Coordination Group,
reflective of the proposed membership
structure, has been established to guide the
initial establishment of the Collaborative.
The diagram on page 8 provides a schematic
overview of the structure and operations of
the Collaborative.
In the COVID-19 response, Australia’s
multicultural communities were, along with
other population groups, often described as
being particularly ‘vulnerable’. In a range
of national health strategies multicultural
Australians are often described as ‘vulnerable’

Health and
Social Care Unit

or having ‘vulnerabilities’. COVID-19 showed,
however, that our CALD communities were strong
and resilient and, even more so when properly
resourced, supported and, above all, listened to.
The Collaborative will adopt a strengths-based
approach and believes that systemic failure,
rather than any inherent vulnerabilities, result in
health inequities.
The initial establishment and, over time, the
development and maturation of the Collaborative
has the potential to bring considerable benefits
to multicultural health and wellbeing services,
consumers and their families and carers, the
broader health sector, researchers, policy
makers and governments, and the Australian
economy and people.
To find out more or to become a Collaborative
member go to: www.multiculturalhealth.org.au
or email admin@multiculturalhealth.org.au

Note: The term ‘culturally and linguistically diverse’ with the associated acronym ‘CALD’ is currently used within Australian governments, the
public and private sector, and in research and academic institutions to describe populations other than the Anglo-Celtic majority. The term
“multicultural” is also used in these contexts. For this reason, this document uses both terms interchangeably. There is, however, increasing
academic and community debate about the usefulness of the term ‘CALD’. It is also suggested that the term is not readily understood or actively
used by the communities which are defined by it. The Collaborative would support a national conversation towards agreeing on terminology that
is understood and acceptable to communities, and that is useful in informing practical action to address health inequities.
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Overview of the structure and operations of the Collaborative

GOVERNANCE

MEMBERS

INTERIM CO-ORDINATION GROUP:
Co-Chair Marina Chand (World Wellness Group – QLD);
Co-Chair Mohammad Al-Khafaji (FECCA CEO – SA);
Bernice Murphy (Centre for Ethnicity, Culture & Health – VIC);
Yelin Hung (Consumer – ACT);
Iren Hunyadi (Consumer – WA);
A/Prof Stephen Li (Practitioner – NSW);
Dr Chris Lemoh (Practitioner – VIC);
Prof Helen Skouteris (Monash University – VIC)

• Full and associate
- Consumers
- Health and Wellbeing
Services
- Practitioners
- Researchers
• Affiliates

PRINCIPLES
•
•
•
•
•

Lived experience of CALD health consumers
Strengths-based approach
Translation of evidence into policy and practice
Holistic view of health, including mental health
Integration of health and social care

•
•
•
•

Health promotion and preventive health
Social determinants of health
Equity and social justice
Inclusion and intersectionality

OBJECTIVES
Address systemic racism and health system inequity, and improve health outcomes by:
• Providing
- strong voice at the national level
- expert policy and practice advice to support health equity and inclusive public policy and planning
- mechanism for efficient consultation for government and others
- knowledge hub to share expertise, resources and publications
• Advocating for
- inclusion of and equitable investment in the CALD perspective in national health strategies and programs,
and in relevant accreditation systems
- Inclusive and culturally safe and appropriate service delivery
- access to language services, including interpreters and culturally resonant translated health information
- meaningful consideration of social determinants of health in policy and program development and delivery
- improved collection and reporting of data
- setting and facilitating a strategic research agenda for multicultural health
• Building capacity of CALD consumers and communities to engage in the broader health system
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PROJECTS AND INITIATIVES
Policy Reference Groups
• Informed by external expertise
Communities of Practice
Research
• National CALD Health Research Agenda

Australian Multicultural
Health Collaborative
OUR CULTURES OUR LANGUAGES OUR HEALTH

Consumer Empowerment
• Support initiatives to improve: health
literacy, digital literacy; research literacy
Resource Development
• Web-based Knowledge Hub
Communications
• E-news, social media, press, TV, radio
Education and Training
• Consumers Speakers Bureau
• Practitioners
Publications
• Reports
• Issues Papers
Submissions
• Parliamentary
• Other inquiries

Secretariat
Administration
Policy Coordination
Strategic Communications
Financial Services

Representation
• National Reference/Advisory Groups
Projects
Formal Partnerships
Consultation and Engagement
• Co-ordination/facilitation of consultations
by Government and others
Biennial Multicultural Health Conference
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MULTICULTURALISM
IN TIME OF
COVID-19 PANDEMIC

BY DALAL SMILEY

Dalal migrated to Australia in 1976 following the civil war in
Lebanon. Dalal’s migration experience led her to work in the
migrant settlement and language services sector.
Her career involves working in local, state and federal
governments and the not-for-profit sector. Dalal is the founder
and past chair of the Victoria Arabic Social Services and was
the Victorian Multicultural Commissioner from 2001 to 2005. In
2016 she was awarded an honorary Doctor of Laws from Deakin
University for her contribution to the development of equity and
social inclusion in Victoria. Dalal is currently serving as the CEO of
Wellsprings for Women, a neighbourhood house and Learn Local
based in Dandenong and outreaches to Casey and Cardinia.

ABOVE: MS. DALAL SMILEY (L) AND CR ANGELA LONG (R) FROM DANDENONG
COUNCIL CUTTING A CAKE FOR CULTURAL DIVERSITY WEEK AND ONE TAKEN IN
MARCH FOR THE WELCOME EVENT OF AFGHAN COMMUNITY IN DANDENONG

T

he pandemic we endured for the last
two years, and which is still affecting
our lives in a number of ways, has
shined a light in corners that have
been overlooked, underestimated
and somewhat bypassed. It became
apparent as to who among our population was
most impacted by the virus, the lockdowns,
and the restrictions. Our commitment to a
multicultural, inclusive society was put to the test
as it became more about deeds rather than words.
The value of grassroots organisations, whether
multicultural or ethno-specific emerged as
essential in curbing the spread of the pandemic,
minimising the damage, and extending
protection to everyone at risk of being excluded.

12
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At Wellsprings for Women, we played an active
role during the pandemic which we viewed as
our duty of care towards our clients, participants
and the communities we work with, within the
southern region of Melbourne that includes the
cities of Greater Dandenong, Casey and the Shire
of Cardinia.
Our organisation focuses on women and
children, and we operate within the most
multicultural city in Australia. The majority
of the population in Greater Dandenong is
from migrant and refugee backgrounds. We
also operate within a region that is home to
people experiencing various levels of structural
disadvantage. Unemployment levels spiked to
almost 20 percent. We were quick to adapt and
move our services online as we delivered adult
education, and a suite of wrap-around services
to women experiencing family violence, poverty,
homelessness, and mental health. However,
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this was not straight forward as we had to
acquire, distribute, and train our clients and
participants to use technology to connect online.
This resulted in the distribution of over 170
PCs and laptops, internet dongles and access
to IT helpdesk. The challenge we faced was
enormous as many of the women had very low
English proficiency not to mention very limited
digital literacy.
There were certainly many benefits as well as
the pandemic pushed us out of our comfort
zone and propelled us into new ways of
conducting our work. As we greeted 2022, we
re-opened our doors, and our participants
were relieved to return on-site and engage in
education. They missed the social interaction,
the informal chatter before and after classes,
and the hustle and bustle of sharing spaces.
Dynamics that just don’t happen within the
constraints of a computer screen.

Will it now return to its former position on the
back bench?
What have our leaders and decision-makers
learnt from the lessons of the pandemic?
Will we as a grassroots neighbourhood house
continue to struggle with limited resources,
overworked and underpaid staff?
How do we sustain the momentum that
was built during the pandemic where we
saw the three levels of government come
to us for help, wanting us to reach out to
communities they considered to be ‘hard
to reach’ because they knew that we have
direct access to communities that are often
overlooked and bypassed?

Mosaic

But what about the big picture and where
do we stand as a country in relation to
Multiculturalism?

Our hospitals and health system continue to
experience high levels of stress, the quality
of care and consistency of services have been
negatively affected to the point that people
needing to attend a hospital are wondering what
their experience would be like. The number of
people getting sick with COVID-19 is rising if
not constant; we still have people dying from
COVID-19 every day. There are still uncertainties
around the vaccine effectiveness and the number
of doses that one needs to be protected from
the virus.
Our role and duty of care continue despite the
end and reduction in government funding related
to the pandemic response. Our duty and mission
of advocacy for a society that is compassionate,
caring and mindful of people who are let down
and left out due to inaccessible, unresponsive
services and inequitable distribution of
resources, continues with even stronger resolve
and determination.
Access to health care is a human right not a
privilege, and we witnessed during the pandemic
how people seeking asylum—especially those
in detention—were almost forgotten and
their voices unheard, as though they were in
a category of individuals undeserving of our
protection and care.
We just cannot return to a pre-pandemic world
where punitive measures of detention continue
to damage people’s lives and rob them of their
freedom and dignity.
Workers in our sector are experiencing
exhaustion and overwhelming mental load
especially among women who bear the
brunt of the pandemic with additional caring
responsibilities and home schooling. We lost
loved ones and have not had time nor space to
grieve as the demands for taking care of others
is carried out by an ever-shrinking number of
people in the front lines.
The road to recovery is ahead of us but we
need to be adequately and fairly supported as a
sector to do our job, retain our staff, advocate
for people in our midst who continue to be at
risk of exclusion. We desperately need working
environments where we avoid burn-out and
afford workers the opportunities they deserve for
self-care and rejuvenation.
Let’s harness the lessons this pandemic taught
us as leaders, as community sector workers
and as advocates for human rights and social
justice. Let’s keep reminding our governments
and the bureaucracies that investing adequately
in social, health and community services makes
economic sense, and will restore the confidence
and trust we have lost during the pandemic in
the quality and consistency of service outcomes
we expect.
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DISCUSSION FORUMS REVEAL
DIVERSE COMMUNITY WORRIES
BY NORMAN KATENDE
Norman Katende is the Vice President of the Uganda Pearl of
Africa Victoria Association (UPAVA), a community that brings
the Ugandan Community in Victoria together.

E

very community has its challenges,
and when it comes to health, such
challenges take their toll, mostly on
the vulnerable. Having grown up in a
community where health issues are
regarded as personal and private,
and can only be discussed with close family
members, encouraging diverse communities
to talk about the different health issues in the
Australian setting has been more like squeezing
water out of a stone.
This is not because they do not have health
concerns and issues, but they fear talking about
them—mostly in a public space. This leaves most
diverse communities failing to get the help they
need or answers that would have helped them
solve issues at the earliest.
To change this, communities need a forum
that will help members feel free and secure
as a means of helping them discuss their
issues whether health or beyond, ask pertinent
questions, and be assured that they are not alone.
This is why the leadership of the Ugandan
community in Victoria (UPAVA) decided to look at
what works back home in Uganda, to get people
to talk about personal and community issues.
They zeroed in on the power of art, sports, and
fireplace discussions (focus groups) to try and
rekindle the community members to open up
and become active participants in health and
other issues affecting their community.
‘The two main reasons are how to get the
communities to come together and make them
talk. We had to combine different ideas and get
out the most suitable alternative flexible to all,’
said UPAVA president Apollo Nsubuga.

16

Looking at the three focus areas, sports and
focus group discussion were selected as the
main options.
‘Sports has a way of attracting people. It brings
communities together in a short time. A football
match will attract a minimum of 50 people as
each player has some supporters,’ says
Robert Ssemakula, a former household name in
both the Uganda top league and national team in
his heyday.
With a boost from FECCA through the CALD
COVID-19 Health Small Grants Project, these
activities have yielded good results and the
association is looking to utilise the same avenue
to discuss health and other issues that are
impacting the community.
After the game, people stay back and catch up
on what they have missed, and we use that time
to update them on different issues and also get
their feedback, adds Ssemakula.
However, it’s the fireplace that has opened up
the community to address different issues and
ask pertinent questions that would not easily be
asked at times.
More like a focus group discussion, a fireplace
was a traditional moonlight meeting where the
elders told young one’s stories and discussed
different disciplinary issues but when the young
ones went to bed, the elders open up and
discussed different topics at length, sharing their
drinks and munching away dry coffee berries
says Dan Kisumbi, a committee member.
There was no leader, no formula but when a
participant raised a topic, different ideas were
discussed by people with diverse experiences.
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The result was not to win but enrich themselves
with knowledge. How they used it was up to them,
adds Theresa Ssengaga, another committee
member well versed with the fireplace.

There was no fireplace but when UPAVA fine-tuned a
focus group discussion to look more like a fireplace
discussion, it rekindled all the fireplace characters.
We have never had such a discussion before.
We have never had our community open up like
this and ask pertinent questions. There was that
hunger for more knowledge, and it felt sad when
we called the discussion to an end. You could see
real trust and opening up, said Michael Muleme,
who is the association secretary and also an
epidemiologist with Barwon Health.
Muleme is right. For the first time since the push
for COVID-19 vaccination began, issues that had
not been raised before—like the rights of parents
to decide over their children’s vaccinations and
needle phobia—which we were surprised to find
out affected most families, were discussed.
This process offered new hope that when the
community is in a comfortable setting, they will
more easily discuss issues impacting on them.
This means that the community will find the
solutions together.
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ENGAGING COMMUNITIES
DURING THE COVID-19 PANDEMIC
BY DR PANIANI SEAGAITUMUA PATU
Dr Paniani Seagaitumua Patu (MBBS; BSC) is a General Medical practitioner
of Samoan descent and has been serving the Australian community as a GP
for the past 30 years from medical clinics in Belmore, Mt Druitt, Campsie,
Emerton and Blacktown, NSW.
Dr. Patu is passionate about serving the Pacific Community in Australia
through sponsorship as well as giving generously of his time, skills, and
mentorship for Pacific families, youth, men, women and elderly programs.

I

am of Samoan background, and I work as
a General Practitioner (GP) in our clinic in
Blacktown. I have a lot of Samoans / Pacific
islanders as patients in our Practice.
This is an account of my experience with
COVID-19 in the past three years.

I would make myself available for interviews
on Zoom and streaming outlets weekly and
sometimes more often with Pacific Island
community groups, Multicultural NSW, and
NSW Health, talking about COVID-19 and
vaccinations, and taking calls from people.

The SARS-CoV 2 (COVID-19) pandemic started
in 2019 in a wet-animal market in Wuhan China,
and rapidly spread throughout the world causing
a lot of illnesses, hospitalisations and deaths.

The idea was to communicate with people in
their own language (Samoan) and in culturally
sensitive ways to counter the misinformation
from social media. I thought it did help.

Australia was not spared. COVID-19 arrived in
our shores through air and sea travel in 2019 and
then continued on with community spread.

When I had the opportunity to take my
COVID-19 vaccinations, I would make sure
to have my photo taken and post it on my
Facebook account to share around with friends,
families and patients encouraging them.

Initially, we did well with border closures and
various public health measures including hygiene,
quarantine, social distancing, and contact tracing.
However, the Delta strain emerged followed by
the Omicron strain, causing a surge in cases and
hospital admissions and deaths.
The COVID-19 vaccines arrived but, unfortunately,
there were barriers in uptake, what with
misinformation, fear, mistrust, and scepticism.
As a GP, I had to present my patients with
factual information to counter this
misinformation spreading in the social media,
the local community, families, friends and
sometimes the church.
I presented talks in the Samoan language
multiple times a week in the various Samoan
language community radio stations.

Our clinic continues to operate during
this time using minimal face to face but
more Telehealth to continue regular GP
consultations but also advice patients on the
importance of vaccinations and getting tested.
Our clinic was at that time taking part in rolling
out COVID-19 vaccinations to our patients.
My experience was that, initially, it was
tough to counter the misinformation and
disinformation that was going on in social
media and the community. The uptake of
vaccines was slow at first. One of the solutions
used to overcome this was by having GPs like
myself present information to people in their
own language and in culturally sensitive ways
over the radio, social media, and TV.
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THE IDEA WAS TO
COMMUNICATE WITH
PEOPLE IN THEIR OWN
LANGUAGE (SAMOAN) AND
IN CULTURALLY SENSITIVE
WAYS TO COUNTER THE
MISINFORMATION FROM
SOCIAL MEDIA.

I gave mine in Samoan with a testimony from
our patient who had COVID-19.
I found vaccine uptake also improved when
business and companies required workers to
be vaccinated. This helped push the undecided
ones to get theirs.
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Incidentally, some of my patients asked for
exemptions from COVID-19 vaccinations but
there was no one who truly had a medical
reason to justify exemption – so I didn’t have to
issue one.
Lastly, Australia as a nation has done
reasonably well with the COVID-19
vaccinations, but going forward, I think we
should not be complacent with our vaccination
but continue to communicate to people on the
usefulness of vaccinations even if it means
having more boosters or combining COVID-19
with flu vaccines on an annual basis during
winter season.

COVID-19 SMALL GRANTS FUND:
GOVERNMENT AND COMMUNITY WORKING TOGETHER
THROUGH THE COVID PANDEMIC

BY MR CONSTANTINE TABLAN
Constantine was a Policy and Project Officer at FECCA and
was on the COVID-19 Small Grants team. He has a Bachelor of
Medical Science, a Master of Public Health, and has worked in
various health and scientific roles in Australia and overseas.
He hopes to use his experience to contribute to equity in health
outcomes for all people in Australia, including those from
culturally and linguistically diverse backgrounds.

T

he COVID-19 Small Grants Fund
was launched in June 2021 to
address barriers to accessing
information on COVID-19 and the
vaccination program. The grants
were targeted at grassroots
multicultural organisations across Australia
to get the public health messaging to the
communities in a manner they can relate to
and understand. This initiative is funded by
the Federal Department of Health.
Since launch, FECCA has approved nearly 300
grants to community organisations all over
the country. Applications are continuing to
come in from organisations, big and small, to
help continue to protect people as move into a
‘post-COVID’ world.

The projects the COVID-19 Small Grants
have helped support are as diverse as
the many cultures and languages each
represent. From, music and dancing, cooking
classes, sporting events, comedy, and
even simple conversations over a cuppa,
communities have rallied together to make
sure everyone can access accurate public
health information.
These projects have helped build trust
within multicultural communities in the
Government and the Australian health
system. For many organisations, this was
their first time engaging with Government
agencies. It provided them with a platform
to voice their concerns, as well as an
opportunity to be part of the solution.
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THE POINT COOK CHINESE FRIENDSHIP ASSOCIATION IN MELBOURNE PROVIDING INFORMATION ABOUT COVID-19 VACCINATIONS, TESTING, AND PPE.

It also helped foster community engagement
within and between different communities.
FECCA hosted sharing webinars where
organisations could talk about their projects,
both their victories and their challenges.
Organisations from all over Australia,
representing countries, cultures, languages,
and religions from all over the world, came
together with a shared sense of purpose. Some
organisations even formed connections and
joined forced to work through their challenges.
FECCA is working closely with the Department
of Health to ensure no one is left behind.
Vaccination statistics from each state breaks
down vaccination uptake in different Local
Government Areas (LGAs), and by different
ethnic groups. This data allowed us to see who
were missing out on COVID-19 vaccinations.
Feedback from the Small Grants projects
have helped provide insights to what might be
causing hesitancy in some communities and
how they can be addressed.
Language and translation issues were a
significant concern identified in many of the
reports from COVID-19 Small Grants projects.
The translated information about COVID-19
and vaccines early in the pandemic were often
not easily accessible or had translation errors.
Even in some of the widely spoken languages in
Australia, basic errors persisted. Even worse in
new and emerging languages. Over the course
of this project, FECCA continually provided
advice to the Department of Health on their
communications based on the feedback from
the communities. The official messaging has
since improved significantly.
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The reports from projects have also highlighted
other issues, outside of COVID-19, that have
afflicted multicultural communities – many
of which existed long before the pandemic.
Issues with access to mental health services,
and social and financial assistance, were
exacerbated during this health emergency. A
collaborative effort to deal with these issues
should be on the forefront of multicultural
policies as we transition out of the pandemic.
The COVID-19 Small Grants have shown that
working collaboratively with the communities
to tackle difficult issues can work. Thanks
to programs like the COVID-19 Small
Grants that have improved connections
and communications with multicultural
communities, Australia has become one of the
most vaccinated countries in the world.

LANGUAGE AND
TRANSLATION ISSUES
WERE A SIGNIFICANT
CONCERN IDENTIFIED IN
MANY OF THE REPORTS
FROM COVID-19 SMALL
GRANTS PROJECTS.

The successes of this project can also be
applied to multicultural communities beyond
COVID-19. More culturally inclusive health
communication can improve the management
of chronic health conditions, and access
to preventative healthcare and screening.
Learnings from the COVID-19 Small Grants
can create benefits beyond the health sector,
too. If multicultural communities were able
to understand and know what political parties
were representing, they could have a more
informed vote during elections.
The main objective of the COVID-19 Small
Grants was ensuring all people in Australia,
regardless of background, had correct public
health information. However, this project was
able to achieve so much more. It empowered
communities, allowed the issues they face to
come to the foreground to be addressed, and
it showed how collaboration can work towards
solving those issues.
In the grand scheme of federal budgets, this
project was only a small investment for the
Government – a drop in the ocean. However,
the benefits to multicultural communities and
the broader Australian population were orders
of magnitude greater. The pandemic may not
be over quite yet, and many of the problems
within multicultural communities persist. But
if greater priority and investment were given to
these communities, who knows what we could
achieve together.

ST ELIAS ANTIOCHIAN ORTHODOX CHURCH PARISH SETTING UP A POPUP VACCINATION HUB AND COVID-19 INFORMATION KIOSK AT THEIR
CHURCH IN SOUTH AUSTRALIA

THE MAIN
OBJECTIVE OF THE
COVID-19 SMALL GRANTS
WAS ENSURING ALL PEOPLE
IN AUSTRALIA, REGARDLESS
OF BACKGROUND, HAD
CORRECT PUBLIC HEALTH
INFORMATION.

RWANDAN ASSOCIATION OF QUEENSLAND DELIVERING A COVID-19 INFORMATION EVENING TO THEIR COMMUNITY.
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WHY THE LANGUAGE OF
HEALTH MATTERS
BY MS LISA WOODLAND
Lisa Woodland is the Director of NSW Multicultural Health Communication
Service and Priority Populations, South Eastern Sydney Local Health District.
Lisa has extensive experience in building the capacity of health services to
deliver culturally responsive and inclusive care. She has led a broad range
of research, health promotion and service development projects aimed at
improving access to health services, experience of care and health outcomes for
vulnerable populations. Her current research interests include communicating
with people from CALD backgrounds re: COVID-19 vaccine; mindfulness
interventions in CALD communities; waterpipe smoking in young people from
CALD backgrounds; and use of translation apps in clinical care.

E

ffective communication is the most
important tool available to public health
services and health professionals,
to keep people safe and enhance
their health and wellbeing. Access
to accurate high-quality health
information is important both in the public domain
and in individual consultations/clinical settings
with health professionals. This is particularly
important for people and communities who speak
a language other than English.

Trust is equally important in clinical settings.
It supports the patient to share important
and sometimes sensitive information with the
health professional, such as previous illnesses,
their understanding of the health issue, use of
traditional or complementary therapies, as well
as concerns about recommended treatments
and their side-effects. This is particularly
important for health conditions that may
be stigmatised in the community, including
infectious diseases, mental illness, or cancer.

The need for effective communication has become
highly evident during the COVID-19 pandemic,
when it has been essential that public health
messages are received and understood by all
members of our community. When there are
gaps in in-language or translated information,
culturally and linguistically diverse communities
fill the void with social media and news reports
from overseas, often in very different contexts
to the situation in Australia. This can lead to
confusion, misunderstanding and distress within
communities. Community leaders may step in to
fill this gap but may lose some of the meaning or
accuracy of the message.

Language services, offered through bilingual
health professionals, professional interpreters,
and qualified translators, are critical to providing
safe, high quality and equitable health care. It is
well recognised that the use of a language other
than English by bilingual health professionals
can enhance patient rapport and culturally
appropriate care. While health services generally
support bilingual health professionals using their
community language in the normal course of
their work, it is critical that these professionals
demonstrate language proficiency. Only bilingual
health professionals that are highly proficient
in their community language, should use their
community language for clinical care.

Effective communication in public health settings
builds confidence and trust in the community
to follow public health advice and seek health
care when needed. In-language and translated
resources demonstrate that communities are
valued, their needs are understood, and they
are an equal part of our broader society. This is
essential to community control of COVID-19 but
is equally important in other important areas
of health such as cancer screening and early
intervention for mental health concerns.
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One study of Mandarin and Cantonese speaking
patients in a large metropolitan hospital reported
that it was common for bilingual doctors to
obtain consent for surgery directly without the
use of a professional interpreter, however,
many were second generation speakers. Follow
up interviews indicated that patients reported
feeling anxious, confused, and not properly
informed about their medical procedure.

Providing professional interpreters is a
fundamental part of culturally competent
heath care for patients from culturally and
linguistically diverse backgrounds. When
professional interpreters are not used for
patients with limited English proficiency, patient
safety and quality of care is compromised.
There is overwhelming evidence that not
using professional interpreters can lead to
misdiagnosis, inappropriate treatment, noncompliance with medications, longer hospital
stays and readmissions to hospital. It may also
lead to patient dissatisfaction and feelings of
fear, hopelessness, and desperation.

Case study:
A 37-year-old Mandarin speaking woman
was seen at a large metropolitan hospital
with breast cancer. Her niece, who had
grown up in Australia and spoke fluent
English, accompanied her to the initial
consultation with the surgeon. The niece
was overwhelmed in the consultation,
and she was not able to find the words in
her conversational Mandarin to explain
the diagnosis and treatment. After the
operation, the woman returned to the
surgeon with her husband, who also only
spoke Mandarin – the only words they
understood were ‘very good’ and ‘finished’.
The couple were devastated that there
was no follow up treatment as expected,
such as chemotherapy or radiotherapy,
and assumed the woman’s situation was
hopeless. Only when an interpreter was
involved did the couple understand that
the wife’s cancer was unique in that it had
responded well to the operation and did not
require follow-up treatment.

This case study highlights some of the risks
with using an ‘untrained’ or ‘ad hoc’ interpreter,
such as a family member or friend, to interpret
in clinical care. The information in health
consultations is often complex and highly personal.
Family members and friends have an important
role in supporting patients. However, they are often
not highly proficient and familiar with medical
vocabulary in both languages. Studies have shown
that they may misinterpret information, leave out
health professional’s questions, and/or provide
inaccurate or incomplete information such as
medication side-effects. Because of the sensitive
nature of health consultations, ad hoc interpreters
may not relay highly personal questions to the
patient, or the patient may not feel comfortable
in providing an honest answer through the family
member or friend.

Translated health information
Best practice in providing translated health
information comprises translation by NAATI
accredited translators, checking by a second
NAATI accredited translator and then checking
by bilingual health professionals or community
workers. This ensures the information is accurate,
culturally appropriate and written in a way that
is accessible and meaningful to the community.
Best practice is challenged through the rising
use of automated or machine translation apps,
such as Google translate. A recent study in
NSW indicated that 37% of health professionals
in hospital and community settings have used
translations apps in the context of clinical care.
This is done with the best of intentions but doesn’t
recognise the inherent risks with inaccurate or
misleading translations. Automated translations
are not sensitive to context, are significantly less
accurate for non-European languages and are
not able to deal with complex health information.
In one recent example ‘cervical screening’ was
automatically translated on a website as ‘showing
the movie of the neck of the womb’. Another
example ‘Before your colonoscopy you will need
to drink some fluid which will make you open your
bowels and clear them of faeces so we can clearly
see the lining of your bowel’ was automatically
translated into Nepali as ‘You need to drink some
fluids before your colonoscopy that you will open
your eyes and remove from stool to that we can
see your face’. While comical at one level, these
examples highlight that important public health
messages and clinical communication can get
lost in automated translation.

Language matters in health. Language
services are critical to demonstrating
respect and inclusion to culturally and
linguistically diverse communities and
addressing the health inequities that
exist, particularly for newly arrived
communities and those with low English
language proficiency. The COVID-19
pandemic has reinforced that we are all in
this together and supporting everyone in
our community is essential to the health,
wellbeing, and prosperity of our society.
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MULTICULTURAL MENTAL
HEALTH MATTERS
HERE’S WHY AND WHAT WE CAN DO

BY DR. JUDY TANG AND MRS. LISA MANGWIRO

Dr Judy Tang is a Neuropsychologist and
Commissioner, at the Victorian Multicultural
Commission and a Board Member for the
Victorian Pride Centre. She also shares her
time and passion in facilitating a national
think tank of multicultural mental health
professionals.
She is a strong advocate for multiculturalism,
ageing, and LGBTIQ+ communities with expertise
in advocacy, research, and mental health. With
extensive relationships across government and
community groups, Judy has volunteered for
more than 10 years to promote and advocate
for multiculturalism and equality for migrants,
as well as for the intersectionalities of
multiculturalism, ageing, LGBTIQ+, and disability.

A

ustralia is an incredibly
multicultural nation, with
almost half of the population
born overseas or had one or
both parents born overseas.
This growing cultural diversity
is only expected to expand in the coming
years. Health services will need to support
this positive growth, particularly in regard to
mental health and wellbeing.
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Mrs Lisa Mangwiro, Multicultural
Communications Writer & Refugee Migrant
Practice Advisor, at Headspace.
Lisa is a proud Zimbabwean-Australian
and migrated to Australia when she was
14. She currently works as the inaugural
Refugee & Migrant Advisor at headspace
National, supporting young people
from multicultural backgrounds. Lisa is
passionate about culturally responsive
mental healthcare and centering work on
lived experience. She is also a freelance
copywriter specialising in culturally
appropriate copy for multicultural
communities. She does this work because
she hopes her children don’t experience
as many barriers to accessing culturally
responsive healthcare as she did. In
her spare time, you’ll find Lisa sleepy-eyed
at a 6am Pilates class or drinking
home-brewed chai.

Almost 50% Australian adults will experience
mental health difficulties at some stage in their
lives. Poor mental health has been linked to:
• loss of employment
• loss of family and social connections
• physical health issues, including chronic
headaches
• engaging in risky and illegal behaviour such
as excessive gambling, violence and illegal
drug use.

While mental health difficulties can impact
anyone, multicultural Australians are at an
increased risk. In fact, they are overrepresented
in involuntary admissions and acute inpatient
units in hospitals1.
Multicultural Australians tend to experience
poorer mental health support for a variety of
reasons, including:
• lack of culturally responsive care
• reduced understanding of mental health and
wellbeing, and stigma associated with mental
health difficulties
• inaccessible online content with material
available only in English
• lack of interpreters.
The call for improved mental health support for
multicultural Australians is not new.
A number of multicultural organisations
and health professionals have put forward
recommendations to improve the mental health
system for culturally diverse communities. Here
are seven recommendations from the Victorian
Multicultural Commission (VMC), in consultation
with the wider Victorian community and
multicultural organisations:
1. Collect more robust data measuring cultural
diversity, including utilisation rates of mental
health services and outcomes – both positive
and negative.
2. Improve workforce diversity. A public
service reflective of the community it serves
is one that understands it better and is
more responsive to its needs. This includes
employing bicultural workers to address
community awareness of mental health
issues, support the responsiveness and
accessibility of services and facilitate referral
to services.
3. Improve cultural competency of existing
mental health services and organisations by:
• Ensuring mental health service boards
and committees are more reflective of the
multicultural community they serve. This
could be encouraged through procurement
requirements and funding agreements;
and/or
• Requiring agencies and service providers to
establish community advisory committees
to provide advice and guidance on improving
service access and responsiveness.

1

4. Mandate the use of interpreters. Interpreters
are critical to effective communication and
their use should be mandated. Additionally:
• The need for organisations and government
to include funding for interpreting and
translation when planning new projects,
programs, and/or services.
• Professional development, continuing
professional education opportunities, and
additional training and development with
credentialled recognition for interpreters
specialising in the mental health. This should
be reflected in increased pay rates.
5. Targeted communication and tailored
community engagement. Given the diversity
of understanding, knowledge and sensitivity
in many multicultural communities, there is
a great need for increased focus on targeted
or tailored approach to communication
and engagement with communities both
in response and prevention. These could
include:
• Consulting multicultural organisations and
multicultural faith organisations to ensure
cultural responsiveness and improved
information dissemination at community level.
• Ensuring languages covered reflect
community demographics, capturing both
larger, longer established and smaller, newly
emerging communities.
• Engaging in targeted multicultural media
platforms including SBS, community radio,
multicultural radio, web-based and social
media platforms.
• Capacity building support for the multifaith
multicultural organisations to support
ongoing engagement with communities.
6. Develop a dedicated anti-racism social
inclusion program. The significant negative
impact of racism on mental health has been
well documented. Racist and discriminatory
behaviour during the COVID-19 pandemic,
combined with external and international
factors and influences, has had a
compounding effect.
7. Dedicated research to look into:
• Multicultural community knowledge
• Attitude and practice with mental health issues
• How best to deliver prevention, primary care
and acute care in mental health.

Divi, Koss, Schmaltz, & Loeb, 2007; Johnstone & Kanitsaki, 2005, 2006; Pirkis, Burgess, Meadows, & Dunt, 2001; Stolk et al., 2008;
Suurmond, Uiters, de Bruijne, Stronks, & Essink-Bot, 2011
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SPOTLIGHT

Understanding the state of mental and emotional health amongst the Chinese Australian community
Bastion Insights asked 400+ Chinese Australians about their understanding and attitudes to mental health.
They found: Chinese residents of Australia were less comfortable discussing their mental and emotional
health, and they are also significantly less likely to be aware of mental health supports with only 2 in 3 having
heard of a mental health treatment plan while a significant 1 in 3 have not heard of a mental health care plan.

Awareness and
usage of Mental
Care Plan

Past Resident of Australia
13%

Australian Resident

International Student

13%

33%

15%

46%

29%

30%

6% 1%

31%

28%

6% 1%

28%

Not aware of this
I have heard of it, but have never used it before
I have heard of it and use it regularly
I have heard of it, but know nothing else about it
I have heard of it and use it sometimes

Affordability was a key barrier towards usage of mental health services, followed by reports of not
understanding mental health, and feeling they did not need help with mental health:
Reasons for not
accessing mental
health services

I’m worried about the affordability of
accessing mental health services

51%

I don’t understand much about mental health

38%

35%

I don’t need help with my mental health
I find it difficult to address my mental health
because I’m living in a new country and
society and don’t know what to do

22%

19%

It’s not something I would do culturally

I don’t take my mental health seriously
I’m afraid of being seen as different
from my friends and family
I don’t feel comfortable discussing my
mental health with my GP

15%

11%

8%

Poor mental health has an undeniably significant impact on culturally diverse communities.
The impacts extend beyond the individual and ripple onto communities, the health system and
the nation as a whole. Multicultural Australians can be better supported to become mentally
healthy and engaged in their communities. There are several multifaceted and interconnected
recommendations to edge us closer to a mentally healthier and culturally diverse Australia.
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TOWARDS A MORE INCLUSIVE
MENTAL HEALTH SERVICES
BY RUTH DAS
Ruth Das is the Project Manager- Partnerships and Engagement for the
Embrace Multicultural Mental Health Project.
Prior to this role she has worked in health policy, project management,
health promotion and community development over the past 20 years. This
work has been in the various organisations across multicultural and refugee
health areas in Sydney and the ACT. Ruth has worked at the NSW Refugee
Health Service, the NSW Multicultural HIV/Hepatitis Service and in health
promotion across several local health districts. She has a Master’s degree in
Public Health and a strong commitment to equity and social justice.

W

e’re all in this together’ and
‘look after your mental health’
have become catchphrases
of the COVID-19 pandemic.
The public health crisis has
revealed the importance
of accessing high quality mental health care
and has encouraged people to speak out about
their experiences. But people from culturally
and linguistically diverse (CALD) communities
continue to face barriers to receiving care.
From the early stages of lockdown, the mental
health impacts of the pandemic have been wellknown. Isolation and separation from loved ones,
fears of getting sick or having loved ones become
sick, the loss of employment, and disruptions to
daily routines can be distressing. Clinicians have
reported surges in people accessing support
for the first time in their lives as a result of the
mental health impacts of the pandemic.
Many of these impacts are more likely to affect
people from CALD communities. The pandemic
has exacerbated stressors around migration and
resettlement: job instability can impact visa status,
travel bans made it impossible to visit relatives
overseas, and the uncertainties posed by the
pandemic may be particularly triggering for people
with refugee backgrounds who have experienced
similar uncertainty under traumatic conditions.
The pandemic has also led to direct racism and
discrimination against some CALD communities.
Despite the mental health risks associated with
the pandemic, and the increased vulnerability
of CALD communities, it remains challenging to
access culturally sensitive, high-quality care.

PHOTO: SELFIE TAKEN BY MEMBERS OF THE EMBRACE LIVED EXPERIENCE GROUP ON 5 APRIL 2022

Mental health concerns have always been with
us. Feelings of despair, problems with sleeping
or past negative experiences can impact our
daily lives. For people from different cultural
backgrounds, we have many ways of describing
and addressing mental ill health.
Mental health concerns can be dismissed or
stigmatised in some community and faith settings.
SANE Australia’s Our Turn to Speak national
survey of people with lived experience of mental
ill-health revealed that close to 40% of participants
experienced some level of discrimination in cultural,
faith, or spiritual practices and communities.
Some left their practices or communities as a
result of stigma related to their mental health.
Multiple individuals reported that their distress was
interpreted as demonic possession, or a symptom
of a lack of faith. Stigma continues to be a barrier to
seeking help and feeling supported.
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IMAGE: ILLUSTRATION FROM
HAPPY DANCE CREATIVE
AT THE EMBRACE LIVED
EXPERIENCE GROUP MEETING
HELD ON 5 – 6 APRIL 2022

While mental health stigma persists in many CALD
communities, 52% of respondents also reported
that they’ve had positive experiences in connection
with their complex mental health issues when
participating in their cultural, faith or spiritual
practices and communities. Cultural and religious
practices give people a sense of belonging and
solace. Certain practices can also be mindful or
restorative in nature, actively helping people to
process distressing experiences and feelings.
It’s important to harness the strengths of CALD
communities when providing mental health
support. This involves overcoming two systemic
barriers to care.
The first barrier is the lack of available culturallyaware and appropriate information. Orygen’s
report, Responding Together: Multicultural
young people and their mental health noted that
mental health concerns are underreported in this
group, and there are low rates of people seeking
professional help. Some individuals may not be
aware of mental health conditions or know how
to engage with the mental health system.
The second barrier is a deficit of cultural
competency skills in the mental health sector.
Mental health workers may not understand the
gravity of certain beliefs and practices. They
may make recommendations that seem like
common sense to their own world view, but are
inappropriate in other cultural settings. Distress
can also manifest differently and be described in
different ways by people from different cultural
and language groups. Many models of care
don’t integrate family ties or spiritual beliefs,
neglecting important elements of the lives of
those from CALD communities.
Many therapeutic services also don’t adequately
represent people from CALD communities
among their staff, or in their imagery for branded
content like leaflets and factsheets. Interpreting
services are also limited in these spaces. Often,
a family member or friend will be involved in
interpreting between clients and clinicians,
which compromises confidentiality.
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The Department of Health has funded the
Embrace Multicultural Mental Health Project
(the Embrace Project) in collaboration with
Federation of Ethnic Communities’ Councils
of Australia (FECCA) and the National Ethnic
Disability Alliance (NEDA) to provide a national
focus on mental health and suicide prevention
for people from culturally and linguistically
diverse (CALD) back¬grounds. It works towards
an equitable mental health system which
reflects and responds to the needs of Australia’s
multicultural population.
The Embrace Project aims to address these issues
by providing information to increase mental health
literacy in CALD communities. We do this by
providing translated resources, holding community
forums, and co-designing local, culturally specific
programs with our Embrace Lived Experience
Group. The CALD Community Engagement Project
will deliver, by 2025, solutions to drive improved
mental health literacy through co-design with
individual communities. The project will look at
the best ways to engage with CALD communities
using evidence, best practice examples and
collaboration with key stakeholders.
The Embrace Project also delivers the Framework
for Mental Health in Multicultural Australia (the
Framework) which guides mental health services
and individual practitioners to develop and
improve their cultural responsiveness. A free tool
for organisations to embed in their services, so
that when people from CALD communities reach
out for support, they will be able to find help
that incorporates and embraces their cultural,
religious, and spiritual identities.
In order to provide quality services, we need to
reach out to CALD communities, families and
individuals. We need to offer support and ensure
that our response is both relevant and useful. We
need to have the courage to talk openly about how
we feel and to ask for support when we need it.
Whilst there is still much work to do, there are
examples of good practice. One of these is the
South Sudanese Project in Melbourne.

South Sudanese-Australian communities in Western metropolitan Melbourne have
developed and are currently delivering community-led interventions to help improve the
mental health of young people. Together with The Australian Centre for Social Innovation
(TACSI) these initiatives were supported by cohealth and the Victorian Department of
Health and Human Services (DHHS).
Ten ideas were developed to improve wellbeing, with three of these then delivered and
evaluated by community members. The three ventures have now been implemented for
five months and are ready to continue delivery. All three are cost effective and primed to
continue operating online or with an in-person adaptation. In addition, they’re endorsed by
South Sudanese Australians and have young people ready and able to lead them.
The three initiatives delivered include:

The Culture
Party

Mental health
training

Conversations
between generations

Celebrating South
Sudanese Australian
talent.

Learning about keeping
ourselves well and helping
others.

Younger and older people
talking about taboo mental
health topics.

The Culture Party is
an event on Instagram
Live celebrating South
Sudanese Australian
talent and simultaneously
conducting live interviews
with artists/guests.

A few different events,
services and activities to
provide culturally safe,
informal and professional
mental health support for
young people and their
parents.

Fortnightly conversations
live streamed to Facebook
on what matters when it
comes to mental health for
older and younger South
Sudanese Australians,
building understanding and
empathy of the different
experiences across
generations. Conversations
usually include older and
younger people discussing
an issue, with some special
sessions focussing on one
generation, gender or other
group.

Mindfulness Monday is a
regular video conference
for young people to
check in, reflect on the
week and their wellbeing
with the support of
peers and a counsellor.
They also provide
subsidised counselling
for young people needing
professional support, as
well as a growing network
of participants who can
support each other.

For more information about
this Project: Improving
Mental Health with South
Sudanese Australian
Communities - The
Australian Centre for Social
Innovation (tacsi.org.au)

The Embrace Project looks forward to working with cultural groups and mental health services to
ensure that the needs of people from different cultural backgrounds are met in a meaningful way.
For more information: embracementalhealth.org.au
To access and register for the Framework:
embracementalhealth.org.au/service-providers/framework-landing
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MENTAL HEALTH &
MULTICULTURAL COMMUNITIES:
REFLECTIONS FROM THE NORTHERN TERRITORY

T

he end of the white Australia policy
in 1975 marked the beginning of
settlement of people from nonwestern backgrounds. In fact, the first
boat of Vietnamese refugees arrived
in Darwin, Northern Territory (NT).

Key streams of migration in Australia include
skilled migration, refugee settlement, temporary
migrants, and international students. Hence, the
migration story of each person differs, here we
acknowledge that the narrative when thinking
about migrants or multicultural communities
in Australia is not homogenous. Within the
culturally diverse context, we recognise there
exists immense diversity.
There are however two key themes that we
would like to explore in this reflection. The first is
around highlighting specific triggers that impact
mental health and well-being for multicultural
communities in the NT and the latter is about
utilising the ‘cultural humility’ model. Our
reflection consists of these two sections. We
do not offer conclusions in this article. We are
keen in continuing to share insights from the
Northern Territory.

Considerations for new arrival
mental health and well-being
Australia now has a regional population growth
policy, this policy has gained momentum since
2019, this means that most migrants are now
directed to regional and remote areas. Against
this policy backdrop, the Northern Territory (NT)
is a preferred destination for many migrants,
with fast tracked migration points, numerous
VET and Tertiary educational pathways and
ample job opportunities across various sectors.
Attraction and retention of migrants is
one of the top priorities for the Northern
Territory government. The well-established
Greek, Chinese and Italian communities are
thriving financially and contribute greatly to
the NT economy. Whilst Darwin is a thriving
multicultural community, some challenges that
potentially impact mental health & well-being
remain for new arrivals.
New skilled migrant arrivals from India,
Nepal, Sri Lanka, Bangladesh, Philippines,
and Africa (Kenya & Nigeria) are now part of

BY DR DEVAKI MONANI AND
MS JAYA SRINIVAS OAM
Dr Devaki Monani is a Lecturer in Social
Work, College of Health and Human
Sciences, Charles Darwin University.
Dr Devaki Monani is currently teaching
Leadership in Social Policy & CoCreating Social Justice in Practice at
Charles Darwin University in the Master
of Social Work program. She is also
supervising doctoral students focusing
on mental health and well-being of
Bantu communities in Australia.
Ms Jaya Srinivas is the ministerial policy
advisor to Minister of Multicultural
Affairs, Northern Territory, Hon Ngaree
Ah Kit. She has been instrumental
in bridging the policy conversation
between multicultural communities and
the minister in the Northern Territory.

the contemporary migrant story (2018-2022)
in Darwin. The key issues with which policy
continues to engage with is recognition of prior
qualifications and employment opportunities.
Previous studies continue to demonstrate that
migrants and refugees want to ‘work’ and ‘feel
included’ in mainstream Australia, they do not
necessarily want to depend on ‘welfare handouts’.
Whilst there are higher opportunities in the
Northern Territory to engage in the workforce
when compared to southern states, ‘Heat
Stress’ continues to remain a barrier in migrant
retention and migrant well-being. Zander et al
(2021) research on ‘increasing heat’ as a public
health concern applies greatly to migrants. The
Zander et al research found that new arrival
multicultural communities are more likely
to rent properties, leaving them with higher
expenses in terms of their utility bills, given
established homeowners tend to rely on solar
panels to reduce their air-conditioning electricity
expenses. Non-permanent resident migrants
such as international students and temporary
residents are not eligible for either Medicare or
ISSUE 56
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THERE
LIE GREAT
OPPORTUNITIES
OF LEARNING FOR
MULTICULTURAL
STAKEHOLDERS TO DEVELOP,
DESIGN AND DELIVER
APPROACHES THAT ENABLE
A TRAUMA INFORMED CARE
UTILISING THE CULTURAL
HUMILITY MODEL.

Centrelink payments, making them vulnerable to
a reduced standard of living and general wellbeing. These are the immediate challenges of
multicultural communities that is likely to have
an impact on their mental health and well-being.
Additionally, another cohort of new arrivals from
multicultural backgrounds that could potentially
experience mental health issues are women on
spouse sponsored visas. Organisations such
as Red Cross are undertaking specific targeted
programs such as ‘Connected women Darwin &
Katherine’, through this Red Cross has ensured
that women’s mental health and well-being
in the NT area are well captured, however,
research evidence elsewhere have repeatedly
highlighted migrant women’s mental health
vulnerabilities, we recognise research mapping
in this area needs to occur over the next few
years in the NT.
The next section reflects on a specific model of
‘cultural humility’ that will enable mental health
and well-being for multicultural communities.

Cultural Humility
“Cultural humility is characterized by principles
of mutual learning and critical self-reflection,
recognition of power imbalances, and the
existence of implicit biases. Its practice
can engender respectful partnerships and
institutional accountability. In clinical care,
cultural humility can serve as a guiding
concept for the practice of trauma-informed
care in centering and empowering patients on
their journey of healing, rather than making
assumptions about the patient’s experience
or practicing an authoritative, power-over
communication style” (Ranjbar et al, 2020, p.12).
We draw here on the works of Ranjbar et
al (2020, p.12) and realise its applicability
particularly in the Northern Territory context.
Here, the opportunity to undertake mental health
mapping drawing on the cultural humility model
strongly exists in the Northern Territory. This is

because of the strong presence of an Indigenous
population, alongside a strong presence
of Indigenous leaders in the policy making
arena, making it possible for engagement with
the ‘cultural humility’ model plausible. The
cultural humility model is about focusing on the
journey of ‘healing’. Indigenous mental health
methodologies place ‘healing’ at the centre of
the trauma informed mental health discourse.
Multicultural communities in the NT are
faced with witnessing firsthand the struggles
experienced by ‘Indigenous Australia’, these
have been revealed extensively in the NT
Drug and Alcohol policy that intersects with
mental health issues broadly experienced by
communities.
Through engagement overseas trained
practitioners from multicultural backgrounds
and those trained in Australia such as GPs,
social workers, psychologists, lawyers have the
direct opportunity to learn from the solidarity
and the community grass roots approach
employed by Indigenous elders in the mental
health care of Indigenous populations. There lie
great opportunities of learning for multicultural
stakeholders to develop, design and deliver
approaches that enable a trauma informed care
utilising the cultural humility model.

• Madhu Dasgupta, Social Worker, Palliative Care,
Northern Territory Health (Left most)
• Hon Minister Lauren Moss, Minister for Mental Health
and Suicide Prevention Northern Territory (centre)
• Ms Jaya Srinivas, Multicultural Policy Advisor, Hon Ngaree
Ah Kit Minister of Multicultural Affairs NT (centre)
• Dr Devaki Monani, Lecturer in Social Work, College of Health
& Human Sciences, Charles Darwin University (right most)
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CREATING MORE CULTURALLY AND
LINGUISTICALLY INCLUSIVE DIGITAL HEALTH IN
AUSTRALIA DURING A PANDEMIC RECOVERY:
HOW CAN LEGISLATIVE CHANGE HELP?

BY DR BEN O’MARA, DR DEVAKI MONANI AND PROFESSOR GEMMA CAREY
Dr Ben O’Mara conducts research into health communication, cultural and linguistic
diversity and information technology for Swinburne University and the University of
New South Wales. Ben’s research has involved working with people from Vietnamese,
Sudanese and Samoan communities in Victoria, Australia, to establish what may
work best when communicating on health using social media, smartphones, radio,
television and other information technology. Dr O’Mara also researches alcohol and
other drugs policy, with a focus on opioid painkillers, and is the Information Resources
Manager at Motor Neurone Disease Australia.
Dr Devaki Monani is a lecturer in the discipline of social work, College of Health and
Human Sciences at Charles Darwin University. She teaches Leadership in Social Policy
and Ethics, Rights and Social Justice. Devaki is Honorary Research Fellow at Menzies
School of Health Research. Her research interests include Multicultural Policy,
Comparative Social Policy, Immigrant Settlement and Multicultural Communities in
regional Australia.
Professor Gemma Carey work as the Academic Director of the Centre for Social
Impact UNSW, where she leads a multi-disciplinary team of researchers committed
to addressing inequality. Gemma works with governments and non-government
organisations to identify and change structures and processes that impact inequality.
At the moment, Gem’s research is primarily focused on the implementation of the
National Disability Insurance Scheme.

Parts of this article were adapted from past research by O’Mara, Monani and Carey into telehealth
legislation and published in the International Journal of Health Policy and Management.

I

n early 2020, the Australian Federal
Government temporarily added telehealth
items for a range of services to the
Medicare Benefits Schedule (MBS). The
legislative change increased government
funded financial support for accessing the
technology and was associated with an increase
in use by the general population.
Changing the rules for the MBS provided an
important option for helping people access
medical care and information online and
remotely during the social distancing restrictions
of the COVID-19 pandemic.
Yet, significant parts of the Australian population
were left out of the benefits of telehealth.
Evidence suggests that many people from refugee
and migrant communities of culturally and
linguistically diverse backgrounds had limited

or no access to government financial support for
telehealth. The lack of access was, and continues
to be, due to major legislative, communication,
technological, social and economic barriers.
Evidence suggests the barriers continue despite
changes made on the 1st of January 2022 by the
government to continue patient access to telehealth
services with the MBS. Issues with telehealth have
also highlighted significant and ongoing challenges
in the use of digital health platforms more generally.
Barriers to telehealth and digital health increase
the risk of infection, can exacerbate existing health
problems and other challenges of daily life, and limit
the ability of the health system to support more
people. For people who are most vulnerable, such
as the elderly and asylum seekers, the barriers are
particularly exclusive, and may contribute to a far
greater risk of isolation and harm.
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While telehealth and digital health show much
promise, there is a critical need to find ways of
reducing barriers in their access and use. Past
studies can help. Research in the area is limited
but has shown that further changes to the MBS
and other health and technology legislation may
reduce some of the barriers to digital health and
make it more inclusive.
Now there is also a rare opportunity to build on
past work. Evaluation of the recent legislative
change for telehealth could provide valuable
insight into what is required for more culturally
and linguistically appropriate healthcare using
technology with the pandemic, and for better
meeting the needs of a growing multicultural
population in Australia in the long term.

What is telehealth and digital
health in Australia?
Telehealth refers to the use of phones, the
internet, video software platforms like Zoom
and Skype and other information technology
to communicate over a distance with a doctor
or health professional for medical needs. The
technology allows access to medical care and
advice from the comfort of home or a patient’s
preferred location, including when access to a
medical clinic is difficult.
Previously, telehealth has, where available,
helped people living in rural and remote areas of
Australia to access medical care due to a lack of
health care services or long and costly travel. The
spread of the COVID-19 pandemic, however, led
health systems and patients here and across the
world to try much greater use of telehealth for
medical care. The management of telehealth and
its impacts continue to be assessed to see how it
can be best used now and in the long term.
Telehealth forms one part of Australia’s major
digital health initiatives. Other major forms of
digital health include electronic prescriptions,
My Health Record and online health platforms
and information for topics ranging from diabetes,
heart disease, mental health, alcohol and drug
dependency to other chronic conditions. Many
local health centres also have websites that
allow patients to book medical appointments and
find information they need.
Digital health can help people to find health
information anonymously, on their terms and
when it suits them, including health professionals
and relevant services, and allow greater control
over their personal medical details. Digital health
also helps facilitate multilingual communication
between health professionals, patients and
interpreters through videoconferencing and phone
connections, and the development of translated
online information in a range of languages, with
the use of accredited professionals, and following
government standards.
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Why are there difficulties in the
access and use of telehealth and
digital health?
With a lack of appropriate information and fear
of visa cancellation, people from refugee and
migrant backgrounds have experienced significant
challenges during the pandemic, including
self-harm, poor mental health, a lack of access
to Medicare, increasing stress, experiences of
racism and financial issues. The problems have
increased the risk of COVID-19 infection and often
made managing health and wellbeing difficult.
One of the biggest challenges for access and use
of telehealth is Medicare eligibility. Many people
of refugee and migrant backgrounds experiencing
issues with temporary visas may not be eligible
for Medicare. For example, asylum seekers living
in the community who are appealing a decision on
a visa application. When the government added
telehealth items to Medicare, only those eligible
for Medicare were able to use the technology for
medical needs. Those without Medicare could not
access subsidised telehealth.
There are many legislative and other barriers
that make it hard to access telehealth and digital
health more broadly for people of refugee and
migrant backgrounds, however. The My Health
Records Act and its guidelines do not provide
direction on using appropriately qualified health
professionals who are able to deliver culturally
and linguistically inclusive medical advice and
care to refugees and migrants, including for
telehealth and other forms of digital health. The
Act and guidelines also do not recommend the
use of accredited translation for health needs.
Without appropriate legislative support, it is much
harder to ensure that the health system and
digital health incorporates the use of preferred
languages in medical appointments, information
and online platforms generally.
Beyond legislative barriers, telehealth cannot
provide physical examinations and there have
been difficulties in obtaining prescriptions and
pathology results. Some people may be hesitant
to use online health platforms due to isolation,
trauma, stigma, a lack of social support and not
enough linguistically and culturally appropriate
information.
Poor quality internet, and relatively low levels of
understanding and skills in using more advanced
technology for some groups, including those who
are elderly, are issues, too.
The combination of legislative and other barriers
represents a major problem for greater use of
digital health in Australia, a country which has
the third highest proportion of residents born
overseas of the OECD countries, and where over
one-fifth of Australians speak a language other
than English at home.

How can legislative change and
research and evaluation help?
Despite the barriers to digital health in Australia,
there are promising options for legislative
change that can make telehealth and other
online health platforms more culturally and
linguistically inclusive. The current period
of government subsidised telehealth for the
general population is also a unique time for
learning its impacts, and particularly with people
from refugee and migrant backgrounds.
Firstly, extending access to Medicare for all
refugees and migrants who are temporary
visa holders in Australia, or in the process of
obtaining their visa, is likely to be very beneficial.
With Medicare access it is possible to use
subsidised telehealth and more affordable
healthcare in general.

Secondly, adding specific Medicare items for people
of refugee and migrant backgrounds will further
support their needs and strengthen the capacity
of telehealth, digital health and the health system.
Additional Medicare items for telehealth can help to
provide subsidised support for trauma and related
mental health conditions, dental health, sexual and
reproductive health and immunisation, and reduce
the risk of chronic health conditions.
Extending Medicare access and adding items
would also provide an opportunity for greater
investment in the health system and its ability
to provide more culturally and linguistically
appropriate interventions.
Thirdly, the My Health Records Act and its
guidelines can be amended to help support the
need for more health professionals with the
skills and understanding to provide culturally and
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linguistically appropriate care. More appropriate
communication is possible, too. Amendments
that recommend appropriately qualified health
professionals for refugees and migrants and the
use of accredited translators and translations
increase the health system’s ability to provide
accessible telehealth and its quality of care,
as well as helping to develop websites, apps
and other online platforms with culturally and
linguistically appropriate information.
The fourth and final major way that legislative
change can support access to digital health
is through work focused on areas outside of
health and technology, and in areas related to
social safety nets. Making it easier for refuges
and migrants to access subsidised government

support for employment, education, housing,
training and language programs could help
develop the skills, understanding and overall
capacity to use digital health platforms.
There is still much that is unknown, however.
More research is need into ways of making
digital health more culturally and linguistically
inclusive – including evaluating the current
changes made to Medicare and telehealth. With
a greater understanding of how the changes
have impacted on the ability of refugees
and migrants to access medical care and
information, and digital health more broadly, it
is possible to identify future options for practical
work and legislative change that are more
culturally and linguistically inclusive.

Table 1: Summary of legislative and related barriers and opportunities for refugee and
migrant use of telehealth in Australia *
Barriers

Opportunities

Medicare ineligibility for
those experiencing issues with
temporary visas

Extend and evaluate access to Medicare for those with,
or in the process of obtaining, temporary visas so that
they can access more affordable health care in general,
including telehealth

My Health Records Act does not
provide guidance for translation
of information and culturally
and linguistically appropriate
medical care

Amend the My Health Records Act to recommend the use
of appropriately qualified health professionals for refugees
and migrants and accredited translators in telehealth

Ineligibility for government funded
support for education, employment,
disability and other social safety
needs for those on temporary visas

Extend and evaluate access to government funded
social safety net support for those on temporary visas
to help address economic, education and other social
determinants of health for improved access to telehealth

Isolation, trauma, stigma, a lack
of social support, environmental
barriers, low socioeconomic status
and not enough culturally and
linguistically appropriate health
information and services

Add and evaluate Medicare items for refugees and
migrants, including telehealth, to help develop more
appropriate medical care and information and support
greater investment in the health work force

Poor quality internet, a lack of
access to affordable internet
and relatively low levels of
understanding and skills in using
technology for health

Research what may help address the health, employment,
education, training and other social safety needs of
refugees and migrants, including the elderly, women
and/or those with low levels of health literacy, education
and language proficiency for accessing online and offline
medical care and information.

*Table relevant to barriers and opportunities for digital health more broadly
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First steps for more inclusive
digital health during the pandemic
During a time of greater pressure on the
health, economic, education, social safety net
and other governance systems of Australia, we
need to take achievable, practical steps, in the
short term, for improving how digital health
supports refugees and migrants in Australia,
and their overall safety and wellbeing.
The Australian government’s national stand
down and evaluation measures can help
to gather information about the impacts of
telehealth and digital health. Engagement
with National and State governments, and
as part of the Australian Health Sector
Emergency Response Plan for Novel
Coronavirus (COVID-19), is likely to identify
appropriate ways of determining what has and
hasn’t worked with changes to Medicare and
Telehealth and what can be addressed during
a transition into normal business operations.
Such evaluation may also help to refine what
areas are most relevant for future research
into digital health.

Australia is still in recovery, and worldwide
the pandemic continues. However, there is an
opportunity for testing the boundaries of what
telehealth, electronic prescriptions, the My
Health Record and other forms of digital health
can achieve for the whole population, not just
those already digitally included or from English
speaking backgrounds.
We need to increase and embed awareness
of what works with people of refugee and
migrant backgrounds, and in turn build on that
learning for a more inclusive digital future. From
this approach, we can work towards a world
where the online worlds of medical care and
information and their legislative systems are far
more culturally and linguistically inclusive, and
not just for benefiting the health of the powerful,
and privileged.
For a full list of references, please contact:
Dr Ben O’Mara bomara@swin.edu.au

It is also important to increase awareness
of existing evidence-based options for
interpreters and translated information
when using technology for medical care and
information, both within health care and
Australian society more broadly. Platforms
such as:
• Health Translations Directory
• the Translating and Interpreting Service
(TIS) and,
• Multilingual Information Access (MiAccess)
can be accessed by people from refugee and
migrant backgrounds, health professionals
and others supporting them to help provide
more culturally and linguistically appropriate
medical care and information.
Health and other government agencies
need to promote these platforms and find
ways to embed them in standard policy and
operating procedures. It is also important to
follow evidence-based approaches to more
effective communication about the platforms,
including use of accredited translators,
plain language content, following WC3 web
content accessibility guidelines and involving
community members in the design and
evaluation of communication.
Community radio stations, community
associations and representative bodies can
also play an important role in promoting these
platforms within communities.
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WORKING TOWARDS CULTURALLY
APPROPRIATE DIGITAL HEALTH
An update from the Australian Digital Health Agency

T

he Australian Digital Health
Agency (the Agency) have been in
partnership with FECCA since 2020.
Since that time, we have learnt a
lot about the digital health needs of
multicultural communities.

The Agency’s partnership with FECCA also works
directly with multicultural community advisors
to explore barriers for multicultural people in
our services and systems. In time, we hope our
response to this important advice will support
health services to provide healthcare that is
culturally appropriate, responsive, and safe.

You can add multicultural information into your My Health Record
Following advice and advocacy from the multicultural sector, you can now add
• your Preferred language (optional) and
• your Country of birth (optional)
… into your My Health Record under the background section (see Profile & Settings).
In future, healthcare providers can use this information to ask if you require an interpreter
or brochures in your preferred language.

You can add this information.
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The Agency recognises that many multicultural
people use English as a second, third and
fourth language, however, our digital health
systems are displayed in English. We know
that for some people, particularly newly arrived
migrants or refugees, there may be a mistrust
of government systems and services. There may
also be concerns about privacy and the use by
governments of personal and health data.
To address this, the Agency is working with
FECCA to provide culturally appropriate digital
health information in languages other than
English. This information aims to simplify how
to access your own health information in a
complex Australian health care system. Our
approach to this work recognises that a person’s
cultural or religious background can impact on
their perceptions about health, mental health,
and wellbeing; and about end of life, including
advance care planning and organ donation, all
information that you can find in My Health Record.
In this article we wanted to share with you the
careful steps we have taken to develop culturally
appropriate information and importantly,
what more we have learnt about multicultural
communities through the process.

Developing digital health
information for multicultural
communities
The Agency’s Community Engagement team
have been working on booklets that provide
essential information about My Health Record
and Electronic Prescriptions, information that
was identified as most important by consumers
and carers themselves in a series of workshops.
Results of the workshops showed that the
Agency should use the stories and the faces
of the people we want to reach. Particularly
multicultural communities, we heard that
it isn’t enough to translate already existing
communications but to develop content that
specifically resonates with communities.

Mosaic

WE KNOW THAT
FOR SOME PEOPLE,
PARTICULARLY NEWLY
ARRIVED MIGRANTS OR
REFUGEES, THERE MAY
BE A MISTRUST OF
GOVERNMENT SYSTEMS
AND SERVICES.

Our first action was to contact FECCA who
advised us on the languages we should focus
on (Arabic, Cantonese, Greek, Italian, Mandarin
and Vietnamese) as well as the priorities for
each community i.e., which communities need
more information about My Health Record and
which communities need more information
about Electronic Prescriptions. Most importantly,
we needed FECCA’s help to reach out to these
priority communities.
The Agency took several months to collate the
essential information identified by consumers
and carers, ensure it was checked by clinical
and technical experts and introduce the new
features into the booklets, such as the COVID-19
Dashboard.

The next step was to include testimonials
from the communities themselves. FECCA
connected the Agency with the Multicultural
Communities Council Gold Coast (MCCGC).
MCCGC used culturally appropriate approaches
to find and interview community members for
their testimonials. With a great team behind us
who understood the complexities of the project,
we still encountered obstacles and unforeseen
delays, such as the QLD floods and COVID
outbreaks, and learnt some lessons for next time.

The lessons we learnt along the way
• The Agency can do more to reach out to
multicultural communities, only a handful
of the community that the MCCGC spoke to
were aware or had used My Health Record
and Electronic Prescriptions however the
testimonial process was a good opportunity
to demonstrate how these tools work.
• We were reminded that all communities are
different and require a specific approach, next
time we could consider having community
members interviewed by a member of their
own community.
• We can simplify consent forms as much as
possible and translate them into languages.
The Agency is looking forward to releasing the
booklets in partnership with FECCA and other
key national consumer peaks. We hope the
testimonials we received from multicultural
communities will help build trust and
understanding in the benefits of digital health.
For more information about the
Australian Digital Health Agency, My Health
Record and Electronic Prescriptions visit
www.digitalhealth.gov.au
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Advance Care Planning and My Health Record
Make your wishes known when you cannot speak for yourself by
uploading your advance care planning documents to My Health
Record.
Advance care planning involves speaking with family or friends
and your healthcare providers about your future health care
wishes. These conversations may lead to writing what you may or
may not want in circumstances where you can no longer speak
for yourself or make your own decisions.
By adding an advance care planning document to your record,
your wishes can be safely and securely accessed if they were ever
needed in a medical emergency.
You or your nominated representative can add your advance care
planning document to your My Health Record so it can be easily
accessed when it’s needed.
Visit advancecareplanning.org.au to get started.
To find out more how to upload your advance care planning
document to My Health Record, visit https://bit.ly/ADHA_ACP
or scan the QR code below.

COVID-19 Dashboard My Health Record
During COVID-19, any health information stored in My Health
Record can help support you and ensure your information is
available whenever you need it.
Your COVID-19 vaccination dashboard in My Health Record
brings together information about your COVID 19 vaccinations,
booster, uploaded test results and related health information.
From the dashboard you can:
• check when your second vaccination or boosters are due
• download proof of your past vaccinations
• save your COVID-19 digital certificate to a digital wallet
• see your recent COVID-19 PCR test results (if uploaded)
• see any history of anaphylaxis, recent medicines, medical
conditions and recent vaccinations in your record
• link to the COVID-19 vaccine clinic finder and side effect
checker
How do I get to the dashboard?
• Log into your record through myGov.
• Select the COVID-19 Dashboard tab.
Visit COVID-19 Dashboard for more information or scan the
QR code below
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GET CONNECTED
& STAY
CONNECTED
PROGRAM

BY JANE MASSA
Jane Massa is the District’s Suicide
and Depression Prevention Coordinator
for Older People’s Mental Health.

A

program developed by Sydney
Local Health District in response
to COVID-19 is set to expand,
helping older people connect,
ease social isolation and feelings
of loneliness and vulnerability that
have arisen as a result of the pandemic.

mindfulness meditation session. And, for the
first time, a Social Connections Group was
offered in Chinese. It was run by a not-for-profit
organization called Community and Cultural
Connections, which provides social support
services for the CALD community in Sydney’s
inner-west.

People want and need to draw together, to find
ways to survive and thrive, as the local and
global environment grows more challenging.
A collaboration between the District and
Inner West Council and funded by the NSW
Department of Communities and Justice, the Get
Connected & Stay Connected program – which
includes a Social Connection Group – is based
on positive psychology and an understanding
that being connected to others is essential to
mental health.

The District is now aiming to offer the program
in-language to other members of its culturally
and linguistically diverse (CALD) community,
with a group of bilingual workers trained to run
the program.

The Social Connection Group aims to improve
the health and wellbeing of older people by
bringing them together and sharing stories.
There’s nothing more vital for health and
wellbeing than connection to other human
beings. Connection is a super-power that gets
us through hard times.
During the eight-week program, a facilitator
runs a two-hour guided conversation about
a different topic each week – either virtually
or face-to-face. It also includes a 20-minute

A Social Connection Group was run as part of
the 2022 NSW Seniors Festival under its theme
‘Reconnect’, with many older people declaring
that social connection is what they want and
need. The groups assist people to obtain some
of the intimacy they crave and the joy that comes
from connecting with others. At the height of
the pandemic, we could really hear how isolated
people felt. We’ve seen a big difference in the
mental health of the participants from when the
program began until now.
Participants have had positive feedback about
the program:

‘It was great to have the opportunity to meet
others through learning a new skill (for me)
–Zoom. This now gives me the opportunity to
further connect.’
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‘Best of all, I have learnt that I need to
connect and keep connected whenever I can
for my own well-being and that of others and
for the health of the community.’
Six groups have met online via the online
conferencing program, Zoom and two groups
have met face to face. Participants have hailed
from China, Ecuador, England, Germany, Greece,
Hong Kong, India, Malaysia, Malta New Zealand,
Scotland, Thailand, South Africa and Ukraine.
Now that COVID restrictions have eased, groups
are able to meet in person again.
In the first week of the program, participants talk
about how they came to be living in Australia and
share their memories. Some of the most striking
stories are from those who have overcome
adversity to be here. Often participants make
each other laugh about how they are navigating
life. When someone is finding life tough, the
group buoys them up with reassurance and
affirmation. They also share information about
the different community groups to which they
belong to help build further connections with
each other. These have included groups run by
the Older Women’s Network, art classes and a
free book group run by Marrickville Library.
What we want is to sustain the connections
people have made and build more connections
and have more of these groups. One of last
year’s participants has set up a group called
Growing Older with Attitude and Gratitude
(GOAG), and its members chat via Zoom once a
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week, and when safe, they have met for coffee,
attended a show at the theatre and dined at
a restaurant. This spin-off group talks about
gratitude, practices meditation and often has
guest speakers – with members themselves
sharing their talents such as running a group
drawing lesson.
In addition, Professor Bingqin Li, and her
colleagues from the University of NSW, have
taken an interest in the Social Connections
Groups. Professor Li is the Director of the
Chinese Social Policy Stream at the University’s
Social Policy Research Centre, and her interest
is in the connection between old age, loneliness
and volunteering. She is exploring the issues that
the Social Connections Groups have developed
and is putting together a grant application to
further study these issues.
The program draws heavily on work from
Professor Catherine Haslam from the University
of Queensland, and she is assisting in an
evaluation of the program.
For more information about how to run a Social
Connections Group and free resources, please
contact the Inner West Council’s Healthy Ageing
Team via seniors@innerwest.nsw.gov.au
Or, to learn how to run a Social Connection
Group, view a facilitator webinar here
(https://www.innerwest.nsw.gov.au/live/
community-well-being/seniors/get-connectedand-stay-connected/social-connection-webinar22-september-2020).
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THE SAFE USE OF MEDICINES IN
CULTURALLY AND LINGUISTICALLY
DIVERSE COMMUNITIES
AUTHOR: DR ANNA SAMECKI – MEDICAL ADVISER AT NPS MEDICINEWISE AND GP

‘Most of the issues [facing culturally and
linguistically diverse communities in relation
to medicines] are either cultural or to do
with language,’ says community pharmacist
Veronica Nou in a podcast recorded with NPS
MedicineWise in September 2020.
And her words couldn’t be more true for many
Australians.
According to the 2016 Census from the
Australian Bureau of statistics, over half the
Australian population were either born overseas,
or had one or both parents born overseas.
With more than 300 different languages spoken
around the country, one in five Australians
speak a non-English language at home.
It’s no wonder then, that language remains
one of the biggest barriers for people
from culturally and linguistically diverse
communities when it comes to understanding
their medicines.
This is because language is crucial for health
literacy, which is the ability of an individual to
understand and use health information to make
decisions about their care, including decisions
relating to medicines.
Research indicates that people from culturally
and linguistically diverse backgrounds experience
more harms from medicines due to lower levels
of health literacy in the English language.
So, if you, or someone you know, comes from a
culturally and linguistically diverse background
and is unsure of their medicines, here are some
tips to help you better understand the medicine(s)
you take and reduce the risk of harm.

How to get the most out of your
medicine(s)
Ask for an interpreter
It is best to use a formal interpreter service
over family or friends in conversations with your
health care provider to avoid misunderstandings.
Misunderstandings are one of the main reasons
for medicine related harms, so it’s important
to get the information right from the very
beginning.
The Australian Government offers a free
service called the Translating and Interpreting
Service (TIS) for those who may have difficulty
communicating in English.
The service is easy to use and is only a phone
call away.
It offers over 3000 interpreters across Australia
that speak more than 160 different languages.
Your doctor or pharmacist can call the service
when they see you and ask for an interpreter in
your preferred language.

Ask questions about your medicine(s)
Don’t be afraid to clarify any information you
don’t understand about your medicine with
your health care provider, even when using a
translator.
Ask for information to be repeated if you’re not
sure what was said the first time.
You can also request for written or printed
instructions to take home – your health care
provider may be able to print this information in
your language as well.
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KEEPING TRACK
OF YOUR MEDICINES
THROUGH A LIST CAN
HELP REDUCE THE RISK
OF TAKING THE WRONG
DOSE OR EXPERIENCING
UNWANTED
INTERACTIONS WITH
OTHER MEDICINES.

Your medicines list should include medicines
that you have been prescribed by a health
professional, as well as anything else you take
for your health. This includes vitamins and
herbal supplements, which are also considered
medicines, that you can purchase over-thecounter. Update your list every time your
medicines change.
Important things to include in your medicines list
are:
·

The active ingredient and brand name (if
relevant)

·

The dose (usually a number) and the correct
unit of measure e.g., milligrams (mg),
micrograms (mcg), millilitres (mL), amount of
cream or ointment to use on skin

Some specific questions to ask about your
medicine include:
·

What is the medicine for? For example, is it
for your heart or blood pressure?

·

·

How much of the medicine should I take? For
example, one or two tablets?

How the medicine is taken e.g., swallowed,
breathed in, rubbed into the skin, injected

·

·

How and when should I take my medicine?
For example, should you take it in the morning
after eating or before eating?

How many times a day you take the medicine
e.g., once a day, twice a day, three times a day

·

The time of day you take your medicine e.g., in
the morning

·

How long should I take the medicine for? Is it
temporary or do you need to be on it for a while?

·

Any other special instructions provided by
your health professional

·

What are the potential side effects?

·

·

What is the active ingredient? This is the
chemical in the medicine that makes it work.

Any allergies you have, especially if you have
any allergies to medicines

It is particularly important to know what the
active ingredient in your medicine is, because
the same active ingredient can be found in
similar medicines that are sold under different
names. For example, both Panadol and Panamax
contain the active ingredient paracetamol – and
if someone takes both without realising, they risk
getting sick.
Your doctor or pharmacist is best placed to
answer the above questions, but you can also
call the Medicines Line on 1300 MEDICINE
(1300 633 424). This is a free phone service from
NPS MedicineWise which provides information
from health professionals on prescription, overthe-counter and complementary medicines
(herbal, ‘natural’, traditional medicines, vitamins
and minerals).

Keep a list of all your medicines
Keeping track of your medicines through a list
can help reduce the risk of taking the wrong
dose or experiencing unwanted interactions
with other medicines. It also helps different
healthcare providers understand what you are
taking and why. If you care for someone who
takes medicines regularly, help them prepare a
list of their medicines too and make sure they
know where and how to access a copy of their
medicines list.
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NPS MedicineWise has a blank medicines list
for you to download and use and is available in
English and 10 other languages. You can print off
your medicines list and share it with your health
care providers.

Where to find more information about
medicines safety
NPS MedicineWise is a not-for-profit organisation
that promotes and supports the safe and wise
use of medicines in Australia and provides a
range of resources to support medicine safety.
·

MedicineWise app - helps track medicines
directly on your phone.

·

Medicine Finder – information about your
medicines through active ingredient or brand
name.

·

Medicines List – helps keep track of your
medicines. A blank medicines list is available
in English and 10 further languages.

·

Medicines Line – free telephone service
providing information on prescription, overthe-counter and complementary medicines.
The Translation and Interpreting Service (TIS)
can be used if needed.

·

Choosing Wisely 5 questions – questions to
ask your health professional about tests,
treatments and procedures. Available in
English and 12 other languages.

REVIEW

Wise up with the MedicineWise app
by Romel Lalata
If there were an app for our phones that could
track and remind us of our medications, record
existing health conditions, and maintain a list of
doctors we need to see, among other features,
then that would indeed prove quite a useful tool
in monitoring and managing our health and of
those we care for. As it happens, there is one.
MedicineWise is quite a well-thought-out app
which can be downloaded from either the App
Store or Google Play.
Anyone can create a profile for themselves. They
can also create profiles for people under their
care by toggling the button at the end of the “Add
person” page. Once the profiles are set up, the
user can switch over profiles seamlessly to fill
out or access the information under each name.
From then on, it becomes a matter of filling up
the information required. And the app does ask
for a lot of information. It also needs no small
amount of patience and quite a bit of attention
to detail from the person typing in the answers.
There should be no distractions populating the
app, otherwise, you may be putting in errors
which may negatively impact the management of
your health later on.
We simply cannot overstate the importance of
putting in accurate details into this app. For
example, adding one’s medication/s into the
Medicines page requires knowing the brand
name (although the app also offers a selection of
brands), dose and even the first time you started

taking them. Once you have put in the exact time
and frequency, these details become part of the
Reminders which will send you an alert every
time you need to pop a pill. If you want, you can
opt to sync Reminders with any of your digital
calendars (Google, Outlook, etc.) for redundancy.
Aside from Reminders and Medicines, included
in the menu are Health Conditions, Allergies
and Reactions, Measurements and Tests, Health
Professionals, Personal Details, and Notes. As
earlier said, the app asks for a lot of information.  
We strongly advise that users provide all the
information requested. It is better to keep all this
information on the app rather than in our heads
or written down in scraps of paper we can easily
misplace. The app provides not only a convenient
storage of health information but also is an
easy way for us or our carers to access that
information when they need to.
Positive: Personalisation of medicine and
health management. Conveniently locating
and accessing health information in one place.
Links to trusted sources of information about
medicines. Allows multiple profiles making it
ideal for carers either in a family or professional
setting. Users can provide feedback. Heaps of
other cool stuff and features users should explore.
Negative: The onboarding process may be
challenging for some. Some hand-holding early
on will be required by someone more savvy in
navigating apps.
Recommended for: Everyone taking multiple
medications or dealing with a number of health
issues. Carers will find this useful and convenient.
Get to know more of the Medicinewise app:
https://www.nps.org.au/medicinewiseapp
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HEALTH LITERACY AND CALD
CONSUMER ENGAGEMENT

BY SPASE VELJANOVSKI
Spase Veljanovski is a Senior Project Officer,
Centre for Culture Ethnicity and Health. Spase
is an experienced project worker and trainer
in organisational cultural competence, health
literacy and language services.

What is health literacy?

Mustafa needs to understand:

Health literacy is best understood as the
interaction between the demands of the health
system and patients and their caregivers.

• his disease/condition and the physical and
mental impacts and different methods for
managing those

The Australian Commission on Safety and Quality
in Health, the main driver of health literacy across
all Australian states and territories, separates
health literacy into two components.

• importance of nutrition and how to provide
adequate nutrition as required

1. Individual health literacy is the skills, knowledge,
motivation and capacity of a person to access,
understand, appraise and apply information to
make effective decisions about health and health
care and take appropriate action.

• how each medicine works

2. Health literacy environment is the
infrastructure, policies, processes, materials,
people and relationships that make up the
health system and have an impact on the way
that people access, understand, appraise and
apply health-related information and services.

• how to keep medicines safe.

How does health literacy play out
in daily life?
Health literacy demands and expectations
can often be greater than we think. Consider
this scenario.

Mustafa is returning from his consultation
with his doctor and goes to the pharmacy to
collect his medicine.
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• progression of the disease/condition and
physical and mental changes

• how to take each medicine
• side effects and serious side effects of each
medicine
• what to do in the event of serious side effects
His tasks include:
• reading medicine labels and following
instructions
• asking questions of the doctor and
pharmacist in relation to medicines
• using math’s skills when taking medicines
(number, dose, time)
• taking medicines according to specific
directions
• reading food labels to identify which foods
to avoid
• making sense of often conflicting information
from many sources and making decisions.

Framework for
Engaging with
CALD Consumers

Health
Literacy

Cultural
Competence

Consumer
Engagement

ceh.org.au

This is not an exhaustive list of the knowledge
and tasks required for taking his medicines and
his communication with his health professionals.
Mustafa’s mother needs palliative care. He now
needs to navigate a health care system.
Mustafa needs to understand:
• what palliative care is
• what palliative care services are available
• the range of palliative care service providers
in the area
• the rights and entitlements of patient and
family in relation to palliative care
• the concept of informed consent in relation to
palliative care services.
He also needs to
• read palliative care services information
pamphlets including the consent form
• sign consent forms for palliative care services
• communicate with health professionals about
services needed
• read and respond to any correspondence
from palliative care service providers.
Mustafa has limited English proficiency. In these
encounters with health service providers, they
should engage a qualified interpreter and offer
translated material to overcome a language
barrier.

Why does health literacy matter?
The above scenario outlines the health literacy
demands and expectations that can be put on
all of us. What can happen if the demands are
greater than our capabilities?
Outcomes of poor health literacy include
• increased risk of hospitalisation and
emergency visits
• poor access and use of health services
• poorer self-reported health status

• poorer compliance with medication
management and immunisations
• increased risk of taking medication
inappropriately.

Who does it affect?
Almost 60% of Australians are not functionally
health literate. This figure is not evenly
distributed across the population. Among the
sub-populations most at risk are
• people from culturally and linguistically
diverse (CALD) backgrounds
• older individuals
• individuals with limited experience of
interacting with the health care system.
Mustafa’s situation overlaps with all of these.

What can be done?
The National Statement on Health Literacy
states, ‘Having consumers who are partners
in the processes of health and health care is
necessary for safe and high-quality care’. This is
consumer engagement.
Another aspect of health literacy is the use
of plain language in spoken and written
communication by health care providers. This
makes information easier to understand, and
where a language barrier exists between service
provider and service user, easier to interpret
and translate. Language services, when needed,
are an aspect of providing culturally responsive
services to CALD communities.
The Centre for Culture, Ethnicity and Health
(CEH) recognises the important role health
literacy plays for the health outcomes of
Australians from CALD backgrounds. Since
2014 CEH has run health literacy courses and
developed eLearning for service providers and
planners, where health literacy, consumer
engagement and cultural competence overlap.
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TAKING STEPS
FOR GOOD HEALTH

Taking steps for good health
Cam Nguyen aims to walk 7000 steps each day.
She also does daily floor exercises including the
plank, the side plank, and three sets of six pushups. Ms Nguyen is 81 years old.
This remarkable woman, who leads the
Australian Vietnamese Women’s Association,
is proof that when it comes to health and
wellbeing, nothing is impossible. Her example
may well inspire the thousands of women from
across Australia who will take part in the annual
Jean Hailes Women’s Health Week in September.
The week provides women and girls with the
opportunity to check in on their own health and
wellbeing. The timing could not be better.
Lockdowns and COVID-19 have meant that many
of us have missed important health checks such
as breast and cervical screenings. Many of us
feel tired, anxious, even depressed. It will take
time for us to feel like ourselves again.

But it’s never too late
Ms Nguyen was in her 60s when she decided to
eat better and exercise every day. Her story is
an important reminder that it’s never too late to
start. Every journey begins with a step.
You can take that first step to better health and
wellbeing by getting involved in one or more of
the many events, online activities and health
information on offer for Jean Hailes’ Women’s
Health Week.
We will guide you and support you on that
journey to good health.
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A multicultural message
The Jean Hailes Women’s Health Week has
come a long way since its launch in 2013 when
it had just 157 events and just over 6000 online
subscribers. Last year there were more than
2200 events across Australia with more than
100,000 women and girls registering to attend.
Women from every state and territory, from
capital cities to remote and regional areas,
took part in the events and activities. And it’s
the diversity that most thrilled Women’s Health
Week Manager Renea Camilleri.
‘We at Jean Hailes are focused on the health
and wellbeing of all women and girls, no matter
their culture, gender, or age,’ she says. ‘This
is why last year we supported multicultural
communities with a new range of translated
Jean Hailes fact sheets on the health conditions
endometriosis and polycystic ovary syndrome
(PCOS), and healthy ageing.
These fact sheets were made available in
eight languages. Social media tiles with a
health check message were translated into
23 languages. We also released a video on the
topic of heavy periods in six languages and that
had over 30,000 views in the first 24 hours.’

Why women’s health matters
Jean Hailes for Women’s Health is a national
not-for-profit organisation that is dedicated
to improving the health and wellbeing of all
women, girls and gender diverse people in this
country. It is led by CEO Janet Michelmore,
daughter of the late Dr Jean Hailes – a highly
respected and passionate GP who established
one of the first menopause clinics in the world
in Melbourne, Victoria.
‘My mother spent her life telling her patients
that they had to look after themselves,” says Ms
Michelmore. That advice guides us in all that
we do at Jean Hailes for Women’s Health.
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Women are very important people within their
families and in their communities. But we often put
ourselves last and focus our care on our families.
Women’s Health Week allows women to put
some of that focus on themselves. And it
is so important for their health – mentally,
emotionally, and physically.’

What’s in store for
Women’s Health Week?
As well as events and online activities, this year’s
Women’s Health Week will include free health
information on the important health checks for
women. We will also look at pelvic floor health,
pelvic pain, menopause, how to move more, and
how to boost brain health.
The information will be delivered in variety of ways
– daily emails, articles, podcasts, animations,
practical health stories, quizzes, recipes, and, if
you’re pressed for time, simple tips.

Take the first step
Any journey to better health begins with
taking a first step. Here are a few tips that
women can consider during Women’s Health
Week, 5-11 September 2022:
• make an appointment for a health check
• get moving – dance, swim, walk, play sport
• give your diet a healthy boost by eating
colourful fruit and vegetables.

Women’s Health Week is for all women, girls and
gender-diverse people in Australia. Learn more,
sign up for the free daily emails and get involved
at: womenshealthweek.com.au
For trusted information on women’s health at
every life stage, visit: jeanhailes.org.au.

INTERPRETERS AND
TRANSLATORS TALK REPRODUCTIVE
AND SEXUAL HEALTH
BY GIANNA PARMA
Gianna is an Italo-Australian facilitator who works at True Relationships
and Reproductive Health on culturally responsive reproductive and
sexual health. Gianna has worked as a teacher and educator in schools
and the multicultural sector, and her passion is empowering people with
knowledge and skills to make informed choices.

Interpreters and translators play an essential
role in the provision of linguistic services that
enable culturally appropriate, safe and inclusive
services and information. Health and community
professionals do not often have the opportunity
to hear directly from Interpreters and Translators
about their own perspectives. Doing so may just
give us the information we need to learn how to
better support them in their work.
Interpreters and Translators generally work
as freelancers and thus do not have the same
access to professional development and
supervisory support that many of us working in
the health and community sector do. They are
often faced with new topics and situations with
little preparation and briefing.
Additionally, reproductive and sexual health
(RSH) is varied, requiring knowledge of
reproductive systems, sexually transmitted
infections, contraception, LGBTIQ+ issues,
pregnancy, preventative screening, and
gynaecological problems. Not only is there a
myriad of diverse topics and complex terminology
to become familiar with, but RSH can also
challenge values and beliefs and requires a solid
understanding of professional ethics.
Renata Oliveira Munro, Translator and Australian
Institute of Translators and Interpreters (AUSIT)
Queensland committee member, says that
this highlights the importance of engaging
NAATI certified Interpreters and Translators;
offering appropriate pre-briefings; and providing
opportunities for Interpreters and Translators to
acquire knowledge and develop skills.

Educators at True Relationships and Reproductive
Health (True) deliver workshops for Interpreters
and Translators specifically in the area of RSH.
Traditionally, this training was offered as a faceto-face modality in Queensland, however since
the pandemic, it has become available online and
is now accessible across Australia.
Interpreters and Translators participating
in True’s workshops come from varying
backgrounds, not only in language but in work
experience - from decades of conference level
interpreting through to those at the beginning of
their career. In part, True’s courses have been
extraordinarily popular because of a prior lack
of free, accessible and targeted professional
development in this area.
True consulted with a range of Interpreters and
Translators who have previously attended True’s
workshops or been involved with the AUSIT
Queensland Committee, to determine their
recommendations for working with people from
migrant and refugee backgrounds.
AUSIT Queensland committee member, Mariam
Elliott, advises the importance of allowing the
patient or client to choose whether to have
their partner/spouse at the consultation. This is
because in some cultures, it is not appropriate to
talk about sexual topics in front of them.
‘Give the patient or client the choice when
their partner/spouse is not around to avoid
embarrassment or obligation. This will also
expand your Interpreter search as some
female Interpreters find it uncomfortable to
speak on this subject with a non-professional
male in the room,’ Mariam Elliott
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Andrea Dallape, NAATI Certified Interpreter
and Translator, recommends that health
professionals inform Interpreters when an
assignment is about IVF, as it is a complex and
challenging issue to interpret, requiring more
time to prepare. Additionally, they advise some
interpreters may not be willing to interpret on
this topic.

THE MORE
INTERPRETERS
KNOW ABOUT A TOPIC,
THE MORE ACCURATELY
THEY WILL BE ABLE
TO INTERPRET.

Other aspects to consider include the
following:
• The gender of the Interpreter may be
significant; therefore, it is important to ask
the patient/client their preferences.
• Reaffirm the importance of privacy and
confidentiality. Remote (phone or video)
Interpreters and translators from other
regions may be preferred.
• Be aware of your own biases: when talking
about RSH practices that might be unusual
or illegal in Australia, it is important to
inform the patient/client if a practice is
unlawful — but be careful how your values
show up in your language, tone, and facial
expressions. New arrivals are learning
about Australian culture which includes
RSH customs and laws — these may be
completely different to their home country
(for example, consider female genital
mutilation/cutting/circumcision).
• Whilst it is always important to pre-brief the
Interpreter, it is particularly important to do
so for RSH discussions because it gives the
Interpreter:
— Choice to opt-out if they are not able to
interpret in a value-neutral way. One
Interpreter said they made a client feel
very uncomfortable because they were
not able to interpret about termination of
pregnancy. If they had known the topic of
discussion, they would have declined the
job as they were not able to interpret in a
value-free way.
— Time to learn more about the topic and
terminology. One Interpreter reports
being unprepared to talk about sexual
violence and would have been more
confident if they had time to research
and emotionally prepare.

• De-brief if possible, particularly if the subject
is challenging. Interpreters generally do
not have supervisors – you may be the only
person that offers them support.
• Give Interpreters and Translators
opportunities to learn more. Exposure to
research, professional development and
other professionals’ stories further equip
Interpreters to work in RSH. This does not
need to cost your organisation – it could
be existing professional development,
an invitation to attend public events, or a
factsheet for them to take home. You can also
keep a list of Interpreters and Translators
you have invested time in and ask to work
with them again. The more Interpreters know
about a topic, the more accurately they will
be able to interpret.
There are guidelines for working with
Interpreters and Translators. You might
want to familiarise yourself with the relevant
recommendations for your sector.
According to Renata Oliveira Munro, Interpreters
and Translators have the advantage of becoming
members of AUSIT. As members, they are
supported with mentoring programs whereby
both the mentor and mentee benefit.
By preparing for your consultation with an
Interpreter or Translator in advance, not only
can you make a major difference to the person’s
experience in discussing RSH topics, but you
will also assist the Interpreter or Translator.
By providing a culturally appropriate, safe and
inclusive environment for all parties involved, a
higher quality of health care can be achieved.
If you provide training or are considering
delivering workshops to Interpreters and
Translators in RSH, please contact us at
culturallyreponsive@true.org.au or find more
information at www.true.org.au/education/
multicultural – we would love to collaborate.
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HIV AND
CULTURALLY AND
LINGUISTICALLY
DIVERSE
COMMUNITIES
Information in this article draws heavily
from an epidemiological analysis of HIV
among CALD communities by Dr Dean
Murphy that was commissioned by AFAO.

T

he Australian Federation of AIDS
Organisations (AFAO) is the national
federation for the HIV community
response. We provide leadership,
policy expertise, health promotion,
co-ordination and support to
Australia’s response to HIV. We also contribute
internationally to the development of effective
policy and program responses to HIV/AIDS at a
global level, particularly in the Asia Pacific region.
AFAO’s members are the AIDS Councils in
each state and territory and peak national
organisations representing key populations in
Australia’s community response to HIV, and are
organisations created by communities most
affected by HIV. Our member organisations
represent the diverse communities most
affected by HIV – sexuality and gender diverse
communities, sex workers, people who inject
drugs, people with HIV and Aboriginal and Torres
Strait Islander communities.
AFAO also has a broad range of affiliate member
organisations that share our values and support
the work we do. This includes organisations
that work around Australia with culturally
and linguistically diverse (CALD) communities
on blood-borne viruses (BBVs) and sexually
transmissible infections (STIs).
Australia’s response to the BBVs and STIs is
guided by five national strategies that outline a
framework for the ongoing national responses.
These include the National HIV Strategy and
the National Sexually Transmissible Infections.
People with culturally and linguistically diverse
backgrounds are listed as priority populations in
both of these strategies (as well as the national
strategies for hepatitis B and C).
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It is clear there is still some work left to do in the
HIV response for this priority population.
Among those diagnosed with HIV in 2018, 46%
were born outside Australia. There was also a
higher number of HIV notifications reported in
this group than in the previous year. This has been
in contrast to a notable decrease in the number
of notifications among people born in Australia.
People from migrant populations are also much
more likely to be diagnosed much later.
Interestingly, as seen in some jurisdictions, in
recent years there has been a trend of an increase
in the proportion of people born overseas being
diagnosed with HIV more than five years after
their arrival. This suggests there are not only
factors that increase risk for HIV among migrant
populations, but that these factors persist over
time, rather than being a temporary effect. There
is also a difference between population groups
within CALD communities. For example, for
overseas-born men who have sex with men, the
median time to HIV diagnosis since arrival was
shorter than for heterosexual men and women.
Australia has been a world leader in the effort
to work towards the goal to virtually eliminate
HIV transmission, and there has been a steady
decrease in recent years of HIV transmission
amongst Australian born men who have sex with
men (MSM) in particular. That has not been the
case for CALD men not born in Australia.
For example, in 2019 New South Wales reported
an overall decrease of 33% in HIV notifications
for Australian-born MSM, compared to a 2%
increase for those born overseas, compared
with the five-year average. In New South Wales
in 2019 59% of MSM newly diagnosed with HIV
were born overseas. Significant proportions of
HIV diagnoses among MSM among people born
overseas are also seen in other jurisdictions.
The risk of HIV in Australia for CALD
communities and addressing the needs of these
communities both at risk of and living with HIV
is an area of the national epidemic that needs
increased focus and attention.
As part of this, AFAO is convening a network of
its six specialist affiliate member organisations
that work around Australia with CALD
populations on BBVs and STIs, as well as the
Federation of Ethnic Communities Councils of
Australia (FECCA), for planning, collaboration
and specialist advice to advance a policy and
advocacy, organisational and workforce practice
program in relation to CALD communities. AFAO
is working with the organisations in this network
to inform its work nationally, through these
organisations’ expertise in working with and for
CALD communities across Australia.

THERE IS NO PLACE FOR
STIGMA AND DISCRIMINATION
IN THE HIV RESPONSE
DR TAFIREYI MARUKUTIRA
Dr Marukutira is a Public Health Physician and currently a Senior Research
Officer at the Burnet Institute and a Research Fellow with Monash University.
He also works with the Department of Health in Victoria in the COVID-19
response. He is a trained medical doctor from Zimbabwe and worked in
Botswana before coming to Australia in 2016 for a PhD program in public health.
His PhD work was focused on HIV and migration in Australia and Botswana.

IN
AUSTRALIA,
A THIRD OF
PLHIV WERE BORN
OVERSEAS AND
MIGRANT MEN ARE
OVER-REPRESENTED
IN HIV NOTIFICATION
DATA.

W

hile progress has been
made towards HIV epidemic
control, more still needs
to be done if we are to get
to ‘zero new HIV infections’
by 2030. The Joint United
Nations Program on HIV and AIDS (UNAIDS)
set key treatment targets for HIV elimination
by 2030. Additionally, UNAIDS has targeted
reducing all forms of HIV-related stigma and
discrimination to less than 10% of people living
with HIV (PLHIV), at risk of and affected by HIV
having experienced stigma and discrimination
by 2025. More than 40 years after the first case
of HIV was discovered, HIV-related stigma and
discrimination should be non-existent in 2022.
HIV-related stigma and discrimination are still
common and are a barrier to HIV epidemic
control. The stigma and discrimination are still
concentrated in key and priority populations and
have negative implications for getting to HIV
epidemic control.
UNAIDS defines HIV-related stigma as any
negative beliefs, feelings, and attitudes
towards people living with HIV, groups
associated with PLHIV, and other key
populations at higher risk of HIV infection.
HIV-related discrimination is the unfair/unjust
treatment of an individual based on his or her
real or perceived HIV status. The unfair and
unjust treatment can be acts or omissions.
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IN
AUSTRALIA,
A THIRD OF
PLHIV WERE BORN
OVERSEAS AND
MIGRANT MEN ARE
OVER-REPRESENTED
IN HIV NOTIFICATION
DATA.

In Australia, a third of PLHIV were born overseas
and migrant men are over-represented in HIV
notification data. In general, migrant men are
at increased risk of presenting with a late HIV
diagnosis compared with Australian-born men
who have sex with men. Similarly, migrants in
general, are lagging behind in regard to HIV
testing and treatment coverage and there has
been a concern for international students and
those on short-term visas. Australia’s current
immigration policies create additional barriers
to accessing HIV care, including additional cost
barriers for Medicare ineligible migrants. The
requirements for pre-migration HIV screening
in Australia can be construed as stigmatising
and discriminatory. While onshore, some
migrants may be hesitant to apply for longterm visa/permanent residency/citizenship for
fear of undergoing HIV testing. As a migrant
in Australia and living in Culturally and
Linguistically Diverse (CALD) communities, HIV
is of concern, especially for those whose country
of birth is a high HIV prevalent setting. Many do
not undertake HIV screening because of a low
perception of risk. Some may not test for fear
of the implications of a positive result. HIV may
also be stigmatised in CLAD communities for
fear of moral judgment and social isolation.
Health care providers may not offer HIV testing
for the same reason, low perception of risk.

60

When HIV-related stigma and discrimination
go unchecked, it will perpetuate the spread
of HIV and negatively impact PLHIV leading
to social isolation, stress, and emotional
coping. This will lead to delayed HIV testing,
non-disclosure, reduced social support, poor
adherence to treatment, and a negative impact
on mental health. The consequences are farreaching including impacting negatively the
UNAIDS care and treatment targets. Therefore,
there is an urgent need to end stigma and
discrimination.
The absence of culturally sensitive healthcare
services may also hinder HIV testing and delay
treatment initiation for PLHIV and access to
prevention services for people at high risk of
HIV. In 2020, the Minister of Health announced
access to HIV treatment for all PLHIV in Australia
irrespective of Medicare and the implementation
of the policy shift is still in feasibility and pilot
stages. For migrant PLHIV, this often means
securing HIV medication through compassionate
access schemes.
Actions addressing the impacts of HIV on
people from ethnically diverse backgrounds are
required.
We need to talk about HIV freely and correct
misconceptions and myths in our communities.
It is not AIDS, but HIV, the virus or HIV and
AIDS. You never catch or pass on HIV, but you
can acquire HIV and be diagnosed with HIV,
and yes you can transmit HIV. We do not battle
HIV and/or AIDS, nor are we at war against
HIV/AIDS, it is the response to HIV and AIDS.
There are no victims/sufferers, instead, the
people living with HIV are not HIV or AIDS
patients. Everyone needs to take action. HIV
epidemic control is possible.

WORLD WELLNESS GROUP
TOO MUCH SYMPTOM MANAGEMENT IN MULTICULTURAL HEALTH

BY RITA PRASAD-ILDES,
CO-FOUNDER & MANAGING DIRECTOR,
WORLD WELLNESS GROUP LTD
Rita is a social worker who has worked in the multicultural sector for over
30 years. Known for her visionary and out of the box thinking, more recently
Rita has taken on the role of social entrepreneur. Based on her extensive NFP
(not for profit) and public sector experience in health, Rita concluded that the
tackling of entrenched and systemic issues relating to health inequity required
a different approach and pursued a social enterprise approach as co-founder
of World Wellness Group

I

f we ever needed irrefutable evidence that
health inequity is a major social justice
issue for CALD communities in Australia,
then we need not look further than the
COVID-19 mortality rates published by the
ABS earlier this year. With three times the
mortality rates for the overseas born population
compared to Australian born, and in some
communities such as Middle Eastern born ten
time higher, this was clearly due to more than
the Federal Governments general failings in
handling the pandemic. These shameful death
rates are due to deeply entrenched health
inequities.
Frustration about lack of attention to health
inequity experienced by the CALD population was
our motivation behind founding a multicultural
primary health clinic in Brisbane 10 years ago.
After working in the health sector for over 30
years, across the NGO and public sectors, it
is clear to us that Australia’s universal health
system fails to deliver equitable outcomes and
ignores access barriers, the impact of social
determinants on the CALD population and
systemic racism. We established a primary
health clinic to have the greatest impact, as it is
the front door to the health system and effective
primary health care improves access to health
services, reduces hospitalisations, is costeffective and improves equity via comprehensive
and coordinated primary health care.

As a sector, and we ourselves have been part of
this too, we have typically supported technocratic
or management responses, most often in the
form of another multicultural policy, framework
or guideline which tend to focus on the symptoms
rather than the cause and risk depoliticising
health inequity. The Commission on Social
Determinants itself has stated that the basic,
root causes of health inequity lie in the unequal
distribution of power, money and resources.
After 10 years of running a multicultural primary
health care clinic, we can categorically say that
no amount of cultural competency training or
multicultural policy frameworks will address
health inequity unless we tackle the root cause
of health inequity which is at the institutional or
systemic level.
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The following are just some of our experiences,
which are by no means unique, illustrating how
entrenched these systemic issues are:
• Lack of people from CALD background in
decision making where it counts: those of
us in the multicultural health sector often
lament that we are forever having to “educate”
bureaucrats and those in authority about the
health issues for the CALD population. It is
rare indeed when we encounter someone who
actually gets it, and most often it is because
of their own lived experience rather than
any sort of professional expertise. How often
have we been the token ethnic on an advisory
group where we are charged with educating
the entire group on CALD issues, or worse,
been a member of a ‘multicultural’ advisory
group that has no teeth or power to influence
the system as it has been established outside
of any significant executive authority? It is so
much easier ignoring advice or burying reports
by multicultural advisory groups that way.
• Poor transparency & weak accountability
mechanisms: it never ceases to amaze us
that there is no accountability for poor public
policy and decision making. That a significant
proportion of the Australian population, i.e.,
the CALD population, remains excluded
from public policy and planning due to
being invisible in health data is an outrage.
After various attempts to get attention to
the issues of lack of CALD health data at
the bureaucratic level, we went to our State
Minister for Health and asked for a CALD
data roundtable. The Minister directed the
bureaucracy to work with us on this and, it
hasn’t won us any friends in the department
which is making progress even more difficult.
• Norms, policies and practices entrench
power disparities: this is a difficult one as it
is often invisible where inequity is built into
the health system. For instance, the western
bio-medical health system which is disease
by disease rather than person or population
focused, collects information about health
by disease and masks the greater needs of
people by population subgroups. Diseaseoriented health care is inequitable as it is
highly reliant on referrals to specialists,
expensive and cannot the address the needs
of those with multiple problems and results
in poor coordination and fragmentation. A key
function of our multicultural health clinic has
become catching those who fall through the
gaps in the system due this fragmentation.
The sceptic in us would say there is no real
interest in changing this as it serves the
interest of the various professional and
medical groups who benefit financially from
this system disguised as universal health care.
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• Inadequate protections outside the health
sector: We have thousands of client stories
where the solution to their poor health lies
outside the health sector. Our asylum health
care program which provides health care to
those seeking asylum, including pro bono
health care to those without Medicare, faces
numerous obstacles within the health system
to provide even the most basic health care.
How do we medically treat people whose
mental anguish is caused by government
policies and where constraints by national
policies fail to protect their health as they
have no work rights, therefore no income, no
visa therefore no health care card and have
no means to pay full fee for medications and
pathology? We are literally selling raffle tickets
and have ongoing fundraising campaigns for
to pay for these basic health needs. Check out
our website if you would like to contribute.
• Lack of institutions to protect and promote
health: with the establishment of various
health and wellbeing commissions and
statutory bodies we were hopeful that health
inequity issues would be tackled at a systemic
level. However, with limited legislative backing
they tend to have to “influence” for change and
cannot affect change via independent legal
authority. Our own attempts to influence those
who are influencing for change has made us
at time question how they are any different
to the health bureaucracies we have spent a
great deal of time trying to “influence”.
In its statement on the political origins of health
inequity, the Lancet Commission on Global
Governance outlines how the health sector’s
efforts in addressing health equities often
come into conflict with global factors in pursuit
of other interests such as national security,
safeguarding of sovereignty or economic goals.
The COVID-19 pandemic has highlighted the
tensions of balancing health and economic
priorities and it is clear that ethnic minorities
globally have disproportionately been affected
by the pandemic. Internationally it has brought
social justice and health inequity to the
forefront in health. Issues of systemic racism
and institutional bias are now being debated in
multiple health settings and forums, something
that those of us who have been doing this for
a while, would have thought unthinkable just a
few years ago. The legacy of COVID-19 is ours to
shape and now is the time to move beyond the
traditional approaches of treating the symptoms
such a translated resources and multicultural
guidelines to tackle the systemic issues at the
root cause. To do this we have to join forces
across sectors, professions and communities. If
you are interested to join us, please get in touch.
For a full list of references, please contact:
Rita.Prasad-Ildes@worldwellnessgroup.org.au

DOCTORS AND LAWYERS WORKING
TOGETHER TO IMPROVE HEALTH

A
BY YASMIN ILDES
Yasmin Ildes is a full-time lawyer in the
Health Justice Program at World Wellness
Group Ltd. Yasmin was involved in founding
the Health Justice program and has a
strong passion for helping vulnerable
people achieve their access to justice.

ABSENCE
OF ACCESS
TO JUSTICE MEANS
PEOPLE ARE UNABLE
TO HAVE THEIR VOICES
HEARD, EXERCISE THEIR
RIGHTS, CHALLENGE
DISCRIMINATION OR HOLD
DECISION MAKERS
ACCOUNTABLE.

s a lawyer embedded in a
multidisciplinary health care
team in a primary health care
clinic, I witness daily the health
consequences of lack of access
to justice. Absence of access to
justice means people are unable to have their
voices heard, exercise their rights, challenge
discrimination or hold decision makers
accountable. This unfortunately is a common
story for many migrants, refugees and people
seeking asylum who attend our clinic for health
care who are often overwhelmed and negatively
impacted by social issues that often can be
addressed legally.
In 2018 we started a Health Justice program
to address a significant social determinant of
health – unresolved legal outcomes. Due to the
overwhelming evidence that integrating health
care and legal help provides better health
outcomes for people with complex needs, the
Health Justice program provides essential legal
support, advocacy, advice, and when required
legal representation, to those who are not able to
access any other legal services due to a range of
barriers. These barriers are financial, cultural,
language or having poor mental health.
The programs key focus is on legal advocacy to
ensure clients’ rights are upheld. The types of
legal issues the lawyers deal with are broad yet
common for a complex and vulnerable clientele,
and include family law, domestic violence,
migration law, employment, discrimination,
tenancy, debt (money owed to and by our
clients) and administrative matters. The work
performed includes a high level of advocacy,
dispute resolution, representing clients in legal
proceedings, education about legal rights and
pathways, as well as referrals or collaborative
work with other community legal service
programs that are available to our clients.
Being able to provide legal support as part of
a multi-disciplinary care team that is trauma
informed and provides wraparound support,
especially mental health support, is essential to
our clients’ legal rights being upheld.
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A noteworthy case example of the Health Justice
program was a mental health referral to our
clinic for a suicidal male. The mental health
practitioner identified a possible legal issue
as the client disclosed significant workplace
bullying which led him to resign from his
workplace as he felt he had no other option
as he did not feel safe at work. The health
justice program framed the matter arguing that
he had been unfairly dismissed and that his
resignation was a constructive dismissal. The
support that was provided was advice and legal
representation throughout the course of his legal
matter (which lasted almost a year) as well as
psychological and psychosocial assistance to
ensure his mental health and practical needs
were met. Like many, without our Health Justice
program, this client would have never been able
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to pursue his legal matter which resulted in a
successful outcome for the client. You can read
more about this matter at:
https://www.fwc.gov.au/documents/
decisionssigned/html/2020fwc2996.htm
Given the significant impact of the COVID-19
pandemic which resulted in a 200% increase
in mental health referrals to our clinic, it is
worth noting that Recommendation 21 of
the Productivity Commission’s Inquiry into
Mental Health Reports advocates health
justice and individual advocacy approaches to
resolving access to justice matters for people
with mental health issues. The WWG model
will continue to offer legal services within
a healthcare services context to ensure all
clients not only have access to health care, but
access to justice.

A MULTICULTURAL
FOCUSED HEALTH SERVICE
Interviewed by: Ellie Richards (WWG Clinic Coordinator)
Patient name: Faisal ALKHUDAIRY
Faisal consented to answering questions & being quoted in the magazine
but did not feel comfortable providing a photo.

1. PLEASE TELL US A LITTLE BIT ABOUT YOURSELF – WHERE ARE YOU FROM, WHAT
LANGUAGE DO YOU SPEAK, HOW LONG HAVE YOU BEEN IN AUSTRALIA ETC.
I am from Saudi Arabia, am 33 years old. I arrived in Australia as a student in 2012 and
due to not being able to return to Saudi Arabia due to danger and my safety being at risk
if I returned home, I stayed in Australia and sought asylum as an asylum seeker. I was
an asylum seeker in Australia for 4 and a half years and recently received my protection
visa. I will be eligible to apply for citizenship on the 26th of May 2021. I feel like I have
made it through to the other side of a long tunnel.

2. WHAT IS THE MOST IMPORTANT THING TO YOU ABOUT THE HEALTH SERVICE YOU
ATTEND? WHY?
Patient engagement. If you acknowledge a patient as more than just a statistic, you will
make them feel more comfortable. I believe this is as important as treating the actual
health issues.

3. CAN YOU TELL US WHAT LED YOU TO CHOOSE WORLD WELLNESS GROUP AS
YOUR HEALTH SERVICE?
When I was an asylum seeker, I was referred to Culture in Mind who then referred me
to your GP Clinic. I wouldn’t have gotten through navigating and being linked for support
as an asylum seeker if it wasn’t for Culture in Mind. I then connected with the GP clinic
and have been coming to your clinic for GP appointments for a couple of years even after
moving over an hour away.

ISSUE 56

65

THESE ARE
PEOPLE,
NOT JUST PATIENTS.
TREAT THEM WITH
DIGNITY AND
RESPECT.

4. WHAT HAS YOUR EXPERIENCE BEEN SO FAR IN USING SERVICES AT WORLD
WELLNESS GROUP, WHICH IS A MULTICULTURAL FOCUSED SERVICE
Seeking asylum in Australia for 4 and a half years has been very challenging but having the
support from your clinic through this process has been amazing. An example of your clinic
being multicultural focused is today I saw a nurse who speaks my language – Arabic. I also
am able to communicate with your admin member Lama who also speaks my language.
I love coming here because everyone that works here from admin to your GPs are all
passionate about your work.

5. DO YOU FEEL YOUR CULTURE IS RESPECTED?
Yes, absolutely.

6. CAN YOU COMMENT ON YOUR EXPERIENCE WITH HEALTH SERVICES IN AUSTRALIA IN
GENERAL?
When I didn’t have Medicare before I received my protection visa, it was very stressful as I
had to do a regular blood test for a medication I was on. I was able to see your GPs pro-bono
during this time. When I received my protection visa and had Medicare, I had two surgeries
at Royal Brisbane and Women’s Hospital. These were fully covered under Medicare and my
experience with the doctors and nurses there was positive. They were empathetic and friendly.

7. WHAT IS YOUR MESSAGE TO AUSTRALIAN HEALTH WORKERS ON PROVIDING
EFFECTIVE SERVICES TO IMMIGRANT AND REFUGEE COMMUNITIES?
These are people, not just patients. Treat them with dignity and respect. Also, be patient as
they might be going through struggle in their life.
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REFLECTIONS ON PARTICIPATING
IN DEVELOPING A FRAMEWORK FOR
MULTICULTURAL LIVED EXPERIENCE

BY SHARON WERE

A

rrived in Australia in 1999 to
pursue studies in Science,
Microbiology. This was a difficult
time balancing study and a
recently diagnosed auto-immune
condition which required multiple
deferred semesters. I graduated in 2006 with
a Bachelor of Applied Science - Microbiology.
My journey has been long and extensive and
led me to the multicultural space over 11 years
ago. I am a highly experienced bicultural mental
health consultant with Queensland Health - QLD
Transcultural Mental Health Centre. I am also
the multicultural peer engagement leader at
World Wellness Group and actively participate in
a myriad of conversations facilitated by Health
Consumers QLD. I’m privileged to use my
voice and lived experience to make a difference
individually and to contribute to effecting
systemic change that aims to better the CALD
consumer experience resulting in better health
outcomes and equitable healthcare.
As a multicultural health consumer, it is a
privilege to participate and engage with World
Wellness Group (WWG) in the creation of an
equitable, inclusive and culturally responsive
lived experience framework that addresses
the impact of the migratory experience on
our health and wellbeing, particularly mental
health and recovery. The multicultural lived
experience is vast and diverse. It encompasses
the understanding, knowledge and familiarity
of the identity, experiences and choices shared
by people from culturally diverse backgrounds.
The migration and acculturation experience
provides an important social determinant
context to the experience of mental illness

for CALD consumers. It is necessary to have
the appropriate frameworks and support
structures that guide our multicultural peer
support workforce as they work alongside CALD
consumers with health and mental health issues.
This project has an eighteen-week timeframe
that started in February with the aim of
completion by mid-June. The experience of
cultural and linguistic peer support was not new
to me as I have been in the multicultural space
for over 10 years. However, the concept and
context around the migratory and settlement
experience and its undeniable impact on health
and wellness was astonishing. As I sat in the first
project meeting and familiarised myself with the
project plan, my own extensive 23-year health
consumer and migratory journey slowly morphed
into an ‘experience toolbox’ that not only brought
meaning and value but also shaped a purpose for
the content within those years. I was flooded with
an array of emotions including thinking of how
comfortable/uncomfortable I would be sharing
these experiences on such an open and public
forum and how I would cope with past harrowing,
confronting and traumatic experiences. The
purpose was greater - my lived experience had
earned me a seat at this table. The project was
underway.
Joined by a diverse group of multicultural
peer support workers, with unique and starkly
different pre-migratory, arrival and settlement,
acculturation and health consumer experiences,
we embarked on creating a trusting, supportive
and culturally safe space in which to draw on
our most personal, often difficult and distressing
experiences. This foundation was deeply
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ABSENCE
OF ACCESS
TO JUSTICE MEANS
PEOPLE ARE UNABLE
TO HAVE THEIR VOICES
HEARD, EXERCISE THEIR
RIGHTS, CHALLENGE
DISCRIMINATION OR HOLD
DECISION MAKERS
ACCOUNTABLE.

important, not only for confidentiality purposes
but also to nourish authentic engagement and
participation. We are a robust group of culturally
competent workers who share and appreciate
our commonalities as well as our differences.
Our discussions drill down into the components,
protective and risk factors, in the key points of
difference as compared to the current definitions
of ‘lived experience’. We identify with and
can relate to the impacts that the migratory
experience, voluntary or non-voluntary, has
had and continues to have on our own or others
health and wellbeing.
The project is going well, and the data and
discussion is not exhaustive. We are planning
two workshops in a couple of months for our
multicultural peer support workers and service
providers. The workshops aim to inform how
the framework will support our multicultural
peer support workforce in their roles working
alongside consumers whilst liaising with health
providers. I am excited and looking forward to
engaging in these discussions as I believe they
will add great value to the work we have done
thus far.
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ABSENCE
OF ACCESS
TO JUSTICE MEANS
PEOPLE ARE UNABLE
TO HAVE THEIR VOICES
HEARD, EXERCISE THEIR
RIGHTS, CHALLENGE
DISCRIMINATION OR HOLD
DECISION MAKERS
ACCOUNTABLE.

I am eager and looking forward to a completed
and recognised multicultural lived experience
framework but more than that, is for our
multicultural peer support workforce to advance
in their support of CALD consumers and effect
change at a lived experience level. This ultimately
contributes to better outcomes in the health and
wellbeing of the people we support.
Thank you for this opportunity to reflect but
also to let you know that there is something new
and exciting happening in this space. Keep your
eyes out!

ACTCOSS
ON SOCIAL
DETERMINANTS
OF HEALTH

BY DR EMMA CAMPBELL
CEO, ACT COUNCIL OF SOCIAL SERVICE
Dr Emma Campbell joined ACTCOSS as
Chief Executive Officer in January 2020.
Dr Campbell is a former CEO of FECCA and
has a dynamic and diverse work portfolio
with a wealth of experience ranging
across academia, the community sector,
international crisis responses, business, and
government sectors.
In 2019, Dr Campbell was awarded the
Humanitarian Overseas Service Medal in
the Australian honours system for service in
West Africa during the Ebola Crisis.

T

he ACT Council of Social Service
(ACTCOSS) is an organisation dedicated
to advocating for social justice and
supporting the community sector in
the ACT. While our advocacy spans a
range of areas impacting Canberrans,
its cumulative, if indirect, effect is to improve the
social determinants of health including housing,
income, education and social inclusion.
The WHO considers the social determinants of
health – the conditions in which people are born,
grow, work, live and age – to be more important
than health care or lifestyle choices in influencing
good health. There is also a strong correlation
between socioeconomic inequality and poor
health outcomes. For people from culturally
and linguistically diverse backgrounds, health
outcomes are frequently impacted by social
determinants including language barriers, lack
of culturally appropriate services, healthcare
cost and access, transport disadvantage, housing
disadvantage and other forms of discrimination.
Our advocacy approach is grounded in a
commitment to human rights principles. We
are proud to be working in the first jurisdiction
in Australia to develop a Human Rights Act.
An ongoing tenet of our advocacy has been in
calling for the ACT Human Rights Act to be
amended to explicitly include all Economic,
Social and Cultural Rights, including the right to
housing, the right to work, the right to a healthy
environment, the right to culture and the right to
physical and mental health. We believe that this
is a powerful way to bring about systemic change
to improve the social determinants of health for
people on low incomes, who are vulnerable or
who face other disadvantages.
This is because, within a human rights framework,
you cannot pursue one goal to the exclusion
of others. Human rights are, as noted in the
Universal Declaration of Human Rights, ‘universal,
indivisible, interdependent and interrelated’.
There are a range of conditions that are necessary
to living a full life with dignity and freedom. For
example, how does one safeguard an individual’s
right to physical and mental health if they are
homeless with an inadequate standard of living?
Research by Australian Housing and Urban
Research Institute (AHURI) demonstrates a
close link between housing and health. Impacts
of inappropriate housing are many, ranging
from stress, social isolation and other mental
health impacts, to increased risk of disease and
infection. Australians spend approximately 90%
of their time indoors. Since the beginning of
the coronavirus pandemic that time been spent
largely in the home, making the adequacy and
availability of housing even more important.
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Housing is one of ACTCOSS’s key advocacy
areas. Canberra is city with a high average
standard of living, but the high wages of many
mask the hardships of a significant proportion
of the population. Over 38,000 Canberrans
– 8.6% of the population – live below the
poverty line. Canberra’s private rental market
is both expensive and competitive, with the
highest median rental rates in the nation. Not
surprisingly, the ACT has the highest rate of
rental stress in Australia. Additionally, despite
Canberra’s climate of extremes heat and cold,
many rental properties lack adequate insulation,
sufficient heating or cooling or other basic
requirements to allow appropriate temperature
regulation at a reasonable price.

Despite these bleak statistics, it is heartening
to see gradual progress in the uptake of our
advocacy asks. The ACT Government has
committed to regulation requiring minimum
energy efficiency standards for private rentals,
so that people on low incomes do not spend their
winters rationing heating and suffering the health
impacts of cold and damp. It has also committed
to instituting Universal Design Standards for new
residential builds, so that new housing stock
will be appropriate or adaptable for Canberrans
with a disability and as they age. We are still
advocating for more urgency in the construction
and funding of new public and community
housing. And we will continue to advocate for the
right to housing to be adopted into legislation.

The community and public housing sector are
similarly stretched, with a current shortfall
of at least 3,100 dwellings. Waiting times
for public housing can stretch to nearly four
years, and more than 1,600 people experience
homelessness in the ACT each day. This is an
ongoing crisis. We know that Canberrans from
migrant and refugee background – like many
in the ACT – are experiencing overcrowding in
homes, housing insecurity and homelessness.
For Canberrans from culturally and linguistically
diverse backgrounds this risk can be compounded
because of high rates of insecure work, insecure
visa status, a lack of access to income support
payments, discrimination in the selection of
tenants and a lack of rental history and references.

When faced with a tangible, urgent problem, like a
lack of affordable housing, it can seem idealistic,
or event futile, to suggest a solution as abstract
as the legislation of human rights. However,
doing so not only creates an obligation on
government to prioritise those typically excluded
– including Canberrans of migrant and refugee
background – when making policy and allocating
resources, but also provides courts, advocacy
organisations and even individuals with an avenue
through which to hold government accountable.
We look forward to the day when all economic,
social and cultural rights are included in
the ACT human rights ACT. Until then we will
keep agitating.

Australian Multicultural
Health Collaborative
OUR CULTURES OUR LANGUAGES OUR HEALTH

Join us in working together to address
health inequities and improve health outcomes
for multicultural communities!
Our members include:
multicultural health consumers,
health and wellbeing/social care services,
practitioners and researchers.

Find out more at www.multiculturalhealth.org.au
or email admin@multiculturalhealth.org.au
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FECCA STATE, TERRITORY
AND REGIONAL MEMBERS
AUSTRALIAN CAPITAL TERRITORY
ACT Multicultural Council
PO Box 5026 Chisolm ACT 2905
P: 0412 481 607
E: ngdavid001@gmail.com

NEW SOUTH WALES
Ethnic Communities’ Council of NSW
221 Cope St Waterloo NSW 2017
P: 02 9319 0288
F: 02 9319 4229
E: admin@eccnsw.org.au
W: www.eccnsw.org.au
Multicultural Communities’ Council of Illawarra
117 Corrimal Street Wollongong NSW 2500
PO Box 238 Wollongong NSW 2520
P: 02 4229 7566
F: 02 4226 3146
E: admin@mcci.org.au
W: www.mcci.org.au
Multicultural Council of Griffith
81 Koyoo Street Griffith NSW 2680
PO Box 2327 Griffith NSW 2680
P: 02 6964 4366
F: 02 6964 6364
E: multiculturalcouncilofgriffith@gmail.com
Multicultural Council Wagga Wagga
18 Station Place Wagga Wagga NSW 2650
P: 02 6921 6666
F: 02 6921 6669
E: multicultural@mcww.org.au
W: www.mcww.org.au
Young & District Multicultural Association
62 Redhill Road Young NSW 2594
PO Box 92 Young NSW 2594
P: 02 6382 4829
F: 02 6382 3575
E: josie_johnson53@yahoo.com.au
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Hunter Multicultural Communities
2a Platt Street, Waratah NSW 2298
P: 02 4960 8248
E: office@huntermulticultural.org.au
W: www.huntermulticultural.org.au

NORTHERN TERRITORY
Multicultural Council of the Northern Territory
Malak Shopping Centre
Shop 15, Malak Place Malak NT 0812
PO Box 299 Karama NT 0813
P: 08 8945 9122
F: 08 8945 9155
E: admin@mcnt.org.au
W: www.mcnt.org.au

QUEENSLAND
Ethnic Communities Council of Qld
253 Boundary Street West End QLD 4101
PO Box 5916 West End QLD 4101
P: 07 3844 9166
F: 07 3846 4453
E: administration@eccq.com.au
W: www.eccq.com.au
Ethnic Communities Council of Logan
PO Box 572 Woodridge QLD 4114
P: 07 3299 3377
F: 07 3402 3084
E: admin@eccl.org.au
W: www.eccl.org.au
Multicultural Communities Council Gold Coast
1 Dominions Road Ashmore QLD 4214
PO Box 345 Ashmore City QLD 4214
P: 07 5527 8011
F: 07 5527 8531
E: info@mccgc.org.au
W: www.mccgc.com.au

SOUTH AUSTRALIA
Multicultural Communities’ Council of South Australia
113 Gilbert St Adelaide SA 5000
P: 08 8345 5266
E: mccsa@mccsa.org.au
W: www.mccsa.org.au

TASMANIA
Multicultural Council of Tasmania
40 Melville Street, Hobart, TAS 7000
PO Box 798 Hobart TAS 7001
P: 03 6285 9907
E: office@mcot.org.au
W: www.mcot.org.au

VICTORIA
Ethnic Communities’ Council of Victoria
Suite 101, 398 Sydney Road, Coburg VIC 3058
P: 03 9354 9555
F: 03 9350 2694
E: eccv@eccv.org.au
W: www.eccv.org.au
Albury-Wodonga Ethnic Communities Council
151–153 High Street Wodonga VIC 3690
PO Box 920 Wodonga VIC 3689
P: 02 6024 6895
E: contact@awecc.org.au
W: www.awecc.org.au
Diversitat (Geelong Ethnic Communities’ Council)
153 Pakington Street, Geelong West VIC 3218
P: 03 5221 6044
F: 03 5223 2848
E: diversitat@diversitat.org.au
W: www.diversitat.org.au
Ballarat Regional Multicultural Council
145 Victoria St Ballarat East 3350
PO Box 1418 Bakery Hill VIC 3354
P: 03 5383 0613
E: admin@brmc.org.au
W: www.brmc.org.au
Ethnic Council of Shepparton & District
158 Welsford St Shepparton VIC 3630
PO Box 585 Shepparton VIC 3632
P: 03 5831 2395
F: 03 5831 3764
E: info@ethniccouncil.com.au
W: www.ethniccouncilshepparton.com.au

North East Multicultural Association
3 The Close Wangaratta, VIC 3677
PO Box 417 Wangaratta VIC 3676
P: 03 5721 2090
E: nema@nema.org.au
W: www.nema.org.au
Gippsland Ethnic Communities’ Council
PO Box 314 Moe VIC 3825
P: 03 5122 6714
E: drleegecc@gmail.com
W: gippslandethniccommunitiescouncil.websyte.com.au
Sunraysia Mallee Ethnic Communities’ Council
107-111 Twelfth Street Mildura VIC 3500
PO Box 1213 Mildura VIC 3502
P: 03 5022 1006
E: reception@smecc.org.au
W: www.smeccinc.org
Loddon Campaspe Multicultural Services
120 McCrae St Bendigo VIC 35
P: 03 5441 4288
E: info@lcms.org.au
W: www.lcms.org.au

WESTERN AUSTRALIA
Ethnic Communities Council of Western Australia
20 View Street, North Perth, WA 6006
P: 08 9227 5322
F: 08 9227 5460
E: admin@eccwa.org.au
W: www.eccwa.org.au

ASSOCIATE MEMBERS
National Ethnic Disability Alliance
PO Box 971 Civic Square ACT 2608
P: 02 6262 6867
W: www.neda.org.au

NON-MEMBER PARTNER
Canberra Multicultural Community Forum
Theo Notaras Multicultural Centre
2nd Floor, North Building
180 London Circuit
Canberra Civic ACT 2601
P: 02 6262 7060
E: chair.cmcf@gmail.com
secretary.cmcf@gmail.com
W: http://www.cmcf.org.au
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FECCA NATIONAL
EXECUTIVE MEMBERS

FECCA LIFE MEMBERS

Carlo Carli

Mr Nick Agocs

Chairperson

Mr Randolph Alwis AM

Peter Doukas
Senior Deputy Chairperson
Jill Morgan
Senior Deputy Chairperson: Women

Ms Eugenia Grammatikakis

Ms Eva Byrne OAM
Mr Victor Rebikoff OAM
Mr Anthony Restuccia
Mr Charles See Kee OAM
Prof Abd-Elmasih Malak AM

Dr Edwin Lourdes Joseph

Ms Beryl Mulder OAM

Hon Secretary

Ms Voula Messimeri AM

Emanuel Valageorgiou
Hon Treasurer
Andrew Ng
Deputy Chair/ACT MC President

Mr Russell Raymond OAM (C)
Mr George Wojak MBE (C)
Mr Wadim (Bill) Jegorow MBE (C) AM
Mrs Nina Skoroszewska
Mr Carl Harbaum MBE (C)

Peter Doukas

Mr John Gebhardt OAM

Deputy Chair/ECC NSW Chair

Mr Eddie Micallef

Dr Edwin Lourdes Joseph

Mr Joseph Caputo OAM

Deputy Chair/ MCNT President

Ms Marion Lau OAM

Alton Budd
Deputy Chair/ECCQ Chair
Miriam Cocking

Mr Pino Migliorino AM
Mr Ramdas Sankaran OAM
Mr Ricardo Viana
Professor Nick Xynias AO BEM

Deputy Chair/MCCSA Chair
Eddie Micallef
Deputy Chair/ECCV Chair
Suresh Rajan
Deputy Chair/ECCWA President
Datta Mahambrey
Deputy Chair/MCOT
Mary Patetsos
Hon President
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ABOUT FECCA
FECCA is the national peak body representing Australians
from culturally and linguistically diverse (CALD)
backgrounds. We provide advocacy, develop policy
and promote issues on behalf of our constituency to
government and the broader community. FECCA supports
multiculturalism, community harmony, social justice and
the rejection of all forms of discrimination and racism.
FECCA’s membership comprises state, territory and
regional multicultural and ethnic councils. FECCA has an
elected executive committee and a professional national
secretariat implementing policies and work programs on
behalf of its membership and stakeholders.
For more information and to read more about FECCA’s
policies and program, please visit our website:
www.fecca.org.au. Alternatively, please contact the FECCA
office on (02) 6282 5755, or email: admin@fecca.org.au.

BECOME INVOLVED

VISIT OUR WEBSITE
WWW.FECCA.ORG.AU

COMMENT ON OUR POLICY
RECOMMENDATIONS

FIND OUT WHAT WE DO, READ OUR
SUBMISSIONS, LET US KNOW ABOUT
ISSUES THAT CONCERN YOU

SHARE INFORMATION ON YOUR OWN
ORGANISATION’S WORK RELEVANT TO
CALD COMMUNITIES

JOIN OUR MAILING LIST TO RECEIVE FECCA UPDATES, ELECTRONIC NEWSLETTERS
AND INFORMATION ON UPCOMING EVENTS

FIND US ON TWITTER AND FACEBOOK AND KNOW MORE
ABOUT OUR ACTIVITIES, TOPICAL ISSUES, COMMUNITY INITIATIVES,
CURRENT GOVERNMENT INQUIRIES, LEARN ABOUT THE WORK OF
OUR POLICY COMMITTEES, FIND OUT ABOUT CONFERENCES
THAT ARE COMING AND SHARE TO THE COMMUNITY!
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ADVERTISING IN
AUSTRALIAN
Advertising in Australian Mosaic enables broad
reach to an influential audience and the ability
to effectively spread the message about your
organisation’s work with CALD communities.
Advertising costs as little as $350 + GST for
a quarter page full colour placement or up to
$1000 + GST for a full page colour placement.
Advertising in Australian Mosaic supports the
work of FECCA in promoting the interests of
CALD communities, strengthening Australian
society as a whole.
Size

Full colour advertisement

Full page (A4)

$1000 +GST

Half page (A5)

$650 +GST

Quarter page

$350 +GST
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