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Foreword
I am pleased to present Towards Culturally Appropriate and Inclusive

Services, a Co-ordinating Framework (2014—2018) which is intended to guide
ACT Health in enhancing our response to cultural and linguistic diversity in the
context of the ACT Government commitment to multiculturalism.
The 2011 Census indicated that almost one quarter (24 per cent) of ACT usual
residents were born overseas. 87 percent of people who spoke a language
other than English at home spoke English “very well” or “well”. English
proficiency for 12 per cent was, however, rated as “not well” or “not at all”.

International and local evidence indicates that people from culturally and
linguistically diverse (CALD) backgrounds and people with low English
proficiency may have poorer health outcomes and are at greater risk of
adverse incidents arising from their health care. In the USA, for example,
communication problems have been shown to be the most frequent cause of serious incidents reported
to the Sentinel Event Database of the Joint Commission (a body similar to the Australian Commission on
Safety and Quality in Health Care). Research also indicates that people with low English proficiency may
experience longer hospitalisation compared to English speaking patients with the same clinical condition,
leading to increased incidence of line infections, surgical infections, falls and pressure ulcers.
The Framework focuses on four key areas: improving data collection; delivering culturally safe and
appropriate services and information; engaging CALD consumers in providing feedback and participating
in service planning and review; and developing organisational cultural competence.
The Framework provides specific references to each of the ten new Australian National Safety and
Quality Health Service Standards which will require the organisation to provide evidence of its
responsiveness to CALD issues.
ACT Health is a unique health service organisation in that, in addition to providing clinical services, the
organisation is responsible for a range of public, environmental, health promotion and preventative health
services. The Framework therefore identifies key focus areas for supporting action across all operational
areas, together with a range of implementation and reporting mechanisms designed to embed cultural
responsiveness throughout the organisation.
It is also important to acknowledge that our staff is as culturally diverse as those who access our services.
The Framework highlights the need to support and draw upon the skills of staff from CALD backgrounds.
I am grateful to the many internal and external stakeholders who, through an extensive consultation
process, provided valuable insights and contributions to the development of this Framework.

Dr Peggy Brown
MB, BS (Hons) FRANZCP
Director-General
ACT Health

2

1.

The Co-ordinating Framework

This document articulates the ACT Health operational response to ACT Government multicultural policy
and is consistent with the Multicultural Strategy (2010—13) and the languages policy, Many Voices (2012—16).
It is anticipated that, in its broad direction and principles, it will be consistent with the next version of the
Multicultural Strategy to be developed in 2014.
The Multicultural Health Policy Unit (MCHPU) has developed this document through an extensive internal
and external consultation process. Organisations consulted are listed at Appendix 4.

1.1

Purpose

The purpose of this document is to provide a co-ordinating framework to guide ACT Health in delivering
culturally appropriate and inclusive services and information, based on national and international best practice.
The overarching aim of the Framework is to further develop ACT Health as a culturally competent
organisation. The following characteristics have been identified in a range of literature reviews:
A culturally competent health service:
1

Demonstrates organisational leadership in and commitment to multicultural health services.

2

Monitors and develops an understanding of the health needs of its local culturally and
linguistically diverse (CALD) communities.

3

Collects and reports on data on health services usage by people from CALD communities.

4

Delivers services and information which are accessible in culturally safe and appropriate ways
to people from CALD communities.

5

Facilitates the participation of people from CALD backgrounds in feedback, service planning
and improvement.

6

Develops and maintains the linguistic and cultural competencies of the health service.

7

Engages actively with government, other public and private health service providers, and nongovernment organisations to improve multicultural services.

These characteristics form the objectives of the Framework which are intended to enhance and improve
the cultural competence of the organisation. These objectives will be pursued through co-ordinated action
in key focus areas for supporting action outlined in Section 6.
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Recognising that all clinical and non-clinical operational areas of the organisation are required to respond
to cultural and linguistic diversity, the Framework provides a single point of reference and a consolidated
central ‘matrix’ which:
• Identifies key characteristics of a culturally competent health service and
• Proposes implementation measures to embed cultural responsiveness across the organisation (Section 1);
• Establishes background and context (Section 2);
• Identifies the current local and national drivers for an enhanced focus on this domain (Section 3);
• Provides an overview of the concepts of organisational cultural competence and health literacy and
summarises the evidence for health service responsiveness to the needs of CALD communities,
patients, carers and consumers (Section 4);
• Establishes guiding principles (Section 5);
• Proposes key focus areas for supporting actions many of which are already being implemented across
the organisation (Section 6); and
• Enables the organisation to identify gaps or barriers and report with confidence on progress.
The Framework is consistent with the goals and underlying principles of a range of national and Territory
policies, plans, standards and legislation. A list of these documents is at Appendix 3.
The Framework has itself been developed drawing on the available evidence (see References), including
but not limited to:
• Literature Review—
 Best Practice in Multicultural Policy Implementation (Queensland Health, 2012)
• Cultural Competency in health: A guide for policy, partnerships and participation (NHMRC, 2006)
• Cultural responsiveness framework — Guidelines for Victorian health services (Victorian Government,
Department of Health, 2009)
• 	An Investment, Not an Expense — Enhancing health literacy in culturally and linguistically diverse
communities (Ethnic Communities’ Council of Victoria Inc, 2012)
• Promoting the engagement of interpreters in Victorian health services (Foundation House, 2013)
• Improving Patient Safety Systems for Patients with Limited English Proficiency: A Guide for Hospitals
(Agency for Healthcare Research and Quality, USA, 2012)
• Improving Health Equity Through Data Collection and Use: A Guide for Hospital Leaders (Chicago,
Health Research & Educational Trust, 2011).
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1.2

Implementation

As a co-ordinating framework, this document is not necessarily prescriptive. Implementation of
supporting actions proposed within the Framework will occur through the following mechanisms,
summarised at Figure 1.
Whilst the MCHPU will play an important role in co-ordinating, advising and advocating on these issues
across the organisation, the challenge of responding to an organisational commitment to deliver services
and information which respond to cultural and linguistic diversity will, of necessity, rest with Executive
Directors and, through them, with Divisions and Branches.

1.2.1

ACT Health Corporate Plan and Annual Corporate Business Plans

The highest level direction is provided by these documents which will clearly articulate the expectation that:
“In relation to patients and consumers from culturally and linguistically diverse backgrounds, all Divisions
work with the MCHPU, with reference to the Co-ordinating Framework, to:
• improve data collection;
• deliver culturally safe and appropriate services and information;
• engage CALD consumers in providing feedback and participating in service planning and review; and
• develop the cultural competence of all staff.”

1.2.2

Annual Business Plans of Divisions/Branches/Work Units

Divisions, Branches and Work Units will embed appropriate supporting actions proposed within and
referenced to the Framework in annual business plans.
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1.2.3

Staff Performance Plans

The cascading hierarchy of performance plans established with Executive Directors, Managers and staff
will include responsibility for relevant agreed supporting actions proposed within the Framework.

1.2.4

Organisational Policies

The Framework will inform the development of relevant policies and standard operating procedures
(SOPs) which clearly articulate staff responsibilities.

1.2.5 The Organisation-wide Standards Groups and Accreditation
The Australian National Safety and Quality Health Service Standards require organisational responses
which are inclusive of CALD issues (see 6.4.4). The Standards Groups which have been established across
the organisation will take the lead on implementation related to these issues.

1.2.6

Quality Improvement Projects

Work areas may consider registering and documenting initiatives taken in relation to the Framework as
quality improvement projects.

1.2.7

Organisational Strategies and Plans

The Framework provides a mechanism for the consideration of CALD perspectives in the further
development of other organisational strategies and plans, including models of care and service plans.

1.2.8 Staff Development
The Framework identifies particular staff development needs in developing the cultural competence of
staff, and supporting staff from CALD backgrounds. The People, Strategy and Services Branch will take the
lead on developing appropriate initiatives.
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1.2.9

The Multicultural Health Policy Unit (MCHPU)

The Unit will take direct responsibility for supporting actions allocated to it in the Framework, and will
support and advise on implementation issues across the organisation.
Figure 1:

ACT GOVERNMENT
Multicultural Strategy

Languages Policy

ACT Health
Provides high level strategic direction

Corporate Plan
includes commitment
to working with cultural
and linguistic diversity

Annual Corporate
Business Plans
require work areas to
implement agreed
initiatives relating to
cultural and
lingusitic diversity

Multicultural Co-ordinating Framework
Central reference point for direction, guidance and support on
working with cultural & linguistic diversity (clinical and non-clinical).
Evidence
Drivers
Best Practice
Principles
Objectives
Key focus areas for
supporting action
Identified lead
areas

People from CALD
backgrounds

1.3

Organisation-wide implementation
Occurs within Divisions/Branches/Work Areas,
informed by and referenced to the Framework
Annual Business Plans
Executive/Staff Performance Plans
Quality Improvement Projects
Staff Development/Training

Policies and SOPs
ACT Health Strategies & Plans
Accreditation
Organisaion-wide
Standard Groups

CALD community
organisations

Service Providers

Monitoring and Reporting on Progress

Achievements against the objectives and progress in implementing the supporting actions proposed
within the Framework will be captured in a series of qualitative reports.
The reports will be coordinated by the MCHPU with input from Divisions and Branches and provided to
the Executive Council and the Executive Directors’ Council. The reports will also be published on the
Internet and Intranet. A communications strategy, targeting CALD communities and organisations will be
developed to inform them of ACT Health multicultural health initiatives.
It is proposed that for the first two years, the reports are provided six monthly and annually after that.
In addition, an evaluation framework will be developed, assisted by Research and Evaluation (Population Health).
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2.1

Background

A multicultural, multilingual ACT

The ACT is enriched by the presence and contribution of its Aboriginal and Torres Strait Islander residents,
together with a large number of CALD communities. Canberrans come from over 200 different countries.
The following key points are derived from a fact sheet prepared by the ACT Demographer. The full text
can be found at Appendix 1.

The overseas born population
The 2011 Census shows that almost one-quarter (86,324 people or 24 per cent) of ACT usual residents
were born overseas. Over half (59 per cent) of these people had lived in Australia for at least 15 years.
European birthplaces (54 per cent) dominated for these longer-term residents with only 26 per cent born
in Asian countries.
Nearly one-quarter (24 per cent) of overseas born residents of the ACT arrived in Australia since 2005
(19,758 people), with 2009 the peak year. In every year, Asian-born people represented more than half of
overseas born ACT residents who arrived during this period.

Changes to migration patterns
Over the decade to 2011, the fastest increase in overseas born people counted in the ACT was for people
born in Iraq (up 300 per cent) from 80 people in 2001, to 320 people in 2011. Next fastest growth was for
people born in India (up from 1,814 people to 5,927 people by 2011) and people born in China (up from
2,045 people to reach 6,585 people by 2011). The number of people born in South Korea also increased
rapidly, from 647 people in 2001 to 1,556 people in 2011.
While numbers of people from 10 birthplaces declined over the decade, including 953 fewer people from
the United Kingdom, large increases in the numbers of people from other areas occurred. These included
the already mentioned South Korea, China and India, but also an increase of 1,018 people born in the
Philippines, 860 people from Sri Lanka, 772 people from Vietnam, 728 people from South Africa and
more than 500 people from both the United States of America and Malaysia.

English language proficiency
Over the decade to 2011, there was an increase of 2,453 people who spoke a language other than English at
home and spoke English not well or not at all. The increase of 1,257 people aged less than 15 years in this
category accounted for more than half the total growth.
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2.2

The ACT Health Response

The consumers of ACT Health services and information, and the staff of ACT Health reflect this cultural
and linguistic diversity. It is therefore a priority for the organisation to provide services that are
appropriate and responsive to the needs of CALD communities.
Appendix 2 provides information about the cultural and linguistic diversity of consumers of ACT Health services,
as derived from data relating to the use of the Commonwealth Translation and Interpreting Service (TIS).
A commitment to responding to cultural and linguistic diversity has been embedded across the
organisation in relation to the particular health needs of Aboriginal and Torres Strait Islander people.
This is illustrated by: the organisational support provided by the Aboriginal and Torres Strait Islander
Health Policy Unit; the engagement of Aboriginal and Torres Strait Islander Liaison Officers at the Canberra
Hospital and in Mental Health and Alcohol and other Drug Services; the Reconciliation Action Plan; and the
Aboriginal and Torres Strait Islander Health Workforce Plan 2013—18.
Across the organisation there have also been achievements in relation to serving CALD communities:
• Ongoing liaison with and support provided by the ACT Office for Multicultural Affairs.
• The establishment of a Migrant Health Unit which provided in-house interpreting services in a range of
languages and cross cultural awareness and competency training in the period 1984—2013.
• The provision of health promotion grants to a range of CALD community organisations.
• The introduction of a Medicare Ineligibles Policy.
• Consultation with Pacific Islander Communities on an exemption for the National Multicultural Festival
on the use of kava.
• Funding of a multicultural liaison officer within the Health Care Consumers’ Association to advise on
issues in relation to the Health Infrastructure Program.
• Publication of a range of printed resources in languages other than English, for example:
– food safety information (food safety guide for food businesses, food stall guidelines and a number
of food safety posters) in languages other than English; and
– general breast screening information brochures.
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A Migrant Health Unit (MHU) had been established in 1984 as a result of the adoption of the Migrant
Health Care Policy Statement by the then Capital Territory Health Commission. The aims of the MHU
were to assist overseas born ACT residents to effectively access health services and to improve their
understanding of health issues. The service employed four part time interpreters for up to seven
languages, most recently Spanish, Croatian, Bosnian, Serbian, Mandarin, Cantonese, and Vietnamese.
The MHU has, in the past, delivered a number of other services including cross cultural training for
ACT Health staff and a range of multicultural projects.
In response to feedback from the community and ACT Health staff, an extensive and consultative review
of the role and functions of the MHU was initiated in February 2011. ACT Health recognised there had
been minimal changes to the languages of interpreters over the past two decades, despite changing
demographics of the ACT.
Subsequent to the review, the new MCHPU within the Policy and Government Relations Branch (Strategy
and Corporate Division) was established and commenced on 1 July 2013.
It is intended that the MCHPU facilitates an organisation-wide approach to multicultural health issues so
that culturally and linguistically appropriate services and information are a focus not only in clinical areas,
but across the organisation, including preventive health and health promotion and public health services
delivered through the Population Health Division.
The MCHPU will therefore operate in a similar way to and apply the valuable lessons learned by the
Aboriginal and Torres Strait Islander Health Policy Unit. The two Units will work closely in further
developing the broader cultural competence of the organisation.
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3.	Driving Influences

The following drivers have influenced the establishment of the MCHPU and the development of
this Framework.

3.1

Organisational Values

An organisation-wide commitment to and focus on multicultural health issues aligns with the
organisational values of Care, Excellence, Collaboration and Integrity, along with the ACT Public Service
values of Respect, Integrity, Collaboration and Innovation.
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3.2 ACT Government Policy and Legislation
aCT Government policy and legislation requires that public sector agencies and services provide
equitable access to people from CaLd backgrounds, including the: Health Act 1993; Mental Health Act
2015 ; Discrimination Act 2001; and Human Rights Act 2004 (in particular, Section (8) Recognition and
equality before the law, and Section (10) (2) Consent to medical treatment).
As an employer, ACT Health has responsibilities in relation to the employment of CALD staff under the
Human Rights Act 2004 and the Discrimination Act 2001.
The organisation has particular responsibilities in the ACT Government Multicultural Strategy (2010—13)
and Many Voices, the new Languages Policy (2012—16).

3.3 Australian Charter of Healthcare Rights
The Charter1, adopted by all Australian governments in 2008, identifies communication as one of seven
rights and includes working with credentialed interpreters as a strategy in guidance material to support
both users and providers of healthcare services. Providers are advised to ‘make all reasonable efforts to
afford access to services such as interpreters to assist with clear information’.

3.4 Australian Safety and Quality Framework for Health Care
The Framework2, adopted by all Australian governments in 2010, specifies three core principles for safe and
high-quality care: consumer centred; driven by information; and organised for safety. Area for action 1.4
states that health care providers should ‘provide care that respects and is sensitive to different cultures’.

3.5	The Australian National Safety and Quality Health
Service Standards
Each of the ten new Australian National Safety and Quality Health Service Standards3, developed by the
Australian Commission on Safety and Quality in Health Care, will require the organisation to provide
evidence of its responsiveness to CALD issues.
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4. The Evidence for Action

For people from CALD backgrounds, improved health and wellbeing, together with quality outcomes in
relation to health services, are linked to the:
• health literacy of individuals and the extent to which health care organisations contribute to increased
health literacy; and
• cultural competence of health care organisations and their commitment to provide services and
information in culturally and linguistically sensitive, appropriate and safe ways.

4.1

Health literacy

Health literacy can be defined as “the degree to which individuals have the capacity to obtain, process
and understand basic health information and services needed to make appropriate health decisions”
(Ethnic Communities’ Council of Victoria).
Limited health literacy is an issue Australia-wide. In 2006, 59% of Australians were found to have
inadequate health literacy. Limited health literacy is disproportionally found in older adults, those with
lower levels of education, as well as in lower socioeconomic and CALD communities.
In 2009 the Australian Bureau of Statistics reported that only 33% of people born overseas had adequate
or better health literacy, compared to 43% of the Australian-born population. This figure dropped to
27% for those who had arrived in Australia in the previous five years and to 26% for people whose first
language was not English4.
People with inadequate health literacy have limited ability to search for and use health information,
make informed decisions or maintain their basic health5. Research demonstrates that there are strong
correlations between low health literacy/limited English proficiency (LEP) and less healthy behaviours,
poorer self management of chronic conditions, higher rates of hospitalisation, difficulty communicating
with providers, and poorer health status in general6. Research also indicates that increasing health literacy
is likely to reduce health costs through the prevention of illness and chronic disease7.

4.2

Cultural Competence

For an individual employed within a health service organisation, cultural competence is the ability to
interact comfortably with, and provide services and information effectively to people from a wide range
of ethnic/cultural and linguistic backgrounds. Cultural competence includes the ability to overcome
language barriers and work successfully with LEP patients/consumers. At an organisational level, cultural
competence requires policies and systems that support and facilitate individual cultural competence
and support workplace diversity8. In health care, cultural competence includes an awareness of and
responsiveness to differing cultural values and beliefs in relation to health and illness, the responsibilities
of the individual and the health care provider, and to the health system overall9.
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4.3 Risks of Inaction
A health care organisation that does not focus on improving health literacy and its cultural competence,
exposes itself and its service users to a number of risks 10, including but not limited to:
• Longer length of hospital stays for LEP consumers when accredited interpreters were not used at
admission and/or discharge 11 12 13;
• Increased incidents arising from the non-use or inappropriate use of accredited interpreters (leading
to potential litigation)14;
• Increased incidence of line infections, surgical infections, falls and pressure ulcers due to LEP patients’
longer hospital stays compared to English speaking patients with the same clinical condition15;
• Increase in surgical delays and/or readmission due to LEP patients’ greater difficulty in understanding
information/instructions in relation to: preparing for a procedure; managing the condition;
compliance with medication regimes16 17; recognising symptoms which should prompt return to care
or follow up18 19;
• Inadequate response to mental health issues of refugees and CALD communities due to stigma and
other barriers;
• Failure to communicate identified environmental and other public health risks to communities at risk;
• Excluding CALD communities from mainstream health promotion and preventative health
initiatives20; and
• Poorer health outcomes for people from CALD communities21 22.
These risks can, to some extent, be mitigated though comprehensive strategies to:
• Engage accredited interpreters and not use family members, children and unaccredited bilingual staff
(except in defined circumstances) to interpret on health or medical issues 23 24 25;
• Increase LEP patient understanding of medical condition(s), treatment plans, discharge instructions,
and potential complications and how to respond;
• Take accurate and complete medical and medication history;
• Avoid potentially serious medication errors and enable LEP patient compliance with effective and
proper use of medications;
• Ensure proper preparation for tests or procedures;
• Obtain documented and unambiguous consent; and
• Communicate and consult meaningfully with CALD communities on public health, health promotion
and preventative health initiatives.

For interpreting
services, please call
the Translating and
Interpreting Service
(TIS) on 131 450.
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4.4 Benefits of Action
A health care organisation that commits to a focus on improving health literacy and its cultural
competence brings benefits to: patients/consumers; staff; and the health system.

For patients/consumers— the ability to:
• understand the information imparted by staff;
• ask questions about their condition, the proposed treatment or procedure and risks associated with it;
• make an informed choice and provide informed consent before treatment;
• understand their options in relation to their personal management of health and wellbeing;
• respond to environmental and public health information, and health promotion messages; and
• achieve optimal health outcomes26.

For staff — the ability to:
• facilitate accurate diagnosis;
• improve patient/consumer understanding of and adherence to medication and treatment plans27;
• offer health promotion and prevention programs28 29; and
• ensure information on health risks and associated regulation, such as food safety, is available in
languages other than English.

For the health care system – a range of efficiencies and cost/risk reduction, including:
• reduction of readmission rates and length of stay30;
• savings in staff time;
• prevention of misunderstandings which could result in litigation;
• savings in unnecessary diagnostic tests and procedures 31; and
• improving safety and reducing adverse events, e.g. incorrect patient identification, incorrect
procedures, and postponement of procedures due to incorrect administration of medication32 33.
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5. Guiding Principles

The following principles have been referenced in the development of this Framework. They should also be
considered in the implementation of the proposed key focus areas for supporting action (Section 6).

5.1

Access and Equity

ACT Health recognises that different population groups, such as CALD communities, experience inequities in
access to health care services and, through this Framework, will continue to work to reduce these inequities.
The allocation by the organisation of its resources will not raise further barriers to access and equity.

5.2 Acknowledging Diversity within Diversity
ACT Health acknowledges that there will be diversity within a particular CALD community.
Although cultural beliefs, values and norms can shape a community, individuals within a community
will differ in the extent that they live out or accept these values. An individual may not fit into a predetermined cultural box or stereotype. In delivering culturally inclusive services, ACT Health will recognise
and respond to the needs of individuals.

5.3 Human Rights
Underpinned by the human rights principles outlined in the ACT Human Rights Act 2004, the Framework
recognises basic human rights such as the right to be treated with dignity and respect, and the importance
of empowering people to participate directly in decisions about their health and wellbeing.

5.4 Evidence-based Policy and Practice
The use of evidence-based research, analysis and evaluation supports the development of informed policy
decisions. New approaches to multicultural health issues should integrate the best available evidence with
professional, community and peer-based expertise.
The Framework has itself been developed drawing on the available evidence (see 1.1 above).
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5.5 Prevention
The Ottawa Charter for Health Promotion34 and the Jakarta Declaration35 define health promotion as the
process of enabling people to increase control over and to improve their health. Health promotion includes
chronic disease prevention through promotion of healthy lifestyles, education, social inclusion and advocacy.
Effective health promotion recognises the political, economic, social, cultural, environmental, behavioural
and biological determinants of health. ACT Health acknowledges its responsibility and the particular
challenges in providing cultural and linguistic inclusivity in health promotion and preventative health.

5.6 Patient Centred Care
Patient centred care is ‘an approach to the planning, delivery, and evaluation of healthcare that is
grounded in mutually beneficial partnerships among healthcare providers, patients and families’
(Australian Commission on Safety and Quality in Health Care 2011).
There is a large body of evidence that such strategies can lead to improvements in the safety and quality
of care, as well as in health care outcomes. ACT Health will ensure that its approach to patient centred
care is inclusive of CALD communities.
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6. Key Focus Areas for Supporting Action

The evidence strongly suggests that leadership and management commitment have been identified as
necessary to achieve organisational cultural competency.
The MCHPU will play a co-ordinating and monitoring role in working towards achievement of the
Framework objectives through the aims and supporting actions below, acknowledging that success
relies on working collaboratively with ACT Health Divisions and Branches, government agencies, nongovernment organisations, public health practitioners, public health officers, clinicians, policy officers,
researchers and educators.

6.1	Demonstrate organisational leadership in and
commitment to multicultural health services
Aims:
6.1.1
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Organisational
leadership
promotes and
supports a
commitment
to responding
appropriately
to cultural and
linguistic diversity.

Key focus areas for supporting actions:

Lead area:

a. Express a commitment to cultural and
linguistic diversity in the highest level
organisational strategic documents
(including Corporate Plan and Annual
Corporate Business Plan).

• Executive Council

b. Include responsibility for agreed
supporting actions proposed in this
Framework in Performance Agreements
with Executive Directors.

• Director-General
• Deputy DirectorsGeneral

c. All Divisions and Branch Business Plans
incorporate relevant supporting actions
suggested within this Framework.

• Deputy DirectorsGeneral
• Executive
Directors

d. All Executive Directors identify a senior
staff member to be their Multicultural
Health Delegate to facilitate communication
on these issues with the MCHPU and across
the organisation.

• Executive
Directors

e. Provide a six monthly qualitative report
on progress towards implementation of
this Framework to Executive Council.
Executive Council to provide high level
direction to address any gaps or issues of
non-implementation.

• MCHPU
• Executive Council

Aims:
6.1.2

6.1.3

Potential impacts
on CALD
consumers are
considered in the
course of clinical
and non clinical
policy or strategy
development.

Progress is
reported on
specific initiatives
targeting CALD
communities
identified within
ACT Health
framework/
strategic
documents (e.g.,
Primary Health
Care Plan, Chronic
Disease Plan, etc.).

Key focus areas for supporting actions:

Lead area:

a. The Policy Development Toolkit supports
authors to consider CALD impacts.

•

b. Authors of policy and strategic framework
documents consider and are provided with
advice on potential CALD impacts.

• All Divisions
(monitored by
Policy Advisory
Committee and
supported by
MCHPU)

c. Templates and Guidelines for the
development of service plans and models
of care encourage authors to consider
potential CALD impacts.

• Service and Capital
Planning

d. Consult with CALD communities as appropriate
in the development of policies, plans and
strategies, as outlined in Engaging Canberrans
– A guide to community engagement (Section
7.14 Engaging with culturally and linguistically
diverse communities).

• All Divisions

a. Develop reporting mechanisms on the
progress of CALD related initiatives
identified in framework documents, to be
included in ACT Health Annual Reports.

• MCHPU and
‘owners’ of
organisational
framework/
strategic
documents

Quality and Safety
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6.2	Monitor and develop an understanding of the health
needs of CALD communities within the ACT
Aims:
6.2.1

Information
is available on
particular health
needs of CALD
communities to
better inform
service delivery
and planning.

Key focus areas for supporting actions:

Lead area:

a. Explore and implement, where feasible,
systems to collect data and report on health
issues that may be prevalent in particular
CALD communities.

• MCHPU

b. Monitor national and international research
and disseminate evidence for effective
multicultural health care.

• MCHPU

c. Develop cultural profiles of ACT CALD
communities for the use of staff (including
demography, migration history, broad cultural
beliefs, concepts of health and illness, etc.).

• MCHPU

d. Include, where possible, CALD data in the
biennial Chief Health Officer’s Report and other
publications of the Epidemiology Section.

• Population Health
(Epidemiology)

• Population Health
(Epidemiology)

6.3	Collect and report on data on ACT Health services
usage by people from CALD communities
Aims:
6.3.1
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Data is available
on usage by CALD
communities of
health and other
organisational
services to better
inform and improve
service delivery.

Key focus areas for supporting actions:

Lead area:

a. Explore and implement, where feasible,
systems that identify CALD patients/consumers.

• Performance
Information

b. Develop and maintain systems to collect and
report on CALD health services usage data.

• Performance
Information

c. Improve systems that capture particular
CALD issues on clinical and medical records
(e.g., documentation of consent, issues
around discharge, etc.) (see 6.4.3 below).

• Clinical Records
Service

6.4	Deliver services and information which are accessible
in culturally safe and appropriate ways to people from
CALD communities, and increase health literacy
Aims:
6.4.1

6.4.2

Staff meet their
obligations and
responsibilities
to use accredited
interpreters
(including Auslan).

CALD consumers
have access
to written
information.

Key focus areas for supporting actions:

Lead area:

a. Review current policies relating to
interpreters.

• MCHPU

b. Establish a Tier – 1 Interpreter Policy
applicable across the organisation.

• MCHPU

c. Monitor and report on interpreter use
(including regular audits).

• MCHPU

d. Develop materials/training programs to
support staff in the promotion and use
of interpreters.

• MCHPU

e. Develop materials to promote the availability
of interpreters for patients/consumers.

• MCHPU

f. Develop organisational policy on the
appropriate use and support of bilingual
workers (see 6.6.1 below).

• MCHPU

a. Establish and maintain a register of materials
available in languages other than English.

• MCHPU

b. Establish a resource centre within the office
of the MCHPU.

• MCHPU

c. Promote the availability of electronic materials
and resources from other jurisdictions (e.g.,
Queensland Health Multicultural Service, Health
Translations Victoria).

• MCHPU

d. Develop a toolkit to support operational
areas in best practice translation of
health resources.

• MCHPU

e. Consult with and act on feedback from
consumers on patient information
distributed by the organisation (Australian
National Safety and Quality Health Service
Standard 2.4).

• Executive
Directors

f. Develop a multicultural health section within
the external internet with information on:
• The ACT health system
• Access to services
• Availability of interpreters and written resources.

• MCHPU

• People, Strategy
and Services

• Communications
and Marketing
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Aims:
6.4.3
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Staff have
information readily
available on CALD
issues to assist
with culturally
appropriate
service delivery.

Key focus areas for supporting actions:

Lead area:

a. Develop a multicultural health section within
the intranet including information on:
• Policies and procedures
• National and international best practice
• Cultural community profiles
• Health information and resources in
languages other than English.

• MCHPU
• Communications
and Marketing

b. Develop and deliver training (including
e-learning) to support staff in working
appropriately with cultural and linguistic
diversity (see 6.6 below).

• People Strategy
and Services
• MCHPU
• Aboriginal &
Torres Strait
Islander Health
Policy Unit

Aims:
6.4.4

The response to
the Australian
National Safety
and Quality Health
Service Standards
includes systemic
consideration of
and responses to
CALD issues.
(Note: numbers in
this section refer to
numbers used in
the Standards).

Key focus areas for supporting actions:

Lead area:

a. Standard 1: Governance
Ensure consideration of CALD perspectives with
reference to the requirements of this standard:
• Information on patient rights is provided
and explained to patients and carers (1.17.1)
• Systems are in place to support patients
who at risk of not understanding their health
care rights (1.17.3)
• Patients and carers are partners in the
planning for their treatment (1.18.1)
• Mechanisms are in place to monitor and
improve documentation of informed
consent (1.18.2)
• Mechanisms are in place to align the
information provided to patients with their
capacity to understand (1.18.3)
• Patients and carers are supported to
document clear advance care directives and/
or treatment limiting orders (1.18.4)
• Data collected from patient feedback
systems are used to measure and improve
health services in the organisation (1.20.1) –
(see 6.5.1 below).

• Governance
Standard Group

b. Standard 2: Partnering with Consumers
Ensure consideration of CALD perspectives with
reference to the requirements of this standard:
• Consumer partnership in service planning
(2.1-2.4)
• Consumer partnership in designing care
(2.5-2.6)
• Consumer partnership in service
measurement and evaluation (2.7 – 2.9).

• Partnering with
Consumers
Standard Group

c. Standard 3: Preventing and Controlling
Healthcare Associated Infections
Ensure consideration of CALD perspectives with
reference to the requirements of this standard:
• Information on healthcare associated
infections is provided to [limited English
proficiency (LEP)] patients, carers,
consumers and service providers (3.19).

• Preventing and
Controlling
Healthcare
Associated
Infections
Standard Group
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Aims:
6.4.4

continued

Key focus areas for supporting actions:

Lead area:

d. Standard 4: Medication Safety
Ensure consideration of CALD perspectives with
reference to the requirements of this standard:
• Take an accurate medication history when a
[LEP] patient presents or as early as possible
in the episode of care, which is then available
at the point of care (4.6).
• Provide current medicines information
to [LEP] patients in a format that meets
their needs whenever new medicines are
prescribed or dispensed (4.15).

• Medication Safety
Standard Group

e. Standard 5: Patient Identification and
Procedure Matching
Ensure consideration of CALD perspectives with
reference to the requirements of this standard:

• Patient
Identification
and Procedure
Matching
Standard Group

In particular whether a CALD and/or limited
English proficiency identifier would be appropriate.
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f. Standard 6: Clinical Handover
Ensure consideration of CALD perspectives with
reference to the requirements of this standard:
• The workforce has access to documented
structured processes for clinical handover
that include … being aware of the clinical
context and patient needs [i.e., need for an
interpreter, etc.] (6.2.1)
• Mechanisms to involve a patient and, where
relevant, their carer in clinical handover are
in use (6.5.1).

• Clinical Handover
Standard Group

g. Standard 7: Blood and Blood Products
Ensure consideration of CALD perspectives with
reference to the requirements of this standard:
• Mechanisms are in place to provide
information to [LEP] patients about blood and
blood product use and possible alternatives
in a format that can be understood by [LEP]
patients and carers (7.10).

• Blood and
Blood Products
Standard Group

Aims:
6.4.4

continued

Key focus areas for supporting actions:

Lead area:

h. Standard 8: Pressure Injuries
Ensure consideration of CALD perspectives with
reference to the requirements of this standard:
• Mechanisms are in place to provide
information on prevention and management
of pressure injuries to high risk [LEP]
patients and carers in a format that is
understood and meaningful (8.9).

• Pressure Injuries
Standard Group

i. Standard 9: Recognising and Responding to
Clinical Deterioration
Ensure consideration of CALD perspectives with
reference to the requirements of this standard:
• Mechanisms are in place to ensure [LEP]
patients, families and carers are informed
about and are supported so that they
can participate in clinical deterioration
recognition and response systems and
processes (9.7)
• Mechanisms are in place to enable [LEP]
patients, families and carers to initiate an
escalation of care response (9.9).

• Recognising
and Responding
to Clinical
Deterioration
Standard Group

j. Standard 10: Falls Prevention
Ensure consideration of CALD perspectives with
reference to the requirements of this standard:
• Mechanisms are in place to develop falls
prevention plans in partnership with [LEP]
patients and carers.

• Falls Prevention
Standard Group

6.4.5

Reporting and
investigation of
clinical incidents
identifies and
responds to factors
to which inadequate
communication
with LEP patients
may have contributed.

a. Investigate and implement where feasible,
systems to improve the identification of and
response to CALD and LEP issues in incident
reporting and investigation.

• Clinical
Governance

6.4.6

Increased CALD
participation in
immunisation
and screening
programs.

a. Support efforts under the ACT
Immunisation Strategy to increase
vaccination rates in CALD communities,
particularly in relation to hepatitis B.

• Population Health
(Health Protection
Service)

b. Develop strategies to increase
CALD participation in a range of
screening programs.

• BreastScreen
ACT/NSW
• Cervical Screening
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Aims:
6.4.7

6.4.8

6.4.9
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The prevention
and management
of blood borne
viruses and sexually
transmissible
infections (STIs)
includes initiatives
targeting CALD
communities.

Organisational
health promotion
and preventative
health initiatives
are inclusive of and
accessible to CALD
communities.

Public health services
are delivered
in culturally
appropriate ways.

Key focus areas for supporting actions:

Lead area:

a. Support CALD initiatives under the ACT
HIV/AIDS, Hepatitis C and STIs Framework
and relevant National Strategies.

• Policy and
Government
Relations

b. Support targeted sexual health and blood
borne virus screening activities.

• Canberra Sexual
Health Centre
• Policy and
Government
Relations
• Community
partners

c. Develop initiatives to respond to high
prevalence of hepatitis B in identified
CALD communities.

• Canberra Sexual
Health Centre
• Policy and
Government
Relations
• Community
partners

d. Support initiatives targeting sex
workers, with a focus on the needs of
Asian sex workers.

• Canberra Sexual
Health Centre
• Policy and
Government
Relations
• Community
partners

a. Consider and respond to the needs of
disadvantaged and vulnerable CALD
communities in the development of
population health and prevention policies
and programs, including proposed
responses to the impacts of climate change.

• Population
Health (Health
Improvement)

b. Support organisations that target CALD
communities to deliver programs that
promote health.

• Population
Health (Health
Improvement)

a. Information is available in languages other
than English on identified health risks (e.g.
death cap mushrooms, blue-green algae).

• Population Health
(Health Protection
Service)

b. Meaningful consultation occurs with CALD
communities on regulatory issues (e.g.
kava, food safety, etc.).

• Population Health
(Health Protection
Service)

c. Public health officers conduct inspections or
other regulatory activities in a manner that
is respectful of cultural diversity.

• Population Health
(Health Protection
Service)

d. The information requirements of CALD
communities are met in responses to public
health emergencies (e.g. outbreaks such as
influenza, etc.).

• Population Health
(Health Protection
Service)

Aims:

Key focus areas for supporting actions:

Lead area:

6.4.10

End of life care
is provided and
approaches
regarding organ
and tissue
donation are
made in culturally
sensitive ways.

a. Develop and maintain resources on cultural
beliefs relating to end of life and organ and
tissue donation issues.

• Clinical Divisions
• DonateLife ACT
• MCHPU

6.4.11

The particular
health needs of
migrants and
refugees are met.

a. Manage the Service Funding Agreement
with Companion House, relating to the
provision of primary health care and mental
health services to refugees, asylum seekers
and new migrants.

• MCHPU

b. Monitor the implementation of the
Agreement with the Department of
Immigration and Border Protection on the
provision of health services to people in
community detention.

• Deputy DirectorGeneral, CHHS
• MCHPU

c. Monitor the use within ACT Health of
the ACT Government Services Access Card
for migrants.

• MCHPU

d. Monitor the implementation of the
ACT Health policy and standard
operating procedure relating to the
provision of services to people who are
Medicare ineligible.

• Deputy DirectorGeneral, CHHS
• MCHPU

e. Provide holistic women’s health services to
CALD communities where there is limited
access to primary health care services.

• Women’s Health
Service

6.4.12

CALD patients
receive mental
health services
that are culturally
appropriate.

a. CALD mental health services are delivered
in a manner consistent with Standard 4
(Diversity Responsiveness) of the National
Standards for Mental Health Services 2010.

• Mental Health,
Justice Health and
Alcohol and Other
Drugs

6.4.13

The particular
health needs of
CALD consumers
in relation to
ageing, domestic
violence and
disability are met.

a. Strategies are in place to improve policy
and service delivery through partnerships,
networks and co-ordination between
ACT Health and other services.

• Rehabilitation,
Aged and
Community Care
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6.5	Facilitate the participation of people from CALD
backgrounds in service planning and improvement,
and in providing feedback
Aims:
6.5.1

6.5.2.
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Increased feedback
from CALD
consumers about
their experience of
ACT Health.

Increased CALD
participation in
service planning
and evaluation,
and other
community
consultation
processes.

Key focus areas for supporting actions:

Lead area:

a. Develop mechanisms to increase
opportunities and support for CALD
consumers to give feedback (National
Standard 1.20.1).

• Consumer
Feedback and
Engagement Team

b. Target CALD consumers to give feedback
on a regular basis.

• Consumer
Feedback and
Engagement Team

c. Consider the establishment of a
Multicultural Advisory Committee
with membership from CALD
organisations/communities to advise
on multicultural health issues and
implementation of this Framework.

• MCHPU

a. Consider the inclusion of people from
CALD backgrounds in committees and
reference groups.

• All Divisions
• MCHPU

b. Continue to fund a CALD liaison position
in Health Care Consumers’ Association.

• Service and Capital
Planning

c. The engagement of CALD communities
in targeted or general community
consultation processes is consistent
with Engaging Canberrans — A guide to
community engagement (Section 7.14
Engaging with culturally and linguistically
diverse communities).

• All Divisions
• MCHPU

d. Develop a communications strategy to
inform CALD communities about ACT
Health initiatives more broadly and on its
response to the particular needs of people
from CALD and LEP backgrounds.

• Marketing and
Communications
• MCHPU

6.6	Develop and maintain the linguistic and cultural
competence of the ACT Health workforce
Aims:
6.6.1

6.6.2

Understand
the linguistic
and cultural
competence of
the workforce.

Improve the
linguistic and
cultural
competence of
the workforce.

Key focus areas for supporting actions:

Lead area:

a. Collect and report on data on linguistic and
cultural competencies of staff.

• People, Strategy
& Services

b. The language skills of the workforce are
used appropriately to support CALD
patients/consumers. (N.B. Staff who are not
accredited interpreters should not interpret
on clinical issues).

• All Divisions

a. Include cultural awareness in the orientation
and essential education of new staff.

• People, Strategy
& Services
• MCHPU
• Aboriginal &
Torres Strait
Islander Health
Policy Unit

b. Develop cultural competence within the
ACT Health work force by providing
education and skills development initiatives.

• People, Strategy
& Services
• MCHPU
• Aboriginal &
Torres Strait
Islander Health
Policy Unit

c. Monitor initiatives relating to the engagement
and support of CALD staff outlined in the
ACT Health Workforce Plan 2013‑18.

• People, Strategy
& Services

d. Investigate the feasibility of establishing an
ACT Multicultural Health Network.

• MCHPU
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6.7	Engage actively with government, public and private health
service providers and non-government organisations to
improve ACT Health multicultural services
Aims:
6.7.1

6.7.2
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Effective liaison
is established and
maintained with
government and
non-government
organisations
whose services
target CALD
populations.

The organisation
celebrates cultural
and linguistic
diversity.

Key focus areas for supporting actions:

Lead area:

a. Liaise and consult with the ACT Government
Office of Multicultural Affairs.

• MCHPU

b. Liaise with and support migrant and
refugee health services (including
Companion House and Migrant and
Refugee Resettlement Services).

• MCHPU

c. Liaise with and facilitate the engagement
of ACT Health operational areas with CALD
consumer or community groups.

• MCHPU

d. Investigate feasibility of establishment of
reference group for MCHPU.

• MCHPU

a. Maintain and publish a multicultural health
calendar (including religious or other
cultural days of significance).

• MCHPU

b. The organisation formally recognises
the achievements of individual staff or
work teams in delivering culturally and
linguistically appropriate services.

• Executive Council
(on advice of
MCHPU)

c. The organisation is represented at
significant cultural events, including the
Multicultural Festival.

• Communications
and Marketing

Appendix 1
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Appendix 1 (continued)
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Appendix 2: ACT Health TIS interpreter use,
by language in 2012/13

Language1

Phone

On site

Total

Language1

Phone

On site

Total

Mandarin (Chinese language)

101

286

387

Portuguese

3

10

13

Persian

155

163

318

Kinyarwanda (Rwandan language)

13

13

Vietnamese

55

251

306

Kurdish/Faili

13

13

Arabic

55

232

287

Urdu (Indian/Pakistani language)

4

7

11

Spanish

55

119

174

Polish

7

3

10

Cantonese (Chinese language)

34

125

159

Punjabi (Indian/Pakistani language)

7

7

Dari (Afghan language)

53

101

154

Amharic (Ethiopian language)

5

5

Karen (Burmese language)

36

83

119

Sinhalese (Sri Lankan language)

2

Serbian

13

91

104

Lao (Laotian language)

4

4

Croatian

13

77

90

Krio (Sierra Leonean language)

3

3

Dinka (Sudanese language)

62

8

70

Tamil (Indian/Sri Lankan language)

25

42

67

Swahili/Ki-Swahili (Tanzanian/Kenyan/
Ugandan/Congolese language)

3

3

Thai

20

42

62

Albanian

3

3

Korean

32

30

62

German

3

3

Hazaragi (Afghan language)

23

34

57

Russian

3

3

Greek

8

41

49

Filipino/Tagalog

3

3

Italian

9

38

47

Somali (Somalian/Ethiopian/
Djiboutian language)

2

2

Burmese

10

23

33

Rohingya (Burmese Language)

2

2

Turkish

14

13

27

Mongolian

2

2

Mon (Burmese/Thai language)

4

21

25

Macedonian

7

17

24

Hokkien/Fukien/Foochow (Chinese
language)

1

1

Indonesian

10

13

23

Malayalam (Indian language)

1

1

Hindi (Indian/Pakistani language)

6

16

22

Bulgarian

1

1

Khmer (Kampuchean/Cambodian
language)

8

12

20

Slovak

1

1

Tibetan

1

1

Finnish

5

10

15

Hakka Chin (Burmese language)

1

1

Pashtu/Pashto (Afghan language)

13

2

15

French

1

1

Bengali (Indian/Bangladeshi
language)

15

15

Japanese

1

1

Tigrinya (Eritrean language)

7

13

TOTALS

938

1

6

2

1,918

4

2,856

 ountries attributed to each language are indicative only – these languages may be widely spoken in countries other than
C
those listed here.
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Appendix 3: Legislation, Standards and Policy

ACT Legislation
• Health Act 1993
• Mental Health Act 2015

ACT Government

• Discrimination Act 2001

• Multicultural Strategy (2010—13)

• Human Rights Act 2004

• Many Voices (2012—16)

• Work Health and Safety Act 2011

• Engaging Canberrans — A guide to
community engagement.
Section 7.14 Engaging with culturally and
linguistically diverse communities.

Standards
• National Safety and Quality Health Service
(NSQHS) Standards
Standard 1: Governance for Safety and Quality
in Health Service Organisations
Standard 2: Partnering with Consumers
Standard 3: P
 reventing and Controlling
Healthcare Associated Infections
Standard 4: Medication Safety
Standard 5: P
 atient Identification and
Procedure Matching
Standard 6: Clinical Handover
Standard 7: Blood and Blood Products
Standard 8: P
 reventing and Managing
Pressure Injuries
Standard 9: Recognising and Responding
to Clinical Deterioration in
Acute Health Care
Standard 10:Preventing Falls and Harm
from Falls
• National Standards for Mental Health Services 2010
Standard 4: Diversity Responsiveness.
• Standards for Statistics on Cultural and
Language Diversity
Australian Bureau of Statistics, 1999.
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Policy

ACT Health
A range of policies and standard operating
procedures include direction on responding
appropriately to cultural and linguistic diversity
and are available on the Policy Register
(http://health.act.gov.au/policies-and-plans/).
Of particular importance are: Consent and
Treatment Policy and Standard Operating
Procedure; Interpreters Policy; and Consumer
and Carer Participation Framework.

Appendix 4: Organisations consulted in the
development of the Framework

ACT Health appreciates the insights and comments offered by a range of organisations, including:
• Canberra Multicultural Community Forum with input from:
– ACT Chinese Australian Association Inc
– ACT Chinese Aged Care Information and Referral Services
– Ethnic Disability ACT
– Australian Muslim Voice Inc
– Integrated Women’s Network
• ACT Human Rights Commission
• Centre for Ethnicity, Culture and Health (Victoria)
• Health Care Consumers’ Association ACT
• Public Health Association of Australia (ACT Branch)
• ACT Multicultural Mental Health Network
• Companion House (ACT)
• Myriad Consulting (Victoria)
• ACT Government Office of Multicultural Affairs
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