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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’.1 2 3 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.

We also acknowledge the individuals and organisations that provided valuable insights during the public consultation process in 
September-December 2021.

We are grateful to Associate Professor Naomi Priest (Centre for Social Research and Methods, The Australian National University) and to  
Dr Andrea Timothy, Dr Deborah Wong and Dr Jason Agostino (National Centre for Aboriginal and Torres Strait Islander Wellbeing Research, 
The Australian National University) for their contribution to the discussion on ethnicity and the social and cultural determinants of health.

CONTENTS

1. WHAT IS THE AUSTRALIAN MULTICULTURAL HEALTH COLLABORATIVE? 3

2. WHY IS THE COLLABORATIVE REQUIRED? 4

3. WHAT ARE THE HEALTH INEQUITIES THAT THE COLLABORATIVE SEEKS TO ADDRESS? 7

3.1 Systemic Racism and Structural Barriers  7

3.2 Cultural and Religious Influences 8

3.3 Ethnicity and the Cultural and Social Determinants of Health 8

4. HOW WILL THE COLLABORATIVE FUNCTION? 10

4.1 Objectives 12

4.2 Guiding Principles 12

4.3 Membership 12

4.4 Consumers 13

4.5 Governance 13

4.6 Secretariat and Administrative Support 13

4.7 Development of Collaborative positions 13

4.8 National Advisory Groups 14

4.9 Research and Data 14

4.10 Knowledge Hub 14

4.11 Partnerships 14

5. POTENTIAL BENEFITS 15

6. BECOMING INVOLVED 16

Appendix A: Key CALD Demographics (Census 2016) 18

Appendix B: Recent FECCA involvement in health issues 19

References 22

ACKNOWLEDGEMENTS
We acknowledge the considerable contribution to the initial development of this concept by: 

Australian Digital  
Health Agency

 College of Medicine  
and Public Health

Health and  
Social Care Unit



1. WHAT IS THE AUSTRALIAN MULTICULTURAL  
HEALTH COLLABORATIVE?

The Collaborative intends to work at the national level to give a voice to the broad 
health and wellbeing needs, including research, of Australia’s culturally, ethnically 
and linguistically diverse (CALD) communities.

The Collaborative will represent the voices of 
wide-ranging CALD health and wellbeing issues at 
the national level through a formal membership 
structure which includes CALD consumers, 
together with health and wellbeing services, 
health and social care practitioners, researchers, 
and organisations and institutions for whom the 
primary focus is health for CALD populations  
(see Section 6).

The Collaborative welcomes as members 
‘mainstream’ services and organisations with 
a significant commitment to CALD health and 
wellbeing, and will enter into partnerships with 
relevant national organisations.

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.

There are similar models for a co-ordinated 
national response from a range of health-related, 
membership-based and representative groups, 
including the National Aboriginal Community 
Controlled Health Organisation (NACCHO), 
the National Rural Health Alliance (NRHA), 
the National Ethnic Disability Alliance (NEDA), 
LGBTIQ+ Health Australia, and the Consumer 
Health Forum of Australia (CHF).

In the multicultural health sector, there are some 
national organisations with specific interests, 
including the Refugee Health Network of Australia 
(RHeaNA) and the Forum of Australian Services for 
Survivors of Torture and Trauma (FASSTT). They too 
are membership- based and representative and 
play significant roles in representing the issues of 
their constituencies.

The Migrant and Refugee Health Partnership 
(formerly the Migrant and Refugee Women’s 
Health Partnership), auspiced by Migration 
Council Australia (MCA), has done significant 
work, primarily with various medical colleges, in 
developing clinical competency standards4 and a 
guide for clinicians working with interpreters.5

The Collaborative acknowledges the 
important work of RHeaNA, FASSTT, SCoA, 
RCOA and the Migrant and Refugee Health 
Partnership and looks forward to supporting 
and promoting their activities.
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2. WHY IS THE COLLABORATIVE REQUIRED?

Australians from CALD backgrounds form a significant proportion of the 
population. Appendix A provides an overview of key demographic information 
derived from the 2016 Census.

The establishment of the Collaborative is all the 
more timely because the inherent and ingrained 
health inequities and barriers to access recently 
exposed by the COVID-19 response have gone 
substantially unaddressed for decades.6 7 8 9 10

As far back as March 1993, these very same issues 
were identified and discussed at length in an 
Australian Government National Health Strategy 
Issues Paper Removing Cultural and Language 
Barriers to Health.11

The Issues Paper makes many salient observations, 
including:

• In relation to service delivery: “Community-
based services are noteworthy for their relative 
success in responding to the needs of their 
local constituencies … assisted with the direct 
participation of community members from 
non-English speaking backgrounds in managing 
their services, and in becoming attuned to local 
needs and accountability…. Other services have 
been slow to respond … hospitals and general 
practitioners do not utilise interpreters to their 
fullest potential. Services do not cope well with 
groups with special needs and are frequently not 
culturally appropriate for ethnic communities.”

• In relation to research: “While there are many 
small studies, there is no coherent research 
examining specific health issues for people 
from non-English speaking backgrounds Data 
collections are ad hoc and unsystematic. In 
part this is due to methodological difficulties,  
but it also reflects the fact that the major  
health research funding bodies fail to prioritise 
this issue.”

Nearly 30 years on, the questions must be asked. 
What has changed for the better? What has not 
changed, and why not?

This is not to say that no progress has been made. 
There has been significant investment in migrant 
and refugee health, both in the community sector 
and in refugee health and transcultural mental 
health services within State and Territory Health 
Departments. In addition, RHeaNA, FASSTT, the 
Settlement Council of Australia (SCOA), and 
the Refugee Council of Australia (RCOA) have 
advanced the health and wellbeing of newly 
arrived migrants, refugees and asylum seekers. 
The MCA auspices a Migrant and Refugee Health 
Partnership. A number of the Primary Health 
Networks (PHNs) have established dedicated 
programs/initiatives to address local CALD  
health issues.12

As the COVID-19 pandemic has shown, there are, 
however, still many issues to be addressed. 

It must also be acknowledged that mechanisms 
are required to ensure that meaningful 
consideration of the social and cultural 
determinants of health and prevention are 
integrated into the development of policy, 
programs, service delivery and research.
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At the national level, there must be a stronger 
focus to address systemic racism and health 
inequity in our health system to ensure that:

• National health and mental health strategies, 
plans, initiatives and policy are inclusive of and 
developed in consultation with and, where 
possible, co-designed with CALD communities. 
These should also include targeted strategies for 
CALD populations and targeted investment.

• Under-representation of these communities in 
social, health and medical research and clinical 
trials is addressed.

• National surveys that purport to represent the 
Australian population as a whole use sampling 
methodology that explicitly includes Australia’s 
diverse communities.

• Significant and systemic data deficits in health 
research and service provision are acknowledged 
and resolved.

• Engagement with digital health initiatives  
(such as telehealth, electronic prescriptions and 
My Health Record) is improved.

• Appropriate language services are available.
• Education, training and support for health 

practitioners and researchers is enhanced.
• Across the social, and the health and medical 

research sectors meaningful and genuine 
consultation, collaboration and co-design 
occurs.

• The CALD health and wellbeing workforce is 
appropriately acknowledged and supported.

There is currently no broad national voice for CALD 
health consumers, for health services working 
with CALD people, or for health practitioners and 
researchers who may themselves identify as being 
from CALD backgrounds.

There are many academics and researchers who 
have published valuable insights into CALD health 
issues. However, serious gaps in multicultural 
health data and knowledge remain without a 
strategic multicultural health research agenda. 
Furthermore, all too often CALD people are not 
well represented in national surveys on health 
issues and are overlooked or excluded in health 
and medical research (including clinical trials) 
where English language proficiency is commonly 
an inclusion criterion.

There is therefore a clear need for a national 
voice on the broader issues of multicultural 
health and wellbeing.

3. WHAT ARE THE HEALTH INEQUITIES THAT  
THE COLLABORATIVE SEEKS TO ADDRESS?

The current COVID-19 pandemic has shone a stark spotlight on and has 
exacerbated health inequities already experienced by CALD communities in 
Australia, including in relation to mental health, aged care and disability.13

Although many of the issues described below may 
be construed as ‘vulnerabilities’, the Collaborative 
will adopt a strengths-based approach in addressing 
them and perceives that systems and services have 
left multicultural populations under-served, rather 
than inherent vulnerability causing health inequity.

3.1 Systemic Racism and  
Structural Barriers 

Health systems around the world have evolved in 
response to the perceived needs of the dominant 
cultural or ethnic group. Structural racism14 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.

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 – differences in health 
status between population group that 
are socially produced, systemic in their 
unequal distribution across the population, 
avoidable and unfair
Health inequalities – factual and 
measurable differences in health status 
between population groups.
Source: VicHealth
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The importance of addressing systemic racism is 
clearly articulated within the National Aboriginal 
and Torres Strait Islander Health Plan (2021-
2031). Our CALD communities are similarly 
impacted though structural barriers to acess and 
participation. These include, but are not limited to:

• understanding and accessing the complex 
Australian health care system, including  
mental health15 16 17

• engaging with digital health platforms18 19

• availability of culturally appropriate and  
resonant health information in languages other 
than English20 21

• capacity of health services to provide care that is 
culturally appropriate, responsive and safe 

• failure to include a CALD perspective in national 
policy development and service planning 

• inadequate data22 
• exclusion from health surveys and from  

social, health and medical research, including 
clinical trials23 24

• absence of national multicultural public  
health policy. 

3.2 Cultural and Religious Influences

In addition, it is important to recognise 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 wellbeing25 

• beliefs about causes of disease 
• lifestyle choices that can affect health status and 

outcomes 
• attitudes to prevention 
• how illness and pain26 are experienced and 

expressed 
• where and when people seek health care 
• preferred treatments and therapies27 28, including 

traditional medicine
• the involvement of families and carers in a 

person’s health care and decision making
• practices around childbirth29 30 

• beliefs and practices about end of life,  
including advance care planning, palliative care 
and organ donation 31 32 33 

• awareness about the role and value of clinical 
research.34 

The Australian mainstream model of ‘patient-
centred’ care is predicated on a notion of 
individual responsibility. Many cultures adopt, 
however, a more collectivist or familial stance, and 
decisions about health care may lie with others 
apart from the patient.35 

Successful communication is vital in health 
care and, in addition to the need for accessible 
language services, there may be cultural constraints 
which affect consumers’ communication and 
engagement with services and practitioners.36 37 

3.3 Ethnicity and the Cultural and 
Social Determinants of Health

It has been suggested that a person’s ethnicity 
(which may be distinct from culture) may 
influence disparities in health outcomes. However, 
underlying these disparities are the social and 
cultural determinants of health, and the ongoing 
impacts of colonisation and racism. Some 
examples of these impacts are as follows:

• Low socio-economic status, poor education, loss 
of cultural identity,38 39 and experience of racism 
and discrimination40 41 42 43 linked with higher 
cardiovascular risk. 

• Socioeconomic status (unemployment, poverty, 
lack of health insurance or paid sick leave, 
poor quality education), family or household 
composition, environmental factors (crowded 
housing, food insecurity, reliance on public 
transport, lack of access to the internet) associated 
with greater COVID-19 incidence and mortality.44

The use of ethnicity in descriptive statistics can 
play an important role in identifying inequities 
in health outcomes. However, in Australia, data 
collected on ethnicity often inadequately describes 
our actual cultural, ethnic and linguistic diversity 
unlike in other comparable English-speaking 
countries such as New Zealand, the United 
Kingdom and the United States. 

The impact of ethnicity on health outcomes 
must be interpreted carefully as it can amplify 
inequalities if used inappropriately,45 and 
should be considered in conjunction with the 
considerable impact of social and cultural 
determinants of health46 for which ethnicity is 
currently used as a proxy measure.

The involvement of the CALD communities in 
fields such as genomic medicine is required 
to ensure these technologies benefit all. While 
genetic variability within and among human 
groups does not follow racial or ethnic lines47, 
it is important that CALD communities are 
appropriately represented in the participation, 
interpretation, and implementation of 
genomic research. Without their full 
engagement there are risks that inequities 
may be exacerbated through inappropriate 
interpretation of biased health data and the 
inappropriate integration of these data into 
genomic interventions.48 

Combinations of all the factors  
discussed above can lead to communities 
being under-served and to poorer  
health outcomes.
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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

Policy Reference Groups
• Informed by external expertise

Communities of Practice

Research
• National CALD Health Research Agenda

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

Representation
• National Reference/Advisory Groups

Projects

Formal Partnerships

Consultation and Engagement
• Co-ordination/facilitation of consultations 

by Government and others

Biennial Multicultural Health Conference

• 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

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

GOVERNANCE MEMBERS PROJECTS AND INITIATIVES

PRINCIPLES

OBJECTIVES

4. HOW WILL THE COLLABORATIVE FUNCTION?

OUR CULTURES OUR LANGUAGES OUR HEALTH

Australian Multicultural
Health Collaborative

Secretariat

Administration

Policy Coordination

Strategic Communications

Financial Services
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4.4 Consumers

Central to the work of the Collaborative is 
engagement with and the participation of 
CALD health care consumers who can reflect the 
diversity of Australia’s CALD communities.

An early priority is the establishment of a 
Working Group which will draw on the learnings 
of many successful consumer programs49 to 
develop mechanisms to ensure that consumers 
are properly supported and remunerated so 
they can represent the consumer perspective 
internally and nationally as required. A Consumer 
Speakers Bureau will be established to respond 
to invitations to share their lived experience of 
accessing and using services.

4.5 Governance

An Interim Co-ordination Group has been 
established to lead the initial establishment and 
development of the Collaborative. 

The Group will nominate Collaborative 
representation as required on national 
committees, advisory or reference groups. At 
an appropriate time in the development of the 
Collaborative, a governance mechanism that 
would support policy and strategic objectives will 
be agreed by members and implemented.

4.6 Secretariat and  
Administrative Support

The Federation of Ethnic Communities’ Councils of 
Australia (FECCA) provides secretariat support for 
the Collaborative. FECCA is neither a health services 
organisation, nor an academic/research institution. It 
has, however, been engaged in successful advocacy 
on a range of health issues and has demonstrated 
experience in contributing a consumer perspective 
to a number of national health initiatives (see 
Appendix B). This perspective is derived from its 
network of State/Territory/Regional members, each 
of which is a local peak organisation with a broad 
membership base of multicultural community 
groups, and the relationships established with many 
services and organisations through funded projects.

FECCA successfully advocated for the 
establishment of the National COVID-19 CALD 
Advisory Group and amendments to data required 
for the National Notifiable Diseases Surveillance 
System (NNDSS) and the vaccine rollout. 
FECCA is leading national discussion about deficits 
in CALD data collection, particularly in health, 
and has released a comprehensive issues paper, 
together with recommendations: 
If we don’t count it … it doesn’t count! 50

FECCA has the capacity and expertise to support 
the establishment of the Collaborative by offering:

• Secretariat services
• Administrative support
• PolicyCoordination
• Strategic Communications 

The Collaborative has its own name, governance, 
structure and brand.

FECCA is initially providing these services from 
within existing resources. FECCA will then assist 
and support Collaborative applications for funding 
from various sources.

4.7 Development of  
Collaborative positions

Much of the work of the Collaborative will be 
progressed through Reference or Project Groups 
established in response to identified priorities, 
within available resources and where the most 
effective investment could be made. These Groups 
are ongoing or time limited, and all will include 
strong consumer representation.

All Groups will consider and commit to 
understanding how the issue might affect specific 
CALD groups such as: new arrivals, women and 
children, young people, older people, rural and 
regional CALD people, CALD people with a 
disability, LGBTIQ people, and at-risk groups such 
as refugees and asylum seekers.

Reference or Project Groups will include external 
expertise on the particular topic or theme.

4.1 Objectives

The objectives of the Collaborative are to address 
systemic racism and health system inequity by:

• Providing
 - a strong voice at the national level for CALD 
health care consumers, CALD health services, 
practitioners and researchers

 - national expert policy advice to support health 
equity and inclusive public policy and planning

 - a mechanism for efficient consultation for 
government and others

 - a knowledge hub to share expertise, resources 
and publications

• Advocating for
 - the inclusion of and equitable investment 
in the CALD perspective in national health 
strategies and programs, and in relevant 
accreditation systems

 - meaningful consideration of the social 
determinants of health in policy and program 
development and delivery

 - improved collection and reporting of data in 
relation to CALD communities.

• Setting and facilitating a strategic research 
agenda for multicultural health.

• Supporting initiatives to build the capacity of 
CALD communities to engage in the broader 
health system, including improving health and 
digital literacy.

4.2 Guiding Principles

The approach and work of the Collaborative will be 
based on a commitment to:

• The lived experience of CALD health care 
consumers

• A strengths-based approach
• Translation of evidence into policy and practice
• A 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.
Key documents informing the work of the 
Collaborative include but are not limited to:

• Australian Charter of Healthcare Rights
• National Safety and Quality Health Service 

(NSQHS) Standards
• National Safety and Quality Primary and 

Community Healthcare Standards
• Ottowa Charter and Jakarta Declaration
• Multicultural Lived Experience Framework (World 

Wellness Group)
• National health strategies, including:

 - Australia’s Long Term National Health Plan
 - National Preventive Health Strategy 2021–2030
 - Australia’s Primary Health Care 10 Year Plan 
2022–2032

4.3 Membership

The Collaborative is membership based. 
Membership categories are described in Section 6. 
There are no membership fees.

Membership includes and expert advice and 
content is derived from: 

• CALD health care consumers and organisations 
supporting them

• CALD health services and health practitioners*
• Researchers/Research institutions with a 

demonstrated focus on CALD health issues.
The Collaborative welcomes as members other 
services and organisations with a significant 
commitment to CALD health and wellbeing.

* This includes organisations and individuals 
delivering social care services/programs that address 
the social and cultural determinants of health.
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Indicative topics could include, but will not be 
limited to:

• Primary Health
• Preventive Health & Health Promotion
• Health and social research
• Chronic Disease
• Health and Digital Literacy
• Medication Safety
• Palliative Care and End of Life
• Health Communications & Language Services
• Data

4.8 National Advisory Groups

The Collaborative will participate in relevant 
national advisory groups on health and wellbeing 
issues and nominate appropriate members to 
represent the Collaborative. The Secretariat will 
provide any required support.

4.9 Research and Data

Research is fundamental to improving CALD 
health and wellbeing through: 

• improving data collection;
• addressing research gaps; and 
• providing a strong evidence base.

The Collaborative will set, in collaboration with 
consumers and researchers, a Multicultural 
Health Research Agenda that will have maximum 
impact on meeting its strategic objectives. The 
Agenda will include health and medical research 
(including clinical trials) and research conducted 
across different disciplines, such as public health, 
primary care, psychology, sociology and social 
work. From this national agenda, research could 
be commissioned or encouraged, and a network of 
academic and research institutions established.

A Research and Data Community of Practice will 
be established to encourage collaboration, reduce 
duplication and promote best practice for research 
involving CALD communities, and data collection 
and reporting. The Collaborative will maintain a 
strong focus on the translation and implementation 
of research into policy and practice, and into health 
initiatives, strategies and programs.

5. POTENTIAL BENEFITS

The objectives of the Collaborative are outlined at 2.1 above. 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.

These include:

• A voice at the national level
• The provision of authoritative advice and input to 

government as required
• An efficient, central mechanism for government 

and others to consult meaningfully
The Collaborative will lead and shape discussion 
and consideration of CALD health issues through:

• Participation in national advisory or reference 
groups on health and wellbeing issues

• Submissions in response to government and 
other inquiries, consultation drafts, or issues 
papers

• Publications and Reports (including a State 
of Multicultural Health report, potentially co-
developed with the Australian Institute of Health 
and Welfare to complement its biennial 
Australia’s Health reports)

• A web-based knowledge hub
• Information and education/training resources
• Consumers Speakers Bureau
• Communities of Practice
• A health literacy and digital literacy program
• Research prioritisation through a National 

Multicultural Health Research Agenda
• A biennial National Multicultural Health 

Conference. 

The Collaborative will lead initiatives to:

• address systemic racism in the health system
• resolve deficits in the national collection and 

reporting of CALD health data
• increase CALD participation in health and 

medical research and clinical trials.

4.10 Knowledge Hub

Information about and links to relevant projects, 
reports and research findings on health and 
wellbeing issues will be posted on a web-based 
knowledge hub. In addition, members will be 
able to post information about their activities and 
events.

4.11 Partnerships

The establishment of partnerships with other 
appropriate national health related, academic or 
research organisations through memoranda of 
understanding or other mechanisms will enhance 
the Collaborative and bring mutual benefits.

The Collaborative seeks to engage with and 
bring a CALD perspective to the important health 
promoting work of organisations such as: the 
Heart Foundation; Diabetes Australia; Dementia 
Australia; Asthma Australia; Cancer Council Australia; 
Arthritis Australia; the Australian Health Promotion 
Association; the Australian Public Health Association; 
and others, such as Palliative Care Australia, Carers 
Australia and the Primary Health Networks.

The Collaborative will have a focus on the 
intersection between health and disability, 
recognising the National Ethnic Disability Alliance 
as the peak body advocating at the national 
level for the human rights of people from CALD 
backgrounds with disability and their families.

The Collaborative will work with:

• The National Aboriginal Controlled Health 
Organisation (NACCHO) on issues that affect both 
our constituencies, including service access, health 
and digital literacy, racism and discrimination.

• The Consumers Health Forum of Australia (CHF) 
to enhance the voice of CALD health  
care consumers.
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6. BECOMING INVOLVED

Membership is invited in the following categories. There are no membership fees.

Consumers Full 
Membership

• Individual health care consumers from a CALD background
• CALD organisations that support CALD health care consumers

Associate 
Membership

Other health care consumer organisations that are
• inclusive of and support CALD consumers
• engaged in relevant health and digital literacy programs which include 

CALD consumers

Health and 
Wellbeing 
Services

Full 
Membership

Services that
• are predominantly focused on CALD patients/clients
• have a majority of CALD staff

Associate 
membership

Other services that
• are inclusive of and provide services to CALD patients/clients
• have diversity and inclusion policies
• provide access to language services

Health and  
social care 
practitioners

Full 
Membership

• Individual practitioners from CALD backgrounds
• Organisations representing CALD practitioners 

(e.g., Chinese/Indian/Islamic Doctors or Medical Associations)

Associate 
Membership

National organisations representing practitioners, including CALD 
practitioners (e.g., Australian Nursing and Midwifery Federation, 
Australian Association of Social Workers, Allied Health Professions 
Australia etc..)

Research 
 (social, health 
and medical)

Full 
Membership

• Individual researchers from a CALD background
• Individuals or Organisations that have a significant focus on and record 

of CALD research and engage meaningfully with CALD communities

Associate 
Membership

• Individual researchers or Organisations with an interest in CALD 
research

Affiliate 
Membership

National organisations that do not have a primary focus on CALD health 
and wellbeing but seek to engage at the national level (e.g., Heart 
Foundation, Australian Federation of AIDS Organisations, Dementia 
Australia, Palliative Care Australia etc.…)

 
Individuals and organisations interested in becoming part of the Australian Multicultural Health Collaborative 
are invited to apply online at www.multiculturalhealth.org.au or contact admin@multiculturalhealth.org.au
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Of the 2,139,277 persons who arrived from the 
beginning of 2007 to August 2016:

• 34% identified with a Christian religion

• 31% identified with another religion

• 30% reported no religious affiliation

APPENDIX A: KEY CALD DEMOGRAPHICS (CENSUS 2016) APPENDIX B: RECENT FECCA INVOLVEMENT IN HEALTH ISSUES

COVID-19 

Successful advocacy has contributed to: 

• Formation of National CALD COVID-19 Advisory 
Group and related COVID Data Group

• More appropriate national CALD 
communications and engagement

• Addition of CALD indicators into the National 
Notifiable Diseases Surveillance System (NNDSS)

• Improved national CALD data on the vaccine 
rollout

• Organisation of roundtables on vaccine roll out 
(community and religious/faith leaders)

• Administration of CALD COVID-19 Small Grants 
Program
 - Engaged more than 300 community groups to 
address vaccination challenges.

Therapeutic Goods Administration

• CALD perspectives delivered on projects related to:
 - Opioid Use
 - Vaping

• Medical Devices Action Plan - Consumer 
Working Group.

Australian Digital Health Agency 

• Partnership to advise and guide the Agency 
on digital health engagement, education and 
promotions, and awareness activities for CALD 
communities.

Cancer Australia 

• Submission to the development of the National 
Pancreatic Cancer Roadmap

• Contracted to lead initial CALD consultation 
process.

National Disability Insurance Agency 

• Advice on whole of agency cultural awareness 
training 

• Input to the development of the next CALD 
Strategy.

Donate Life 

• Funded project to increase CALD awareness of 
and participation in organ and tissue donation.

Mental Health Australia

• Embrace (national multicultural mental health 
project) – alliance member.

National Ageing Research Institute 

• Steering Committee on project addressing 
research gaps in dementia in CALD 
Communities. 

NPS MedicineWise 

• Ongoing advice on CALD engagement
• Chronic Kidney Disease Program – Stakeholder 

Reference Group
• Anticholinergic Burden: Unintended 

Consequences for Older People Program 
-Stakeholder Reference Group. 

Australian Clinical Trials Alliance 

• Contribution to national workshop and position 
paper on CALD inclusion in clinical trials 

• Health Studies Australian National Data Asset 
(HeSANDA)

• Consumer Engagement, Equity & Diversity 
Working Group. 

Source: ABS Census of Population and Housing 2016

In 2016, nearly half (49%) of 
Australians had either been 
born overseas (first generation 
Australian) or one or both 
parents had been born overseas 
(second generation Australian).

As of 2015, Australia had the 9th 
largest number of overseas-
born people, higher than 
both Spain (10th) and Italy 
(11th). While the United States 
of America had the highest 
total number of people born 
overseas (47 million or 14% of 
their population), Australia had 
a higher proportion of overseas-
born people, at 26%. Australia 
also had a higher proportion 
of people born overseas than 
our neighbour New Zealand 
(23%) and Canada (22%), other 
countries founded on migration.

Fifty years ago, in 1966, 
Australia’s overseas-born 
population was only 18% of the 
total Australian population.

First
generation

28.4%

Third-plus
generation

50.7%

Second
generation

20.9%

In Australia, there were over 300 separately identified languages spoken at 
home in 2016:

• more than one-fifth (21%) of Australians spoke a language other than 
English at home.

• Of those:

 − 82.3% reported speaking English well or very well

 − 16.6% reported speaking English not well or not at all.
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Palliative Care and End of Life

• Palliative Care Australia – National Expert 
Advisory Committee

• CareSearch – National Advisory Group
• End of Life Directions in Aged Care (ELDAC) – 

National Reference Group
• National CarerHelp – Steering Group.

System Navigation

• Disability - CALD Community Connectors 
Project, in conjunction with National Ethnic 
Disability Alliance, funded by NDIA

• Aged Care - EnCOMPASS - Multicultural Aged 
Care Connector Project, funded by Department 
of Health.

Autism

• Reference Group - National autism practice 
guideline, Autism CRC.

Blood Borne Viruses and STIs

• CALD Affiliates Group, Australian Federation of 
AIDS Organisations.

Health Literacy

• Sax Institute – Sydney Health Literacy Lab 
Supporting development of National Health 
Literacy Strategy by providing feedback on: 
Consumer experiences accessing, understanding, 
appraising and applying preventive health 
information; Approaches for enhancing health 
literate environments; and Approaches for 
ensuring Strategy is relevant and practical for 
Australia’s diverse populations. 

Health and Medical Research

• Medical Research Futures Fund (MRFF) - 
Consumer Reference Panel

• Current Research Projects
 - Partner organisation in National Health and 
Medical Research Council funded project: 
Identifying the predictors and consequences of 
disparities in the uptake of HIV prevention and 
treatment programs in Australia: a national 
data linkage study (Kirby Institute)

• Partner organisation in Research Proposals 
under development
 - MRFF Application by Consortium led by 
Murdoch Children’s Research Institute: 
addressing underrepresentation of CALD 
populations in genomic research

 - University of Sydney – NSW Data linkage 
project around CALD people and  
cardio-vascular disease risk and outcomes

 - Centre for Population Genomics - 
Development of culturally-aligned and 
language-appropriate participant  
information and education resources for 
Australian ethnic minority ancestry groups 
under-represented in genomics research and 
genetic services research.
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