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1. Introduction 

 

1.1. Aim 

To assist SMRPCC member agencies to be better equipped to respond to the cultural 

diversity in their catchment areas. 

 

1.2. Background 

The Southern Metropolitan Region has one of the most culturally diverse populations 

in Victoria with one third of Victorian settlements occurring in the region including a 

high proportion of humanitarian entrants (more than 4,000 refugees settled in 

Dandenong during the last 5 years). 

 

Historically, migrants are underrepresented in palliative care services and 

anecdotally, this is also the case for the SMR. While the reason for this probably lies 

with the lack of appropriate referrals and issues around health literacy in the target 

group, palliative care services can work towards being better equipped to cater for 

people from culturally and linguistically diverse backgrounds (CALD). At the 

consortium planning day in October 2009, it was decided to develop a regional 

strategy to address cultural diversity issues. 

 

1.2.1. Focus 

This document will concentrate on service provision to people from non-English 

speaking backgrounds, especially those with low English proficiency who may 

experience significant language and cultural barriers to accessing health services. For 

the purpose of this document „culturally and linguistically diverse‟ does not include 

indigenous Australians1, although many of the issues and strategies needed may be 

common to both groups. The potential for broader application is acknowledged, with 

the information contained in the document being potentially relevant to many other 

policy contexts. 

 

                                                 
1
 Aboriginal and Torres Straight Islander agencies in Victoria have often expressed the need for their 

own individual responses to service access. Some of the needs of this patient group are quite unique 

and require more relationship building because of the tainted history of Australia in the treatment of 

indigenous Australians and their particular health status. 
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1.3. Structure 

In order to develop sustainable structures to support culturally competent palliative 

care service provision in the region it is important to address a number of different 

areas or health service provision, including policy development, workforce 

development and infrastructure and service planning. The structure will have the 

following elements: 

- Each service will establish a working group of staff to address diversity 

responsiveness  

- One group member will oversee the activities of the group with support 

from the consortium manager  

- Development of individual service plans/policies/resources 

- In-service training with the potential of staff from other services attending 

 

This structure provides individualised strategies for each service which would be 

developed to suit the needs of an existing system, taking into account current 

structures and processes. It is likely that participation in any activities would be high as 

the response is catered to the service needs.  

1.4. Expected Outcomes 

The outcomes of this project are dependent on the interest and commitment of the 

palliative care services in the Southern Metropolitan Region and may vary according 

to service type and location. However it is expected that: 

 the palliative care workforce in the region will be better trained to work with 

people  from cultural and linguistic backgrounds other than their own 

 there are appropriate policies and structures available in services to support 

the workforce 

 there is a greater awareness within services (both management and staff) 

around the issues and solutions for working in a cross-cultural context. 

A number of potential outcomes are: 

 Improvement of patient outcomes through reduction in miscommunication 

related problems 

 More appropriate referrals to palliative care services 

 Proportional representation of people from all ethno-cultural backgrounds in 

the patient group of all agencies 

 Increased efficiency in the use of interpreting services (reduced cost per 

occasion of service). 
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2. Data and profiles 

 

2.1. Country of Birth 

31% of the population in the region was born overseas and almost 23% born in non 

main English speaking countries. There are great sub-regional variations with the 

Peninsula sub-region having only approximately 10% of the population born in non-

English speaking countries, the inner south 20% and the outer south east about 30%. 

There are also great variations in the communities settled in the sub-regions, with 

higher rates of newly arrived immigrants settling in the outer south east and a greater 

proportion of the ageing population in the peninsula sub-region. 

The tables below demonstrate layers of cultural diversity in the region. Of specific 

interest is the high number of “born elsewhere” in both the Bethlehem and SEPC 

catchments, indicating the existence of many very small communities within each 

catchment.     

 

Table 1, proportion of overseas born my sub-region 

Calvary Healthcare Bethlehem 
subregion  Peninsula Hospice Service subregion  South East Palliative Care sub region 

Born Overseas 133,065 30.3%  Born Overseas 61,312 21.5%  Born Overseas 164,127 36.5% 

% Born OS or 
parent born 
overseas 235,150 53.6%  

% Born OS or 
parent born 
overseas 121,404 42.6%  

% Born OS or 
parent born 
overseas 273,780 60.9% 

Born in Non-
English-speaking 
Countries 89,422 20.4%  

Born in Non-
English-speaking 
Countries 26,233 9.2%  

Born in Non-
English-speaking 
Countries 128,417 28.6% 
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Table 2, Country of Birth by Community PC service catchment area 

Calvary Healthcare Bethlehem  Peninsula Hospice Service    South East Palliative Care   

Birthplaces 
Adjusted 
Number 

Per 
cent  Birthplaces 

Adjusted 
Number 

Per 
cent  Birthplaces 

Adjusted 
Number 

Per 
cent 

Australia 305,764 69.7%  Australia 223,934 78.5%  Australia 285,298 63.5% 

Born 
elsewhere 28,813 6.6%  

United 
Kingdom 26,335 9.2%  

Born 
elsewhere 42,007 9.3% 

United 
Kingdom 23,122 5.3%  

Born 
elsewhere 7,210 2.5%  

United 
Kingdom 22,299 5.0% 

New 
Zealand 9,133 2.1%  

New 
Zealand 5,086 1.8%  Viet Nam 13,165 2.9% 

Greece 8,331 1.9%  Italy 2,190 0.8%  India 10,484 2.3% 

India 7,513 1.7%  Netherlands 2,081 0.7%  Sri Lanka 10,128 2.3% 

China 6,950 1.6%  Germany 1,993 0.7%  New Zealand 8,628 1.9% 

South Africa 5,292 1.2%  Greece 1,775 0.6%  Italy 5,401 1.2% 

Poland 4,756 1.1%  India 1,629 0.6%  China 5,181 1.2% 

Italy 4,272 1.0%  South Africa 1,208 0.4%  Greece 4,294 1.0% 

Germany 3,430 0.8%  Ireland 1,126 0.4%  Philippines 4,031 0.9% 

USA 3,089 0.7%  Philippines 1,114 0.4%  Bosnia 3,335 0.7% 

Malaysia 3,057 0.7%  Sri Lanka 1,030 0.4%  Netherlands 3,131 0.7% 

Sri Lanka 2,608 0.6%  China 901 0.3%  Croatia 3,064 0.7% 

Indonesia 2,327 0.5%  USA 870 0.3%  Poland 2,862 0.6% 

Hong Kong 1,844 0.4%  Croatia 670 0.2%  Germany 2,665 0.6% 

Ireland 1,768 0.4%  Poland 661 0.2%  South Africa 2,496 0.6% 

Viet Nam 1,731 0.4%  Malaysia 532 0.2%  
SE Europe, 
nfd 2,496 0.6% 

Japan 1,632 0.4%  Egypt 457 0.2%  Fiji 2,179 0.5% 

Philippines 1,500 0.3%  Canada 455 0.2%  Turkey 2,019 0.4% 

Singapore 1,321 0.3%  Viet Nam 440 0.2%  Malaysia 1,749 0.4% 

Netherlands 1,284 0.3%  Malta 422 0.1%  Macedonia 1,587 0.4% 

Egypt 1,246 0.3%  
SE Europe, 
nfd 418 0.1%  Egypt 1,517 0.3% 

Canada 1,240 0.3%  Fiji 384 0.1%  Lebanon 1,429 0.3% 

Korea, 
South 1,086 0.2%  Bosnia 324 0.1%  Thailand 1,127 0.3% 

Thailand 885 0.2%  Lebanon 256 0.1%  Ireland 1,101 0.2% 

Croatia 858 0.2%  Hong Kong 242 0.1%  Malta 1,048 0.2% 

SE Europe, 
nfd 813 0.2%  Indonesia 237 0.1%  Indonesia 853 0.2% 

Turkey 710 0.2%  Thailand 229 0.1%  Singapore 806 0.2% 

Lebanon 585 0.1%  Singapore 224 0.1%  USA 782 0.2% 

Malta 459 0.1%  Turkey 221 0.1%  Hong Kong 735 0.2% 

Fiji 457 0.1%  PNG 192 0.1%  Iraq 592 0.1% 

Bosnia 363 0.1%  Japan 168 0.1%  Canada 403 0.1% 

Papua New 
Guinea 278 0.1%  

Korea, 
South 109 0.0%  Japan 213 0.0% 

Macedonia 209 0.0%  Macedonia 67 0.0%  Korea, South 177 0.0% 

Iraq 105 0.0%  Iraq 57 0.0%  PNG 142 0.0% 
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2.2. Language spoken at home 

A similar pattern can be observed when looking at Language Spoken at Home. It 

must be noted that while many people speak a certain language at home, they may 

be able to speak English or other languages as well. For example many people from 

Iran, while speaking Dari or Farsi at home may also be fluent in Arabic, or many 

people born in the Congo can speak French very well. When considering languages 

spoken in order to produce written information, the tables below will not be 

adequate to determine needs in the regions. Issues such as both Mandarin and 

Cantonese being the same written language and literacy in the primary language 

are of great importance and information about these topics needs to be sourced 

elsewhere. 

 

The tables below show language proficiency as well as languages spoken at home 

for the three sub-regions. 

 

Table 3, percentage of people speaking a language other than English 

CHCB     PHS     SEPC   

Speak languages 
other than English 
% 30   

Speak languages 
other than English 
% 12   

Speak languages 
other than English 
% 42 

 
 

Table 4: Limited English proficiency          

Limited English proficiency 
[persons who speak non-E 
langs at home]   

Limited English proficiency 
[persons who speak non-E 
langs at home]   

Limited English proficiency 
[persons who speak non-E 
langs at home] 

Adjusted Number 12,022   Adjusted Number 2,636   Adjusted Number 26,530 

% of overseas-born 
Population 9.0%   

% of overseas-born 
Population 4.3%   

% of overseas-born 
Population 16.2% 

% of total 
population 2.7%   

% of total 
population 0.9%   

% of total 
population 5.9% 

 



Promoting Quality of Life for all Communities, SMRPCC, 2010 9 

Table 5: Languages spoken at home by Community PC Service catchment 

Calvary Healthcare Bethlehem  Peninsula Hospice Service    South East Palliative Care   

Languages Spoken at Home  Languages Spoken at Home  Languages Spoken at Home 

English only 344,569 78.5%  English only 261,020 91.5%  English only 306,660 68.2% 

Greek 18,660 4.3%  Other 4,143 1.5%  Other 23,761 5.3% 

Other 15,503 3.5%  Greek 3,618 1.3%  Vietnamese 15,896 3.5% 

Russian 9,114 2.1%  Italian 2,990 1.0%  Greek 9,256 2.1% 

Chinese: Mandarin 7,596 1.7%  German 1,312 0.5%  Italian 8,042 1.8% 

Italian 7,176 1.6%  Chinese: Mandarin 957 0.3%  Khmer 7,336 1.6% 

Chinese: Cantonese 5,099 1.2%  Spanish 936 0.3%  Chinese: Cantonese 6,883 1.5% 

Polish 3,003 0.7%  Dutch 872 0.3%  Arabic 6,702 1.5% 

German 2,690 0.6%  Chinese: Cantonese 807 0.3%  Chinese: Mandarin 5,785 1.3% 

French 2,304 0.5%  Arabic 757 0.3%  Spanish 5,617 1.2% 

Hindi 2,288 0.5%  Polish 664 0.2%  Sinhalese 5,551 1.2% 

Spanish 1,981 0.5%  Croatian 634 0.2%  Serbian 5,527 1.2% 

Indonesian 1,930 0.4%  French 585 0.2%  Turkish 3,587 0.8% 

Japanese 1,784 0.4%  Russian 580 0.2%  French 3,339 0.7% 

Arabic 1,693 0.4%  Hindi 492 0.2%  Iranic Ls: Dari 3,321 0.7% 

Vietnamese 1,661 0.4%  Vietnamese 449 0.2%  Hindi 3,290 0.7% 

Hungarian 1,331 0.3%  Serbian 393 0.1%  Polish 3,259 0.7% 

Turkish 1,079 0.2%  Tagalog (excl. Filipino) 381 0.1%  Croatian 3,025 0.7% 

Serbian 998 0.2%  Tamil 360 0.1%  Chinese: Other 2,731 0.6% 

Korean 984 0.2%  Filipino (excl. Tagalog) 356 0.1%  Tamil 2,714 0.6% 

Croatian 960 0.2%  Hungarian 344 0.1%  Hungarian 2,039 0.5% 

Sinhalese 913 0.2%  Khmer 331 0.1%  Samoan 1,999 0.4% 

Chinese: Other 900 0.2%  Sinhalese 321 0.1%  German 1,724 0.4% 

Tamil 887 0.2%  Turkish 304 0.1%  Russian 1,632 0.4% 

Dutch 676 0.2%  Iranic Ls: Dari 232 0.1%  Tagalog (excl. Filipino) 1,604 0.4% 

Khmer 522 0.1%  Japanese 216 0.1%  Filipino (excl. Tagalog) 1,594 0.4% 

Tagalog (excl. Filipino) 518 0.1%  Chinese: Other 203 0.1%  Dutch 1,368 0.3% 

Filipino (excl. Tagalog) 487 0.1%  Maltese 190 0.1%  Iranic Ls: Other 948 0.2% 

Portuguese 428 0.1%  Samoan 165 0.1%  Macedonian 898 0.2% 

Macedonian 320 0.1%  Indonesian 152 0.1%  Indonesian 733 0.2% 

Iranic Ls: Persian (excl. 
Dari) 269 0.1%  

Iranic Ls: Persian (excl. 
Dari) 133 0.0%  Maltese 692 0.2% 

Maltese 264 0.1%  Portuguese 111 0.0%  Portuguese 663 0.1% 

Samoan 80 0.0%  Macedonian 90 0.0%  
Iranic Ls: Persian (excl. 
Dari) 641 0.1% 

Australian Indigenous 77 0.0%  Korean 90 0.0%  Japanese 237 0.1% 

Iranic Ls: Dari 55 0.0%  Australian Indigenous 40 0.0%  Australian Indigenous 204 0.0% 

Iranic Ls: Other 30 0.0%  Iranic Ls: Other 19 0.0%  Korean 169 0.0% 

Total 438,829 100.0%  Total 285,246 100.0%  Total 449,425 100.0% 
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2.3. Religion 

While Christianity is the main religious belief in all regions, there are some differences 

in the distribution as well the significance of other religions, in particular a high 

proportion of Judaism in the Bethlehem catchment as well as high proportions of both 

Buddhism and Islam in the SEPC catchment. 

 

Table 6: main religions by catchment 

CHCB      PHS      SEPC     

Religion      Religion      Religion     

Christianity 269,450 61.4%  Christianity 195,464 69%  Christianity 292,769 65.1% 

No religion 107,424 24.5%  No religion 82,052 29%  No religion 94,793 21.1% 

Judaism 38,900 8.9%  Buddhism 2,901 1%  Buddhism 30,171 6.7% 

Buddhism 10,115 2.3%  Islam 1,612 1%  Islam 20,426 4.5% 

Hinduism 6,114 1.4%  Hinduism 1,365 0%  Hinduism 7,231 1.6% 

Islam 4,190 1.0%  
Other 
religion 1,284 0%  

Other 
religion 3,351 0.7% 

Other 
religion 2,636 0.6%  Judaism 568 0%  Judaism 684 0.2% 

Total 438,829 100.0%  Total 285,246 100%  Total 449,425 100.0% 
 

 

3. Benefits of Responding to Diversity 

 

Apart from meeting legal obligations, focusing on the needs of the patient/client 

group results in better health outcomes and has the potential to achieve efficiencies 

in health service provision. Implementing diversity-responsive policies in palliative care 

services ensures that a service can meet the needs of non-English speaking 

background patient/client groups, whilst promoting safety and meeting policy and 

legislative requirements.  

 

Diversity-responsive palliative care may require initial resource increases in some 

areas (such as policy development, interpreting, translating, added clinician time 

and some systemic changes), yet it will save resources in the longer term. For 

example, the appropriate use of interpreters can result in more effective health 

assessments and outcomes when a clinician and patient are able to communicate 

effectively. Minimising miscommunication results in improved assessment, appropriate 

intervention and improvement in health outcomes. 
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Health is a culturally mediated concept that is understood in the context of a 

patient/client group‟s belief system. Modern health systems themselves are culturally 

mediated and consideration of individual health views must be incorporated into 

health services to ensure they remain relevant and sensitive to different cultural world 

views and belief systems. 2 

 

Initiatives that address cultural diversity issues can also contribute to quality processes 

and contribute to overall accreditation activities. 

 

 

4. Access barriers 

Research indicates that communication and language can be a factor influencing 

health outcomes and efficiency of care. While these studies point to serious risks and 

great differences in health outcomes for different patient groups, most studies have 

been conducted overseas and little evidence has been produced in Victoria3.  

 Readmission rates: Patients with access to interpreters were less likely to have 

readmissions to the emergency department and more likely to keep follow up 

appointments (Bernstein J, Bernstein E, Dave A, et al. Trained medical 

interpreters in the emergency department: effects on services, subsequent 

charges, and follow-up. J Immigr Health. 2002;4(4):171-176). 

 Adherence to treatment: A lack of explanation of side effects correlated 

negatively with compliance with medication, especially when interpreters 

were not used. (David, R. A. & Rhee, M., (1998), “The impact of language as a 

barrier to effective health care in an underserved urban Hispanic community.” 

Mount Sinai Journal of Medicine 65 (5-6): 393-7). 

 Length of stay: Anecdotally, discharge planning is less effective when 

interpreters are not used. Due to the lack of comprehensive data collection 

and analysis, there is little research available to estimate the dimension of the 

problem. In 2004, one Victorian hospital found a one day increased LOS for 

patients who speak a language other than English (LOTE) at home. 

 

A number of Victorian health services have identified areas in which difficulties for 

NESB/LEF patients occur.  

                                                 
2
 Adapted from: Diversity in Hospitals, Policy and Resource Guide, Centre for Culture Ethnicity and 

Health, Melbourne 2002 
3 ‘Creating Artificial Demand – is it really necessary?’ Tatjana Bahro, Centre for Culture Ethnicity and Health, 
Melbourne 2003 
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 One hospital has found that there are consistently higher rates for patient > 65 

from NESB with unplanned readmissions to the Emergency department within 

14 days of discharge. 

 A Day Procedure Unit found that a lack of understanding of bowel 

preparation before procedures in one language group caused the hospital to 

have to cancel procedures on the day of surgery. 

 Another health service found longer average elective surgery waiting times 

(cat 3) for NES patients. 

 

The above listed examples show that there may be differences in health outcomes 

for certain patient groups without specific intervention. Finding the cause for these 

problems can lead to improved planning and distribution of resources, which can 

cause increased efficiencies in the provision of care and more cost-effective service 

provision. The following issues are barriers to effective service provision and contribute 

to other access barriers. 

 

4.1. Language/Communication 

As stated above, lack of communication can significantly impact on care. When 

patients and providers do not speak the same language, it is the responsibility of the 

provider to arrange for a professional interpreter when appropriate4. The use of family 

members is inappropriate and dangerous in many situations5. 

  

4.2. Explanatory models of health, and cultural differences 

In Palliative Care, cultural incongruence between patient and provider can be 

amplified and significantly impact on care. Migrants may not understand what 

palliative care is about and may misunderstand interventions. It can also have an 

influence of the ability of the health care provider to interact appropriately with a 

patient, due to stereotyping of cultural groups, fear of making mistakes and lack of 

skills in cross-cultural communication. 

 

                                                 
4
 DHS Cultural Diversity Guide - June 2004, 

http://www.dhs.vic.gov.au/multicultural/html/cultdivguide.htm#planning 

 
5
 DHS Language Services Policy, 2004, 

http://www.dhs.vic.gov.au/multicultural/downloads/language_service_policy.pdf 

 

http://www.dhs.vic.gov.au/multicultural/html/cultdivguide.htm#planning
http://www.dhs.vic.gov.au/multicultural/downloads/language_service_policy.pdf
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4.3. Lack of knowledge of service system and health literacy 

The health system in Victoria often relies on the initiative of service users and their 

ability to navigate the system. There is often an incorrect assumption of people‟s 

knowledge and capacity to do so. This is amplified with, migrants, who often lack 

health literacy and the skills to navigate the health system, causing a greater reliance 

of referrals through professionals. 

 

4.4. Mistrust 

Experiences and therefore expectations of discrimination may be an issue for some 

patients / clients and their families. This can be particularly difficult in the context of 

palliative care as it may be perceived as hastening death. It can also have an 

impact on whether the patient and family are prepared to engage in advanced 

care planning, requiring service provider to build trust before progress can be made. 

 

 

5. Issues for service providers 

Cultural Diversity in the community presents challenges to service providers. The more 

homogenous the patient group is, the easier it is to streamline services and plan for 

common scenarios. Ethno-cultural diversity adds an extra dimension, which can 

enrich service provision by making it more interesting or providing opportunities to 

broaden the skill base of staff or the versatility of organizational systems. However, 

services with a high percentage of CALD service users require additional resources. 

 

5.1. Funding 

Providing care to people from CALD backgrounds has been found to be significantly 

more expensive than to those from non-CALD background. The statement below is 

from a recent submission from the Department Treasury and Finance to the 

Commonwealth grants commission:  

“Victoria welcomes further analysis by the Commission demonstrating large differences in cost 

weighted separation rates between people from an English speaking country, and those born in a non-

English speaking country. This analysis is supported by data collected by Victoria, demonstrating that 

CALD patients present to Victorian hospitals more often than non-CALD patients. This data also 

demonstrates significantly greater per unit costs for CALD patients, even when adjusting for both age 

structure differentials and the relatively more complex diagnosis groups with which these people 
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present. This evidence is outlined in Appendix one. On this basis, Victoria strongly supports the 

addition of a supplementary cost weighting of 1.18 for CALD populations.ò
6
  

Additional costs are caused by the need to fund language services as well as 

complications that arise when interpreters are not used, causing increased length of 

stay, lack of adherence to treatment, etc. 

 

5.2. Time 

Logically it should take twice the amount of time to communicate through an 

interpreter than it does when communicating directly. While this is not the case in 

practice (sessions are often only slightly longer, leaving the question if information or 

relationship building is missed out on) it is still necessary to spend more time on 

patients who don‟t speak English well. This is not usually recognized in funding and 

service agreements, leading to services with high percentages of CALD service users 

potentially being more stretched. It is therefore essential to be aware of these issues 

and avoid unnecessary inefficiencies.  

 

5.3. Workforce skills and knowledge 

Staff skills and knowledge in the area of cross-cultural communication is essential to 

ensure effective, efficient and appropriate care. Many health services leave the 

development of these skills up to chance, risking inappropriate and ineffective 

treatment of patients and unhappy staff because problems become magnified and 

misunderstandings between patient and clinician grow. There are two major aspects 

that prevent effective cross-cultural communication: 

 The need of clinicians to be perceived as knowledgeable (fear of making 

mistakes), leading to a fear of asking questions which will make it necessary to 

stereotype patients 

 Lack of skills in working with interpreters as well as lack of knowledge about 

how the interpreter system works, leading to inappropriate use of interpreters 

(i.e. failure to accurately assess the need for an interpreter, not enough 

information given when booking interpreters, failure to brief and de-brief the 

interpreter, failure to provide alternatives when patients refuse an interpreter 

from their community) 

                                                 
6
 Department of Treasury and Finance, Victoria, submission to the Commonwealth Grants commission 

2008 
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While some staff have extensive experience in working cross-culturally, without proper 

training they may continue to make avoidable mistakes and not reflect upon their 

practice. 

 

5.4. Systems 

Some systems within the health sector are not flexible enough to cater for the needs 

of different patient groups. While this may not present great difficulties within the 

context of community palliative care, inpatient services are often affected by this, in 

particular in the area of family visits, catering for dietary requirements, timing of 

interventions in culturally inappropriate times and specific cultural requirements 

around death. 

 

 

6. Issues for different service types 

There are three different palliative care services types in the southern metropolitan 

region: three community palliative care services, two of them stand alone, one 

attached to a specialist hospital, four palliative care inpatient sites, three of them 

attached to major hospitals, one being part of the specialist hospital and three 

consultancies in each of the major hospitals in the region. All service types will require 

different strategies that may be influenced by their alignment with major hospitals. 

 

6.1. Community Palliative Care Services 

These agencies are fairly independent, and therefore in a position to develop their 

own policies and resources. As they operate mainly in the home, this needs to be 

taken into account with any policy and resource development and training. It 

provides greater opportunities to interact with the family as well as greater potential 

for misunderstandings as patient and family may be in a greater position of power. 

There are more difficulties in the provision and coordination of language services and 

greater potential for inefficiencies. This may require development of appropriate 

interpreter booking systems and staff orientation to these systems. In addition, it 

requires staff to acquire a greater knowledge of cultural diversity and strategies for 

checking with families about how the health professional should interact the patient 

and family members. 
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6.2. Inpatient Palliative Care Services 

All inpatient services are aligned with hospitals and need to take into account 

internal existing policies and resources.  Specific issues for inpatient services may be 

the provision of culturally specific meals, prayer areas and hygiene options and 

spiritual care as well as issues with the family within the inpatient setting.  

 

6.3. Consultancies 

As with inpatient services, consultancies can utilize the existing systems of the hospitals 

they work in. Consultancies are less involved in the day to day care of patients and 

therefore may not be required to organise any culturally specific services, yet they 

may need to facilitate access to these services and can act as an educator for other 

hospital staff. They may benefit from a broader perspective of the CALD service 

system. 

 

7. Solutions  

In the past, activities in the area of cultural diversity have been largely reactive or 

focused on one area of service delivery only; however, in order to implement 

sustainable change, a comprehensive and coordinated approach is required. 

This needs to be supported throughout the whole organization and imbedded in 

strategy and policy. 

 

7.1. Inclusive Planning, Infrastructure and Budgeting 

In order to support inclusive service provision, the diversity of service users need to be 

considered in any planning activity, including service targets and building. Often, 

lack of recognition of the different needs of the target population can either lead to 

inaccessibility of services or inefficiencies in service provision.  

 

 

Examples include planning for a multi-faith space instead of a solely Christian 

chapel or planning considering the needs of specific religious groups when timing 

activities (i.e. outpatient clinics on a Friday late afternoon may not be appropriate 

for some Jewish patients or some interventions can be difficult around Ramadan). 
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7.2. Inclusive Data Collection and Indicator Use 

Service use data and community data is often used for planning, quality analysis and 

measuring of the usefulness of interventions. When not used appropriately, this can 

lead to mistakes in planning and service resourcing. At a minimum, data collection 

needs to include country of birth, preferred language, religion and need for an 

interpreter and these factors have to be considered in data analysis.  

 

7.3. Inclusive Consumer Participation 

Many agencies now include consumer participation strategies in their planning and 

quality initiatives. There is a danger in the consumers not reflecting the target 

population as very relevant needs can be ignored. Typically consumers who are 

interested in health services are fairly well established, speak English and from a high 

socio-economic background and cannot speak for people who may not have these 

characteristics. 

 

7.4. Language Services 

Using language services appropriately, efficiently and effectively requires knowledge 

about how language services operate and skills in applying this knowledge in three 

ways: 

 Assessing the need for language services 

 Appropriate booking and cancellation of language services with adequate 

booking systems 

 Ability to work with interpreters efficiently and effectively and 

 Policies to support the above. 

Many services use language services inefficiently, often not even aware of the fact 

that their lack of structure and knowledge around this area causes distress for patients 

and often also excessive costs for services. 

 

Carer satisfaction surveys could be undertaken with interpreters over the phone 

rather than relying on written surveys in English only in order to achieve a more 

comprehensive understanding of carer issues.  
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7.5. Specific Cultural or Religious Requirements in the Health Setting 

All cultural groups (including Anglo-Australian) have certain structural requirements in 

order for them to feel comfortable. For community palliative care services, this can 

include issues about appropriate times to visit, knowledge about dietary issues 

(including fasting times and medication components etc.) as well as funeral 

arrangements and dealing with the body shortly after death, however, as the family is 

in control of the patient‟s environment, these issues may not impact as significantly on 

patient care as they might in inpatient services. Cultural requirements different from 

the mainstream can sometimes be difficult to cater for, in particular in inpatient 

services and may include the need to access prayer spaces, running water for 

washing, accommodating  large groups of visitors, dietary requirements (including 

catering for food brought in by the patients family) and more. Accommodating these 

issues or negotiating with the family about them requires lateral thinking, a good 

knowledge about what support services are available in the local community and 

good cross cultural communication skills. 

 

 

 

 

Families might want to bring along food for the patient in the morning to eat in the 

evening and would like to the staff to heat it up for the patient. Some facilities 

have strict regulations about food handling and are therefore not able to fulfill the 

request. Some services have made specific patient facilities available, where 

families can store and heat up food. 

Palliative care staff need to be aware of the appropriate language service 

provider for their service so that they don‟t call the federally funded Translating 

and Interpreting Service (TIS) for a home visit. This service is often free for medicare 

funded services, but very expensive for state funded services.  

 

Providing staff with training on how to work with interpreters will assist them to 

better assess the need for an interpreter and the language required, avoiding 

situations where several calls have to be made because information about the 

language was not sought initially (i.e. different Chinese languages or significant 

differences in dialects of Arabic etc).  
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7.6. Inclusive Staff Employment, Orientation and Training  

A skilled workforce that is well supported and reflects the demographics of the local 

area is the ideal that services could work towards. To achieve this, an organisation 

needs to consider the areas of staff and volunteer recruitment, staff competencies 

and orientation, ongoing training, teambuilding and conflict resolution. This should be 

underpinned by a supportive set of resources, policies and guidelines. 

 

Some patients miss out on volunteer services because the service they belong to 

has no volunteer who speaks their language and the interpreter budget cannot 

cater for volunteer visits. Recruiting volunteers from the local ethnic communities 

could assist services to cater for their need. It is, however, important to ensure that 

patients understand the role of the volunteer and agree to their involvement. 



Promoting Quality of Life for all Communities, SMRPCC, 2010 20 

8. Process for the Southern Metropolitan Region palliative care 

services 

 

It is recognised that services in the region have different capacity to respond to 

cultural diversity as well as different needs in this area. Therefore it is necessary to 

provide flexible options for individual services. 

 

Within this project, palliative care services in the SMR will be offered the assistance of 

the consortium manager to work towards a comprehensive structural change to 

achieve increased capacity to work with different communities. In order to establish 

the best way forward for each agency, the following process will be offered to all 

consortium members: 

a) letter of invitation, outlining the process, and strategic framework to be sent to 

all consortium member agencies  

b) CEOs / clinical services managers of the agencies that agree to participate 

will be asked to  read the strategic framework, and a meeting with the 

consortium manager will be arranged 

c)  Service determine a key contact staff member (commitment to the project: 

approx 9 months) 

d) Individual meetings with the key contact and CM 

e) Key contacts establish reference group within their service (initial commitment 

3 months) 

f) Reference group determines needs and priorities with assistance of the CM 

(including policy development, resources and training (see list in the 

appendix) 

g) Policies, processes and guidelines are reviewed by key contact and with 

assistance of the CM. 

h) Implementation of any action identified 

i) Evaluation of the changes as appropriate. 

 

Supporting actions through the consortium: 

The above process relates to each individual agency; however a number of activities 

will be undertaken to support all services in the region and as appropriate in Victoria: 

a) All documents and resources developed through this project will be shared 

with other agencies as appropriate (SMRPCC website) 

b) Training will be opened for staff from other agencies if appropriate. 
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9. Appendixes 

9.1. Glossary 

CALD Culturally and Linguistically Diverse, misleadingly describes 

people who were born in non-main English speaking 

countries or whose parents were and identify with their 

country of origin, replaced NESB as description without 

consultation of the ethnic sector 

NESB Non-English speaking background, former term for people 

now described as CALD, term agreed on after consultation 

with the sector 

LEF Low English Fluency 

CoB Country of Birth 

Ethnicity Identity with or membership in a particular racial, national, 

or cultural group and observance of that group's customs, 

beliefs, and language (The American Heritage® New 

Dictionary of Cultural Literacy, Third Edition 

Copyright © 2005 by Houghton Mifflin Company) 

Health Literacy An individual's ability to read, understand and use 

healthcare information to make decisions and follow 

instructions for treatment. (Wikipedia) 

Culture The set of shared attitudes, values, goals, and practices 

that characterizes an institution, organization or group 

SEPC South East Palliative Care 

CHCB Calvary Healthcare Bethlehem 

PHS Peninsula Hospice Service 

Cultural Diversity Term usually refers to ethno-cultural diversity 
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9.2. Training Modules available: 

 

9.2.1. Cultural Competence and Palliative Care (45 -90 minutes) 

This is an overview of cultural diversity issues in palliative care and enables 

participants to start reflecting on their own cultural background and how that may 

influence their work with people from a cultural background different from their own. 

Topics will include: 

- Overview of population statistics in the local area 

- What is culture 

- Some common behaviours (Ethnocentrism, stereotyping) 

- Family roles 

- specific issues related to service type 

9.2.2. Cross cultural communication (45 -90 minutes) 

This interactive workshop will assist participants to increase their skills in working cross 

culturally. Topics include: 

- communication styles 

- miscommunication 

- assessing the need for an interpreter 

- booking interpreters 

- working with interpreters 

- competent cross cultural communication 

9.2.3. Inclusive research, quality projects and consumer participation (30 -60 minutes) 

This workshop will raise issues of the impact of cultural and linguistic diversity on 

research and data analysis. It provides participants with new skills to analyse findings 

of research and quality activities and to become more inclusive in future projects. 

- the impact of communication on health outcomes and quality indicators 

- inclusive service planning 

- inclusive consumer participation 

9.2.4. Writing for consumers (90 – 120 minutes) 

Written communication is becoming increasingly important for the provision of health 

services and many people are required to produce consumer health information 

without having any training or experience in the area. This practical workshop will 

make participants aware of health literacy issues, writing and design styles, writing for 

certain target groups, the process of developing meaningful information, practical 

information including translations.  
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9.3. Draft - Self Assessment Tool for Services 

The check list will assist to identify gaps in the capacity of services to become 

culturally competent: 

a) Inclusive Planning, Infrastructure and Budgeting 

Question yes no 

Do you know the ethnic composition of your catchment area?    

Do you know how many of your current service user groups speak a 

language other than English? 

  

Do you have a budget for interpreting services?   

Do you have a budget for staff training that is adequate to cover 

cultural diversity training? 

  

When you produce written information for patients, do you translate it 

into relevant community languages? 

  

For inpatient services:  

Question yes no 

Do you have an accessible area for prayer from different religions?   

Do you provide kosher and halal food?   

How do patients find out about this?   

Do patients take up that option? If not, why not?   

 

b) Inclusive Data Collection and Indicator Use 

Question yes no 

When you assess quality indicators, do you look at the data by country 

of birth/language spoken? (i.e. cancelled appointments, length of stay 

with the service, etc) 

  

 

c) Inclusive Consumer Participation 

Question yes no 

Do you include the main community groups in any health promotion / 

service promotion activity in your area? 

  

If you have a community advisory committee or board, does it have 

gender / ethnicity balance or someone with a portfolio to consider 

minority group issues? 

  

Do you get service complaints, and if yes, are service users from NESB 

represented proportionally? 

  

 

 



Promoting Quality of Life for all Communities, SMRPCC, 2010 24 

d) Language Services  

Question yes no 

Do you have an interpreter booking procedure?    

How do staff become aware of this?   

Have all staff attended training on working with interpreters?   

Have you ever assessed if there are inefficiencies in your interpreter 

bookings? 

  

Do you translate correspondence with patients if required and 

appropriate? 

  

 

e) Specific Cultural or Religious Requirements in the Health Setting 

Question yes no 

Have your staff been assessed on if they can communicate cross 

culturally? 

  

Are your staff aware of ethno- or cultural specific support services 

relevant to your service? 

  

What resources are easily available for staff if they require more 

information on specific patient group‟s needs? 

  

 

f) Inclusive Staff Employment, Orientation and Training  

Question yes no 

Do you include in job advertising that you encourage bi-lingual staff to 

apply? 

  

Do you contact local ethno-specific services if you undertake a 

volunteer drive? 

  

Do you provide information on language services and cultural diversity 

training as part of your orientation? 

  

Do you offer cultural diversity in-service training?   

Do you encourage staff to attend external training on cultural diversity 

related topics? 

  

Do you have policies that support a non-discriminatory workplace?    

Do you undertake teambuilding that is inclusive for all staff (footy 

tipping or drinks after work may not be inclusive) 
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