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1. Background

The Victorian Integrated Cancer Services (VICS) are Victoria's cancer services improvement
network. They build relationships between healthcare providers and other cancer care stakeholders
to develop, implement, and evaluate initiatives that improve the way Victoria’s health services
provide care and support to people affected by cancer. There are 8 geographical Integrated Cancer
Services (ICS) and one statewide paediatric ICS. The VICS drive implementation of the Victorian
Cancer Plan 2024-2028 and the Optimal Care Pathways.

The VICS Optimal Care Summits program is an initiative of the VICS that involves examining
tumour-specific cancer care, experience and outcomes measures against the standards and targets
set out in the Optimal Care Pathways (OCPs).[1] The Victorian Cancer Plan 2024-2028 [2] defines
the program as an enabler for reducing variations in clinical practice and cancer outcomes. It aims
to identify data informed patterns of cancer care and outcomes, variations in care, agree priorities
for reducing unwarranted variations, and deliver quality improvement initiatives to reduce prioritised
variations. The program involves a mixed-methods strategic consultation approach, including
tumour-specific expert working groups, strategic consultations, statewide surveys, and relevant
stakeholder engagement throughout Victoria, as well as priority initiatives that are resourced by the
VICS and other cancer organisations.

The evidence-to-practice gap remains a healthcare challenge especially in complex settings like
cancer services.[3] The OCPs are a framework for evidence-based, consistent, safe, high-quality
care for people with cancer.[1] However, gaps exist across cancer services in implementing these
pathways and currently there is no OCP for the Culturally and Linguistically Diverse (CALD) priority
population and limited emphasis within existing tumour-focused OCPs.

In late 2025 to early 2026, the VICS Optimal Care Summits program explored unwarranted
variations in cancer for CALD communities through strategic consultation and a live summit event.
An important aspect of determining unwarranted variations is to explore the barriers, enablers, and
preferences of key stakeholders to providing optimal care for CALD people with cancer and their
families. Barriers and enablers can be defined as any factor that can negatively or positively impact
optimal cancer care respectively.[4] Preference of care is defined as a statement indicating the
importance of a specific aspect of clinical behaviours of care providers.[5]

2. Aim

To understand the barriers, enablers, and preferences of multidisciplinary healthcare professionals
in delivering optimal cancer care to CALD patients in Victoria.

3. Methodology

An online survey (see Appendix 1) was developed by the VICS Optimal Care Summits team in
collaboration with an expert advisory group comprising 21 multidisciplinary CALD cancer
respondents representing each of Victoria’s Integrated Cancer Service (ICS) regions. The survey
asked respondents to select perceived unwarranted variations in CALD cancer care for their ICS
region and describe via free text fields the barriers, enablers and preferences for delivering optimal
care to CALD patients diagnosed with cancer. The survey was piloted and then distributed to a key
stakeholder list of 135 CALD cancer multidisciplinary clinicians and respondents. The survey was
open for 6 weeks between October and December 2025. Participation was voluntary and results
were collated and analysed using Microsoft Excel. Qualitative responses were coded using
semantic and latent codes and themes were identified.
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4. Findings

A total of 104 cancer multidisciplinary respondents participated in the CALD-focused survey,
yielding a response rate of 77%. As shown in Table 1, responses were broadly distributed across
settings with just over half of respondents (51%, n=54) from metropolitan ICS. Under half (38%,
n=39) were from regional ICS, and a smaller proportion were involved in statewide work (11%,
n=11).

Approximately 39% (n=41) of respondents identified as being from a CALD background, while 60%
(n=62) reported not being from a CALD background. One respondent preferred not to disclose their
background.

Table 1. Demographics of CALD stakeholder survey respondents

Name of Integrated Cancer Service (ICS) ‘ Number of responses

Metropolitan Integrated Cancer Services

North Eastern Melbourne (NEMICS) 31 (29%)
Western & Central Melbourne (WCMICS) 12 (12%)
Southern Melbourne (SMICS) 11 (11%)
Regional Integrated Cancer Services

Loddon—Mallee (LMICS) 23 (21%)
Hume (HRICS) 11 (11%)
Barwon South Western (BSWRICS) 2 (2%)
Grampians (GICS) 2 (2%)
Gippsland (GRICS) 1(1%)
My work applies statewide 11 (11%)

Grand total ‘ 104

As shown in Table 2, the majority of respondents were medical professionals (31%, n=32). There
was also substantial representation from nursing staff (23%, n=24), managers or directors (11%,
n=12), allied health professionals (11%, n=12) and translators / language service staff (9%, n=9).
Respondents classified as ‘other’ (7%, n=4) included individuals in management and/or leadership
roles.

Table 2. Occupation of CALD cancer survey respondents

Occupation of CALD cancer survey respondents Number of respondents (percentage)

Medical professional 32 (31%)
Nursing staff 24 (23%)
Manager or director 12 (11%)
Allied health professional 12 (11%)
Other 10 (10%)
Translator/ language services staff 9 (9%)
Administrative staff 5 (5%)
Grand total 104 (100%)
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Survey respondents were asked to select the unwarranted variations they believed existed in the
provision of optimal care for CALD cancer patients. Multiple responses were permitted.

As shown in Figure 1, the most frequently identified unwarranted variation was delays in access to
diagnostic procedures/tests (68%, n=33), followed by delayed diagnosis (62%, n=33) and limited
access to supportive care services (62%, n=32). These were perceived as the most prevalent
unwarranted variations affecting CALD communities with cancer in Victoria.

Other commonly identified unwarranted variations included limited care coordination (54%, n=27),
limited access to clinical trials (52%, n=27), limited access to survivorship support (52%, n=15),
delays in access treatment (44%, n=14), and decreased survival rates (42%, n=13).

4.1 Barriers

Respondents across multiple organisations and professional roles were asked to identify barriers
preventing CALD patients diagnosed with cancer from receiving optimal care. Key barriers identified
by CALD respondents included language and communication challenges, system-level barriers,
limited availability of data, resource constraints, cultural stigma, socioeconomic pressures, and
difficulties in accessing services.

4.1.1 Language and communication barriers

Language and communication emerged as the most dominant barrier. Respondents consistently
reported limited and inconsistent access to interpreters, particularly for rare languages and dialects.
Even when interpreters were available, they were often booked only for formal appointments. This
left many incidental but important interactions such as ward-based care, symptom reporting,
appointment changes, and discussions about side-effects without professional language support,
leaving patients and their families feeling unsupported. Consequently, patients frequently relied on
family members to interpret which may compromise accuracy, privacy, and patient autonomy.

Most written and digital materials, including appointment letters, text message reminders,
chemotherapy education resources, consent forms, and side-effect instructions, were reported to be
available primarily in English. This limits patients’ ability to understand their diagnosis, treatment
options, potential side effects, and when to seek help. Without in-language resources, patients may
struggle to self-manage symptoms, recognise complications, or navigate follow-up care. This may
contribute to delays in treatment, medication errors, missed appointments, and reduced
engagement with care.

Dialect mismatch was also identified as a critical issue. Respondents noted that even when
interpreters are booked, they did not always speak the patient’s exact dialect, leading to incomplete
understanding. Telephone interpreting was reported as being used often as a fallback option,
however many clinicians and patients reported that it difficult, impersonal, and inadequate for
complex or sensitive discussions.

4.1.2 System-level barriers

System design was widely perceived as English-centric and grounded in Western models of care.
Many services were reported to lack processes that enable non-English-speaking patients to
contact services easily. Respondents noted that there are often limited or no clear pathways for
patients to telephone services and request assistance in their preferred language. In addition,
information about accessing national interpreter services was described as being poorly promoted
and inconsistently communicated.
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Proportion of responses (%)

Figure 1. Stakeholder perceived unwarranted variations in CALD cancer care in Victoria
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Time-pressured models of care were also identified as a major barrier. Consultations were
frequently stated as often being too brief to allow for meaningful discussion through an interpreter,
particularly for complex topics such as treatment risks, clinical trials, survivorship, nutrition, and/or
palliative care. Under time constraints, clinicians may simplify information or defer more detailed
discussions, potentially compromising the quality of and reducing the effectiveness of informed
consent and shared decision-making.

Respondents also described fragmented care pathways. CALD patients were reported to
experience difficulties navigating referrals, appointments, imaging, allied health, and supportive care
services. In the absence of coordinated navigation support, patients may miss appointments,
misinterpret instructions, or disengage from their treatment plans. The lack of culturally informed
care coordination was noted to further exacerbate these challenges.

| believe language batrriers, lack of cultural appropriate information and education, limited
health literacy, limited use of certified interpreters, all play a big role in CALD patients
receiving optimal care. A patient, who speaks a language other than English, is exposed to
higher risks of miscommunication, misunderstanding and harm, which can lead to delays in
diagnosis and treatments, potential medication errors and safety risks. Making a link between
language, culture and safety is very important. Different cultures across the world have
different approaches to decision making processes, to the way information is shared and to
how healthcare is perceived. When a clinician is not aware of specific cultural nuances, it can
lead to mistrust and, consequently, the patient may refuse to seek medical assistance.
Moreover, patients with low health literacy struggle to navigate appointments, understand
instructions, or recognise complications.

4.1.3 Lack of data availability

Many respondents highlighted the poor and inconsistent collection of CALD-related data, including
information on language, ethnicity, country of birth, and cultural needs. Data entry was reported to
be voluntary, incomplete, or inconsistently recorded across systems. Without accurate and
comprehensive data, health services cannot identify inequities, monitor outcomes, or design
targeted improvements. This lack of data visibility can result in the needs of CALD patients being
under-prioritised in policy development, funding decisions, and service design.

4.1.4 Resource scarcity in rural, regional and remote communities

Resources were reported to be limited outside metropolitan areas. Regional and rural services often
relied primarily on telephone interpreters, with little or no access to face-to-face interpreters.
Interpreter availability outside standard business hours and for rare languages was described as
particularly limited.

Travel distance and lack of transport were identified as additional barriers contributing to delays in
diagnosis and treatment. CALD patients living in farming or remote communities were reported to
depend on family members to take time off work to provide transport, increasing financial strain and
contributing to missed appointments. Workforce shortages of specialists, nurses, and allied health
staff in rural areas further restrict access to supportive care, rehabilitation and survivorship services.

4.1.5 Cultural stigma around cancer

Cultural beliefs and stigma surrounding cancer were identified as major barriers to early
presentation and ongoing engagement with care. In some cultural contexts, cancer is associated
with shame, death, spiritual punishment, or social taboo. Respondents reported that families may



prefer not to disclose a cancer diagnosis to the patient, thereby undermining patient autonomy and
informed decision-making.

In certain communities, there may be no direct term for cancer or hospitals may be strongly
associated with death, contributing to fear and avoidance of care. Cultural norms related to food
practices, fasting, gender roles, and family-based decision-making may also conflict with medical
recommendations unless addressed sensitively. Without culturally informed communication and
engagement, patients may delay seeking care, conceal symptoms, rely solely on traditional
remedies, or disengage from treatment.

Cultural stigma of cancer in some cultures and concern of families about informing patient of
diagnosis thus subverting their sovereignty and ability to make their own treatment decisions.

4.1.6 Socioeconomic pressures

Socioeconomic disadvantage was highlighted as intersecting with CALD status and compounding
barriers to care. Many patients were reported to experience financial toxicity related to treatment
costs, as well as costs associated with transport, parking, childcare, and time away from work.
Some individuals may have insecure employment, visa-related restrictions, or limited or no access
to Medicare, thereby constraining their ability to access investigations and treatment.

Competing priorities including housing stability, employment obligations, family caregiving
responsibilities, and migration concerns, were often reported to take precedence over health needs.
Fear that a cancer diagnosis could negatively impact visa or permanent residency status, was also
noted as a factor delaying presentation. These pressures may sometimes be misinterpreted as non-
compliance, but in fact reflect structural barriers and legitimate concerns about access and survival.

4.1.7 Access to services

Awareness of available services was reported to be low among many CALD patients. Respondents
noted that patients are often unaware of their eligibility to access interpreters, social work, psycho-
oncology, palliative care, financial support, or community-based services. Referral to supportive
care services was described as inconsistent, partly due to communication barriers that complicate
needs assessment, and partly due to clinician assumptions regarding patient preferences.

Digital access was also identified as an emerging barrier. Many services increasingly rely on online
portals, email communication, QR codes, and translated PDFs. CALD patients with limited digital
literacy, restricted internet access, or low English proficiency may therefore miss appointment
reminders, educational resources, and opportunities for telehealth consultations.

Clinical trials and research participation were reported to be particularly inaccessible. Consent
documents are typically provided in English, and language eligibility criteria may exclude CALD
patients. Clinicians may also be hesitant to offer trial participation due to concerns about ensuring
fully informed consent. Consequently, CALD populations may be under-representation in cancer
research resulting in evidence that does not adequately reflect their needs.

Inconsistent access to qualified interpreters. Interpreter availability varies across sites, times

of day, services (e.qg., inpatient vs outpatient), and between public and private sectors. Some

services rely on family members due to limited interpreter supply, affecting clinical accuracy.

Furthermore, CALD patients may be less likely to receive referrals to psycho-oncology, social
work, or palliative care due to communication barriers or clinician assumptions.
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4.1.8 Trust and mistrust

Many CALD patients originate from health systems that differ substantially from the Australian
context, including settings affects by trauma, conflict, or negative experiences with authority. Such
experiences may contribute to fear, mistrust, and reluctance to ask questions or actively participate
in decision-making discussions with clinicians.

Some patients perceived they were not receiving optimal care, particularly in relation to clinical trials
or unfamiliar treatments. When communication is unclear or culturally insensitive, these concerns
may be amplified, further deepening mistrust. This can contribute to disengagement from services
and delays in seeking or continuing care.

4.2 Enablers

Respondents across multiple organisations and professional roles were asked to identify the
enablers that support CALD patients diagnosed with cancer in receiving optimal care. Key enablers
included language and communication strategies, improved service access, supportive system-level
processes, and strengthened community involvement and support.

4.2.1 Language and communication strategies

Across stakeholder responses, the most consistently identified enabler was reliable access to high-
quality language support, particularly professional interpreters. Respondents described interpreter
access as fundamental to safe care, as it enables accurate discussion of diagnosis, prognosis,
consent, side effects, and symptom management. Effective interpretation was also reported to
reduce misunderstandings, improve patient confidence to ask questions, and strengthen trust in
treating teams.

Respondents further also highlighted that interpreters with strong knowledge of medical terminology
and cancer-specific conversations, who can also bridge cultural context in addition to language,
were particularly valuable. Such interpreters were seen to enhance alignment between clinical
information and patients lived experiences and beliefs.

As well as interpreter services, multilingual written materials, visual resources, and plain-language
information were repeatedly identified as essential facilitators. Translated education materials and
visual tools enable patients and families to revisit information after consultations/appointments,
share it with decision-makers, and reinforce understanding between visits.

Several respondents also noted the emerging role of technologies including Al interpretation, video
interpreting, and translation tools, particularly where formal services are limited. While not
considered a replacement for professional interpreters, technology was described as an important
adjunct that can help address service gaps and support timely communication.

Finally, many respondents acknowledged the practical role of family support in facilitating care,
particularly when family members assist patients in attending appointments, recalling information,
and navigating the health system. Although respondents recognised the risks associated with family
interpreting, some described the presence of English-proficient family members (such as attending
consultations or joining via speaker phone) as an enabler of engagement, comfort, and continuity
when managed appropriately and ethically.

To reduce the risk of harm, medication errors, miscommunication, a certified interpreter
should be involved to help patients understand their diagnosis, treatment and rights so they
can receive equitable and effective care. It is also important to use a practice that is culturally
safe and trauma informed. Translated materials, culturally appropriate language, and
language that avoids medical jargon improve comprehension and patients' involvement.

10|Page



4.2.2 Improved service access

A second major facilitator identified by respondents was effective navigation and care coordination,
described as critical in supporting CALD patients move through complex cancer pathways. Nurse
navigators, care coordinators, tumour stream nurses, and dedicated CALD coordinators were
consistently identified as key enablers. These roles were reported to support appointment
scheduling, follow-up, referrals, transport planning, and linkage to allied health and psychosocial
services. Care coordinators were also described as strengthening continuity and trust, particularly
when patients have a consistent point of contact who can advocate on behalf and assist in
interpreting system processes and expectations.

Telehealth was frequently described as a facilitator when combined with appropriate interpreter
support. Respondents noted that telehealth can reduce travel burden, improve access for regional
patients, and facilitate family participation in consultations. Flexible models of care, such as
extended interpreter-supported consultations and adaptable scheduling, were seen as enabling
because they create time for meaningful understanding and culturally respectful dialogue, rather
than rushed, transactional encounters.

Workforce factors were seen as central to improving service access. Bilingual staff, bicultural
workers, and multicultural liaison roles were identified as powerful enablers, as shared language
and cultural familiarity can reduce anxiety, enhance rapport, and provide valuable cultural insight to
clinical teams. In-house interpreters were described as particularly beneficial, as their familiarity with
specific services, teams, and patient needs can support more seamless and trusted care
experiences.

4.2.3 Supportive system-level processes

Respondents described several structural enablers that support more consistent and equitable care
for CALD patients. A recurring theme was the importance of accurate and standardised CALD data
collection and reporting, including preferred language and other relevant demographic identifiers.
High-quality data were viewed as enabling they allow services to identify inequities proactively,
allocate resources appropriately, and monitor outcomes systematically, rather than relying on ad
hoc recognition of need.

Several respondents also emphasised the value of embedding equity within performance indicators
and policy priorities. Such measures were described as essential to ensure CALD care is not
dependent solely on individual clinician effort, but is instead integrated into governance frameworks,
accountability mechanisms, and organisational resourcing.

Sustainable funding was identified as another major system-level enabler. Funded interpreter
services and dedicated implementation resources were seen as necessary to ensure consistent
access to interpreters, translated materials, and culturally safe care processes. Without adequate
investment, services were reported to rely on individual champions or health professionals working
beyond their formal roles, an approach many respondents considered unsustainable.

Workforce development was also repeatedly highlighted as an important enabler. Cultural safety
training and culturally responsive communication skills were described as critical for improving
clinician confidence, reducing bias, facilitating respectful dialogue about beliefs and stigma, and
strengthening shared decision-making. Several respondents emphasised that such training should
extend beyond clinical staff to include administrative/ front-of-house staff, whose interactions
significantly shape patient experience and access to services.

4.2.4 Strengthened community involvement and support

Many respondents positioned community connection as a key facilitator, particularly in fostering for
trust, engagement, and earlier help-seeking. They described the value of community information
sessions, engagement through trusted community leaders and networks, and partnerships with
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multicultural organisations. These approaches were viewed as enabling because they reduce fear,
address misinformation, increase awareness of available services, and ensure that cancer-related
information is culturally relevant and appropriate.

Practical community-based supports were also frequently highlighted. Examples included volunteer
driver programs and transport assistance, peer support networks, and culturally aligned advocates
who can accompany patients throughout their care journey. Peer support, particularly from
individuals who share a common language or cultural background, was described as especially
powerful, as it may reduce isolation, normalise engagement with health services, and provide a
trusted guide to cancer experience beyond clinical information alone.

Several responses strongly emphasised codesign with CALD communities as the most sustainable
facilitator. Enablers were seen as most effective when developed collaboratively with communities
to ensure they address genuine needs, reflect cultural beliefs, and are both accepted and utilised.
Codesign was described not merely as consultation, but as shared ownership of resources, care
pathways, and navigational support models.

Overall, respondents consistently described facilitators as mechanisms that enhance understanding,
trust, navigation, and continuity of care for CALD patients diagnosed with cancer. The most
impactful enablers include timely access to professional interpreters, multilingual and visual
education resources, culturally competent and compassionate staff, and structured navigation and
care coordination. These were considered most effective when reinforced by system-level
investment, equity-focused policies and performance measures, and accurate CALD data collection
and reporting.

Having access to support persons within the hospital and ideally people familiar with the
CALD background. Having a small group of care members rather than larger groups.

4.3 Mechanisms for change

Respondents were asked to identify the key levers or mechanisms required to shift CALD cancer
care from inconsistent, goodwill-dependent practices to a more reliable, equitable system. These
principal mechanisms identified included:

o strengthening interpreter and bilingual communication supports
¢ building workforce cultural competency

e establishing CALD-specific navigation roles

e improving multilingual resources

¢ strengthening CALD data collection and reporting

¢ tailoring models of care

e improving access to services.

Respondents consistently reported that meaningful improvement CALD cancer care would require a
transition away from ad hoc, clinician-dependent approaches to structured, systematised models
embedded within governance and resourcing frameworks. Communication was positioned as a
central lever for change, particularly the availability and quality of interpreter services. Concerns
were frequently raised regarding limited face-to-face interpreters, variability in interpreter capability
during complex cancer-related discussions, and insufficient time allocated for interpreted
consultations.
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Key levers to improve care for CALD patients with cancer include strengthening interpreter
and bilingual communication support to ensure timely, accurate information for patients and
families. Building cultural capability across the cancer workforce is also critical, with practical

training that helps clinicians understand cultural needs, communication preferences and
family dynamics so care is more person-centred.
Finally, improving the way CALD patients are identified and supported through clearer
documentation of language needs, consistent flagging in clinical systems and stronger
referral pathways to multicultural services, would help ensure patients receive the right
support early and experience fewer barriers throughout their care.

There was strong sentiment that interpreter services should be more effectively integrated into
routine workflows. Respondents emphasised the need for cancer-specific training, improved
recording of preferred language and dialect, and clearer organisational expectations regarding
interpreter use across all points of care. Embedding interpreter access as a standard component of
care, rather than an optional add-on, was viewed as essential to reducing variability in care.

In parallel, respondents noted that workforce cultural competency training is currently uneven and
often optional. Many advocated for mandatory, cancer-specific training programs codesigned with
individuals with lived experience and supported by organisational leadership. Such approaches
were seen as critical to reducing unwarranted variation in care and strengthening culturally
responsive practice across services.

CALD-specific navigation, liaison and facilitator roles were also widely identified as key mechanisms
for change. Bilingual navigators and multicultural liaison officers were described as roles that could
enhance patients understanding of the health system, support appointment attendance, facilitate
transitions across care settings, and bridge clinical and community-based supports, particularly in
regional and resource-limited settings.

Respondents further highlighted persistent gaps in multilingual and low-literacy cancer resources,
noting that translated written materials alone are often insufficient. More accessible, multimodal
resources, alongside a coordinated, state-wide approach to resource development were suggested
as strategies to reduce duplication and improve understanding for patients and families.
Furthermore, strengthened collection and utilisation of CALD data were repeatedly identified as
necessary to identify inequities, monitor performance and inform equitable resource allocation.

Data collection and reporting to support identifying service gaps and monitor outcomes,
target funding and incentives for resourcing interpreter services or cultural liaison roles,
workforce development programs, building regional capability in cultural responsiveness,
telehealth with interpreters integrated, partnerships with metro cancer centres shared models
and mentoring, involving CALD consumers and partnerships with multicultural communities
into collaborations and service planning and evaluation.

Finally, respondents reported that meaningful improvement would likely require changes to models
of care and access arrangements, rather than minor adjustments to existing services. Many
described the need for more flexible and culturally responsive care models, including longer
consultations, interpreter-inclusive telehealth, in-language education resources, and approaches
that accommodate family involvement and cultural informed decision-making.

Access barriers were frequently highlighted, particularly for patients who are not eligible for
Medicare, those requiring essential supportive care services, and individuals living in regional or
rural areas. Across all themes, respondents consistently emphasised that meaningful change
should be codesigned with CALD communities and supported by strong organisational leadership.
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Reliance on individual champions was widely viewed as unsustainable and inequitable, particularly
for communities with the greatest unmet need.

4.4 Identifying and assessing CALD needs

Respondents were asked how their health services identify and assess the cultural and linguistic
needs of cancer patients and their families.

4.4.1 How CALD needs are currently identified

Respondents reported that most health services identify cultural and linguistic needs at the first
point of contact through administrative and intake processes. This typically involves collecting
information on preferred language, interpreter requirements, country of birth, and sometimes religion
or spirituality. These details are usually entered into electronic medical records to prompt interpreter
bookings and basic care adjustments. While this was described as the most consistent and
systematised approach, many respondents felt it often captures only surface-level information and
does not reflect changing needs across the cancer care journey.

Beyond initial intake, respondents reported that CALD needs are identified through a combination of
interpreter screening, clinical interactions and informal staff judgement. Interpreter needs are
commonly assessed through direct questioning; however, respondents frequently described this
process as inconsistent and dependent on staff awareness. As a result, some patients are only
identified as requiring interpreter support after communication difficulties arise.

Where liaison roles, multicultural health workers or bilingual staff are present, respondents reported
more proactive and holistic identification of patient needs through relationship-based approaches
that move beyond checklist-style questions and allow services to better understand cultural linguistic
and social factors affecting care.

Reported approaches to identifying CALD cancer patient needs included:

administrative and intake data collection (language, interpreter need, country of birth)
direct interpreter screening by administrative or clinical staff

input from multicultural health workers, liaison staff and patient navigators

ongoing clinical assessment through nursing contact and psychosocial screening over time
community engagement to understand catchment-level CALD needs.

A notable proportion of respondents reported that no formal or consistent process exists beyond
basic language questions, with identification often relying on individual staff noticing communication
challenges or patients self-advocating for support. This approach was widely viewed as inequitable,
particularly for cancer patients with low health literacy, trauma histories or limited familiarity with the
Victorian health system.

Health services identify cultural and linguistic needs by collecting info on language, ethnicity,
country of birth, and interpreter requirements at intake. They use cultural screening tools,
patient interviews and family discussions to understand beliefs, communication preferences
and support systems, ensuring care planning is tailored, culturally appropriate, and
responsive.

4.4.2 Strategies reported to support personalised CALD care

Respondents reported that personalised CALD care is most effective when cultural and
communication needs are routinely identified, documented and revisited throughout the cancer care
pathway. Many services described asking about language preferences, cultural values, family roles
and decision-making preferences, and recording this information in the electronic medical record
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(EMR) so it is visible to the multidisciplinary team. Some respondents noted that revisiting these
conversations at key transition points in the care pathway can strengthen continuity and reduce
reliance on individual staff memory.

Professional interpreters and translated resources were consistently reported as central to providing
respectful and safe care. Respondents described using face-to-face, telephone and video
interpreters for key discussions, alongside translated written, audio and visual materials to support
understanding. However, many also reported variability in interpreter availability and quality,
particularly in regional settings, and acknowledged the ongoing risks when family members are
used informally to bridge communication gaps.

Commonly reported strategies to support personalised CALD cancer care included:

routine documentation of language, cultural, and communication needs in the EMR

use of professional interpreters for diagnosis, consent and treatment planning discussions
provision of translated and plain-language information, including low-literacy formats
patient-centred communication practices (plain language, teach-back methods, longer
appointments)

family-inclusive and flexible care models aligned with patient preferences

e multilingual, bicultural, and navigation roles to support system navigation and continuity of
care.

Health services can play a central role in assessing and addressing the needs pf CALD
community, which includes collecting and analysing health data and tailoring interventions.
For instance, health services can do disaggregated data analysis based on country of birth or
language spoken and can easily spot gaps and design interventions.

4.4.3 Workforce capability, training and system enablers

Respondents reported that workforce training plays a critical role in recognising and responding to
the need of CALD cancer patients, but described significant variability in its availability, depth and
consistency across services. Many services reported access to formal cultural competence training,
interpreter communication training and refugee-focused education, often delivered through external
providers. While these programs were generally viewed as valuable, respondents frequently
described them as too generic, not cancer-specific, optional, or difficult to sustain due to competing
time, funding and workload pressures.

Several respondents highlighted that cultural training relating to Aboriginal and Torres Strait Islander
peoples is typically the most consistent and mandatory form of cultural education within health
services. In contrast, equivalent system-wide expectations and structured programs for CALD-
focused training are less common. Community-led and codesigned training initiatives were reported
to be particularly impactful, although these are often delivered as part of time-limited projects rather
than embedded into routine practice.

Respondents identified several key system enablers and ongoing gaps:

e Strong interpreter systems with centralised booking processes and in-house interpreter
capacity

e Early and visible documentation of language and cultural needs that translates into practical
care adjustments/action

¢ Training for staff on working effectively with interpreters and delivering culturally responsive
communication
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e Community partnerships and codesign approaches to inform service design and
improvement

e Persistent barriers including time pressures, inconsistent training uptake, funding constraints
and reliance on individual champions.

We also participate in a cancer trial with bilingual peer navigators and collaborate with local
councils, libraries, and community groups to deliver support and education in trusted
community settings, meeting people where they feel most comfortable.

Overall, respondents reported that while many promising practices exist, CALD identification,
communication support and workforce capability remain inconsistent across services. There was
strong agreement that more structured, system-level approaches, supported by organisational
leadership, robust data collection, workforce training and community partnerships, are needed to
ensure culturally responsive cancer care is delivered consistently rather than relying on individual
effort or exceptional practice.

5. Conclusion

This survey of Victorian multidisciplinary respondents has identified clear, system-wide drivers of
unwarranted variation in cancer care for CALD communities. The most prominent concerns relating
to delays in diagnostic testing and diagnosis, as well as inconsistent access to supportive care, care
coordination, survivorship support, and clinical trials.

Respondents described persistent barriers including inconsistent access to interpreters and
challenges with dialect matching, English-centric health systems and time-pressured models of
care. Fragmented care pathways limited navigation support, inadequate CALD data capture, and
compounding socioeconomic pressures, particularly for people who are newly arrived, on temporary
visas, or living in regional areas, were highlighted. Collectively, these factors increase the risk of
miscommunication, reduced informed consent and shared decision-making, missed appointments,
delayed treatment escalation, and mistrust, ultimately undermining safety and equity across the
cancer care continuum.

Conversely, respondents identified practical, high-impact enablers that can be scaled across
Victoria. These included reliable professional interpreter services embedded within routine
workflows, multilingual and low-literacy education resources, culturally safe and trauma-informed
communication practices, and strengthened navigation and care coordination.

Mechanisms for change centred on shifting from goodwill-dependent workarounds to toward
embedded system accountability. Key priorities included improving the quality and use of CALD
data for equity monitoring, resourcing longer interpreter-supported consultations, expanding
community partnerships and codesign, and implementing mandatory, cancer-specific cultural
capability training both for clinical and administrative staff.

These findings will inform the VICS Optimal Care Summits program by clarifying priority levers to
reduce unwarranted variation and support consistent, person-centred cancer care for CALD cancer
patients and families across metropolitan, regional, and statewide services.
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Appendix 1

Barriers, enablers and preferences survey questions

1. Full name

2. Please select all your relevant positions

3. Please list all the organisations you currently work at

4. Email address

5. Do you personally identify as coming from a culturally and linguistically diverse (CALD)
background?

6. In which Integrated Cancer Services (ICS) region do you do most of your work?

7. What unwarranted variations do you believe exist that are specific to providing optimal care to
CALD patients with cancer?

8. What do you believe are the barriers to CALD patients with cancer receiving optimal care?
Please explain why these are barriers.

9. What do you believe are the enablers to CALD patients with cancer receiving optimal care?
Please explain why these are facilitators.

10. What levers (or mechanisms for changes) for how care is provided to CALD patients with
cancer can be improved? This may include cancer service improvements that are required in
your health service, region or the state.

11. How does your health service identify and assess the cultural and linguistic needs of cancer
patients and their families?

12. What strategies or practices are in place to ensure cancer care is personalised and respectful
of patients’ cultural values, beliefs, and preferences?

13. How does your organisation support effective communication with CALD patients, including
access to interpreters and language services?

14. What initiatives or training programs support the cancer workforce to deliver culturally safe and
competent care? Do you feel these are appropriate to meet your needs?

15. Are you aware of any projects or initiatives that have been undertaken relating to the care or
support for people with cancer CALD communities in Victoria?

16. Please name and provide a brief description of the project or initiative.

17. Please select the current status of the project or initiative.

18. Are the results of the work now publicly available?

19. When are results expected to be available?

20. Can you provide or direct us to any information about the project or initiative?

21. Please list the best contact person who can provide more information and their contact details,
if known.

22. Would you be interested in a telephone discussion with a member of the VICS Optimal Care
Summits team to clarify or provide any further information regarding optimal care for people
diagnosed with cancer from a CALD background in Victoria?
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Appendix 2

Summary of barriers, enablers and mechanisms for change
Theme ‘ Key barriers Key enablers Mechanisms for change

Access and
diagnostics

Respondents most frequently reported delays in
diagnostic procedures, delayed diagnosis, and limited
access to supportive care services. Structural barriers
such as transport difficulties, regional workforce
shortages, and socioeconomic pressures were also
noted as contributing factors.

Earlier identification of language needs, improved
patient education, and better referral coordination can
support earlier engagement with services and
improve diagnostic pathways.

Strengthen referral pathways and community
awareness, improve culturally appropriate information
about cancer and screening, and ensure timely
access to diagnostics and supportive care services.

Navigation and
care coordination

Fragmented care pathways and difficulty navigating
referrals, appointments, and services were frequently
identified. CALD patients may struggle to understand
the health system without structured guidance,
increasing the risk of missed appointments or
disengagement from care.

Nurse navigators, tumour stream nurses, care
coordinators, and multicultural liaison roles were
consistently identified as improving continuity of care
and helping patients understand and move through
the cancer pathway.

Expand navigation and care coordination models,

including culturally informed or bilingual navigation
roles, to support patients across the entire cancer

journey.

Language and
interpreter access

Limited and inconsistent interpreter access, dialect
mismatch, and reliance on family members were
widely reported. Written information, consent forms,
and educational materials are often available only in
English, limiting patient understanding and self-
management.

Professional interpreters, multilingual written and
visual resources, and plain-language communication
practices were identified as critical enablers of safe
and equitable care.

Strengthen interpreter systems through centralised
booking, increased workforce capacity, cancer-
specific interpreter capability, and expanded
multilingual education resources.

Workforce
capability

Cultural capability training was described as
inconsistent, optional, and often generic rather than
tailored to cancer care settings. Time and workforce
pressures also limit participation in training.

Training in culturally responsive communication,
trauma-informed care, and working effectively with
interpreters can improve clinician confidence and
patient engagement.

Implement more consistent and cancer-specific
cultural capability training supported by leadership
and integrated into workforce development programs.

Data and equity
monitoring

Inconsistent collection of CALD identifiers such as
language, country of birth, and cultural needs limits
the ability to identify inequities and plan services.

Improved CALD data collection enables services to
identify gaps, monitor outcomes, and allocate
resources appropriately.

Strengthen CALD data capture and reporting within
cancer services to support equity monitoring and
evidence-informed service planning.

Community
engagement and
trust

Cultural stigma, fear, and limited awareness of
services can delay help-seeking and reduce
engagement with care. Respondents also noted
mistrust of health systems in some communities.

Community partnerships, culturally tailored education,
peer support and codesign with multicultural
organisations were seen as important facilitators of
trust and engagement.

Expand partnerships with multicultural organisations
and embed CALD consumer codesign into cancer
service planning and improvement initiatives.
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