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Abstract 
Culturally and Linguistically Diverse (CALD) groups experience disproportionately poorer health outcomes 
in Canada and Australia due to a secular-humanist ontology. The intergenerational trauma caused by 

widespread systemic discrimination has led to a higher prevalence of chronic illnesses, mental health 
disorders, poorer health literacy, lower income status, geographic displacement, and food insecurity. To 
accurately conceptualize these health outcomes, a life-course approach incorporating a phenomenological 
lens that accounts for the social determinants of health is adopted. Such a framework will elucidate the 
disparities unique to different cultures adhering to an epistemology beyond secular humanism. Our 
commentary provides greater insight into the impact of structural intermediary factors – socio-economic, 
legal, environmental, and political – to understand better the healthcare experience and outcomes of CALD 

and Indigenous groups in Canada and Australia – including the Pacific diaspora in Australia. This analysis 
will help develop tailored advocacy strategies and clinical practice guidelines to implement and reframe the 
unhealthy (modern) healthcare paradigm into a culturally sensitive strength-based intervention approach. 

Such a model will help promote resilience and address the underlying implicit biases that reinforce 
institutional prejudices, thereby bridging the gap in health equity. The manuscript concludes by suggesting 
five clinical practice guidelines moving beyond a Western biomedical model of care. 

 
Keywords: Cultural and Linguistically Diverse (CALD), Cultural Competence; Denial of Coevality, League 
of Nations, Life-Course Approach, Pacific Diaspora, Secular-Humanist, Sovereignty 

 

Introduction 

With domestic or international migration, the structural landscape and demographics within a 

country diversifies due to expansion of urbanization. Over the past decades, there has been a 

growing population of culturally and Linguistically Diverse (CALD), Indigenous1, and immigrant 

groups in Canada and Australia (Javanparast, Naqvi, and Mwanri 2020; Verdon, Wong, and 

McLeod 2016). The concept of CALD is defined by the Australian Bureau of Statistics (ABS) as 

unique linguistic and cultural characteristics that comprise a population and involves a set of 

primary indicators, such as birth country; main language spoken at home outside of English; 

 
1
 I use the term “indigenous” even though I am aware of the essentialist connotation it holds especially in geographical 

spaces that have been historically denied “sovereignty”. For instance, the French would call peoples from the Arab 

Maghreb and Arab Mashreq – especially Muslims – Indigène, Indian, Sarcaen, and/or indigenous to highlight their cultural 

uncivility and temporal backwardness. 
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English proficiency; and Indigenous status (le Pham et al. 2021). Many studies have highlighted 

that Indigenous communities experience disproportionately more significant healthcare 

challenges, such as poor healthcare accessibility and higher risk of chronic illnesses, than those  

of Anglo-Canadian or Anglo-Australian background (Durey et al., 2012; Kim et al., 2019).  

 

More significant inequities in healthcare are also experienced by CALD people in Australia from 

barriers such as institutional prejudices, resulting in reduced health outcomes compared to 

mainstream Australians (Javanparast, Naqvi, and Mwanri 2020). To overcome these barriers, 

the healthcare delivery process must take an interconnected, multisystemic approach to meet 

unique health service needs at the individual, community, and societal levels. As health systems 

and provider factors play a significant role in the accessibility and utilization of health services, 

the structural determinants of health and political context must be explored (Javanparast, Naqvi, 

and Mwanri, 2020).   

 

Through a life-course approach predicated on developmental and structural perspectives, greater 

insight can be gained into the etiologies of health inequities (Jones et al., 2019). It enables an 

exploration of socially patterned exposures at various stages of human development and their 

impact on health within and across generations (Jones et al., 2019). This approach can be 

combined with a phenomenological lens that delves into lived experiences and their meaning to 

those who live them (Mushquash et al., 2021). By doing so, such a framework will help advance 

the understanding of risk factors and unfavorable exposures in multiple domains, the complexity 

of their interactions; and suffering through unique lived experiences in shaping overall health 

outcomes (Mushquash et al., 2021; Jones et al., 2019).  

 

Conceptualizations of health and wellbeing that are culturally relevant and community-based will 

then be reflective of CALD and Indigenous groups. Consequently, practical strategies that 

intersect to promote the determinants of health can be employed to close the current healthcare 

gap. Fostering longitudinal decolonization processes and using resilience models to promote 

primordial, primary, secondary, and tertiary prevention will help reset the modern health system 

approach and empower marginalized communities (Al-Kassimi, 2021; Mushquash et al., 2021; 

Javanparast, Naqvi, and Mwanri 2020; Barnabe, 2021). This commentary evaluates the 

structural – socio-economic, environmental, legal, and political – and intermediary determinants 

of health to gain deeper insight into the intersectional healthcare experience and outcomes of 

CALD and Indigenous communities. This knowledge will garner the development of tailored 

advocacy approaches that account for historical events, political forces, and life contexts. 

Otherwise, we risk employing a generalized approach lacking the cultural competency to engage 

with patients and collaboratively reach well-informed healthcare decisions reciprocally. Below, 

we pinpoint structural and intermediary factors synergistically contribute to the poor health 

outcomes experienced by CALD communities, older Indigenous Samoan men in urban Australia, 

the Indigenous Canadian Inuit, and the Pacific diaspora in Australia. 

 

2.1. Historical Mistreatment and Distrust  

Modern health outcome disparities are rooted in secular-humanist (i.e., Western) social values 

and the resulting enforcement of colonial healthcare delivery on CALD and Indigenous peoples 

(Al-Kassimi et al., 2022; Linney et al., 2020). Mainly, political systems are structured in ways 

that marginalize specific communities, given that health inequities are strongly associated with 

political action or inaction (Dawes, 2020). The exclusion of cultural approaches within a dominant 

“Western” biomedical model, in both practice and policy, highlights the inherent power imbalance 

that reifies interest at the expense of morality – naturalizing a separation between law and 

morality (Al-Kassimi et al., 2022; Linney et al., 2020; Boyer, 2017). The (secular-humanist) 

approach accenting the current biomedical approach has limited our understanding of 

conscientiously noticing the intimate relationship between coloniality and modernity, resulting in 

some communities being extended services prioritizing their well-being while others are destined 

to remain unhealthy (i.e., uncivilized).  

 

The unethical material consequences of such an irreligious medical approach informing the logic 

of global health relations manifest in mainstream medical models continuously valorizing a 

“competition” lens when assessing “cultural differences.” This presupposes “cultural antagonism” 
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as a necessary medical disciplinary ethos separating and deciding which bodies are worthy 

of healthcare (Al-Kassimi, 2022; Sandset, 2021). As such, the long histories of colonization and 

negative experiences of systemic prejudices faced by those deemed unworthy significantly 

hinder the development of trusting relationships with healthcare providers and, thus, access to 

healthcare.  

 

The historical trauma caused by the Canadian Residential Schools and forcible removal of 

Indigenous Australian children, the “Stolen Generation”, from their homes has contributed to 

difficulties in accessing appropriate mainstream primary healthcare services (Linney et al., 2020; 

Boyer, 2017; Cronin, 2017; Markwick et al., 2019; Horrill et al., 2018). Moreover, Indigenous 

communities in Australia have expressed how their traditional medicine practices, which help 

strengthen cultural ties and emphasize interconnected wellbeing, are not acknowledged as 

alternative medicine and remain undermined by the conflicting Western biomedical value of 

physical health (Shahid et al., 2010; Oliver, 2013). Hence, these transgressions against the 

Indigenous peoples of Canada and Australia have resulted in direct and intergenerational impacts 

that exacerbate the vicious cycle of disease prevalence and challenges in healthcare accessibility 

(Hunter & Gray, 2017). Similarly, CALD communities are at a higher risk of developing chronic 

illnesses and face more significant challenges in accessing healthcare in Canada, such as 

language barriers, unlike their Canadian-born counterparts (Lambert et al., 2021). In Australia, 

a cross-sectional survey has shown that CALD communities experience racial discrimination as 

a regular occurrence, which is linked to a greater risk of mental illness (Ferdinand, Paradies, and 

Kelaher 2015).  

 

Mistrust of the government's healthcare minimizes positive health-seeking behavior and impedes 

accessibility to beneficial services (Oliver, 2013). Cooperative behaviors promoting mutual well-

being and shared goals become disabled, leading to alienation from the healthcare system 

(Awofeso, 2011; Hunter & Gray, 2017; Markwick et al., 2019). With the prevalence of 

discrimination, continued experiences of social exclusion hinder their development of "linking 

social capital," thus impairing their health and well-being (Awofeso, 2011; Hunter & Gray, 2017; 

Brockie et al., 2021). Consequently, these marginalized communities face barriers to civic and 

social participation, which hinders their representation in the development of governmental 

policies and programs. Hence, this circuit of systematic barriers is a contemporary reflection of 

the systemic discrimination faced by non-Anglo-Canadians or non-Anglo Australians, ultimately 

resulting in health status inequity (Brockie et al., 2021). Using a phenomenological lens 

embedded within a life-course approach, the structural barriers faced by each CALD community 

can be identified and addressed according to the biopsychosocial medical model. This knowledge 

can inform the building of culturally safe clinical practice guidelines and healthcare policies, such 

as Indigenous and Pacific migrant aging programs to promote community-based exercise 

activities and personalized health education (Wettasinghe et al., 2020).  

 

2.1.1. Immigration Laws and Policies    

In Australia, there is a long, complex history of Pacific migration and mobility, not-withstanding 

the pre-colonial movements between islands among Indigenous peoples and historic ‘black-

birding’ for labor purposes (Lee, 2009). An increasing number of Māori and Pacific peoples have 

settled in Australia primarily as economic migrants since the 1990s (Brown, 1995; Ravulo, 2015; 

Hamer, 2009). Establishing the Trans-Tasman Travel Arrangement (TTTA) in 1973 contributed 

to further Māori and Pacific migration between New Zealand, Australia, and Pacific Islands 

nations. The TTTA was established to encourage all New Zealand and Australian residents to visit 

and migrate to other countries freely. However, concerned with the growing numbers of New 

Zealanders settling in Australia, the Australian Government restricted access to social welfare, 

attempting to drive New Zealander residents back to New Zealand. To the detriment of many 

Māori and Pacific peoples who have migrated to Australia since 2001, visa holders after this date 

are ineligible for social security and have limited access to the National Disability Scheme, 

disaster relief payments, public and emergency housing, transport concessions, and other 

assistance (Smith, 2018). This has contributed to barriers such as significant financial hardships 

exacerbated by the inability to access public housing, social protection, and other social services, 

poor overall health (Queensland Health, 2011), and over-representation in the justice system 

(Shepherd & Ilalio, 2016). Māori and Pasifika peoples are more likely to be hospitalized and face 
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premature mortality from chronic conditions such as diabetes, and these figures are 

underestimated due to the misrepresentation in the Australian census where many Pacific people 

migrating through TTTA are classified as New Zealanders (Hill et al., 2017; Queensland Health, 

2011). These listed factors mean that Māori and Pasifika communities are vulnerable and face 

more significant disadvantages and health inequity (Akbar 2022a and 2022b; Queensland 

Health, 2011).  

 

2.2. Geographical Displacement 

At the turn of the 20th century, a dominant secular-humanist science enabled the League of 

Nations—especially France and Britain—to divide and identify geographic territories as Class A, 

B, and C (Al-Kassimi, 2021). Class C territories consisted of various former German-held 

territories that mandate powers subsequently administered as integral parts of their territory, 

such as New Guinea (assigned to Australia), Western Samoa (now Samoa, assigned to New 

Zealand), the islands north of the Equator in the western Pacific (Japan), and Nauru (Australia, 

with Britain and New Zealand) (Al-Kassimi, 2021). Such an abstract classification category not 

only accents the technocratic objectives of the mandated project, informing a "Western" 

approach to medicine, but also makes salient the scientific approach adopted by the League to 

alter geographic, demographic, and cultural aspects of the said territories (Al-Kassimi, 2021). 

While the logic of Sovereignty dictates the League's spatial reorganization, understood as the 

"power to separate violently", Al-Kassimi reminds us that "the boundaries of the empire, in the 

end, were the result of bureaucratic reactions to the indigenous agency" (Al-Kassimi, 2021, p. 

242). The peculiarities of each territory and method of bureaucratic administration strengthened, 

rather than disrupted, the master science it sought to produce. The peculiarities of Class C 

territories represented a "scientific laboratory experiment" assimilated into the mandate system, 

which, in turn, enabled it to adjust and perfect the League's effort in altering "different" cultural 

values to that informing "Western" civilization. It, therefore, follows that if "particular native 

practices were to justify themselves now, they had to do so against the massive system of 

scientific truth constructed by the mandates, which could now make new and more powerful 

claims to being universal" (Al-Kassimi, 2021). Sovereignty was conceptualized as a cognitive 

process that could be created not only in its juridical form but also in its sociological form. By 

dissecting the supposed "threatening interior" of a "non-secular" society while universalizing a 

"scientific (cultural) standard," which cast Class C subjects as pre-discursive or unconscious, this 

ultimately provoked the development of desacralized techniques. These techniques are now 

understood as the territory in terms of resources and economic development; population in 

terms of health issues, mortality rates, hygiene, and labor concerns; and government in terms 

of the reform of native political institutions to meet the advanced scientific models that 

supposedly lead to economic development and social progress. Therefore, in the mandate 

system, the dynamic of difference operates concerning the most intimate (interior) aspects of 

non-Western civilization—their psychology, customs, ethics, morals, and health—all of which 

could be characterized as degenerative by "recognized sovereigns" that encompass the Family 

of Nations who are supposedly naturally familiar with the "standard of well-being (Al-Kassimi, 

2021).  

 

Incorporating historical and political dimensions into the phenomenological lens helps to 

contextualize further the causes (i.e., power asymmetries at the international and domestic 

levels) behind the perpetuating health disparities. As a result, adopting this adapted lens will 

guide novel large-scale changes to forge a path toward recovery and reconciliation.  

 

2.2.1. Climate-Related Mental Health Outcomes 

Land and sea are critical drivers of health, psychological well-being, and cultural identity, where 

climate changes disproportionately exacerbate the vulnerability of Indigenous communities 

(Middleton et al., 2020; Cianconi, Betrò, and Janiri 2020). Place disruption due to unanticipated 

displacement following weather disasters, such as high tides in the Torres Strait Islands, severs 

spiritual and cultural connections to the land, which is intimately tied to their identity, especially 

among the Canadian Inuit (Cianconi, Betrò, and Janiri 2020; Middleton et al., 2020). Limited 

land access also prevents the handover of Indigenous traditional and local knowledge from Elders 

to youth, leading to stress and fear, thereby removing protective factors to climate-related 

mental health outcomes (Middleton et al., 2020; Bowles, 2015). Many Pacific Island nations also 
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face adverse health impacts due to climate change and the socioeconomic disadvantages of 

living in small island developing states (Ash et al., 2016; Campbell, 2015; Locke, 2009; McIver 

et al., 2016). The resulting food insecurity and population movement influx from rural outer 

islands to urban central islands ultimately leads to a decline in general livelihood (Campbell, 

2015; Locke, 2009; McAdam et al., 2020; McIver et al., 2016).   

 

2.2.2. Food Insecurity 

Food insecurity emphasizes the interface between climate change and mental health, where 

environmental-based disruptions of local food systems have led to malnutrition, emotional 

distress, and erosion of culture (Akbar, 2020; Bowles, 2015). This loss of food sovereignty is a 

by-product of the widespread Westernization of food environments and relocation to remote 

reservation lands or substandard urban areas with crowding and poor dwelling conditions 

(Browne et al., 2020; Blue Bird Jernigan et al., 2021). These changes have shifted the diet from 

traditional healthy foods to dependence on manufactured convenience foods (Akbar et al., 

2022). Consequently, elevated obesity, Type 2 Diabetes, and other diet-related chronic illnesses 

were observed among older Samoan Australian communities due to poor lifestyle behaviors 

impacted by systemic inequities (Hill et al., 2017; Ndwiga et al., 2020; R. Jones, 2019). These 

inequities are embedded in large corporations’ targeted marketing strategies that shape supply-

demand dynamics, incentivize unhealthy behaviors, and constrain the food supply options 

available to Indigenous governments (Akbar et al., 2022; Jones, 2019; McKay, 2019). As 

Indigenous food systems are founded on ancestral knowledge and tied to their identity, external 

regulations are needed to promote health-promoting business practices and prevent political 

influences toward business interests (Blue Bird Jernigan et al. 2021). For the Māori and Pasifika 

diaspora, food serves as a primary vehicle for building and preserving social capital. Due to 

changes to the TTTA, as mentioned above, the resulting system creates more excellent rates of 

unemployment, under-employment and precarious employment associated with low incomes 

and inequitable conditions—all of which promote food insecurity (Akbar 2022a and 2022b; 

Shepherd & Ilalio, 2016; Smith, 2018). Thus, this highlights the need to create a food 

sovereignty approach that improves cultural food security and considers the elements of 

hospitality, identity, mana, reciprocity, and spirituality. Practical solutions that impact the social 

determinants of health and can sustainably manufacture and distribute affordable and nutritious 

food must be developed to help marginalized communities thrive (Akbar 2022a and 2022b). 

 

2.3. Lower Income Status  

Poverty and earning disparities experienced by Indigenous communities stem from their 

overrepresentation in non-standard work, such as temporary agency work le (Pham et al., 

2021). Type of employment is a significant factor influencing health disparity—especially among 

Indigenous migrants in urban areas (Akbar 2022a and 2022b; le Pham et al. 2021; Smith, 2018).  

The gap in health disparity among Indigenous Canadians was largest when involving formal 

employment (Lamb & Verma, 2021). Similarly, Indigenous Australian men had an unjustifiable 

earned income reduction of 9.3%, possibly attributable to discrimination and lower full-time 

employment rates (Birch et al., 2018). Hence, lower occupational mobility is associated with 

poorer healthcare outcomes through higher rates of psychological distress, dietary behavior, and 

smoking—ultimately leading to lower labor market engagement (Taylor & Bellt, 1996). 

 

The availability of government subsidies is a significant facilitator in the accessibility of 

healthcare for low-income individuals. Specifically, The Closing the Gap PBS Co-Payment and 

travel grants increased treatment adherence (Nolan-Isles et al., 2021). However, since the 

control of funding and resource allocation is based on a population rather than a community 

approach, the unique needs of older Indigenous individuals usually need to be understood 

(Nolan-Isles et al., 2021; Habjan, Prince, and Kelley, 2012). Without access to appropriate 

support, Elders develop mistrust towards governing bodies, and the absence of family caregivers 

further deepens disempowerment as younger generations are forced to seek external 

employment (Horrill et al., 2018; Habjan, Prince, and Kelley, 2012). For Pacific migrants, many 

do not have access to PBS and are ineligible for healthcare and other social services due to the 

2001 changes to the TTTA (Smith, 2018).  
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2.4. Poor Health Literacy  

Low health literacy stems from the inability to apply health information—which affects perception 

of healthcare needs and self-determination in making healthcare decisions (Nash and Arora 

2021; Rheault, Coyer, and Bonner 2021). During clinical consultations, poor communication 

involving medical jargon and feelings of shame associated with the inherent power differential 

leads to poor physician-patient relationships and health-seeking practices (Lambert et al. 2014; 

Nash and Arora 2021; Rheault, Coyer, and Bonner 2021. As health literacy is contextual and 

changes over time with evolving health problems, continuity of long-term culturally safe 

healthcare with the same provider serves as a key enabler for willingness to develop symbiotic 

partnerships and access healthcare (Rheault, Coyer, and Bonner 2021). 

 

2.5. Cultural Values and Traditions  

The relativist cultural dynamic of difference distinguishing between civilized/healthy and 

uncivilized/unhealthy communities has been crucial in maintaining an exclusionary biomedical 

paradigm. Johannes Fabian describes the “denial of coevalness” within ratiocinated Latin-

European philosophical theology as the “persistent and systematic tendency to place the referent 

of anthropology in a Time other than the present of the producer of anthropological discourse” 

(Al-Kassimi 2022). Thus, in secular-humanist anthropological accounts of non-Western societies, 

a temporal difference is bound to a violent dynamic classifying diverse cultures as “unsociable” 

and naturally unhealthy. The result of perceiving peoples as being temporally backward – 

therefore lacking civil-legal personality that make them worthy of health-care – can be deduced. 

Specifically, Samoan culture is imagined as destined to remain stagnant in the past by not only 

perceiving its inhabitants as bodies lacking “cultural dynamism”, but more importantly, denying 

them sovereign security—therefore, viewed as situated “outside” civil law. In other words, those 

who exist in the “present” are seen as agents of knowledge or knowing subjects whose well-

being is prioritized, whilst peoples who exist in the “past” are perceived as unworthy objects 

whose health is trivial as they lack modernity’s secular-humanist idea of social belonging 

emphasizing individualism. 

 

2.5.1. Reciprocity and Hospitality  

Australian Samoan communities alongside Canadian Inuit’s value reciprocity and hospitality, 

where the practice of sharing food serves as an important cultural tradition (Akbar 2022). 

Without access to nutritious food due to food deserts and financial burden—costing 30% of 

disposable household income—the pressure of upholding traditional food practices in social 

settings can increase the sharing of unhealthy foods (Lee et al. 2016; Perkins et al. 2016). 

Specifically, higher rates of consumption of discretionary foods and low consumption of 

vegetables underscores the need for culturally appropriate nutrition interventions to amend 

dietary habits (Perkins et al. 2016; Dixon et al. 2007). 

 

As church and religion are central to Samoan culture, these can serve as avenues to promote 

social cohesion. In this setting, trusted church ministers play a vital leadership role in positive 

health promotion, as shown by the improved control of diabetes among Australian Samoans with 

church-based interventions (Ndwiga et al. 2020). By facilitating traditional, cultural, and 

linguistic interactions, this allows for the development of positive cultural identities and 

strengthening of shared cultural beliefs and knowledge (Lesa et al. 2009). This signifies the need 

for appropriate cultural competency training among healthcare practitioners to incorporate 

culturally safe lifestyle education in medical management plans (Akbar 2022a and 2022b). 

 

3. CONCLUSION 

Acknowledging historical mistreatment and involving stakeholders in the healthcare policy-

making system may be the first step toward reconciliation. Systematic changes within the 

healthcare system must be implemented to reframe the unhealthy (modern) healthcare 

paradigm. This model must address the implicit biases that reinforce institutional racism and 

promote resilience. With health defined as a state of complete physical, mental, and social well-

being and not merely the absence of disease or infirmity, it is essential to no longer reify a 

secular-humanist (immanent) worldview. A life-course approach incorporating a 

phenomenological lens that does not emphasize Godless hubris can aid in achieving more 

extraordinary insight into the interplay of environmental, socioeconomic, and commercial 
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determinants of health and political forces that shape the health experience of CALD and 

Indigenous communities (Al-Kassimi, 2022; Lesa, 2009). This requires a shift in healthcare 

providers' knowledge, behavior, and practice to promote a therapeutic relationship founded on 

trust and respect (Wylie & McConkey, 2019). Extending beyond the Western biomedical model 

of care, we recommend that future clinical practice guidelines incorporate the following key 

elements: 1) cultural awareness and competency, 2) health literacy, 3) continuity of care model: 

incorporating bilingual community health workers (CHWs), 4) ethical frameworks and gaps in 

research, and 5) involvement of government agencies.  

 

For cultural awareness and competency, there must be an understanding and acknowledgment 

of the terms used to identify themselves; community-specific values, traditions, and 

communication practices; different perspectives on culturally safe care; intergenerational 

impacts of residential schools; perpetuation of negative stereotypes and inaccurate references 

to colonization present within the discourse on health care policy and land claim negotiations; 

and the importance of traditional medicines. For health literacy, healthcare professionals should 

recognize the disproportionate prevalence of HIV/AIDS, cervical cancer and poorer outcomes, 

mental illnesses, and sexual abuse and exploitation (Wilson et al., 2013). For the continuity of 

care model, greater access to translator services must be a priority, where bilingual CHWs act 

as trusted liaisons between the community and service providers and help educate and promote 

autonomy among CALD individuals (Ndwiga et al., 2021). An extension to this is incorporating 

community leaders and peer support facilitators to collaboratively develop culturally centered 

church-based interventions that address their communities' specific local health needs (Ndwiga 

et al., 2021). However, implementing church-based interventions and CHWs poses the challenge 

of effectively integrating sustainable development and expansion principles to bridge the health 

equity gap. For ethical frameworks and gaps in research, there must be no generalizations made 

among different CALD communities, increased collection of statistics, further exploration of 

mature women's health issues, and the incorporation of the OCAP (ownership, control, access, 

and possession) principles, Tri-Council Policy Statement, and community-specific guidelines 

(Wilson et al., 2013). Future research should focus on designing culturally appropriate e-Health 

services to overcome financial and geographic barriers, especially for the older CALD and 

Indigenous populations (Javanparast et al., 2018). Lastly, concerning the involvement of 

government agencies, health practitioners should acknowledge the ongoing controversies 

surrounding jurisdictional obligations that restrict CALD communities from accessing high-

quality, timely, and culturally safe healthcare. Health professionals should be informed of the 

Non-Insured Health Benefit programming, including its eligibility, coverage requirements, and 

exclusions/special approvals (Wilson et al., 2013).  

 

We herein proposed a list of recommendations for future clinical practice guidelines to reduce 

the gap in healthcare disparity among CALD communities. Additional research is needed to 

effectively incorporate these propositions into a practical and sustainable healthcare delivery 

model.  
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