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Abstract 

Against the backdrop of COVID-19 as an ongoing global pandemic, World Wellness Group (WWG), an 

independent service provider in Brisbane, Queensland, conducted a series of Health and Welfare 

Checks (the Checks) between March and June 2020. These Checks aimed to maintain connections 

with the clinic’s most at-risk clients, and determine their immediate care and support needs, and were 

conducted by Multicultural Peer Support Workers (MPSWs). While the Checks did maintain the desired 

client connections, they also found: low levels of engagement with Government-produced sources of 

information; high levels of nursing and social needs; and community-level concerns regarding the 

security of local food and medical supplies.    

Further, given the social, economic and political positioning of migrants in Australia, this paper suggests 

the impact of COVID-19 on people from culturally and linguistically diverse (CALD) backgrounds is 

better understood as having a ‘compounding effect’, given a range of pre-existing structural, socio-

economic and other disadvantage that exist for migrant populations.  Therefore, the benefit of this article 

is twofold: it summarises the needs of clients from CALD backgrounds in the early phases of the COVID-

19 pandemic, and adds to the limited health research that explicitly recognises the genuine diversity of 

contemporary Australian society.  

Introduction 

Immigration to Australia is increasing: over 7.6 million Australians (29.8 per cent of the total population) 
were born overseas as of 30 June 2020, up from approximately 26.7 per cent of the total population in 

20101.  Additionally, population estimates project that around 32 per cent of Australia’s population will 

be overseas-born by 20502.  Australia’s growing cultural diversity also reflects a highly significant global 

trend: one billion people are on the move, and virtually one-seventh of the world’s population live in a 

country different from where they were born3. 

These migration levels have a number of health, geopolitical and human capital impacts. For example,  
labour migrants in high-income countries are largely invisible: which can lead to scenarios of being 
more likely to work in informal or illegal sectors; less likely to be well connected to the local community; 
and often lack the necessary status to assert their rights and enjoy necessary health protections and 

entitlements3,4,5. Similarly, there is no strong leadership in the area of migrant health or safeguarding 

of their fundamental human rights. Instead, policies legalise exclusion from basic healthcare, and there 
is evidence that a culture of hostility and policies of exclusion, based on racism and discrimination, are 

associated with increased morbidity and mortality among minority ethnic populations6,7,8. 

These contexts and limitations have been brought into sharper focus with the emergence of the COVID-
19 pandemic. As expected, the COVID-19 literature is rapidly expanding, and includes the impact of 

COVID-19 on the mental health of populations and individuals9, as well as the disproportionate impact 

of COVID-19 on migrant communities10,11. This is consistent with existing research that suggests 

minority populations are disproportionately affected given a range of structural inequities and their often-

precarious social, economic and political positioning12,13.  

As service providers, we also note that, as the pandemic emerged, the clinic’s staff, including 
Multicultural Peers Support Workers (MPSWs) and other health practitioners, reported community-level 
information about job losses, food and housing insecurity, increased racism, a lack of language-specific 
information about COVID-19, and heightened levels of anxiety and other mental health concerns.   
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Further, in the case of WWG, located in Brisbane’s inner south, many local service providers ceased 
engagement with new and existing clients and/or temporarily ceased service delivery. Therefore, 
demand for our mental health services increased rapidly, and one mental health program for people 
from CALD backgrounds recorded a 237 per cent increase in referrals.  

Therefore, given this community-level information and the realities of local service provision, service 
responses were urgently required to determine the immediate needs of clients from CALD backgrounds. 
Therefore, as a key part of the clinic’s initial service delivery response to COVID-19, the Checks 
provided a mechanism of client outreach to directly engage clients experiencing vulnerability and 
provided the information on immediate care and support needs that is reported here.  

Methods 

As the site for this research, WWG was established by five health workers in 2011 as a grassroots, 
independent social enterprise. The service is located in Brisbane, Queensland, providing general 
practice, mental health, allied health, traditional medicine and health promotion to a highly diverse client 
group, with a strong focus on establishing a systems and service response to multicultural health to 
reduce health inequity.  This includes service provision for refugees and individuals seeking asylum, as 
well as medical and health services for international students with Overseas Student Health Cover. Due 
to having a high number of clients from China and Iran, two countries very strongly affected early on in 
the pandemic, WWG began to adopt COVID-19 safe work practices in February 2020.  

WWG management staff held several meetings with multicultural peer support workers (MPSWs) from 
a range of cultural backgrounds representative of our client groups to better understand what was 
happening at a community level. MPSWs are peer support workers who bring their lived experience 
and cultural expertise into the healthcare setting. At these meetings we heard about job losses, food 
and housing insecurity, increase in racism, misunderstanding and lack of information about COVID-19 
and increased mental health concerns. We brainstormed ideas about how to best respond and together 
co-designed an approach to contact clients who were considered most at risk of COVID-19 by age, 
social circumstances, chronic disease and mental health risks. It was decided that the phone calls were 
to be made by the MPSWs to be culturally responsive as they were not only able to converse with 
clients in their own language but also understood their cultural issues.  
 
The WWG client database of active patients (based on the criteria of having visited the general practice 
clinic within the last 12 months), was reviewed and a list of clients was compiled by language group. 
Then a team of MPSWs, with any accompanying necessary language supports, contacted the clients 
by telephone, to conduct a health and welfare check by asking welfare and vulnerability questions, 
following a standardised survey format that was provided via survey monkey. The questions were 
designed using a risk assessment and wellness check approach and ensuring cultural appropriateness. 
Additional questions about engagement with communication channels were added to inform future 
information strategies by WWG. 
 
Then, given their language and cultural expertise, MPSWs contacted the clients by telephone to conduct 
the Check between March and June 2020. Specific questions in the Check included: 

• How are you feeling during this time? Has the coronavirus affected you personally or your family? 

• Are you confident you can buy the groceries and the things you and your family need over the next 
2 weeks? 

• Has your income been affected because of the corona virus outbreak? For example, have you lost 
your job, or have had your work hours reduced? 

• Have you read any of the information about coronavirus on these websites? 

• Where are you getting most of your information from to keep informed about the Corona virus and 
how to stay safe? 

• What is your understanding of the best ways to stop the virus from spreading? 

While the Checks were undertaken for 311 clients, the 44 clients that were from non-culturally and 
linguistically diverse backgrounds were excluded for the purpose of this article. Therefore, the paper 
reports on the findings from the 267 clients from culturally and linguistically diverse backgrounds, noting 
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they represented a genuinely diverse group: whereby the top five identified ethnicities (in descending 
order) were Iranian, Congolese, Sri Lankan, Burundian and Syrian.  

The Check was conducted using a standardised scripting, and results were entered and analysed using 
spreadsheeting software. Therefore, this study provides a descriptive analysis of routinely collected 
data from a service-level intervention to support more clients of WWG more at-risk of COVID-19.   

Results 

Qualitative analysis of the findings revealed three key themes: a pattern of immediate hardship, 
specifically in terms of sourcing food and experiencing food insecurity; a broader pattern of social need; 
and varying levels of engagement with health information and advice resources. 

To begin, the results include powerful reflections on clients’ urgent needs for food assistance, and 
associated views about local food insecurity. Of the 267 culturally diverse clients participating in the 
Check, 67 clients (or 25.1 per cent) identified an urgent need for food assistance; requesting basic food 
and cooking items such as fresh fruit and vegetables, canned food items, vegetable oil and lentils.  

Figure 1 - Clients requiring immediate food assistance, by number and percentage.  

 

In response to the related question, “Are you confident you can buy the groceries and the things you 
and your family need over the next 2 weeks?”, around 22 per cent of respondents replied ‘no’, indicating 
strong community-level concerns about the ability of individuals to procure basic food items to meet the 
needs of themselves and their families. 

Noting the full economic impact of the COVID-19 pandemic is still unfolding, in response to the question, 
“Has your income been affected because of the corona virus outbreak? For example, have you lost 
your job, or have had your work hours reduced?”, around 24 per cent per cent of respondents indicated 
‘yes’.  However, in this context, it is important to note the pre-existing needs of this cohort, given 137 of 
the 267 participants also held a concession card (including a pension concession card, and/or health 
care card), which indicates approximately half the clients had an existing pattern of economic 
disadvantage and/or were possibly not engaged in employment. This does not include clients seeking 
asylum and ineligible for Medicare, who are not eligible for concession cards. 

As previously noted, a key aim of the Checks was to capture clients’ health and social care needs, to 
provide a more comprehensive understanding of potential client vulnerability.  Therefore, it is significant 
to note that, of the 267 client contacts, 78 (or 29.2 per cent) requested a ‘call back’ from a qualified 
nurse, to discuss confidential concerns. As indicated in our discussion on service responsiveness, this 
indicates that over one-quarter of the clients contacted required additional, specific clinical supports 
during the emergence of COVID-19.  
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Further, many clients used this engagement mechanism to discuss both medical issues (including 

seeking information on COVID-19; questions related to procuring regular medications; and referrals to 

general and mental health services), as well as broader social needs, including explicit requests to ‘stay 

in touch’, particularly given clients’ perceptions about a lack of social contact following the emergence 

of the COVID-19 pandemic.  Other requests included: support with Centrelink application/s (including 

applications related to the ‘Jobkeeper’ and ‘Jobseeker’ initiatives); support with Status Resolution 

Support Services applications; employment support; accommodation support; rent assistance; and 

requests for personal protective equipment (PPE), such as face masks, detergents, sanitizer and 

gloves.  

The Checks also produced significant findings with implications for the development, dissemination and 
communication of health messages to clients from multicultural backgrounds. For example, the Check 
included the question “Where are you getting most of your information from to keep informed about the 
corona virus and how to stay safe?” 

As indicated in the table below, television, internet and social media sources featured strongly as 
preferred sources of information, as well as informal networks of families and friends. “Other” sources 
of health information included direct information provision from employers, schools or universities, local 
health services and informal networks such as school, neighbours and church/es. In this context, the 
range of international sources of health information is notable, given that, much of the information 
communicated during the COVID-19 pandemic has been region-specific, including current restrictions 
and local arrangements. 

Figure 2: Sources of information about COVID-19, by percentage 

 

More targeted questioning about access to government-produced materials occurred under the 
question “Have you read any of the information about coronavirus on these websites?”  Despite a 
concerted effort to engage health consumers with locally produced health information from Government 
sources, only 45 clients (or 16.9 per cent) indicated they had engaged with the Australian Government 
health website and 74 clients (or 27.7 per cent) indicated they had engaged with the Queensland Health 
website. Most significantly, 162 clients (or nearly 61 per cent) indicated that they had accessed neither 
of these sources, particularly concerning regarding the need for consistency, and regionally relevant 
information. In contrast, one Australian study that surveyed 1,500 Australians found that the majority 
(56%) used commercial television as their primary source of information, 45% used the Australian 
Broadcasting Commission news and 31% used the Australian Government information app. Only 23% 

used social media which is significantly lower than our CALD cohort.14 
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Figure 3 - Sources of information about COVID-19, by source and percentage  

 

Discussion  

Despite the specific and ongoing challenges in responding to COVID-19, and the urgent need for 
comprehensive data to guide COVID-19 responses in Australia, the field of multicultural health research 
in the Australian context remains significantly underdeveloped, and unacceptably poor data continues 
to plague the multicultural health care sector more broadly. Therefore, despite international bodies such 
as the Lancet Commission on Migration and Health, and the work of the World Health Organisation in 

producing the Draft Global Action Plan ‘Promoting the Health of Refugees and Migrants’ 15, there are 

strong calls to develop a dataset that is more consistent with the needs of the broader healthcare sector.  

Further, the Federation of the Ethnic Communities’ Council of Australia has noted the existing data is 

manifestly inadequate16 and the State of Queensland - Metro North Hospital and Health Service (2018)17 
note limitations in the multicultural healthcare sector given: systematic exclusions of non-English 
speakers from research efforts; inconsistencies in data collection processes; exclusion of culturally and 
linguistically diverse Queenslanders from some state-wide epidemiological datasets; and the lack of 
culturally-sensitive patient feedback systems. Further, a range of researchers have noted the limitations 

of existing datasets for culturally and linguistically diverse communities in Australia18,19 and one 

literature review noted that, within three leading Australian public health journals, only 2.2 per cent of 

the literature focused on multicultural health20.  

In this context, conducting the Checks provided a timely opportunity for WWG to engage their most 
vulnerable clients during the emergence of an unprecedented global pandemic, and identify their 
immediate health and social needs.  Our evidence suggests that the initial impact of COVID-19 was 
strongly felt by the clinic’s clients who identified a range of immediate and longer-term support needs, 
including challenges to food supply, and a need for nursing assistance. In particular, the finding that 
nearly 61 per cent of engaged clients did not access either the Australian or Queensland Government 
websites (and instead reported an increased reliance on materials from other countries) is highly 
significant and we recommend urgent action to increase engagement with locally relevant, in-language 
sources of COVID-19 information and advice.  

At the broader level, we also note our interest in positioning COVID-19 responses within a consideration 
of the structural and systemic factors facing migrant populations.  In this context, and consistent with 
emerging research, we argue that the COVID-19 global pandemic has exposed local, national and 
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international economic, social and health inequalities among migrant populations, as well as inadequate 
social protections. Additionally, in Australia it has also exposed the lack of social protections for 
temporary migrants, international students and people seeking asylum and the Australian 
Government’s lack of responsiveness to the human and health rights of these populations. It has also 
exposed a lack of ability by Government to communicate with and engage multicultural populations in 
the life saving health messages that largely “missed” vulnerable non-English speaking background 
populations.  

Conclusion  

To date, media coverage and associated messaging in Australia has focussed on positioning the 
economic, social and political impacts of COVID-19 as ‘unprecedented’. While the emergence of 
COVID-19 has certainly raised a host of immediate and longer-term health and social service needs 
and had a devastating effect on the health of individuals and economies, the extent to which pandemics 
can be seen as an exacerbation of existing disadvantage within and between communities should not 
be underestimated.   

For multicultural populations in Australia, the emergence of COVID-19 has exposed the lack of health 
policy and health infrastructure that was readily available to be mobilised to engage with multicultural 
populations, drive life-saving messages to the grass-roots in culturally tailored formats and advise 
government and health policy makers on data-informed strategic approaches to prevention, testing, and 
compliance. Because multicultural populations are so invisible from health data, health policy and 
therefore health investment, this well targeted mobilisation (which is fundamental in a global pandemic) 
did not occur.   

Instead, governments scrambled to establish ‘CALD Advisory Groups’, walked the well-trodden path to 
weary and unpaid ‘community leaders’ to access ‘hard to reach’ populations and produced many 
translated pamphlets without investing in the mechanisms to deliver the information to the people who 
needed it. Australia has also yet to report on the representation of CALD populations in those who 
became infected, went for testing, were hospitalised and lost their lives to COVID-19. Unless Australia 
learns from this under investment in multicultural health, we may never know this vital information. In 
this context, it is timely to remember calls that there can be ‘no public health without refugee and migrant 

health’21.  

This critical focus on the health of migrant communities is very welcome, given the potential to both 
improve COVID-19 outcomes for this cohort, and advance much-needed discussions about broader 
health system equity. However, we note that a healthcare response to COVID-19 must be integrated 
within a broader social service delivery framework, ideally one situated within a health promotion 

framework22,23, that reflects the critical role of social determinants of health of migrant populations, 

including discrimination, migration status, ethnicity, exclusion from universal healthcare, culture, and 

structural disadvantages24.  

Also, we would also argue there is also significant value in examining the COVID-19 pandemic and 
associated response in terms of an examination of the effectiveness of local service provider networks.  
Additionally, given the macro-level perspectives provided in the literature to date, we would argue that 
local service provider perspectives are largely missing from the current discourse: concerning given 
their role in providing frontline service delivery and maintaining the local service delivery networks 
necessary to provide high quality, integrated healthcare. 
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