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ABSTRACT

Background: Cardiovascular disease (CVD) and stroke disproportionately affect culturally and linguistically diverse (CALD)
communities, where access to prevention programmes is often limited by cultural, language, and systemic barriers. Understanding
the experiences of healthcare professionals and nongovernment organisations in delivering and providing education to these
communities is essential for developing effective, culturally tailored strategies that support equitable cardiovascular outcomes.
Objectives: To explore (i) healthcare professionals’, key health networks' and non-government organisations’ experiences of
delivering CVD or stroke prevention education; (ii) the context i.e., barriers and enablers to delivering education; and (iii) and
identify core components and ideal approach to deliver a CVD and stroke prevention education and behaviour change pro-
gramme for CALD communities.

Design: A qualitative exploratory study using semi-structured interviews. Deductive thematic analysis was completed using
NVivo 15.

Setting and Participants: Fourteen participants were recruited and interviewed via Zoom; seven cardiovascular and stroke
healthcare professionals and seven representatives from a range of federal- and state-level cardiovascular and stroke non-
government organisations and multicultural health networks.

Results: Two key themes were identified: (1) challenges when providing and delivering culturally and linguistically tailored
education and (2) components of an ideal education programme. Challenges in delivering CVD and stroke prevention education
include the need to navigate diverse cultural health beliefs and worldviews, limited access to qualified interpreters and a lack of
culturally relevant and translated resources. An ideal education programme was considered one that is simple, evidence-based,
culturally appropriate, and delivered in accessible, preferred formats. Key to sustained behaviour change beyond the pro-
gramme are family and community engagement, the use of codesign approach to foster ownership and relevance from the
inception, trust-building, and ongoing reinforcement of educational content through reminders.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly

cited.
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Discussion and Conclusion: While systemic barriers such as interpreter shortages and limited funding persist, engaging

families, empowering individuals, tailoring delivery methods, and embracing community-specific strategies offer clear pathways

for improving engagement and reach of CVD and stroke prevention education. Incorporating these components, particularly

through codesign, will be essential in ensuring equitable cardiovascular outcomes for people from CALD communities.

Patient or Public Contribution: Adults with lived experience of cardiovascular disease and stroke were engaged during the

conceptualisation of this study through informal discussions. Clinicians and representatives from end-user organisations were

involved as participants in the study.

1 | Introduction

Cardiovascular disease (CVD) and stroke remain the leading
causes of morbidity and mortality worldwide [1], with signifi-
cant disparities in health outcomes among culturally and lin-
guistically diverse (CALD) communities [2, 3]. CALD is a
general term that refers to communities with diverse languages,
ethnicities, cultural practices, social systems, and religious
beliefs [4]. In Australia, those who were born in a non-English
speaking country have higher prevalence of CVD and stroke
compared with the nonindigenous Australian-born population
[5]. Disparities in health outcomes in these communities are
often exacerbated by a variety of factors, including lower
socioeconomic status and health literacy more so than in the
general population [4], and cultural beliefs about health and
illness that may differ from Western biomedical models [6].

Healthcare professionals provide early diagnosis, risk factor
management, and promote healthy lifestyle choices to prevent
CVD and stroke [7]. They play a critical role in secondary
prevention, helping individuals manage existing CVD and
stroke risk through education and behaviour change strategies.
It is equally important to consider the organisational context in
which CVD and stroke prevention education is delivered.
Staff in public health agencies, nongovernment organisations
(NGOs), and community health centres, play a pivotal role in
delivering educational initiatives for CALD communities [8].
Understanding their experiences may help identify gaps in
current approaches.

A key challenge in delivering effective CVD and stroke pre-
vention education is identifying which core components and
delivery methods are most effective across diverse cultural
contexts. While existing CVD and stroke prevention education
often includes risk factor awareness, lifestyle modification
strategies, and access to resources for behaviour change [9],
there is limited understanding of how cultural beliefs and
practices influence the way preventative health messages are
interpreted and responded to [10, 11] and how to meaningfully
incorporate such cultural perspectives into prevention pro-
grammes. It also remains unclear which method of delivery
adequately meets the communication needs, cultural prefer-
ences, and health literacy of CALD communities [12].

In this manuscript we present findings from the first phase
of a three-phase study which aims to codesign an educational
behaviour change programme for CALD communities to pre-
vent CVD and stroke. The objectives of phase one were to [1]:
explore healthcare professionals’ and staff working with/at
key NGOs and multicultural health networks' experiences of

delivering CVD or stroke prevention education [2]; explore the
context i.e., barriers and enablers to delivering education, and
[3] identify core components and ideal mode of delivery of
an education and behaviour change programme for CALD
communities.

2 | Methods
2.1 | Design

An exploratory qualitative research study using semi-structured
interviews. This study is reported in line with the Consolidated
Criteria for Reporting Qualitative Research (COREQ) checklist
[13] (see Supporting Information).

2.2 | Participants, Setting and Recruitment

Purposive and snowball sampling were used to recruit partici-
pants in the study. Eligible participants included healthcare pro-
fessionals (cardiologists, stroke neurologists, general practitioners,
nurses, and allied health professionals) caring for people from
CALD communities and representatives from key organisations
who work with and/or develop or facilitate CVD or stroke pre-
vention education and behaviour change programmes for CALD
Australians. Participants had to be willing and able to attend a
60-90 min semi-structured interview.

Healthcare professionals were invited to participate via email
distribution lists and flyers circulated through a two-site local
health district general hospital, integrated with a community
health centre in Western Sydney, New South Wales. Invitations
were also distributed via newsletters of professional bodies such
as the Australasian Cardiovascular Nursing College (https://
www.acnc.net.au/), Cardiac Society of Australia and New
Zealand (https://www.csanz.edu.au/), Acute Stroke Nurses
Education Network (https://asnen.org/) and the Agency for
Clinical Innovation Stroke Network (https://aci.health.nsw.gov.
au/networks/stroke). Key cardiovascular and stroke NGOs and
multicultural health networks were contacted to distribute the
study invitation and flyers to relevant employees via email.
These included health education or promotion officers and
community engagement coordinators or managers who are
involved in developing and/or delivering CVD and stroke pre-
vention programmes to CALD communities. Those interested
were sent a link to the study-specific information sheet,
e-consent form and demographics survey on REDCap hosted by
the New South Wales (Australia), Office of Health and Medical

2 of 14

Health Expectations, 2025

85U80|7 SUOWIWOD aAe8ID (o (dde au Aq peusenob afe el YO 8sn Jo Sa|nJ Joj ArIqIT8UIUO 8|1 UO (SUORIPUOD-pUe-SW.SYWoo" A3 [ AReiq 1 [eul|uo//:Sdny) SUOIPUOD pue sWi 18U} 89S ' [G202/0T/ET] Uo ARiqiTauliuo A8(1M ‘Bliyseoue ] JO AseAIUN AQ 9540, XeU/TTTT OT/I0p/wWoo A3 AReiq1jeut|uoy/sdny wo.j pepeojumod ‘G ‘SZ0Z ‘SZ9.69ET


https://www.acnc.net.au/
https://www.acnc.net.au/
https://www.csanz.edu.au/
https://asnen.org/
https://aci.health.nsw.gov.au/networks/stroke
https://aci.health.nsw.gov.au/networks/stroke

Research [14, 15]. The survey captured sex, profession, years of
experience, qualification and ethnicity.

2.3 | Ethical Considerations

The study was approved by the Western Sydney Local Health
District (WSLHD) Human Research Ethics Committee,
New South Wales, Australia (ETH01328; 31 July 2023). All
participants were provided with study details with emphasis on
the voluntary nature of study participation, the removal of all
identifiers and anonymisation of all information. All partici-
pants provided electronic informed consent to participate.

2.4 | Data Collection

One-to-one semi-structured interviews were conducted via
videoconference by two trained qualitative researcher (SA
and DM) between December 2023 and March 2024. SA is a
second-generation CALD Australian with more than 6 years
of experience as a cardiovascular/stroke researcher. DM is a
first-generation CALD migrant and overseas-qualified medi-
cal doctor with 20 years of experience as a multicultural
health promotion officer in the South Western Sydney Local
Health District, where 35% of the population are born in a
non-English speaking country and 55% speak a language
other than English at home. The interviews were audio
recorded and transcribed verbatim by Pacific Transcription.
Semi-structured interview guides were informed by existing
literature and developed based on the research teams' ex-
perience of working with multicultural communities. Refer to
Tables 1 and 2 for the interview guides. Data collection con-
tinued until no new concepts were found, and saturation was
observed [16]. Both researchers kept notes and shared
observations with each other which were used to develop the
final themes.

2.5 | Data Analysis

Thematic data analysis following Braun and Clarke's approach
[17] was used to generate insights into participants’ experiences
within their broader sociocultural context. A deductive
approach was used to ensure that the coding produced themes
that were aligned with the study objectives. Two authors ex-
perienced in qualitative analysis (SA and SW) independently
read and coded all transcripts using QSR NVivo 15 [18]. The
codes were reviewed to identify patterns and related ideas
grouped into themes. Themes were reviewed and refined iter-
atively. Any discrepancies were resolved through discussion
with a third author (DM).

Member checking (sharing findings with participants) was
conducted to minimise researcher bias and ensure trustwor-
thiness of the results. All participants were emailed a summary
report of the findings, including themes, sub-themes and sup-
porting quotes, and were invited to provide feedback on the
interpretation of the results and whether their perspectives
had been accurately captured and presented. After 6 weeks,

TABLE 1 | Interview guide for health professionals.

Interview Guide

1. What is your experience of educating culturally and
linguistically diverse (CALD) patients about their
risk of stroke or cardiovascular disease?

2. What do you think are the unmet educational needs
of CALD patients?

3. What do you think would help increase self-
management of hypertension, hyperlipidemia,
diabetes, and obesity (risk factors for stroke or
cardiovascular disease) amongst CALD patients?

4. How are CALD patients currently educated about
managing their risk factors for stroke or
cardiovascular disease?

5. What resources are available to support/educate
CALD patients in managing their risk factors for
stroke or cardiovascular disease?

6. What do you think are the barriers and facilitators to
the uptake of these resources?

7. What do you think are important things for CALD
patients to know about when managing their risk
factors for stroke or cardiovascular disease?

8. How do you think CALD patients would like to
receive cardiovascular disease and stroke prevention
education?

a. What mode of delivery would work best?
b. At what time point?

9. What would ‘the ideal’ education programme/model
look like?

10. How do you think we can improve the provision of
cardiovascular disease and stroke prevention
education and support for people from CALD
communities?

only three participants responded via email, and all indicated
agreement with the interpretation.

3 | Results
3.1 | Participant Characteristics

Interviews were conducted with seven clinicians and seven re-
presentatives from a range of federal- and state-level cardiovascular
and stroke NGOs and multicultural health networks. The clinician
cohort comprised of cardiology and stroke clinical nurse consul-
tants and allied health professionals with > 10 years of experience.
Representatives from key organisations were multicultural health
promotion officers and community engagement coordinators/
managers. There were 13 women and one man from the states of
New South Wales, Victoria and Queensland. Six of the participants
were from a CALD background. To prevent identification, the sex
and ethnicity of the people whose quotes are presented, is not
reported. More demographic details are presented in (Table 3). The
average duration of the interviews was 47 min (range 35-71).
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3.2

Two themes were identified [1]: Challenges in providing and
delivering culturally and linguistically tailored education and

| Themes

TABLE 2 | Interview guide for community and charity

organisations.

Interview Guide

1.

What are your key insights in the current landscape
of educating people from culturally and linguistically
diverse (CALD) communities about stroke or
cardiovascular disease and strategies for risk factor
reduction?

Is it done well?
a. If yes, why?
b. If no, why not?

3. How could it be improved?

[2] Components of an ideal education programme. Each theme
has four to six subthemes (Table 4).

3.3 | Challenges When Providing and Delivering
Culturally and Linguistically Tailored Education

i. Limited understanding of cultural health beliefs
and worldviews

Participants highlighted the multifaceted complexity of
delivering CVD and stroke prevention education in cul-
turally and linguistically diverse contexts:

You might have the same principles, but it's always more
complex when you re engaging with an audience that have
a whole different way of looking at their life, the way that
they live, their relationship with their community, their
beliefs, and even their relationship with the medical
community and the health community.

4. What do you think are the unmet educational needs of .. .
" - Participant 9, Community engagement
people from CALD communities?
. . manager, NGO
5. How should cardiovascular disease or stroke
prevention education be delivered to these A common challenge was when healthcare professionals
communities? or community engagement coordinators delivering CVD
a. By whom and when? and stroke prevention education have limited cultural
6. What do you think are the core components of understanding or .conﬁgence. Part1c1'pants e)fpressed
. . . concerns about unintentionally offending, making cul-
cardiovascular disease and stroke prevention ; ;
education? tural missteps, or lacking the knowledge needed to nav-
a. What are the most important topic areas to igate beliefs and practices different from their own:
address?
] ] ) With no malice or intent, I probably have phrased things
7. 1f yo.u had the oPportunlty to design th_e ideal . wrong or made some cultural gaffes. I think that can
cardiovascular disease or stroke prevention education . be the i is that I 1d be ienorant
programme for CALD communities, what would this somettmes be the 15sue, 1S that peopte Would be ignoran
look like? to the fact of things that they've done that may not be seen
a. What would this include? as culturally appropriate.
- Participant 5, Healthcare professional, Hospital
TABLE 3 | General demographic characteristics of interview participants.
Interview # Occupation Years of experience Institution
1 Community engagement coordinator 0-5 years NGO
2 Physiotherapist 6-9 years Public hospital
3 Speech pathologist 10-15 years Public hospital
4 Registered nurse > 20 years Public hospital
5 Cardiology clinical nurse consultant 6-9 years Public hospital
6 Stroke clinical nurse consultant 6-9 years Public hospital
7 Registered nurse 10-15 years Public hospital
8 Occupational therapist 10-15 years Public hospital
9 Community engagement manager > 20 years NGO
10 Health promotion officer 16-20 years Multicultural health network
11 Health promotion officer 10-15 years Multicultural health network
12 Health promotion manager > 20 years Multicultural health network
13 Health promotion officer 6-9 years Multicultural health network
14 Aged Care team supervisor 6-9 years NGO

Abbreviation: NGO, nongovernment organisation.
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TABLE 4 | Study themes and subthemes.
No Theme Sub-themes
1 Challenges when providing and delivering culturally and Limited understanding of cultural health beliefs and
linguistically tailored education worldviews
Systemic barriers to cultural competence
Limited availability and concerns about interpreter
quality
Lack of culturally relevant and translated resources
2 Components of an ideal educational programme Culturally responsive education

Accessible formats and preferred method of delivery
Simple and evidence-based
Ongoing reinforcement of educational content

Better engagement of family, caregivers and
community

Codesign is key to effective education

I probably could improve on navigating those cultural
things and understanding them better myself so then I
can navigate them, because unfortunately I'm not
always aware of certain cultural kind of beliefs. I'd
like to be, but it's sometimes a lot of things to
remember.

— Participant 7, Healthcare professional, Hospital

I think I consider myself pretty open and approachable
and, I want to learn, and I want to do it the right

iii.

Limited availability and concerns about interpreter
quality

Healthcare interpreter services helped and hindered the
delivery of CVD or stroke prevention education. In the
hospital setting, healthcare professionals reported that
there is often long wait times and limited availability of
interpreter services, especially for high-demand lan-
guages or rare dialects:

[way]- but I don't come from those backgrounds [non-

English speaking background] so how can I possibly

know or understand. Absolutely, my white bias is big;

I'm always learning, and 1 think that's where we
struggle.

- Participant 1, Community engagement

coordinator, NGO

ii. Systemic barriers to cultural competence

While they are expected to be culturally and linguistically
aware, one participant highlighted that the training pro-
vided is often minimal. Without regular reinforcement,
knowledge can fade over time, making it difficult for staff

to consistently apply it in their practice:

I don't think it is as informative as it could be. I think

We always try to get an interpreter but that can be ex-
tremely difficult. The Healthcare Interpreter Service has
very long wait times, and limited number of interpreters.
Especially if it's like a rarer dialect, there’s a smaller
number of interpreters and if it's a high frequency lan-
guage, especially something like Mandarin or Cantonese in
our area because it's such a high frequency language,
there's a long, long wait to get interpreters.

- Participant 4, Healthcare professional, Hospital

We are very lucky to have really great access to inter-
preters, but at the same time, we do also get cultures that
have languages that aren't very common, like I guess
different dialects from Africa which are hard to find
interpreters for.

— Participant 7, Healthcare professional, Hospital

yes, we are supposed to be all culturally and linguis-
tically aware and we do this kind of online module
that's maybe 20 minutes We do that once off. So, we
start at the hospital, and we do that one time, it's not
an every-year thing, so it does probably get forgotten a
bit. I really try my hardest to respect and be aware of
other people's cultures, but there is a lot to probably
consider.

- Participant 7, Healthcare professional, Hospital

Participants also noted significant challenges when lan-
with
Although interpreters can assist with communication,

guage barriers intersect clinical complexity.
their lack of specialised knowledge in managing condi-
tions such as aphasia often limits the effectiveness of

support provided:

I guess with patients who have aphasia and also speak a
different language, that's probably the hardest part, I think
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and that's probably something that we do struggle with a lot.
For example, this patient obviously had a low mood, but we
also couldn't assess that due to the aphasia plus language
barrier as well and trying to be able to use simple words
from their language was really difficult, like with an inter-
preter, for example, because the interpreter doesn't also have

much everything, I can find it written in Chinese and
maybe Turkish and Arabic, but there's lots of other lan-
guages that are just not covered. I don't think they cover
it. I mean like I said there's supposed to be over 200
different languages spoken in Australia,

- Participant 2, Healthcare professional, Hospital

the knowledge that we do to be able to navigate aphasia. As a result, one participant reported that they have used

- Participant 7, Healthcare professional, Hospital . . .
P ’ P ’ P resources from another country to give to their patients

Another participant raised concerns about the accuracy from non-English speaking backgrounds:

and reliability of interpreter services in clinical settings,

noting that some interpreters lacked fluency or native- What I tend to use is a non-Australian site, it's the

level proficiency in the patient's language, which created stroke.org.uk and they have a much wider variety of

uncertainty about the quality of communication: languages available in printed form, in much more de-

tailed version. So, I tend to use those.
When I worked in ICU, some translators would come to - Participant 2, Healthcare professional, Hospital
tran.slate, but I don't quite understand ywhat they're Participants felt that having culturally and linguistically
talking about, “cause some translator, they're not even a diverse staff ensures that CVD and stroke prevention
native speaker for that language...

o . . information is not only translated but also framed in a
- Participant 8, Healthcare professional, Hospital

way that respects the beliefs, traditions, and communi-
In situations where professional interpreters are cation styles of different communities:

unavailable or wait times are too long, healthcare pro-

Behind the thoughts, behind the behaviour, behind the

traditional way, so that's something that I feel really

fessionals may turn to digital tools as quick, alternative
communication methods:
helpful is to have culturally linguistically understanding
...sometimes there's the Google Translate app, which can staff working in the field, which is very important.
- Participant 13, Health promotion manager,

Multicultural Health network

also assist in the times when, interpreters are not available,
and sometimes they feel comfortable to be able to com-

municate in that sense as well. It's not used very often but L. . .
., . ) . ; v. Limited capacity and funding
it's also used as like a quick option for the patients.

- Participant 6, Healthcare professional, Hospital Participants highlighted the challenges related to the

. o . limited capacity and funding to meet the educational
As this participant describes, they may also rely on .
. . . needs of CALD communities:
ad hoc interpreters, such as family members, bilingual

staff, or students, despite knowing these alternatives do ...but we're just so limited with funding and time. There's
not comply with policy standards: only me and it's a little bit beyond our capability at the

, . moment... to make those connections and it obviously

We couldn't get an interpreter for a full week to even do an .
, : . . takes time as well.
assessment. That's best practice and that is the hospital .. .
- Participant 1, Community engagement

policy but sometimes we will also use family members to do coordinator, NGO

a bit of informal interpretation or even staff or students that

speak that language as well. Like I said, it's not best practice CALD communities are hungry for information. You

know, wherever you go, they say that, when are you
coming back? You know, you're working in health, and

and it's not policy but like when you're faced with waiting
a week to see where someone'’s up to or give that information
to a family or a patient, you do what you can.

— Participant 4, Healthcare professional, Hospital

we are very short staffed everywhere and now covering the
whole area. So, we cannot be available every day. But we
iv. Lack of culturally relevant and translated resources will say look we will see what we can do, and, in some
sessions, you need more experts.

— Participant 11, Health promotion officer,

Multicultural Health network

Another barrier was the limited culturally relevant and
translated resources, especially in less common lan-
guages, to support healthcare professionals in delivering
CVD or stroke prevention education: The cost of translation is another major limitation. One
participant explains that while some resources have been

It’s just literally having information in their language,
there's just not enough or none. Like I can find pretty

translated, many crucial materials remain unavailable
due to the high cost of professional translation services:
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34

We also have some of our education handouts translated
into different languages but that's another barrier as well
because it costs money. We have to pay for Healthcare
Interpreter Services to translate those resources and often
there's not money.

- Participant 4, Healthcare professional, Hospital

| Components of an Ideal Educational

Programme

i. Culturally responsive education

This was a concern as many individuals seek specific and
practical advice on what foods they should eat within

their cultural context:

They often ask, what shall I eat? You cannot just say you
need to have low-cholesterol diet. They will ask, shall I eat
fish? Shall I eat meat? I guess different culture[s] have
different type of cooking techniques, how they should eat
as well. They want something more suitable to their
cultural needs... They want more specific information.
Like if you say have a healthy diet, what is a healthy diet?

- Participant 8, Healthcare professional, Hospital

There was a strong emphasis on providing education that
goes beyond direct translation of content. One participant
pointed out that many CVD and stroke prevention
resources for CALD communities were translated word-
for-word but failed to capture underlying sentiments,
beliefs and lived experience that shaped how people

There was also an emphasis placed on translated
resources being reviewed by people with lived experience
to ensure they are meaningful, respectful and accessible
to those who need them most:

understand and respond to health information:

It’s not only language to language. It's also around sen-
timent to sentiment on how we understand their culture
and their belief around any of their chronic conditions or
health conditions. Let's say when we create any resources
for CALD communities most of the time, they are actually
translated word to word and does not address the sen-

timent of a person.

— Participant 14, Health promotion manager,
Multicultural Health network

Another participant also explained that even when
CVD and stroke prevention messages are well-
intentioned, they can fail to resonate with CALD
communities if the examples, metaphors, or story-
telling techniques do not align with their lived ex-
periences and cultural contexts:

...if you're someone who isn't part of their culture, and so
you can be telling this great story to help them understand
something, but youve completely lost them, because the

The first thing I would say is having people from the
same language speaking backgrounds to actually go
through the document properly. And I would suggest
not having just one person go through the document
but having at least a number of people — 10 to 15 and
not from one sector. So, people who have that condition
and who have faced that issue. If they can be a part of
proofreading the translated version, then it would give
us more idea on their cultural belief because of course,
I might learn a new language and if you give me a
document. I can read the document, I can say OK, this
is not right. This is wrong, but I don't understand the
cultural values of that CALD community. I have to be
from there to understand their culture and my per-
spective might differ from another person from the

same CALD background.
- Participant 14, Health promotion manager,
Multicultural Health network

ii. Accessible formats and preferred method of

delivery

references are not relevant to them at all.

- Participant 9, Community engagement
manager, NGO

An example of this was provided in relation to healthy
eating advice. Participants explained that mainstream die-
tary advice often reflects an “Anglo approach” to healthy
eating, which may not be relevant for all cultural groups:

Participants recommended a blended approach including
personal narratives, informal discussions, and written
materials in accessible formats. This can create a more
meaningful and lasting impact on CALD communities’
understanding of CVD or stroke prevention and
management:

Maybe for the eating well component, we need to consider
different diets. So obviously people from different back-
grounds eat different foods and at the moment it's very
much an Anglo approach to eating well. I think that
could be an improvement, talking about [South Asian]
food and how can you eat better in their context.
- Participant 1, Community engagement
coordinator, NGO

We also had a video that we showed, and we had that
dubbed in other languages. I wish that we had the
opportunity to - we had some community stories as well.
We didn't get them translated, and if we had the money, I
100 percent would have worked on having some videos,
like human stories of real people speaking in their
language.
- Participant 9, Community engagement
manager, NGO
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Having stories from their communities within the pre-
sentation, more local statistics rather than Australian-
wide perhaps, just making it a bit more customised...

messaging apps, or even read notifications as highlighted
by these participants:

- Participant 1, Community engagement
coordinator, NGO

It is again probably individual, but I think some form of

written education is always good. Whether that is a
pamphlet, something emailed, a website someone can go

Translated information will be a great opportunity for them.
But again, technology use is a barrier. If we're talking about
online platforms. I know a lot of people that have been in the
country for a long time, and they still cannot read WhatsApp
notifications. They all get confused between what is What-
SApp, what is Facebook Messenger or the message, they have
all of these notifications and emails that are unread because

to. Just something written because - like I said, it's hard to
remember everything but absolutely always simple lan-
guage. This is for anyone. CALD or otherwise. Simple
language. Diagrams. Pictures.

they can't find it.

— Participant 12, Health promotion officer,
Multicultural Health network

- Participant 4, Healthcare professional, Hospital
Most are above the age of 65 and they don't have that

They emphasised that traditional lecture-style presenta- much skill in technology, and it would be very hard for

tions may not be the most effective approach. Instead, them to understand what we are saying if it is digital.

- Participant 14, Health promotion manager,
Multicultural Health network

more interactive and culturally appropriate settings, such
as informal group discussions during shared meals, could
foster deeper engagement and improve information

retention and participation: As such, there was an emphasis on the importance of

user-friendly designs, noting that even native English

It’s really great but the way the presentation’s set up, as I speakers can find it challenging to navigate online health

said before, it's very much like somebody standing up resources:

giving a - there's a PowerPoint presentation. Is that the
It'd be nice if there was like some sort of centralised

most appropriate way? I mean, we would love to find out-
resource. I mean I know there is like the Stroke Foun-

as I said, I think food is important in a lot of these
communities. We've heard that perhaps sitting around in dation, obviously they do have the online stuff, but even
a circle and discussing the main points but not doing a

formal presentation might be more appropriate and get

for me as an English as a first language, I go on their site
and sometimes I find it a bit hard to navigate that.

the message through better, and I think using more stories - Participant 2, Healthcare professional, Hospital

from their community might be more effective.
- Participant 1, Community engagement
coordinator, NGO

Participants also stressed the need for trusted, accessible
and standardised health resources, ideally developed by
reputable organisations to reduce the likelihood of

Some participants recommended using digital technology misinformation:

to deliver CVD and strok ti ducation. How-
o detiver anc stroke prevention education. tiow But I think it would be helpful to have something that is

ever, others felt that while some individuals, particularl . .
P y standardised across the state or Australia that you could

those who are familiar with smartphones and the inter- o
. . e rely on as a resource, like if, for example, the Stroke
net, could benefit from online resources, some within . L .
Foundation, they created something like that, I think that
would be really useful, because you know what it’s saying,

but it's just in a different language. But if it was off

CALD communities face significant barriers to digital
access and literacy:

YouTube, you can't rely on it.

For people that do have access to smart phones, an . . .
- Participant 7, Healthcare professional, Hospital

internet resource would be amazing.
- Participant 3, Healthcare professional, Hospital iii. Simple and evidence-based

Participants explained that individuals from CALD
backgrounds have varying levels of health literacy shaped
by their culture, migration experiences and exposure to
different health systems, that could affect their under-

I don't believe in electronic communication unless they
are at a certain level of English and able to use the
technology as well.

- Participant 12, Health promotion officer,

Multicultural Health network standing of CVD and stroke prevention information:

There were concerns older adults, in particular, may
struggle with technology, finding it difficult to navigate
online platforms, or to distinguish between different

Health literacy can be different as well especially if people
have migrated from a different country or are refugees.
- Participant 4, Healthcare professional, Hospital
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I think it's the level of understanding and also the lan-
guage used, and the terminology used and their general
health literacy in that area. I guess when I did come
across them, a lot of them were not familiar with the
actual terminology and the language.

- Participant 6, Healthcare professional, Hospital

that junk food is junk food, and if you've got high blood
pressure, this is what you're going to do. Diabetes is not
good for you. I think a lot of people already know that.
But it's just that support that they need, you know,
amongst all the other life events that's happening. So, like
monthly reminder or bimonthly reminder saying, have
you done this...

One participant highlighted that literacy within a per-
son's native language should also be considered when
developing educational resources. Older generations in
some communities may not have had access to formal
education and may be unable to read materials even in
their native language:

Even some small proportion of patients in [East Asia], the

- Participant 10, Health promotion officer,
Multicultural Health network

v. Better engagement of family, caregivers and

community

The role families play in aiding recovery is important but
complex. They need be supportive and while empowering
independence. This balancing act can be easily upset by

older generation, they cannot read in the [language], like my
great-grandmother. But she’s already 80 or 90 years old
because in the old days, they are not well educated. So, if
you're thinking of that factors, if you give patients a version in
[language] to read, maybe they cannot read as well.

— Participant 8, Healthcare professional, Hospital

As such, having concise, simple and easy to understand
CVD and stroke prevention information would also

accommodate differences in health literacy:

We don't use a lot of medical terminology or medical
jargons [sic]. Our staff are well trained in that area. We
need to always keep it simple and not to bombard them
with a lot of information. Because these people, some-
times they don't understand what you're talking about.
So sometimes you have to be very, very down to earth.

- Participant 11, Health promotion officer,

family members' personal beliefs:

Thats the thing you see a lot, is that family members being
present is a wonderful thing but really - I think the message
that people need [to understand]is stroke patients need to be
doing things - practising - to enable their recovery, and
family members not necessarily knowing what is the best
way to help and often the thought around helping is by
doing everything when that's not necessarily what we want.

- Participant 5, Healthcare professional, Hospital

I've seen quite a few patients that have had really awful
outcomes with stroke because their families have said no,
you shouldn't be taking that medication which is mind-
blowingly awful when they come in and theyve had a
stroke and it's because of medication non-compliance.

- Participant 3, Healthcare professional, Hospital

Multicultural Health network

One participant also explained that basic, easy to understand
information especially when delivered in community lan-
guages is often more effective and sustainable than lengthy,

Participants felt that there is a need to better engage
family in the education process whether through in-
person discussions, multilingual resources, or culturally
tailored support networks to foster a stronger, more in-

complex resources that may quickly become outdated:

I would just love seeing really simple, easy to understand.

[sic] Simple can sometimes be misconstrued. But really easy

to understand information in language, rather than spend-

ing a lot of money on, trying to translate big pieces of
resources. Because they go out of date very, very quickly.

- Participant 9, Community engagement

manager, NGO

iv. Ongoing reinforcement of educational content

formed support system:

Ideally my role is to try and get their family members there
for that conversation and it's about building that conversa-
tion with those support people for that person and about
gathering their needs. It would be engaging family members
as well I think could be really impactful. Yeah, which you
would do by giving them something to take home or some-
thing they can reference when you're not with them.

- Participant 3, Healthcare professional, Hospital

Health education and support should not be a one-time
event. A recurring theme was the need for regular
reminders, follow-ups, and reinforcement to ensure lasting
impact:

They further explained that when families are in-
formed and equipped with the right knowledge, they
can provide better support and reinforce key health
messages at home:

A regular reminder is also important, a [sic] bimonthly
simple information. I think a lot of people already know

Perhaps providing education to the family, the carers, for
them to provide assistance for the patient and setting
them up with services or culturally appropriate services
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for them to be supported in their community and within
their environment, so that they can be more confident.
And further develop and improve physically after
discharge from hospital.

- Participant 6, Healthcare professional, Hospital

Participants also emphasised the value of informing
people about services they can access to support com-
munication with healthcare professionals and self-
management:

And I think it's also important to empower them. Right at
the admission say, you can access interpreter service, if at
any time you don't understand. Once you receive CALD
patients, empower them, ‘You can access this support.
Even if you have language barriers, it's okay to say, I need
help to access the support I need.’

- Participant 8, Healthcare professional, Hospital

The value of the broader community in encouraging
health-seeking behaviours was also highlighted. Partici-
pants explained that when discussion about prevention
such as heart health checks become normalised within
the community, individuals are more likely to seek care
and establish ongoing relationships with healthcare
professionals:

We would encourage them to speak to their friends and
their community, which then built up another sort of
confidence around the fact that this is now being talked
about within their community, is going and getting a
heart health check, and having a GP that you have a
relationship with...
- Participant 9, Community engagement
manager, NGO

Building trust and fostering relationships was considered
key to effective health education within CALD communi-
ties. This participant emphasised that engagement goes
beyond simply delivering information. When individuals
feel connected to a trusted person or space, they are more
likely to return, engage and absorb critical health
information:

But as you work with the community, its just like
building this relationship. Again, relationship with the
community is very important. This is coming from
[Health Promotion officer] working with refugee com-
munities. OK, so having been there speaking to them, give
them a chance to meet them [health workers] as a person
developing this network because they need these social
events. Kind of developed sense of belonging, and that
feels safe to that place or to that person who deliver the
information. Then they feel they want to listen more. I
want to attend more, more of those sessions. I think that's
what helped me to deliver.

- Participant 12, Health promotion officer, Multi-
cultural Health network

vi. Codesign is key to effective education

Genuine codesign and partnership are critical for an
effective approach to health education. A common pitfall
in Australia's approach is assuming what CALD com-
munities need rather than actively engaging them to
shape solutions:

So, I think that there needs to be a lot of feedback from
people who are culturally and linguistically diverse.
Australia has a habit of saying well this is what they need
so let’s do that, instead of what do you need and how can
we help? You [community] help us structure it. I do feel
like there['s] definitely lots that could be done to educate
people before it's a problem.

- Participant 3, Healthcare professional, Hospital

Another participant emphasised the importance of loca-
lised and community-specific strategies taking into con-
sideration the unique preferences of different cultural
groups for health information delivery:

I think bottom up - definitely more consultation, codesign
more localised strategies; so how do the [South Asian]
community want to be communicated to versus the
Arabic community, or the African community. If there
was endless money and time and we could have heaps of
staff and employ one person from each, CALD group
we're trying to focus on, that would be amagzing.
- Participant 1, Community engagement
coordinator, NGO

4 | Discussion

This study highlights the importance of culturally tailored health
education that is co-developed with communities, delivered in
accessible languages and formats, and built on trust. Although
challenges like interpreter shortages, limited funding and
inadequate access to cultural training remain, involving families,
empowering individuals, providing regular reinforcement of
educational content and adapting approaches to community
needs have the potential to significantly improve the reach and
effectiveness of CVD and stroke prevention efforts.

The complexity of delivering health education to CALD com-
munities due to cultural and language barriers has been widely
documented [19, 20]. Similar to previous studies [21-23], our
findings demonstrate the difficulties experienced by healthcare
professionals when navigating cultural health beliefs and dif-
ferences in worldviews that could be partly reduced if more
healthcare professionals had cultural humility. Cultural
humility goes beyond simply understanding other cultures (as
in cultural competence) [24]; it involves recognising one's
inherent biases and embracing a lifelong commitment to
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learning and working respectfully with diverse communities
[25, 26]. Working with humility reduces the risk of stereotyping,
stigmatising and ‘othering’ people from CALD communities
which fosters implicit racist attitudes and behaviours [24, 27].
In line with previous studies [22, 28, 29], participants empha-
sised the importance of increasing CALD representation in the
health workforce to ensure cultural safety.

Access to interpreter services and broader resource constraints,
including limited funding, staff shortages, and the high cost of
translating materials remain a challenge. Although digital tools
such as Google Translate and artificial intelligence technologies
present a promising, low-cost solution for facilitating commu-
nication and rapid translation, their usefulness is largely con-
fined to basic interactions [30, 31]. Significant concerns persist
regarding accuracy, and issues related to privacy and confi-
dentiality [32, 33].

There were numerous suggestions for developing a culturally
appropriate education programme. A key theme, consistent
with other studies [34-36] was providing translated content that
is simple and culturally relevant. Poor health literacy directly
affects the comprehension of health information [37, 38], which
highlights the value of plain language and audio-visual
resources [29], and recognising that Western medical concepts
may not readily translate across cultures [39]. Cultural beliefs
influence how people perceive health and illness and interpret
health information [40], reinforcing the need for culturally
tailored information that enable informed decisions about car-
diovascular health [41]. Culturally tailored programmes can
enhance the understanding of disease among CALD commu-
nities and support sustained healthy lifestyle changes and
treatment adherence [22, 42]. However, the evidence on the
effectiveness of these programmes for CVD and stroke pre-
vention remain inconclusive [43].

Tailoring delivery methods and engaging family and commu-
nity were also considered important. Similar to other studies
[28, 29, 44], participants called for simple written resources,
story-telling and informal educational formats, like small group
discussions over food. These were viewed as more impactful
and accessible than traditional lecture-style presentations.
Sharing food is key in many CALD communities to foster
connection and inclusion [45]. While online resources were
seen as promising for those comfortable with using technology,
the concern that older adults in CALD communities face sig-
nificant challenges in navigating digital tools has been identi-
fied before as problematic [46]. The core digital skills needed for
technology use were often limited and were observed across all
cultural groups and ages and in a significant minority (13/34) of
included studies [46].

Current findings also highlight the importance of involving
families and the wider community in education efforts to en-
sure they understand how to provide appropriate support. Some
CALD communities' have a collective identity, where families
have different expectations around individual autonomy and
independence compared to mainstream families [47]. As family
plays a central role in brokering health information and pro-
viding support among CALD communities [48], facilitating
conversations that include the individual and their support

networks were highlighted as key in promoting shared under-
standing and encouraging families to reinforce key health
messages at home. Further, fostering peer-led education and
encouraging discussions within communities around prevent-
ative health checks were also seen as effective ways to increase
engagement and shift health norms. Grassroots, community-
led, bottom-up approaches to education that involve CALD
communities are key to shaping the content and delivery of
CVD and stroke prevention educational programmes. This is
consistent with the literature [49, 50], in which codesign im-
proved cultural relevance and fostered trust and engagement.

Research to evaluate the effectiveness of culturally tailored CVD
and stroke prevention programmes is needed. While proposed
as ideal, we do not know whether educational prevention pro-
grammes co-created with community will ensure cultural
safety, relevance, and accessibility, nor whether adaptable,
scalable models can be implemented across different cultural
groups and settings, or if they are cost effective. The next phase
of the study will focus on co-designing an educational beha-
viour change programme in collaboration with people with
lived experience of CVD and stroke, healthcare professionals,
and partners from nongovernment and community organisa-
tions. This phase will also include evaluation of the feasibility
and acceptability of the programme. Fostering cultural humility
rather than simply cultural competence in healthcare education
and service delivery is ideal, but ways to do this effectively are
untested [51, 52]. There is also a need to include interpreters in
the development of programmes by working in partnership
with CALD communities to ensure accessibility and cultural
relevance.

4.1 | Strengths and Limitations

One of the main limitations of this study was the use of con-
venience sampling. Our sample was limited to healthcare pro-
fessionals and representatives of key cardiovascular and stroke
NGOs and multicultural health networks who agreed to par-
ticipate, which raises the possibility that their accounts may be
biased and not all concerns and opinions about CVD and stroke
prevention education were mentioned. However, the broad
range of views and perceived issues that were raised are con-
sistent with other findings reported in the literature. The other
limitation was the lack of representation from primary health
care. They play a crucial role in CVD and stroke prevention by
providing essential services such as heart health checks, iden-
tifying and managing CVD risk factors and promoting healthy
lifestyles [53]. The strength of this study is the inclusion of
participants from multiple States, representatives from key CVD
and stroke organisations and healthcare professionals and
health promotion officers from CALD backgrounds. The sample
facilitated broad and diverse perspectives, which potentially
increases the generalisability of the findings.

5 | Conclusion

The findings highlight the importance of culturally responsive
health education that is co-designed with communities,
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delivered in preferred languages and formats, and supported by
trust-building relationships. While system barriers such as
interpreter shortages and limited funding persist, engaging
families, empowering individuals, tailoring delivery methods,
and embracing community-specific strategies offer clear path-
ways for improving engagement and reach of CVD and stroke
prevention education. Incorporating these components, partic-
ularly through codesign and sustainable resource development,
will be essential in ensuring equitable cardiovascular outcomes
for CALD communities.
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