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Abstract
Health literacy, the ability to access, understand, appraise, and use health information, is critical for active healthcare 
engagement, yet little is known about African Australians’ needs at the point of care. We conducted a qualitative descriptive 
study involving six focus groups with 22 community members and nine community intermediaries in NSW and Victoria, to 
explore African Australians’ health literacy needs, including the current organizational health literacy environment and 
strategies to improve their health literacy at the point of care. We identified five themes: health literacy is complex and 
context dependent, experiences determine and shape health literacy, social determinants impact access to and active 
engagement with healthcare services, experiences of feeling misunderstood and unsupported at the point of care, and a 
whole-of-systems approach is needed across individual, provider, system, and policy levels to enhance the health literacy of 
African Australians. Our findings highlight how social determinants, such as culture and identity, and organizational contexts 
intersect, underscoring the need for a systems-wide, intersectional approach to address health literacy gaps at the point of care.

Keywords health literacy, African Australian communities, culturally responsive care, social determinants of health, intersectionality

Contribution to Health Promotion

• Highlights the unique health literacy needs of African Australian communities at the point of care.
• Identifies social and cultural factors that influence access to and use of health information and services.
• Emphasizes the importance of holistic, person-centred, culturally responsive healthcare approaches.
• Advocates for codesigned health services and resources tailored to multicultural communities.
• Supports a systems-wide, intersectional approach to address health literacy gaps at the point of care.

© The Author(s) 2026. Published by Oxford University Press. 
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted reuse, distribution, 
and reproduction in any medium, provided the original work is properly cited.

Introduction
Health literacy, defined as the ability to access, understand, ap
praise, and use health information to make informed decisions 
and take actions that influence health outcomes (Nutbeam and 
Lloyd 2021), is essential for navigating the complex demands of 
modern healthcare (McKenna et al. 2017). It encompasses a spec
trum of skills, including literacy and numeracy, which vary 

among individuals and are shaped by contextual factors 
(Nutbeam and Lloyd 2021). As a personal asset, health literacy 
plays a pivotal role in patient empowerment, autonomy, and 
agency during healthcare encounters (Mårtensson and Hensing 
2012). Importantly, health literacy is dynamic and context specif
ic, requiring individuals to adapt their skills across diverse situa
tions (Nutbeam et al. 2018). Even those with strong health 
literacy may struggle in unfamiliar environments, such as clinical 
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settings, due to complex medical terminology and physiological 
concepts (Kyle and Shaw 2014). While traditional approaches 
emphasize individual capabilities, focusing on the ability to ac
cess, understand, appraise, and use health information, they 
often overlook societal and structural determinants that shape 
health choices and opportunities for well-being (Tshekiso 2022).

Migrants represent a distinct population facing multiple accul
turative challenges when adapting to new environments, includ
ing unfamiliar cultures, societal structures, and health systems. 
Confusion or misinformation about available healthcare serv
ices, early detection guidelines, the need and value of screening, 
disease prevention practices, and negotiating care and treat
ment further limit their access to, uptake of, and utilization of 
healthcare (Bhopal 2014, Kalengayi et al. 2015). Research con
sistently shows inadequate health literacy among migrant popu
lations. For example, over 75% of migrants in Lisbon reported 
difficulties understanding health information (Medina et al. 
2022), and more than half of 278 immigrants in Spain had inad
equate or problematic health literacy (Poza-Méndez et al. 2022). 
Arabic-speaking migrants in Sweden similarly demonstrated low
er comprehensive and electronic health literacy compared with 
Swedish-speaking residents (Bergman et al. 2021). However, a 
study of 825 migrants in Germany found generally low health lit
eracy levels comparable to the general population (Berens et al. 
2022). Education, social status, age, gender, duration of stay, and 
interethnic contact were positively associated with health liter
acy in some domains. These findings highlight the need to con
textualize migrant health literacy, as diverse determinants 
shape outcomes across communities.

Australia is home to migrants from diverse countries, including 
a growing number of people of African descent. Over the past two 
decades, migration from Africa to Australia has increased, driven 
by skilled migration and humanitarian resettlement (Prout 
Quicke 2023). As of 2024, more than half a million African-born 
people live in Australia, over double the number from 20 years 
ago, representing about 2% of the national population and 7% 
of the overseas-born population (ABS 2024). Migrants from 
South Africa (∼41% of the African-born population), Zimbabwe, 
Egypt, Mauritius, and Kenya comprise ∼71% of all African-born 
people in Australia (Prout Quicke 2023). Reflecting the conti
nent’s diversity of 54 countries, over 2000 languages, and numer
ous ethnic groups, African communities in Australia are highly 
heterogeneous in culture, religion, language, literacy, and 
English proficiency, factors that shape access to health informa
tion and services (African Australian Communities Leadership 
Forum 2016).

Migration pathways vary, with African Australians arriving 
through skilled, family reunion, and humanitarian programmes 
(Prout Quicke 2023), shaping their health experiences and out
comes. Research, predominantly from South Australia, shows 
that skilled African migrants face employment barriers, financial 
strain, and cultural adjustment challenges, alongside stressors, 
such as racial discrimination, shifting family dynamics, identity 
negotiation, and social isolation (Gatwiri et al. 2021, Mwanri 
et al. 2021, 2022). Most studies on African migrants’ health focus 
on refugees, who often experience higher comorbidity burdens 
and poorer health outcomes. Multilevel barriers across individ
ual, community, and systemic domains further restrict health
care access (Sheikh-Mohammed et al. 2006, Parajuli and Horey 
2020, de-Graft Aikins et al. 2023). Patients from refugee 

backgrounds often have inadequate health literacy, particularly 
in health promotion and system navigation (Peprah et al. 
2023), leaving them less equipped to manage their own health 
or support family well-being, contributing to poorer outcomes.

Despite growing literature on the health needs, service use, 
and health literacy of African refugees, there remains a notable 
gap concerning African Australians who arrive through skilled mi
gration pathways, particularly regarding their health literacy 
needs at the point of care. An informal needs assessment by 
African Health, a social enterprise of healthcare providers of 
African descent supporting health literacy in African communi
ties in Australia, highlighted persistent challenges with commu
nication and treatment adherence among clients of African 
descent. Recognizing the influence of context on access to and 
use of health information both before and during healthcare en
counters (Nutbeam and Muscat 2021), this study, in partnership 
with African Health, addressed the following research questions: 

1. What are African Australians’ health information needs and 
information delivery preferences at the point of care?

2. What is the current health literacy environment at the point 
of care?

3. How might we improve health literacy for African Australians 
at the point of care?

Materials and methods
Study conceptualization and design
This study employed qualitative methods grounded in the princi
ples of participatory action research (PAR). PAR is a collabora
tive, iterative approach that prioritizes lived experience and 
generates actionable knowledge through relationships and 
change-oriented processes (Cornish et al. 2023). The lead author 
(A.M.) partnered with a multicultural health literacy manager 
(M.C.), who had identified underrepresentation and health liter
acy gaps among African communities. With input from African 
Health codirectors (S.U. and C.O.-J.), a small UTS industry part
nership grant enabled the project.

A community advisory panel was established, including two 
community members of African descent (from Somalia and 
Burundi), an African academic (Ugandan), a multicultural health 
representative (Asian), and a community development represen
tative (Sierra Leonean) to guide study design, ethics, recruit
ment, and data collection. Members were reimbursed ($50) and 
engaged primarily through an initial meeting and follow-up 
email consultations. Reflexive practices, including researcher re
flection notes and informal debriefs, helped the team consider 
how positionality and lived experience shaped the research pro
cess. Ethical considerations were negotiated collaboratively; for 
instance, when a panel member questioned how to balance insti
tutional requirements with community-driven knowledge and 
goals for social transformation, it prompted a transparent dia
logue about funder expectations, accountability, and building 
trust within the research process.

Aligned with PAR principles of participation, empowerment, 
and social change (Cornish et al. 2023), this study recruited 
African community members and community intermediaries to 
explore strategies for strengthening individual and 
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organizational health literacy. Community intermediaries are 
trusted figures who help bridge health literacy gaps within multi
cultural communities (Seale et al. 2022).

Study setting and participants
To enhance triangulation, participants were recruited from NSW 
and Victoria. Eligible participants were adults aged 18 years and 
older who identified as African Australian (of African descent), 
spoke English proficiently, and resided in either NSW or Victoria.

Participants were recruited in two phases. First, purposive and 
snowball sampling were used to recruit community members 
from African backgrounds. Recruitment materials were shared 
through advisory panel networks, professional platforms 
(LinkedIn and Facebook), and African community WhatsApp 
groups and at the Africultures Festival (Sydney Olympic Park, 
October 2024). The flyer outlined the study and invited partici
pants to register online or contact the study lead (A.M.). Focus 
group participants also shared the study within their networks. 
In the second phase, community intermediaries were recruited 
to achieve thematic saturation, particularly on complex health 
literacy needs and community-based solutions. Advisory panel 
members recommended key stakeholders, who were subse
quently contacted by email. Each participant received a $50 
supermarket gift voucher in appreciation of their time. Ethical 
approval for the study was granted by the University of 
Technology Sydney Human Research Ethics Committee (UTS 
HREC Reference Number: ETH24-9517).

Data collection
Eight focus groups were conducted between September and 
December 2024, six with community members and two with com
munity intermediaries, via Zoom/Teams at times convenient for 
participants. Written consent and electronic demographic ques
tionnaires, including measures of English proficiency and confi
dence in completing medical forms (Sarkar et al. 2011), were 
collected beforehand. S.A.E.A. facilitated all discussions. With 
consent, sessions were audio-recorded, transcribed verbatim, 
and analysed in NVivo 14. All data (recordings, transcripts, and 
questionnaires) are securely stored on UTS’s STASH platform. 
Focus groups ran for 60–90 minutes.

Interview guide
The interview guide examined four main areas: (i) the health lit
eracy of African communities (e.g. understanding of health liter
acy, information sources, comprehension of instructions, and 
follow-up), (ii) the health literacy environment within healthcare 
organizations (e.g. provider communication strategies and in
volvement in health information and services design), (iii) specif
ic health information needs and preferred modes of delivery at 
the point of care, and (iv) strategies to improve health literacy 
among African communities at the point of care. The interview 
guide was amended for community intermediaries to reflect 
the nuanced and complex health literacy needs of African com
munities, with a particular focus on point-of-care interventions.

Data analysis
Data were analysed using thematic analysis (Braun and Clarke 
2006). After familiarization with the data, transcripts were coded 
and subsequently categorized based on patterns constructed 
from the data in line with the research questions. The first two focus 
group transcripts were independently analysed by A.M. (a research
er of Tanzanian background), S.A.E.A. (a researcher of Sudanese 
background), and Z.T.-T. (a research assistant of Caucasian back
ground) and then compared to identify initial themes. The remain
ing four community member transcripts, along with the two 
transcripts from community intermediaries, were analysed to as
sess the adequacy of the initial categories and to ensure thematic 
saturation. Syntheses from the three researchers were then com
pared, and themes were refined where necessary. These themes 
were subsequently shared with the broader research team, and 
consensus was reached through discussion. A summary report 
was prepared and circulated to all participants to ensure the iden
tified codes and themes accurately represented their perspectives.

Ethics
Ethical approval for the study was granted by the University of 
Technology Sydney Human Research Ethics Committee (UTS 
HREC Reference Number: ETH24-9517).

Results
Twenty-two community members participated in the focus 
groups, most of whom were male (see Table 1). Twelve were 
from New South Wales, nine were from Victoria, and one had an 
unspecified location. Notably, two participants were also health
care providers. In addition, nine community intermediaries were 
recruited, comprising four males and five females (see Table 2). 
Most community intermediaries were based in New South Wales 
(n = 7), with two in Victoria. Participants represented nearly all re
gions of Africa, predominantly Western and Eastern Africa.

Among participants who provided demographic data, the 
most common age group was 25–34 years (n = 11), followed by 
35–44 (n = 10) and 45–54 (n = 6). Most were university graduates 
(n = 22), and five had completed high school. The majority rated 
their English proficiency and confidence in completing medical 
forms as high (see Tables 1 and 2).

Themes
Five key themes were identified from the analysis of the tran
scripts: health literacy is complex and context dependent, expe
riences determine and shape health literacy, social determinants 
impact access to and active engagement with healthcare serv
ices, and feeling misunderstood and unsupported at the point 
of care. A whole-of-systems approach, including the need for 
person-centred care considering the social determinants of 
health, enabling, empowering, and engaging clients, and diversi
fying services, the health workforce, and health information re
sources, was suggested as key to enhancing the health literacy 
of African Australians at the point of care.
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Theme 1: health literacy is complex and 
context dependent
Participants demonstrated a sound understanding of health 
literacy, often using related terms, such as ‘health education’ 
and ‘awareness’, to describe its core elements. Many acknowl
edged that health literacy is a complex and context-dependent 
concept that needs to be personalized. Their interpretations en
compassed a broad range of aspects, including the ability to ac
cess health services; seek reliable health, disease prevention, 
and wellness information; and effectively navigate the health
care system. Importantly, participants highlighted that health lit
eracy is not only about knowing where and how to find 
information but also understanding its significance at the point 
of care. They emphasized key components of health literacy as 
the need for skills, knowledge, and confidence to communicate 
effectively, make informed decisions, and take appropriate ac
tion to improve their health: 

I guess it’s health literacy is it’s a complex kind of term to 
different individuals. It really varies. I guess to me, health lit
eracy is, is really having good knowledge and understand
ing of what health is about. Like, you know, what are the 
drivers of good health or what are the risk factors? Yeah, 
it’s knowing what would make you sick and what I guess 

you need to do to prevent, you know, getting sick. For ex
ample, if you have a family history of high blood pressure, 
probably health literacy means that you probably want 
to, you know, keep your weight, you know, keep a healthy 
weight and reduce your salt intake…. To other people, it 
might be different. And again, this is not even talking about 
the health systems thing. (community member (CM) 3, fe
male, NSW, FGD 5)

Community intermediaries described access to health informa
tion as complex and multifaceted. They emphasized that health 
literacy extends beyond basic literacy to include digital skills, 
particularly given the increasing reliance on the internet for 
health information and service navigation. Factors influencing 
access included confidence using search engines, prior knowl
edge of the health issue, critical appraisal skills, and willingness 
to seek care. Participants also stressed the need to assess the 
credibility of information on social media platforms, such as 
Facebook, WhatsApp, and TikTok, which are widely used but sa
turated with misinformation. Health literacy was seen as shaped 
by education, cultural background, and English proficiency, all of 
which affect how individuals access and understand information, 
participate in healthcare interactions, and advocate for their care 
preferences. This sense of patient agency was viewed as central 
to health literacy, not only during consultations but also earlier in 

Table 2 Demographic characteristics of the study participants (community intermediaries).

Gender State African 
heritage/ 

background

Length of 
stay in 

Australia 
(years)

Age 
group 

(years)

Residency 
status

Highest 
level of 

education

Ability to 
speak 

English

Ability to 
read 

English

Confidence in 
filling out 

medical forms

M NSW Ethiopia 21 45–54 Australian 
citizen

College/ 
university 
graduate

Very well Very well Extremely

M NSW South Sudan 20 45–54 Australian 
citizen

College/ 
university 
graduate

Well Very well Quite a bit

F NSW South Sudan 19 35–44 Australian 
citizen

College/ 
university 
graduate

Very well Very well Extremely

M NSW Sierra Leone 20 45–54 Australian 
citizen

College/ 
university 
graduate

Very well Very well Extremely

F NSW Uganda 13 35–44 Australian 
citizen

College/ 
university 
graduate

Very well Very well Extremely

M NSW Sierra Leone 7 35–44 Australian 
citizen

College/ 
university 
graduate

Very well Very well Extremely

F Victoria Ethiopia 32 45–54 Australian 
citizen

College/ 
university 
graduate

Well Well Quite a bit

F Victoria Eritrea No details 
provided

No details 
provided

No details 
provided

No details 
provided

No details 
provided

No details 
provided

No details 
provided

F NSW Zimbabwe No details 
provided

No details 
provided

No details 
provided

No details 
provided

No details 
provided

No details 
provided

No details 
provided
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the care journey: when booking appointments, describing symp
toms over the phone, and interacting with reception staff: 

….also if we include language as a cultural barrier, some
times we some people, they don’t have the confidence to ac
cess and, and, and to clearly explain their issues or even to 
make in person and make the and make the appointment or 
even through the phone. The accent might be a barrier. And 
then the lady who’s in the other part of the phone…. “Hey, 
good day. What do you say your name is then I will be saying 
that please repeat what are you saying?” (community inter
mediary 2, female, Victoria, FGD2)

Health literacy was closely linked to participants’ ability to navi
gate the Australian healthcare system, specifically knowing 
where, when, and how to seek care. Many contrasted it with sys
tems in their countries of origin, where specialists could be ac
cessed directly, or medicines obtained from pharmacies 
without prescriptions. In many African countries, individuals 
can access doctors, including specialists, simply by presenting 
at a hospital and self-medicate through pharmacies. In contrast, 
Australia requires patients to first see a general practitioner (GP), 
who serves as the gateway to specialists, allied health services, 
and medical prescriptions. Participants found the healthcare sys
tem complex, with multiple models of care: community health, 
hospitals, family doctors, and specialists, and limited informa
tion about the scope and distinctions between these services. 
Participants expressed their frustration with the need to book 
appointments in advance and long waiting times in some areas, 
which discouraged care-seeking: 

It’s a bit tiresome, you know, in Africa you don’t book, it’s 
about you having your money and you simply walk into a 
hospital clinic and you get treatment. But here strictly you 
have to book. So sometimes you know, these issues of see
ing GPs or what, that’s why, that’s why sometimes they end 
up going to the pharmacists “cause you may book even until 
you come back, you know, unless it’s really, really urgent 
and then you have to come. The next appointment you’re 
given is 2 weeks, one week depending on how you’re busy 
your GP is”. (CM 1, female, NSW, FGD5)

Limited access to GPs after hours and challenges in navigating 
emergency services were also barriers. A recurring issue was the 
lack of accessible information about how health insurance works, 
what Medicare covers, and what qualifies as out-of-pocket ex
penses. Additional gaps included how to find reputable special
ists, access Centrelink payments for injuries, and navigate allied 
health services, issues that also affected participants who were 
healthcare providers themselves: 

Even for me as a health professional, I think I even struggle 
with that [knowing about services available], so I can im
agine somebody who’s not in the health field, it would be 
a huge maze, and if they don’t have a very strong, let’s 
say English background and all those things, it’ll probably 
be next to impossible. (CM 2, female, NSW, FGD2)

The cultural appropriateness of health services and information 
was reported to influence health literacy among African commu
nities. Participants emphasized that true accessibility involves 

respecting community preferences, such as having cultural 
workers or family members available to translate information 
in a culturally sensitive manner. Some also highlighted the im
portance of gender-concordant providers in healthcare settings. 
This is particularly essential during culturally sensitive proce
dures such as Pap smears: ‘For me that what that comes to to 
mind straight away is you know gender if you go to a doctor 
you sometimes you prefer a doctor of your own gender. So 
yeah let’s say you want to do a pap smear. A lot of us won’t be 
comfortable doing a pap smear with a, with a male doctor as 
well’ (community intermediary 1, female, NSW, FGD2).

For individuals with lived experience of female genital cutting, 
access to and use of services are shaped by the healthcare sys
tem and the availability of culturally safe and responsive pro
viders. Participants also stressed the importance of ensuring 
that health messages are relevant, understandable, and mean
ingful to their communities. For some, health literacy was not 
only about language but also about the specific terminology 
used by services, which could inadvertently alienate or exclude 
them as clients: 

Health, health literacy for me as an African is the the 
resource, the language, the vocabulary that the certain ser
vice as are using targeting me as a client. If I’m understand
ing, if I will understand this language or not. So when it 
comes, when they say literacy, it’s straight away it comes 
to my brain that I’m, I’m an English speaker, I speak 
English as #4 language for me. So am I understanding this 
message? (community intermediary 2, female, Victoria, 
FGD2)

Theme 2: experiences determine and 
shape health literacy
Health literacy in African communities is shaped not only by per
sonal experiences but also by trusted word-of-mouth guidance 
from family, friends, and community networks. These narratives 
are especially important given challenges navigating Australia’s 
complex healthcare system, identifying credible information, 
and understanding health conditions and services. Community 
members with longer settlement experience were viewed as 
valuable supports for newer arrivals, particularly when dealing 
with complex conditions and specialized care. One participant 
described agreeing to their child’s recommended surgery only 
after receiving reassurance from another community member 
whose child had undergone the same procedure: 

We knew no one else in our community whose child had had 
to do that surgery for snoring and any of that….It took 
somebody, a community member coming to our house to 
visit. Through conversation, we happened to mention about 
the situation [snoring] and he told us, “Actually, my child 
had the same exact thing. We did the surgery, and it was 
life changing. You guys should do it.” And full on encour
aging us. From that, we got the confidence to go and do 
the surgery. And it has been really good. (CM 5, female, 
NSW, FGD2)

However, the power of the word of mouth was associated with 
negative consequences impacting access to and utilization of 
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services. Negative experiences shared within the community 
shaped community members’ attitudes and perceptions towards 
the healthcare system, often leading to reduced trust and en
gagement with services. Some participants who had experienced 
negative encounters with the healthcare system, including ra
cism and discrimination, culturally inappropriate care, misdiag
noses, incorrect treatment, and being taken advantage of due 
to difficulties understanding informed consent processes 
and treatment plans, reported having mistrust in the healthcare 
system. This mistrust influenced their overall attitudes and 
perceptions towards healthcare and engagement with health 
services: 

When we talk about the mistrust, mistrust, you know some 
African people will mistrust the healthcare system because 
of the past experience from what they’ve had from it due to 
maybe discrimination, stigma, and things like any negative 
encounter they might have had with the healthcare pro
viders in the past can really be a barrier to the proper follow- 
up system from the Africans. (CM 5, male, Victoria, FGD 1)

A few participants also highlighted the negative influence of com
munity leaders and elders, particularly in relation to diagnoses 
and treatment plans intertwined with connections to their cul
ture, identity, and own lived experiences dealing with similar ail
ments. In some cases, community leaders advised against taking 
multiple medications or discouraged the use of certain drugs al
together. Consequently, individuals were often left confused as 
they tried to navigate conflicting information from family mem
bers and healthcare professionals: 

..sometimes we’re working with our aged people, like peo
ple 80 years, 90 years, then they’ll be like… …These are 
not the things we do, maybe 90 years ago. These are not 
the way we cope with healthcare. You shouldn’t do it this 
way….You’re supposed to maybe kind of taking up to three 
tablets with that. ….. Then you’ll be like, trying to fight, 
having confusion with what your doctor or your therapist 
is saying… Okay, this problem doesn’t really need medica
tions. These are the things you need to do. Maybe you’re 
not supposed to take this type of drugs. (CM 3, male, 
Victoria, FGD1)

Theme 3: social determinants impact 
access to and active engagement with 
healthcare services
Participants identified a range of factors that influence access to 
health information and active engagement at the point of care. 
Identity, language, and culture were consistently highlighted as 
significant determinants of healthcare access and engagement. 
Some participants described how members of their communi
ties, particularly men, often seek care only when seriously ill, 
with limited attention given to preventive care. For example, 
while cancer screening services are available for both men and 
women, community intermediaries suggested that participation 
rates remain low. This was attributed to unfamiliarity with such 
practices and a limited understanding of the value of preventive 
health interventions, even among individuals who are otherwise 
literate: 

We have different tests out there..…, prostate, bowel cancer 
and also breast screening. All those screenings are there, 
but our people usually they don’t participate. And that is 
simply because number one, understanding language and 
tradition thinking that why I’m going through all those 
things. And with the bowel cancer people, they say that 
why I’m going through this very terrible testing system, 
but it is more about prevention, therefore those are sort of 
things that we have got. (community intermediary 2, 
male, NSW, FGD1)

Several participants also reported a reliance on herbal remedies 
as the first line of treatment often contributing to delays 
in seeking medical attention and delays in presentation. 
Participants explained that this reliance on herbal remedies is 
deeply rooted in tradition, passed down through generations, 
with grandparents and mothers commonly advising the use of 
herbal medicine as an initial response to common illnesses: 

I think for me, where I come from in Angola, we love this 
herbals remedy. And then a whole lot of Africans are used 
to using herbal remedies. And then, you feel that a whole 
lot of things will make you spend a whole lot of money, 
and you can easily use some dogoyaro leaves and then 
some other leaves to make sure you get well. And you will 
take some herbal remedies, herbal teas, and those things 
at times really work for us. That mentality, and a whole 
lot of Africans, we grew up using these things, and then it 
does really sink into our brain, that we find it difficult to 
align with the health system, because we are not just 
used to it. (CM 5, male, Victoria, FGD1)

English language proficiency and overall literacy were also iden
tified as key determinants shaping health literacy needs. 
Participants noted significant variability within African commu
nities, with those possessing higher levels of proficiency and lit
eracy demonstrating greater ability to navigate the health 
system, understand medical instructions, adhere to treatment 
plans, and actively engage with healthcare providers by asking 
questions and seeking clarification. In contrast, those with lower 
levels of proficiency, more often from non–English-speaking 
countries, were reported to face significant challenges in these 
areas: 

A whole lot of Africans, especially those that come from the 
non-English speaking countries, have issues understanding 
the prescriptions and understanding the information, basic
ally given in the prescription for follow-up steps and medica
tions or treatments. (CM 3, male, Victoria, FGD1)

Other sociocultural factors, including faith, spirituality, and reli
gious beliefs, were also identified as barriers to accessing and 
being receptive to health information, particularly where there 
was limited trust in conventional medicine. In addition, stigma 
and cultural taboos surrounding mental health were described 
as major obstacles to accessing mental health information and 
services. Some participants highlighted that feelings of shame 
and a reluctance to openly discuss mental health issues contrib
uted to limited information sharing within affected communities, 
particularly in relation to conditions, such as autism and 
attention-deficit hyperactivity disorder. Financial constraints 
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were another prominent issue, with most participants highlight
ing that rising out-of-pocket costs for services not covered by 
Medicare or not bulk billed or when accessing specialist services, 
significantly limit access to healthcare: 

… there’s a financial cost associated with it as well. When it 
comes to a specialist, you have to pay at least $300 to see a 
specialist. So sometimes members of the community with 
limited income can just choose not to proceed to that spe
cialist consultation and then that’s it. So, they will just 
keep around with their health until the health continues 
to become worse and deteriorate from time to time. (com
munity intermediary 1, male, NSW, FGD1)

These financial barriers, compounded by other sociocultural 
challenges, not only restricted service use but also undermined 
the ability to adhere to treatment plans, including filling pre
scriptions and purchasing necessary medications: 

..Financially, a whole lot of us that just came into the coun
try, we are just struggling to make sure we meet end meets 
and then we made some things back home to take care of a 
whole lot of people that are there. Financially, you might not 
be so [inaudible] to follow up these prescriptions, follow-up 
with the medications. (CM 5, male, Victoria, FGD1)

Theme 4: feeling misunderstood and 
unsupported at the point of care
At the point of care, almost all participants described feeling mis
understood, rushed, and unsupported by healthcare professio
nals. Some expressed deep frustration with the healthcare 
system, describing repeated visits to hospitals where their symp
toms were dismissed after brief assessments, often in emergency 
departments. This cycle of being sent home without clear an
swers and having to return days later left them feeling unheard, 
misunderstood, and discouraged. As a result, some questioned 
the value of seeking medical help at all, believing they would 
not receive meaningful care. One participant recounted a time 
when he had severe malaria and called an ambulance and was 
asked to grab a taxi and walk to the emergency department in
stead. Another recalled being told by a doctor at the emergency 
department to ‘Google’ their symptoms to find out what was 
wrong: 

But there’s a time I also went to emergency, and I saw a doc
tor who was on shift asking me to actually Google to try and 
know what was going on with me. And I was like, so I felt like 
he’s rushed. He hasn’t done his homework very well. It’s at 
night, you know. (CM 1, male, NSW, FGD4)

Despite being proficient in English, participants emphasized that 
the healthcare system is not designed to meet their individual 
needs. Lack of trust and rapport with providers, along with cross- 
cultural communication gaps, were key contributors to this 
sense of disconnect. Building rapport and trust was viewed as es
sential for meaningful engagement and patient empowerment, 
yet many felt the system did little to support patient agency or 
informed decision-making. Participants said they were more like
ly to trust clinicians who showed genuine concern rather than 
those perceived as rushed, transactional, or quick to prescribe 

medication. Trust and rapport were seen as central to asking 
questions, following medical advice, and attending follow-up ap
pointments and were especially strong when care was provided 
by culturally or ethnically concordant providers: 

s: I don’t know if this is a generalization, but a lot of the eth
nic GPs, they were the ones that were better at building rap
port, and for our family, that was one of the key factors that 
built trust, that you could be consistently engaged in all of 
these children and mom and dad’s health, and not treat it 
as a simple in and out. (CM 3, male, NSW, FGD 2)

However, building trust requires time, something participants 
consistently felt was lacking within the current health system. 
Many described their consultations, particularly with GPs, as 
rushed and impersonal, leaving them feeling unsupported and 
often misunderstood. Participants viewed this as a systemic is
sue, emphasizing the need for meaningful consultations and 
stronger relationships to support the delivery of tailored, person- 
centred care that is more sustainable in the long term: 

… my main concern is quality time between a doctor and 
patient. A country of the stature of Australia, with so much 
money can afford to bring in so many doctors and so 
many health providers, enough for our care to be improved. 
That doesn’t mean the care is bad, it just means that it can 
get better. Because increasingly I feel like whenever I want 
to see my doctor, my tele, tee, teledoctor, teleconsultation is 
he’s asking me whether my scripts are run are run out, so he 
can just send me a script straight away. I feel like that con
tinued rush, that continued lack of serious engagement be
tween myself and my doctor is not sustainable in the long 
run. (CM 1, male, NSW, FGD 4)

Cross-cultural communication gaps were identified as major 
contributors to participants feeling misunderstood and unsup
ported at the point of care. Although most preferred providers 
who clearly explain health issues and treatment options, this 
was not their typical experience. Participants described frustra
tion with clinicians who prescribed medications without explain
ing the rationale or considering their values and concerns. One 
community intermediary recounted a case where a woman de
clined free mental health care because she felt clinicians did 
not listen and only offered medication with severe side effects 
that affected her ability to care for her children. She preferred 
a more holistic approach that addressed her social circumstan
ces, which was not readily available: 

But one of the things that sometimes stopping them of ac
cessing the service [mental health] is because what they 
said to us is the doctor don’t take us serious and straight 
away they prescribe tablet to us… And ….. one of the ladies, 
she shared this with me and it was really generous from her. 
She said, I have six children or say seven children. And when 
the doctor described for me a tablet, this tablet has side ef
fect. I can’t woke up in the morning. I can’t drive the car, I 
can’t drop my kids. So I would prefer another way of treat
ment that can help me to go over my, my, my hardship or, or 
well being or mental health. (community intermediary 2, 
female, Victoria, FGD2)
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Providers who were dismissive, not respectful, or not empathet
ic were reported to discourage not only general healthcare 
engagement but also adherence to healthcare advice and 
the uptake of recommended services, including screening 
programmes: 

.. I got a referral from my GP, and I was at work and I 
thought, “Okay, there’s a good chance I can just quickly 
go to this place and just get the [breast] scan done.” So, I 
went there, checked in, reception was fine, waited for quite 
some time, got in, and the nurse was so rude, so rude, “Just 
take this off, and da-da-da,” . It’s just rude. No caring, noth
ing, just… And so, I just went along, did what I needed to do. 
She was not very communicative, very dismissive, and I felt 
really like, this is so bad. I didn’t want to go back to any
where else, really. (CM 5, female, NSW, FGD2)

Participants reported that their English accents often led to mis
communication in consultations, compounded by providers who 
failed to listen or assist, sometimes reflecting unconscious bias, 
racism, or discrimination. Communication difficulties were fre
quently attributed to patients rather than acknowledged as a 
shared responsibility: 

..and I think I’ve heard of people’s experiences that they find 
it challenging because health providers not taking the time 
to assist and understand them. So, I think it comes from that 
almost an unconscious bias in assuming that because you 
don’t understand some certain words, you are the problem, 
as opposed to trying to find simpler ways of explaining 
things or trying to communicate in a culturally appropriate 
way. (CM 1, female, NSW, FGD 3).

Cross-cultural communication gaps were further exacerbated 
in general practice and specialist healthcare settings due to sig
nificant shortcomings in the provision of interpreter services, as 
highlighted by community intermediaries. Specialist services 
were recognized as critical for managing complex health condi
tions; however, limited access to interpreters and/or the use of 
complex medical terminology, even when interpreters were pre
sent, created communication barriers. These challenges often 
left patients unable to adequately describe their symptoms, 
feel misunderstood by providers, or fully understand their diag
noses, potentially resulting in mistreatment: 

So, when it comes to referral to specialists, this is where the 
big problem starts. No interpreter service is used even if the 
interpreters are being used, but sometimes the terminolo
gies used in the medical space by itself is not conveyed to 
the sick person, or the sick person cannot tell exactly what 
is wrong with them in terms of health, this is very common. 
(community intermediary 1, male, NSW, FGD1)

Additional concerns were raised regarding the limited awareness 
of context-specific health issues affecting some African commu
nities among healthcare professionals. For example, participants 
noted that despite repeated efforts to raise awareness, some 
health professionals lacked an understanding of the health impli
cations of female genital cutting for pregnant women and their 
babies. As a result, community intermediaries have taken on 
the role of empowering individuals to self-advocate by proactive
ly sharing their health history directly with providers to ensure 
they receive appropriate care.

Theme 5: whole-of-systems approach to 
enhancing health literacy
Participants offered several recommendations to strengthen the 
health literacy of African Australians at the point of care. These 
recommendations adopt a whole-of-systems approach, target
ing individuals, providers, health systems, and policy and are 
presented within a health literacy framework in Fig. 1.

Participants emphasized the need for healthcare providers to 
assess clients’ health literacy, language, and social needs and to 
confirm understanding through strategies, such as teach-back, 
encouraging questions, and inviting feedback. They highlighted 
the importance of enabling and supporting informed decision- 
making with personalized written resources that clarify treat
ment plans and enable ongoing conversations with providers. 
Empowering clients with practical tools to manage their health 
and navigate the system was viewed as essential, alongside cre
ating culturally responsive environments that enable two-way 
communication. Participants also stressed the value of engaging 
clients in service design, feedback, and quality improvement and 
called for a more diverse workforce and culturally relevant re
sources to better meet the needs of African communities.

Table 3 provides a summary of each recommendation sup
ported by sample quotes from the participants.

Figure 1 A health literacy framework to improve the health literacy of African Australians at the point of care.
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Discussion
This study explores the health literacy needs and care preferen
ces of African Australians, highlighting how social determinants, 
such as culture and identity, and systemic factors shape access 
to and use of health information and services. This study high
lights how culture plays a central role in how health information 
is accessed, interpreted, and acted upon, affecting service use, 
communication with providers, and the application of care be
yond the clinic through compliance, adherence, and follow-up. 
Word of mouth, though trusted, can both support and misinform, 
reinforcing the importance of distributed health literacy within 
families and communities. To address these complexities, this 
study proposes a whole-of-systems health literacy framework 
targeting healthcare consumers, providers, and organizations, 
with broader relevance for multicultural populations across 
Australia.

This study highlights the importance of distributed health lit
eracy within African communities. In the absence of accessible 
and culturally relevant health information, many participants re
lied on word of mouth from trusted family, friends, and commu
nity members. Although this form of communication was readily 
accessible and widely trusted, it was a double-edged sword: 
while it fostered connection, the sharing of negative experiences 
often fuelled mistrust in healthcare services and, at times, spread 
misinformation. Distributed health literacy, a relatively recent 
concept, recognizes that health information is often shared 
across families, communities, and networks (Muscat et al. 
2022) and can be leveraged to strengthen the collective health 
literacy of African communities.

Identity, language, and culture consistently shaped partici
pants’ access to and engagement with healthcare. Norms around 
masculinity, a tendency to seek care only when illness becomes 
severe, unfamiliarity with preventive screening, and limited 
awareness of available services further reduced engagement, 
findings echoed in the broader literature (Malika et al. 2020, 
Henry Osokpo et al. 2021, Wearn and Shepherd 2024). To address 
this, participants highlighted the vital role of community leaders 
as health literacy champions empowering multicultural popula
tions with health knowledge and bridging communication 
gaps, a finding well supported in the literature (Khalid et al. 
2022, Mahimbo et al. 2022, Seale et al. 2022, Peprah Lloyd and 
Harris 2023). Bicultural staff were also key, providing information 
in native languages to build trust and advocating for community 
needs within mainstream services (Zanchetta and Poureslami 
2006, Mistry Harris and Harris 2022, Sharma et al. 2023). These 
intermediaries often work beyond standard hours due to their 
deep commitment, adapting to evolving needs. However, to en
sure their sustainability, dedicated support, including training, 
resources, and fair compensation, is essential (Seale et al. 2022).

Despite being highly educated and proficient in English, partic
ipants reported feeling misunderstood and unsupported in 
healthcare interactions, reflecting persistent systemic barriers. 
Key contributors included limited trust and rapport with pro
viders, cross-cultural communication challenges, and systemic 
issues, such as racism, discrimination, cultural incompetence, 
and time-pressured consultations. Trust is central to person- 
centred care (Australian Commission on Safety and Quality in 
Health Care 2025); when patients trust their providers, they are 
more likely to ask questions, attend follow-up appointments, Ta
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and participate in shared decision-making, behaviours linked to 
better health outcomes (Peek et al. 2013, Hong et al. 2020). Yet 
trust requires time and continuity, which are often lacking in 
the current healthcare system (Peprah et al. 2023). Addressing 
these structural barriers is essential to strengthening trust, im
proving communication, and advancing equity for multicultural 
communities at the point of care.

Effectively addressing systemic barriers requires moving be
yond cultural competence towards culturally safe and respon
sive care that is attuned to the specific needs, values, and 
expectations of multicultural communities (Curtis et al. 2019). 
Acknowledging and addressing racism and discrimination at 
individual, organizational, and systemic levels is essential to en
suring culturally safe, responsive, inclusive, and equitable serv
ices (Muralidharan et al. 2024, Peprah et al. 2024). At the 
provider level, participants emphasized the importance of em
pathy, respect, attentiveness, clear communication, and genuine 
efforts to understand client needs as core to person-centred 
care. International evidence reinforces this, highlighting behav
iours, such as active listening, clarification, detailed explana
tions, and respect for privacy as critical to inclusive care 
(Gagliardi et al. 2020). Cultural responsiveness training is essen
tial to ensure these practices are effectively embedded at the 
point of care (Henderson et al. 2021).

Cross-cultural communication gaps were key barriers to cli
ent engagement and informed decision-making at the point 
of care. In addition to mandating interpreter use in specialist 
and family doctor services, participants recommended multi
modal health information sources, including written instruc
tions, fact sheets, and personalized booklets at the point of 
care to enhance understanding, support treatment adherence, 
and facilitate ongoing communication with healthcare profes
sionals. Patient passports, customized booklets summarizing 
demographic and clinical details, show promise in improving 
communication, care quality, and satisfaction among migrant 
populations (Lee et al. 2016). Further research should explore 
their role in enhancing health literacy for African Australians, 
with emphasis on codesign to ensure cultural appropriateness 
and usability.

Diversifying the health workforce, services, and health promo
tion resources is essential for delivering culturally appropriate 
and responsive care to African communities. A racially, ethnically, 
and linguistically diverse workforce strengthens trust, communi
cation, and access while embedding culturally sensitive practices 
that address the social determinants of health (LaVeist and Pierre 
2014, Williams and Cooper 2019). It also reduces racism and dis
crimination by fostering social cohesion and organizational resili
ence (Abubakar et al. 2022). Effective strategies include integrating 
international medical graduates and implementing career 
development and mentorship programmes (Rubio et al. 2018, 
Baumann et al. 2021), though long-term sustainability requires 
stable funding, affirmative action, and institutional commitment 
(Taylor et al. 2022). Similarly, codesigned, demographically reflect
ive health promotion materials may enhance cultural relevance 
and uptake as was evident during the coronavirus (COVID-19) pan
demic (Zachariah et al. 2022, Crawshaw et al. 2024). Limited 
awareness of specific health issues, compounded by sociocultural 
barriers to reliable information, reinforces the need for active com
munity involvement in designing these initiatives. Ultimately, 
health services must remain dynamic, culturally safe, and 

inclusive, underpinned by sustained community engagement to 
ensure continued relevance and effectiveness.

Strengths and limitations
This is the first study to examine African Australians’ health liter
acy needs at the point of care, revealing how culture, identity, so
cial determinants, and organizational contexts intersect. 
Drawing on insights from community members, community 
intermediaries, and providers, it highlights sociocultural influen
ces and proposes a scalable whole-of-systems framework for 
multicultural communities. A diverse advisory panel enhanced 
cultural sensitivity and methodological rigour. However, this 
study is not without limitations. The study sample was highly 
educated and English proficient, restricting generalizability to 
the broader African communities. Future research should include 
a broader range of educational and language backgrounds to 
validate and expand these findings.

Conclusion
This study highlights the need for a whole-of-systems, intersec
tional approach targeting healthcare consumers, providers, or
ganizations, and policy to address African Australians’ health 
literacy at the point of care. Future research should examine 
tools, such as patient passports, to bridge communication gaps 
and prioritize culturally sensitive, context-specific health promo
tion resources. Sustained community engagement and authentic 
codesign are essential to ensure effectiveness and acceptance.
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