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I would like to begin by acknowledging the traditional owners of the land we are gathered on today.  I would also like to thank the Australian Multicultural Foundation for having me here to participate in this important forum.
I start the presentation by giving you a brief outline of the organisation I represent.  The National Ethnic Disability Alliance (NEDA) is the national peak organisation representing the rights and interests of people from non-English speaking background with disability, our families and carers.  NEDA is funded by the Commonwealth Department of Family & Community Services to provide policy advice to the Australian Government and other agencies on national issues affecting people from NESB with disability, our families and carers. 

NEDA actively promotes the equal participation of people from NESB with disability in all aspects of Australian society.  It manages a range of projects relating to NESB and disability communities and works closely with its state and territory members to ensure that its policy advice reflects the views and experiences of people from NESB with disability.  In states and territories where no NESB-disability advocacy agency exists, NEDA undertakes development work to establish a structure that can support people from NESB with disability, our families and carers.
Just a comment on terminology, NEDA uses the term Non-English Speaking Background in preference to Culturally and Linguistically Diverse Background as those from an English speaking background are encompassed by the latter term and they are not part of NEDA’s constituency.  NEDA contends that coming from a linguistic and cultural background other than Anglo-Australian can be a great social barrier and a source of discrimination in Australia.  The intention of using NESB is not to define people by what they are not but to highlight the inequity people experience due to linguistic and cultural differences.  NEDA also uses the term people from NESB with disability rather than people with disability from NESB as we consider cultural background (not disability) an appropriate means of developing our social identity.
For centuries people with disability have struggled to claim the right to be identified as normal human beings, not just a medical condition, or merely a disease.  This has been particularly difficult in the health system as it continues to be dominated by a medical model.  It negates the personhood and reduces us to our pathological conditions.  Such philosophical standpoint is fundamental to the exclusion and oppression of people with disability.  In the health system, we are seen as sick people waiting either to be cured or eliminated.  We are assessed against what an ablest society define as normal and desirable.  Upon the advice of health practitioners many of us, including myself, end up in institutions segregated from rest of the community.  Many people with disability applying for permanent residence are assessed by the Commonwealth Medical Officers as ‘burdens’ and are prevented from entering the Country.
Some of you might think that I’m talking about the Sixties and surely things are different now.  Then I would just like to give you a personal example.  Once I was in hospital for a lung condition and was frequently called ‘the spastic in the corner’ by some nurses.  ‘Spastic’ is not what I am, not who I am and definitely not what I want to be.  I live a meaningful life as a manager, a husband, a father, a taxpayer and a contributing citizen of the community.
For many years the disability movement has been arguing a social model of disability.  It suggests that disability is a social construct and arises when a society’s infrastructure is not developed to ensure all individuals, regardless of capacity or impairment, can fully participate in society.  As oppose to the medical model, disability is not seen as an individual problem but a consequence of negative social attitudes, prejudice and discrimination, inaccessible transport systems and venues.  For example, my impairment does not disabled me but I am disabled by people who do not care to listen to me and do not recognise that I have something worth while to say.
The irony is that although people with disability are often seen as ‘lifetime patients’ by health practitioners the health system is actually inaccessible to us.  Health outcomes for people with disability are poor compare to our able-bodied counter parts.  
People with intellectual disability are nearly five times more likely to die than other people of the same age.  The former NSW Community Services Commission found in 2001 that of the 211 people who died in care in that year, the majority were undernourished and some died because critical illnesses went untreated.
Preventative healthcare is often ignored (or at least inadequately dealt with) for people with disability.  Dental disease in people with intellectual disability is seven times more frequent than for the general population, and obesity is up to three times the level in the general population. 
Women with disability are less likely to have regular Pap smear tests or breast screen.  41% of women with disability aged 70-75 have never had a mammogram.  LaTrobe University conducted a six month study called Screened Out.  It found that health or disability professionals believed that women with disability do not have sexual lives and therefore, would not offer them Pap tests.

Many doctor surgeries and examination tables are inaccessible to people with mobility disability.  Many health providers also lack the time and skill to communicate effectively with people with intellectual disability or an acquired brain injury.
People from NESB with disability experience the added difficulties of language barrier, cultural differences and the absence of adequate interpreting and translating support in the health system.  Health and well being awareness campaigns in community languages are also needed to reach populations that are at present less aware of what services are available and how they can be accessed.
I always like to end my presentation on a positive note.  I’m confident that through important forums such as this, health service funders, policy makers, providers and people from NESB with disability can work together to find a way forward so that equitable outcomes can be achieved.  The social model of disability located within a human rights framework is a good starting point for identifying barriers in the health system.  It is essential that adequate input is sought from people from NESB with disability in service planning and delivery.  Further strategies will be explored in the disability and diversity workshop after lunch and I look forward to your participation.

I thank you for listening to me.
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