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abstract

Localities Embracing and Accepting Diversity (LEAD) is an ongoing place-based 
pilot program aimed at improving health outcomes among Aboriginal and 
migrant communities through increased social and economic participation. 
Specifically, LEAD works with mainstream organizations to prevent race-based 
discrimination from occurring. The partnership model of LEAD was designed 
to create a community intervention that was evidence-based, effective, and 
flexible enough to respond to local contexts and needs.

LEAD’s complex organizational and partnership model, in combination with 
an innovative approach to reducing race-based discrimination, has necessitated 
the use of new language and communication strategies to build genuinely col-
laborative partnerships. Allocating sufficient time to develop strategies aligned 
with this new way of doing business has been critical. However, preliminary 
data indicate that a varied set of partners has been integral to supporting the 
widespread influence of the emerging LEAD findings across partner networks 
in a number of different sectors.
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There is a strong link between self-reported discrimina-
tion and poorer health.1 In addition, social conditions 
that promote cultural diversity have been found to pro-
mote good health.2 Promoting diversity and reducing 
discrimination are also important for building produc-
tive, socially cohesive, and inclusive communities, and 
for protecting human rights.3

Aboriginal Australians suffer from high rates of 
unemployment and incarceration, low income, and 
a high burden of ill health and mortality, including a 
shorter life expectancy (9  –12 years fewer) than other 
Australians.4 Although not as stark, health disparities 
also affect migrant communities in Australia,5,6 with 
the health of immigrants generally declining with 
duration of residence in Australia in comparison with 
their post-arrival status, even after accounting for the 
effects of age.7,8

The overall objectives of the Localities Embrac-
ing and Accepting Diversity (LEAD) program are to 
improve health and reduce anxiety and depression 
among Aboriginal and migrant communities through 
increased social and economic participation, specifi-
cally by working with mainstream organizations to pre-
vent race-based discrimination from occurring and to 
promote the benefits of cultural diversity.

There is mounting evidence that an area’s social 
environment is important in determining its area-based 
variability in health9–13 and that place-based interven-
tions may be effective methods of addressing health 
disparities and social determinants of health. LEAD is 
being implemented as a place-based pilot in partner-
ship with local councils. In this article, “councils” refers 
to local governing bodies, and the areas governed by 
councils are local government areas (LGAs).

The partnership model of LEAD was designed to 
create a community intervention that was evidence-
based, effective, and flexible enough to respond to 
local contexts and needs. Two local councils serve 
as the primary implementing partners, conducting 
LEAD activities in their LGAs in partnership with 
organizations in educational, employment, and retail 
settings. These settings have been identified as places 
where discrimination is common and likely to harm 
health in affected populations, and where consider-
able potential for prevention is possible. Councils are 
supported in their role through partnership with the 
Victorian Health Promotion Foundation (VicHealth) as 
the primary LEAD funding body; the Victorian Equal 
Opportunity and Human Rights Commission (VEO-
HRC); beyondblue, Australia’s “peak body” (i.e., an 
association or group for an industry or area of common 
interest) for mental health issues; the Municipal Asso-
ciation of Victoria (MAV), the peak body for councils 

in the state of Victoria; the University of Melbourne; 
and the Department of Immigration and Citizenship. 

In addition to being based on a complex organi-
zational and partnership model, LEAD represents 
an innovative approach to reducing race-based dis-
crimination. The design of the LEAD program is 
underpinned by VicHealth’s 2009 report, “Building 
on Our Strengths: A Framework to Reduce Race-Based 
Discrimination and Support Diversity in Victoria.”3 
The framework is primarily focused on addressing the 
conditions that are contributing to interpersonal and 
systemic discrimination by working with mainstream 
organizations to develop pro-diversity organizational 
environments throughout individual LGAs, rather than 
attempting to ameliorate the effects of racism after it 
has occurred.

LEAD is now in the second year of the implemen-
tation phase, which is expected to run until Decem-
ber 2013. The findings presented in this article are, 
therefore, preliminary, as LEAD is ongoing; thus, 
evaluation of the program’s success is not part of this 
article’s scope.

GovERnAncE AnD PARTnERshIP moDEl

LEAD is a partnership among VicHealth, the primary 
funding body, and other government agencies, as 
well as academic, policy, and community experts. The 
LEAD program is governed by two groups—the LEAD 
Advisory Group, comprising senior representatives 
from each of the partner and funding agencies, and 
the LEAD Operational Group, comprising representa-
tives from VicHealth, VEOHRC, MAV, the University of 
Melbourne LEAD evaluation team, and the two LEAD 
local council sites. The purpose of the LEAD Advisory 
Group is to provide an opportunity for the partner and 
funding agencies, councilors from the implementing 
councils, and Aboriginal and culturally and linguisti-
cally diverse (CALD) community groups to guide 
the program design. The LEAD Operational Group 
was convened to ensure networking and information 
exchange between organizations directly involved in 
program implementation and evaluation.

The LEAD partnership model moves away from a 
model in which funding bodies require implementing 
organizations to apply for funding based on preset 
specifications. In contrast, the basis of the LEAD 
partnership model is that VicHealth, as the primary 
funding body, works directly with the implementing 
councils to develop a set of strategies that integrates 
consistency across two sites with responsiveness to 
local contexts. VicHealth is also responsible for man-
aging the evaluation contract with the University of 
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 Melbourne  evaluation team, as well as the coordination 
of dissemination activities through partner agencies, 
including MAV and beyondblue, and the evaluation 
team. The councils’ role within the program is to 
develop locally appropriate strategies based on the 
best available evidence3 in partnership with local com-
munity organizations, such as Aboriginal and CALD 
peak body representative groups, schools, workplaces, 
and retail settings. The aims of the LEAD partner-
ship model are to draw on the strengths of respective 
partners and respond to a range of local contexts 
while being informed by current evidence and best 
practices.3 Through this partnership model (Figure), 
the councils have benefited from the input of a wide 
network of agencies and organizations to strengthen 
implementation design and resource dissemination.

VicHealth developed the LEAD program to be 

implemented through local councils on the basis that 
local government generally has a strong track record 
in promoting diversity and addressing discrimina-
tion.14–16 In addition to being implementation partners, 
local councils are ideal LEAD intervention settings, 
as they are responsible for a range of areas in which 
discrimination may occur and within which there is 
potential to develop pro-diversity organizational envi-
ronments. Councils are, therefore, in a unique posi-
tion to facilitate a coordinated approach across these 
settings, enhanced by an understanding and ability to 
respond to local issues. While LEAD implementation 
within councils mainly focused on the organization 
as an employer rather than a service provider, it set a 
base for expansion of antiracist strategies and processes 
into other settings managed by local government. 
The two LEAD councils were selected partly because 

LEAD 5 Localities Embracing and Accepting Diversity

MAV 5 Municipal Association of Victoria

VicHealth 5 Victorian Health Promotion Foundation

Figure. Partnership and program governance model: LEaD place-based pilot program to reduce race-based 
discrimination and improve the health of aboriginal and migrant communities, Victoria, australia 
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of their demonstrated history in working to support 
diversity and address disadvantage affecting people 
from Aboriginal and migrant backgrounds.

The combination of a complex partnership model 
and a new strategy for addressing discrimination has 
accentuated the need present in all community inter-
ventions for effective communication, sufficient time 
and resources to ensure genuine collaboration, and 
clear partner roles, including for the funding and 
advisory bodies, evaluation team, and implementing 
councils. All LEAD partners contributed to clarifying 
appropriate roles by developing communication and 
dissemination protocols, particularly to establish agree-
ment around issues such as data access, intellectual 
property, and branding of LEAD materials. These 
agreements have also been integral to ensuring that 
the particular needs of each partner organization are 
accommodated, including LEAD’s fit with their core 
organizational aims.

A varied set of partners has been integral in increas-
ing the program’s reach and promoting findings. For 
example, the MAV is well positioned to ensure the dis-
semination of LEAD findings to councils in the state 
of Victoria, as well as promote the findings of LEAD 
more widely in government policy and planning. The 
contribution of beyondblue supports a focus on the 
relationship between race-based discrimination and 
mental health in policy development.

communITy PARTnERshIPs

While LEAD program intervention strategies are 
primarily focused on mainstream community organi-
zations, migrant and Aboriginal communities within 
implementing councils are primary stakeholders in 
LEAD activities.3 LEAD councils and the evaluation 
team consulted affected communities regarding pro-
gram structure and development, with the governance 
of LEAD evaluation data led by the communities. This 
process was also important in building and strength-
ening ties between these communities and their local 
councils.

A basic tenet of the LEAD program is the integra-
tion of flexible strategies utilizing local knowledge 
to respond to organizational needs and community 
concerns. This approach is underpinned by ecologi-
cal theory, which suggests that interventions focusing 
on different structural levels may reinforce individual 
behavior and attitudinal change.17–19 Within the LEAD 
councils, there is, therefore, a mixture of intervention 
activities and strategies, with some elements of LEAD 
being consistent across the two sites while other ele-
ments vary.

Organizational audits and pro-diversity training 
have been used across LEAD. The evaluation team, in 
consultation with VicHealth and the LEAD councils, 
developed retail, workplace, and educational audit 
tools as part of LEAD to allow organizations to inde-
pendently assess their policies and processes against 
best-practice examples. These tools will be packaged 
and made widely available through partners such as 
the MAV, which facilitates council-to-council knowledge 
exchange, through dissemination activities undertaken 
by the evaluation team, and through the organizational 
and policy-making networks of VicHealth.

The pro-diversity training package was also devel-
oped specifically for LEAD. As an organizational 
partner of LEAD, VEOHRC was well placed to design 
a training package that complemented the program’s 
underlying principles. To this end, VEOHRC designed 
the training package to enable pro-diversity change at 
both individual and organizational levels while being 
flexible enough to respond to organizational contexts.

Implementation activities specific to councils have 
included supplemental cultural competency training, 
individualized student workshops and activities, and 
organizational initiatives, such as diversity lunches and 
team-building activities. Central to LEAD implementa-
tion was ensuring that strategies had the support of 
champions in relevant organizations to ensure wider 
organizational program ownership.3 Engaging main-
stream community organizations to address race-based 
discrimination, rather than working with affected 
communities directly, was an unfamiliar approach 
for prospective partners, which required a new way 
of thinking about antiracism strategies. Champions 
helped orient local organizations to the program’s 
conceptual underpinnings.

Educational settings
Each implementing council approached a mix of local 
primary and secondary schools. While some schools 
were approached due to a strong prior track record in 
developing pro-diversity environments, other schools 
became involved in LEAD due to concerns about racial 
tensions within the school and hoped that involvement 
in LEAD would address these issues. There was also 
significant variation in racial/ethnic diversity among 
LEAD schools. Each of these factors affected schools’ 
motives for being involved with LEAD as well as the 
resources and time they could commit to developing 
a partnership with a council and implementing LEAD 
strategies.

School staff were generally supportive of programs 
to address race-based discrimination, but they also 
experienced significant time pressures and had  limited 
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resources to expend on an additional program, 
especially one that was not always considered to be 
related to a core function of schools. Where schools 
were interested in being involved, there was often less 
interest in and fewer resources dedicated to enabling 
organizational changes, rather than discrete, one-off 
activities. While neither local council had strong ties 
with the schools before LEAD, the program has been 
successful in strengthening partnerships between 
councils and local schools, as well as among schools. 
As part of the program, nine schools have received 
pro-diversity training across the two LGAs, and the 
councils have worked with six schools to complete the 
educational audit tool. Two local schools, in conjunc-
tion with one of the local councils, have partnered 
to develop a combined Cultural Day to celebrate the 
schools’ cultural and ethnic diversity. School-council 
partnerships have also highlighted areas where schools 
feel they could be better supported, such as in the 
provision of educational resources. One of the LEAD 
councils in particular has met this need through 
facilitating partnership formation between schools and 
other local organizations.

Employment and retail settings
Employment and retail settings were varied in terms 
of sectors, organizational size, and racial/ethnic com-
position. Retail settings were primarily focused on 
interactions between staff and the public, while employ-
ment settings were primarily concerned with internal 
employee interactions. While all organizations strug-
gled with time pressures, employment settings were 
motivated to participate in LEAD through the appeal 
of a harmonious and, therefore, more productive work 
staff, as well as the potential to attract new customers 
and ensure high-quality customer service. Employers 
were also cognizant of the need to be compliant with 
equal opportunity legislation20 and saw LEAD as a 
vehicle to achieve this compliance, which has led to 
employees in five organizations undergoing training.

However, management staff within retail settings 
often did not view addressing race-based discrimination 
as part of the organization’s core business in relation 
to either employees or customers. Within the retail 
setting, high employee turnover often disrupted LEAD 
development and implementation, which was particu-
larly discouraging for LEAD staff members when they 
had already made progress in establishing a partner-
ship with an individual manager who was subsequently 
replaced by someone who was no longer willing to be 
involved in the LEAD program. 

A recurring barrier to implementing LEAD within 

local branches of large companies was the limited 
scope available to carry out changes without approval 
from head offices, which were sometimes national or 
international in scale. However, the networks within 
companies also facilitated the dissemination of success-
ful strategies. In particular, one retailer with a branch 
participating in LEAD has used program resources and 
strategies in offices across Australia.

Councils
Within councils, partnership development was mainly 
focused on collaboration with key departments and 
people, including senior management and human 
resources (HR). LEAD staff sought to embed 
approaches in council governance and operations 
with the aim of ensuring commitment from the whole 
council and long-term sustainability. Developing the 
understanding and backing of senior management was 
considered crucial for implementing strategies within 
councils, as having endorsement at higher levels would 
lend authority to organizational change undertaken 
through LEAD.3 Engagement of the HR department 
was vital, given that many strategies focused on process 
and policy changes.

The council setting itself has been quite success-
ful in implementing LEAD strategies and effecting 
organizational change. This success has primarily 
been due to a dedicated, funded position within the 
organization to drive various strategies, as well as strong 
internal support from upper-level management. A 
key outcome to date is the adoption of an Aboriginal 
Employment Strategy, embedded as part of a larger 
pro-diversity action plan that was initiated as a result 
of the organizational audit within one of the councils. 
The Aboriginal Employment Strategy is a five-year plan 
that aims to increase the proportion and retention of 
Aboriginal people employed at council and to achieve 
positive outcomes for these employees by developing 
an inclusive and welcoming workplace. While the 
majority of LEAD implementation within the council 
setting has focused on the council as an employer 
rather than a service provider, there have been some 
recent attempts to expand implementation into areas 
that councils manage, such as recreational centers. In 
addition, multiple Victorian councils have initiated 
antiracism interventions in their areas based on the 
LEAD program or expressed interest in incorporat-
ing elements of LEAD into their LGAs. These efforts 
indicate a high level of receptivity among Victorian 
councils to programs such as LEAD, which bodes well 
for future dissemination of LEAD findings once the 
program and evaluation have been finalized.
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DIscussIon

Due to concern from both funding and implement-
ing organizations about the sustainability of successful 
programs at the conclusion of funding cycles21 and an 
increased interest in understanding change processes 
within community settings,22,23 development of commu-
nity partnerships has become a key strategy in public 
health interventions as a means of translating relevant 
findings into policy and practice.24

A particular dilemma in collaborative research is 
defining roles between the funding body and imple-
menting partners in a way that supports implementers 
through resources, networks, and technical expertise 
while maintaining both autonomy and accountability.25 
This combination of financial support and collabora-
tive program design is an increasingly common way 
of funding community interventions.26 As the LEAD 
program demonstrates, despite the additional plan-
ning and development time required by a complex 
multilevel partnership model, having partners in vari-
ous settings contributes to the program’s reach and 
sustainability. This reach occurs through dissemination 
and knowledge exchange across a variety of networks, 
leading to deeper embedding of findings in relevant 
policy and practice.27

The LEAD partnership model continues to effec-
tively garner support from community partners to work 
with mainstream community organizations in prevent-
ing discrimination, rather than directly helping affected 
communities deal with racism. However, getting to this 
point often took considerable time and effort, both in 
crafting the message for presentation to partners and 
for the partners to adopt this new way of thinking. 
Despite supporting the aims of the LEAD program 
in principle, many organizations in educational and 
retail settings did not view the program as relevant to 
their core business. This disconnect may indicate that 
greater investment is required to identify valued areas 
of benefit associated with pro-diversity policies and envi-
ronments in these settings. Alternatively, pro-diversity 
strategies may need to be implemented at other levels. 
For example, program implementation could happen 
through the Department of Education and Early Child-
hood Development, which may be better placed than 
local councils to enable organizational development in 
schools. Similarly, pro-diversity strategies may be better 
implemented from central offices of large companies, 
which maintain much more control than local branches 
over HR policies and promotional materials. However, 
where branches have been successful in implementing 
pro-diversity strategies, there is significant potential 

for other branches within the company to adopt these 
strategies either centrally through the head office or 
through peripheral branch-to-branch networks.

Working at alternative levels may also address the 
issue of staff turnover experienced in retail, employ-
ment, and, to some extent, school settings. Specifically, 
advocating champions was important in lending author-
ity to implementation strategies, but reliance on this 
strategy could also be a drawback when these individu-
als leave an organization. Working with champions to 
engage policy makers at higher organizational levels 
may reinforce the role of champions while minimizing 
dependency on specific individuals.

conclusIons

LEAD is a place-based pilot program that aims to 
address race-based discrimination to improve the 
health of affected Aboriginal and CALD communities. 
Although LEAD partnership formation has been time 
intensive due to a complex program model and novel 
approach to addressing race-based discrimination, the 
model has been successful in engaging community 
organizations to initiate pro-diversity change in their 
environments. LEAD partnerships have also enabled 
program findings and resources to be communicated 
and implemented across partner networks in a number 
of different sectors. LEAD resources and strategies used 
in one retail branch participating in the program have 
been used by associated businesses in several other 
Australian states, and the distribution of organizational 
resources such as audit tools has occurred across a 
range of localities within Victoria. More developments 
will occur once the LEAD pilot program and its evalu-
ation have concluded and the results are more widely 
shared with other local governments. These examples 
highlight the importance of effective partnership devel-
opment in enhancing the sustainability of community 
interventions and embedding relevant program find-
ings into practice.

The Localities Embracing and Accepting Diversity (LEAD) pro-
gram is a joint partnership among the Victorian Health Promotion 
Foundation (VicHealth), the Victorian Equal Opportunity and 
Human Rights Commission, beyondbue, the Municipal Associa-
tion of Victoria, the Department of Immigration and Citizenship 
(through its Diverse Australia program), and the two implement-
ing LEAD councils. The authors thank the LEAD partners for 
their support throughout the evaluation of LEAD, and Peter 
Streker and Pamela Rodriguez from VicHealth for their support in 
compiling this article. Ethical approval to conduct the LEAD evalu-
ation was received from the Melbourne University Health Sciences 
Human Ethics Sub-Committee on January 27, 2010.
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