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Executive Summary 

Migration has increased over recent years in New Zealand; currently a quarter of the population was born in other countries. 
Migration presents challenges both for those who migrate and for the country where they settle. These challenges are 
especially prevalent in access to and delivery of mental health services.  
 
This study aimed to describe beliefs about mental illness within some of Canterbury’s culturally and linguistically diverse 
(CALD) communities. A secondary aim of the study was to identify factors which limit the engagement of CALD populations 
in Christchurch with mental health services. While mental illness affects people regardless of their ethnicity, CALD 
communities have a lower rate of referral to mental health services than other population groups, suggesting that the mental 
health needs of the CALD communities are not being met. 
 
The qualitative study recruited and interviewed a sample of professionals, most of whom were themselves members of CALD 
communities, who deliver mental health services to CALD consumers in Christchurch. Semi-structured interviews with ten 
participants were conducted and a descriptive thematic analysis carried out. The study was also informed by a wide-ranging 
review of the international and New Zealand literature.  
 
Experiences before and during migration and after arrival in the host country affect physical and mental health. They may 
include physical and mental trauma, social disruption, separation from family members, and poor nutrition prior to 
migration, followed by uncertain immigration or refugee status, language difficulties, unemployment, discrimination and 
conflict between their own and their adopted country’s value systems after resettlement.  
 
The cultural background of an individual and their family affects how they understand the causes of mental illness, interpret 
psychological distress and when and how they seek help. This report considered to what extent cultural factors influenced 
attitudes and utilisation of services across four broad migrant groups: Asian, Middle Eastern and Arab nations; sub-Saharan 
African, and Latin American.  
 
Although these groups differ widely, most are collectivist rather than individualist societies and place a high value on loyalty 
to the family and upholding its reputation. Mental illness may be attributed to supernatural forces, such as evil spirits or 
being cursed, or misdeeds committed by the individual in the present or a past life. It may also be seen as a weakness of 
character. An individual may be stigmatised if they are unable to fill their role in family functioning or achieve the social, 
academic or occupational positions expected of them. Illness that includes aggressive or unusual social behaviours is likely 
to be more stigmatised than conditions that are less noticeable such as depression and anxiety. Seeking help may be seen as 
a sign of weakness, and be discouraged because of the stigma and shame that it is felt to bring to the wider family.  
 
When an individual is mentally ill, there may initially be attempts to manage and contain the illness within the family, rather 
than have it exposed to outsiders. If help is sought, the family is usually involved in deciding when and how this is done. 
Study participants reported that involving the family in management and recovery, with the patient’s permission, is a useful 
way of creating mutual understanding and avoiding conflict, and mostly resulted in families being supportive of relatives 
with mental health problems.  
 
In spite of these general similarities, it is important not to make assumptions about what an individual from any of the CALD 
communities believes about mental illness. Beliefs are likely to evolve or change over time depending on how closely an 
individual aligns themselves with their original or host culture respectively.  
 
When approaching formal services, people from CALD communities are likely to prioritise their most urgent practical needs 
before they consider interventions such as counselling. Somatic complaints are common, particularly pain in various parts of 
the body, as well as fatigue and gastrointestinal symptoms. Traditional and spiritual forms of healing are also used by many 
people; praying, reading holy texts, and consulting spiritual leaders, or at times people may return to their original country 
to seek spiritual intervention there. These are an important source of help for people with mental illness, which are 
congruent with people’s background and context, and are often used in parallel with biomedical approaches in spite of their 
contradictory models of care.  
  
Mental health professionals need to take time to build trust initially before the client is prepared to reveal psychological 
distress. Attitudes to pharmaceutical intervention for mental illness are variable; some may see medicines as being able to 
alleviate their issues quickly, while others may be wary of them and fear addiction or the reaction of others in their 
community. Counselling and ‘talking therapies’ may be seen as indulgent in some CALD communities and require clarification 
as many are not familiar with the concept and may mistake counselling for mediation. 
 
Based on experiences prior to migration, people from CALD communities may have unrealistic expectations and/or 
unfounded fears about what will happen if they contact a mental health service. Identifying and informing prominent figures 
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in CALD communities who can then educate others appropriately is one strategy that is being used in Christchurch for 
mitigating the negative beliefs about mental illness and mental health services.  
 
Specific issues for CALD clients in Christchurch that were raised by participants related to:  

• Difficulties older people have in trusting the competence of a younger health professional  

• Unfamiliarity with patient-centred care; being asked what treatment option they prefer may be interpreted as 
incompetence or lack of knowledge  

• Confidentiality is a major issue, because the various ethnic communities are small, and everyone knows one 
another; this could result in interpreters being refused, hampering communication 

• Communication issues include a lack of translated patient information resources, the use by providers of informal 
New Zealand expressions, and communicating appointment times in a way that is inappropriate for the person’s 
language or literacy status  

• Cultural competence of primary health professionals is rising but still needs improvement, including in specialist 
mental health services; there is need for providers to be not only culturally aware but also recognise that people 
from the same background are individuals with differing levels of health literacy and prior experience 

• Services are costly for those on limited incomes and the time taken up with interpreting often means more (or 
longer) appointments are needed, further amplifying the cost 

• There are long waiting list times and erratic services primarily because of limited resourcing, particularly for 
secondary health services  

 
Limitations of the study was that it was completed in a short time, with a limited number of people, so cannot be considered 
representative of all the CALD communities in Christchurch. The inclusion of service providers rather than CALD clients 
themselves could also be considered a weakness. However, it was also a strength as it gave access to a much wider range of 
experiences, albeit from the providers’ viewpoint, and also minimised the language and cultural factors that may well have 
inhibited what any lay clients would have been prepared to disclose to a researcher.  
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Introduction 

Migration is currently occurring at a scale that has never been seen before. As of 2013, 11.8% of the New Zealand population 
identify themselves as Asian, making them the third largest group behind NZ European (74%), followed by Maori (14.9%), 
with Pacific making up 7.4%, and the figure for Middle Eastern, Latin American, and African ethnicities standing at 1.2% 
(Statistics New Zealand, 2014).  
 

A quarter of the overall population (25.2%) was born overseas, and the proportion of overseas-born people living in New 
Zealand who were born in Asia has been increasing, rising to 31.6% in 2013. The most common region of birth for those born 
overseas is Asia (Statistics New Zealand, 2014a). The 11.8% figure for those identifying themselves as Asian mentioned earlier 
is projected to further increase by 3.4% every year for the next decade (Wong, 2015).  
 

Birthplace for the overseas born usually resident population 
2001, 2006, and 2013 Censuses 

Source: Statistics New Zealand  
 

 
Migration poses challenges not only to those who are migrants themselves, but also to the health services who seek to 
accommodate their health needs. These challenges are especially prevalent in relation to access to and delivery of mental 
health services to these migrants. To refer to this population group, who are culturally or linguistically diverse, the term CALD 
has recently come into use.  
 
CALD is defined as people who do not speak English, Te Reo or Pacific languages as their primary language, or who have been 
(or are being) raised in a different culture from the predominant one where they live. Under this definition many if not most 
migrants and refugees can be considered CALD.  
 
The focus of this project will be mostly on Asian, Middle Eastern, African, and Latin American cultures. A parallel project, 
focusing on Pacific People’s view and beliefs about mental illness, is being conducted separately and is available for 
reference.  

Usually resident NZ population count (2013 census) 

Ethnic Group1 Number Percent 

European 2,969,391 74.0 

Maori 598,605 14.9 

Asian 471,711 11.8 

Pacific 295,944 7.4 

Middle Eastern, Latin American, African 46,953 1.7 
1Percentages do not add up to 100 as people could identify with more than one ethnic group 
Source: Statistics New Zealand 
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Prevalence of Mental Illness in New Zealand 
According to the New Zealand Health Survey in 2014/2015, an estimated 636,000 adults (17%) had been diagnosed with a 
mood disorder and/or anxiety disorder at some time in their life (Mental Health Foundation of New Zealand, 2014). At nearly 
one in five, the rate is similar to that of common mental disorders worldwide (Steel et al., 2014). In this survey, ‘diagnosed 
with mood disorder and/or anxiety disorder’ refers to people who reported that at some time in their life a doctor had told 
them they had depression, bipolar disorder and/or anxiety disorder (including generalised anxiety disorder, phobias, 
posttraumatic stress disorder and obsessive-compulsive disorder) (Mental Health Foundation of New Zealand, 2014). The 
most common mental health problems were anxiety and depression which can present with or without association with 
stress (Fitzgerald, Galyer, & Ryan, 2009, Mental Health Foundation of New Zealand, 2014). The proportion of problems 
classified as mild, moderate and severe were 31.7%, 45.6% and 22.7% respectively (Wells et al, 2006).  
 
As a group, mental disorders are the third-leading cause of health loss for New Zealanders (11.1% of all health loss), behind 
only cancers (17.5%) and vascular and blood disorders (17.5%). Within this group, the main conditions are: anxiety and 
depressive disorders, which accounted for 5.3% of health loss, followed by alcohol use disorders and schizophrenia which 
accounted for 2.1% and 1.3% of health loss respectively (Mental Health Foundation of New Zealand, 2014). 

Unmet Mental Health Needs  
It is known that mental illness affects all regardless of their ethnicity. And it is also known that CALD populations have a 
referral rate lower than expected given the burden of psychological distress and mental illnesses in New Zealand (Kumar et 
al., 2006, Ministry of Health, 2006; DeSouza, 2006; Youssef & Deane, 2006). The Asian Health Chartbook (2006) stated that 
compared to other New Zealanders, including Maori and Pacific people, Asians were less likely to see a health practitioner 
or service when they were first unwell (Ministry of Health, 2006; DeSouza, 2006). And it was also stated that Asians only 
wanted to see their GP for a short term illness or a routine check-up rather than for issues relating to mental or emotional 
health (DeSouza, 2006). The latest figures from the Ministry of Health show that in 2010/11 Māori had the highest rate of 
mental health and addiction service use (4,938 people seen for every 100,000 Māori) and Asian people the lowest (911 
people per 100,000), when compared with Pacific people and other ethnicities (Mental Health Foundation of New Zealand, 
2014). In addition to this, there is persistent anecdotal evidence that the mental health needs for CALD are not being met.  
 
There is a numerous and variable range of reasons that form the barriers to mental health services. Different cultures and 
groups within them carry different views about the cause of mental illness, how severe it is perceived to be, and the most 
appropriate way to handle it. Communication barriers in the form of language difficulties and information about service 
availability and how to access it can also affect help-seeking. The differing types and varying intensity of stigma in different 
groups also plays a role. Accessibility to services is also a major component and can include components like cost, location, 
and the use of paradigms and models which some cultures may consider inappropriate. Some groups may also not trust the 
services and perceive them not to be culturally competent.  
 
Levesque et al. (2013) has formulated a helpful framework regarding access that can help organize most of the factors that 
affect whether a person can access a service. It has been split into two sides. With the attributes relating to the person at 
the bottom, and those relating to the services at the top. A whole range of factors are involved, starting from when, why and 
how a person decides to seek help, and ending with service utilization and outcome.  

Levesque et al. 2013 
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The most relevant dimensions of this model that concern the main aim of this project, which is to describe the views and 
beliefs those who are CALD have above mental illness, are the sections that relate to perceiving a need for help and the 
ability to seek it. Perception is influenced by factors such as a person’s overall health literacy, and their views and beliefs 
around what constitutes health and sickness, in this case, particularly mental health. Ability to seek concerns factors such as 
individual autonomy and the ability to make a choice regarding the seeking of care, alongside other factors, such as 
knowledge of the available healthcare options. Personal, social and cultural values also play a role here. 
 
Under the Views and Beliefs section of this paper, firstly the person’s side of the access framework will be discussed, and 
more emphasis will be put on this as this as it was predominantly the scope of this project, particularly in terms of how it 
affects the ability to perceive and ability to seek. This portion will aim to present the knowledge gained from the literature 
review and interviewees, including a selection of relevant quotes that highlight major themes. All quotes present in this 
report are from the interviewees.  
 
Following the discussion on views and beliefs, the next section will address the secondary aim of this project and will focus 
on the services aspect of the framework. Service aspects were not the main scope of this project but became an area of 
discussion because issues relating to services came up organically in the discussions with the interviewees. They will be 
discussed with the bulk of the knowledge coming from the interviews because service aspects are particular to the 
geographical area and social environment they serve. More explicit headers of Approachability, Acceptability, Availability, 
Affordability, and Appropriateness will be used to map out and disseminate the information relating to services.  

Canterbury demographics 
The table below shows the ethnicity demographics for the Canterbury population using the Census data from 2013.  
 

Total people in 
Canterbury 

539,436 
 Total Maori 41,910  Total Asian 35,847 

 Maori 41,910  Chinese nfd 12,936 

 Total European 448,650  Total Pacific 12,720  Indian nfd 5,646 

 NZ European 418,983  Samoan 6,984  Filipino 4,887 

 British nfd 5,106  Cook Islands Maori nfd 2,097  Korean 3,336 

 English 4,812  Tongan 1,953  Japanese 2,568 

 Dutch 3,897  Fijian 984  Thai 837 

 Australian 3,027  Niuean 612  Afghani 678 

 European nfd 2,997  Other Pacific 426  Malay 603 

 South African nec 2,307  Tokelauan 138  Sri Lankan nfd 555 

 Irish 2,079  Pacific Peoples nfd 99  Asian nfd 549 

 American 1,653  Kiribati 48  Taiwanese 507 

 Scottish 1,632  Tahitian 39  Vietnamese 405 

 German 1,320  Tuvaluan 24  Fijian Indian 402 

 Other European 975  Total MELAA* 4,377  Cambodian 339 

 Canadian 747  Other MELAA 888  Asian nec 324 

 Russian 696  Latin American nfd 639  Other Asian 321 

 French 471  African nfd 633  Indonesian 312 

 Welsh 396  Brazilian 414  Nepalese 300 

 Italian 336  Egyptian 333  Malaysian Chinese 240 

 Romanian 294  Chilean 234  Pakistani 186 

 Swiss 246  Iranian/Persian 228  Eurasian 171 

 Polish 237  Middle Eastern nfd 213  Southeast Asian nfd 75 

 Spanish 219  Arab 189  Bangladeshi 69 

 European nec 204  Somali 177  Sinhalese 60 

 Zimbabwean  198  Ethiopian 168  Burmese 36 

 Danish 186  Israeli/Jewish 138  Laotian 24 

 Hungarian 180  Lebanese 66 
 Total other 

ethnicity 
10,236 

 Greek 177  African nec 66  New Zealander 10,053 

 Czech 159  Iraqi 36 
 'Other' Other 

Ethnicity 
189 

 Swedish 129  Assyrian 3  Total people stated 516,360 

 Afrikaner  105   
 Not elsewhere 

included 
23,073 

 Austrian 102     

 Croatian 66     

 Serbian 57     

MELAA = Middle Eastern/Latin American/African 
nfd = no further distinction  

  

http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b42100%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b43100%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b32100%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b44100%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b44416%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b12950%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b53121%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b60%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b60%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b61118%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b999%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b12949%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b90%5d&ShowOnWeb=true&Lang=en
http://nzdotstat.stats.govt.nz/OECDStat_Metadata/ShowMetadata.ashx?Dataset=TABLECODE8021&Coords=%5bETHNIC%5d.%5b90%5d&ShowOnWeb=true&Lang=en
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Study details 

Aim 
The main aim of this project is to describe beliefs about mental illness within some of Canterbury’s CALD communities. A 
secondary aim that developed during the project was to identify some of the barriers to accessing services or factors that 
limit the engagement of CALD consumers with services.  
 
This research project will go some way to improve our understanding of how different communities understand mental 
illness and in turn help to improve access to health services.  

Method 
The first part of the research was a literature review. The internet and the University of Otago Library Search function was 
used. Keywords included CALD, migrant, refugee, beliefs, views, attitudes, understanding, perception, mental health, mental 
illness. Databases used included Google Scholar, Ovid, PubMed, Web of Science, Science Direct, ProQuest Central. 
References of retrieved papers were also searched to seek out more information. Other sources of information were the 
Ministry of Health and Te Pou o te Whakaaro Nui.  
 
The second part of the research was to recruit and interview professionals who deliver mental health services to CALD 
consumers in Christchurch. Purposive sampling was used to identify and recruit interviewees who were relevant to the 
research question. They were selected under the guidance and supervision of the project supervisors who were aware of the 
various services involved in delivering mental health care to CALD consumers. The interviewees themselves were also asked 
to suggest or recommend other potential interviewees. Ten participants were interviewed, with nine giving consent to be 
recorded. The participants interviewed came from a range of CALD backgrounds. These included Chinese, Malaysian, Kurdish, 
Nepalese, Somalian, Japanese and Iranian as well as NZ European. The occupation of these participants included roles in 
social work, counselling, health promotion, community work, nursing, as well as roles in facilitation and management. Also, 
some people had multiples roles. For example, one person was a community worker and a health promoter.  
 
Before the interview, the interviewees were sent the consent form informing them about the details of the study as well a 
sheet that included the general questions the interviewer was going to be asking, so that interviewees had a chance to reflect 
on them if they wished. They were:  
 

1. What do members of the CALD communities (including your own if you have a CALD background) you see believe 
and understand about mental illness? 

2. How does mental illness present in the people that you meet? 
3. What is your (if have CALD background)/their community’s view on a person with mental illness? 
4. What sort of factors are affecting the mental health of the people from CALD communities? 
5. What can mental health services do better to cater for the mental health of the CALD communities? 

 
The interview was semi structured and included asking the open-ended questions listed above. Care was taken to make sure 
all five questions were discussed with each interviewee. These interviews were transcribed and were subjected to descriptive 
thematic analysis. This form of analysis involves looking at all the data and generating codes to identify and label important 
features that are relevant to the questions asked and the main research question (Braun & Clarke, 2006). These codes are 
then examined to identify patterns that form broader themes. The scope and focus of each theme is then decided and it is 
then given a title in accordance to what it wishes to describe. These themes than are used to form an analytic narrative that 
is then written in the context of the existing literature (Braun & Clarke, 2006).  
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Findings 

Before discussing CALD views and beliefs regarding mental illness, it is useful to understand some of the factors that can 
cause physiological distress for CALD populations in order to provide some context as to what in their milieu can potentially 
precipitate mental illness.  

Factors affecting mental health of CALD persons  
There are various challenges that those who migrate or are displaced from their country face, and that can affect their mental 
health and precipitate mental illness (Ho et al. 2003). And some of them are faced even before they have left for New 
Zealand. The most obvious example would be the experiences of a refugee. Many refugees experience a range of traumatic 
experiences including war, violence, torture, genocide, famine, as well as political and religious persecution, leading to forced 
migration and exile (Hwang, 2008). Whether a person escapes or not, systematic reviews and meta-analyses prove that 
refugees are at substantially higher risk compared to the general population for a range of psychiatric disorders (Kirmayer et 
al., 2011). They have up to 10 times the rate of post-traumatic stress syndrome (PTSD) as well as increased rates of 
depression, chronic pain, and other somatic complaints (Kirmayer et al., 2011).             
 
As for immigrants who decide to migrate by choice, population studies have shown that the health of immigrants tends to 
better compared to the general population of both the country they are from and the one they are going to (Kirmayer et al., 
2011; McDonald & Kennedy, 2004). However, this ‘healthy immigrant effect’ is indicative of the fact that a range of filters 
have to be passed through by immigrants to fulfill criteria required by the country to which they are migrating. Over time, 
the health of immigrants tends to deteriorate to match that of the general population (Kirmayer et al., 2011; McDonald & 
Kennedy, 2004). There is robust evidence showing that some groups have an increased incidence of psychosis following 
migration, including a meta-analysis conducted recently which showed mean weighted relative risk of 2.7% (95% CI 2.3-3.2) 
for schizophrenia in first generation migrants, with second generation showing even higher rates. Coming from a developing 
country and a region with a predominantly black population were factors associated with this increased risk (Kirmayer et al., 
2011).  
 
The table below developed by Kirmayer et al. (2013) shows many of the factors related to migration that can affect mental 
health and can also be examined via a clinical assessment.  
 

Factors related to migration that affect mental health 

Premigration Migration Postmigration 

Adult 

Economic, educational, and occupational 
status in country of origin 

Trajectory (route, duration) 
Uncertainty about immigration or refugee 

status 

Disruption of social support, roles, and 
network 

Exposure to harsh living 
conditions (e.g., refugee 

camps) 

Difficulties in language learning, 
acculturation, and adaptation 

(e.g., change in sex roles) 

Trauma (type, severity, perceived level of 
threat, number of episodes) 

Exposure to violence Unemployment or underemployment 

Political involvement (commitment to a 
cause) 

Disruption of family and 
community networks 

Loss of family and community social 
supports 

 
Uncertainty about outcome 

of migration 
Concern about family members left 

behind and possibility for reunification 

  Loss of social status 

Child 

Age and developmental stage at 
migration 

Separation from caregiver 
Difficulties with education in new 

language 

Disruption of education Exposure to violence Stresses related to family’s adaptation 

Separation from extended family and 
peer networks 

Exposure to harsh living 
conditions (e.g., refugee 

camps) 

Acculturation (e.g., ethnic, and religious 
identity; sex role conflicts; 

intergenerational conflict within family) 

 Poor nutrition 
Discrimination and social exclusion (at 

school or with peers) 

 Uncertainty about future  
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The influence that these factors have on a person will depend on their severity and according to the specific meaning each 
factor has for a person, their families, their communities, and wider society (Sobrun-Maharaj & Wong, 2010). Good health 
outcomes can be achieved by improving post-migration factors and using them to mitigate effects of stressful pre-migration 
factors, with achieving employment and economic stability being especially vital (Kirmayer et al., 2011). The risk and 
protective factors shown below have also been identified in studies conducted on New Zealand populations, and 
furthermore, are generally known to be consistent with analogous research conducted in United States, Canada, Europe and 
Australia (Abbott, 1997).  

 
Information about risk and protective factors pertaining specifically to Christchurch is also available. Osam (2012), as part of 
his thesis investigating factors that hinder or enhance recovery from demoralisation among refugees and migrants in 
Christchurch, showed that factors which hindered recovery were unemployment, psychosocial factors related to unmet post-
migration expectations, foreign qualifications not being recognised, personal adversity, social isolation, health problems and 
geographical distance from home which inhibited travel by parties on either side of the divide. Factors that enhanced 
recovery were gaining employment, having social and cultural associations (including religious faith), studying or attaining 
educational objectives, family unification, harbouring a strong philosophical mindset as well as having hope. These findings 
have been echoed by other authors who have conducted research on the Chinese and Somalian residents of Christchurch 
(Zhang, 2013; Mohamed, 2012).  
 

Views and Beliefs regarding Mental Illness 

Culture, aetiology and stigma 
It is widely accepted by everyone that a person’s cultural characteristics and background plays a vital role in the aetiology, 
and the expression of psychological distress and ultimately mental illness. Culture can be broadly defined as not only a set 
of values, beliefs, attitudes and behaviours shared by a group of people, but also as a concept that includes experiences 
related to culture such as the process of acculturation and having an ethnic minority status. Culture interweaves through 
and influences variation in all facets of mental illness including its explanation (aetiology) and course, styles of expressing 
distress and communication, diagnostic and assessment issues, coping patterns and styles, response and help-seeking 
pathways, treatment and intervention issues, as well as affecting the relationships between those affected, their families 
and service providers (Kirmayer et al., 2011; Hwang, 2008). 
 
Mental illness and the people affected by it are stigmatised to various extents in many CALD communities. Stigma is a socially 
constructed concept that involves the process of first identifying those who are ill and then devaluing them, often in a general 
blanket way, creating a point of differentiation between them and others who are not mentally ill (Corrigan, 2004). Stigma 
can be experienced through two major avenues - public and self-stigma (Corrigan, 2004). Public stigma arises from the wider 
public who support negative stereotypes which are influenced by pre-determined attitudes. Self-stigma is the subsequent 
loss of self-worth and self-efficacy that can result when the surrounding public stigma is internalised (Corrigan & Watson, 
2002). Holding negative stereotypes leads to the development of prejudice and then subsequently discrimination, which 
involves acting on the prejudice behaviourally to restrict or deny opportunities and rights to those who are mentally ill (Wyllie 
& Brown, 2011; Lauber & Rössler, 2007). Stigma in all its forms has a major negative influence on the intention as well as the 
process of seeking help due to the person wanting to avoid being labelled as something stigmatising (Corrigan, Druss & 
Perlick, 2014; Link et al., 2014). Label avoidance is a major driver for not seeking help. What these labels are in different 
cultures, and the stigmas they reflect will be discussed below.  
 
The aspects of culture, aetiology and stigma have been combined in the discussion that follows as they are intimately 
connected and inform each other in terms of how they comprise a person’s and their communities’ views and beliefs 
regarding mental illness. They have been organised geographically under Asian, Middle Eastern, African and Latin headings 
but keep in mind there are many overlapping features between all cultures as will become evident.  
 

Asian 
There are a variety of spiritual world views that make up this continent. What a person thinks a mental illness is caused by, 
or its aetiology, depends on a range of factors. The first are their cultural values of which spirituality and religion are major 
components. Up until the 17th century, in Asia mental illness was usually attributed to a malevolent entity of some sort. Only 
relatively recently has scientific knowledge provided an alternative biomedical model to explain mental illness, albeit, not 
quite fully in some cases. Nonetheless, traditional and spiritual beliefs still present an explanation for many cultures around 
the world, with education also playing a role concurrently. 
 
Those who believe in Karma, which is key spiritual concept in Hinduism, Buddhism, Jainism, Sikhism, and Taoism, may believe 
mental illness to be punishment for those who committed sins or misdeeds in their current and/or previous life or had family 
who committed them (Knifton, 2012; Chen & Swartzman, 2001). In China and India, it is also believed by some that mental 
illness can result from possession by an imaginary demon or an evil spirit (Liu et al., 2013). This is especially prevalent in 
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some rural areas. When asked what alternative beliefs Chinese people had about the cause of mental illness, the interviewee, 
replied:  

 
Not my clients, but I know from some other people I get involved with, with other work - they do believe 

that people with schizophrenic symptoms are possessed by evil spirit, like that, but it’s with severe 

mental illness [severe illness is attributed to non-biomedical beliefs]. Some people do believe that in the 
countryside in China and they use other treatment, or [spiritual] therapy. We know from western point 

of view that it doesn’t help. But people believe it you know, so probably it’s helpful to them.  

Chinese ♀ 
 
Mental illness can also be viewed purely as an emotional shortcoming or weakness in the character of a person in some 
cultures, including those who also have religious explanations such as the ones above (Caplan et al., 2013). Such beliefs that 
people must be stoic and enduring are common in cultures where individuals are expected to be very resilient (Knifton, 
2012).  
 

People want to hide because people see depression as a weakness, not always an illness.  

Japanese ♀ 
 
Furthermore, people from some cultures may not even be aware about the concept of mental illness and think their 
symptoms are just a part of life and not worth seeking professional help for (Knifton, 2012; Lauber & Rössler, 2007).  
 

Although communities tend to be collectivist, with the family being traditionally seen as the most important social entity 
(Tavkar, Iyer & Hansen, 2008; Bhugra, 2005; Chen & Swartzman, 2001), most Asian cultures have similar values such as 
conforming to societal norms, exercising control over one’s emotions, upholding the reputation of the family, including 
through achievement as well as filial piety (Tavkar, Iyer & Hansen, 2008; Chen & Swartzman, 2001). Owing to this need of 
having to conform to the norm, those who are perceived as being out of the norm, such as people who are mentally ill, are 
often judged negatively and hence, stigmatized (Bhugra, 2005). Because of this, there is a view among many Asian and other 
cultures around the world that those who are mentally ill, particularly if they are schizophrenic, are aggressive, unpredictable 
and dangerous (Abdullah & Brown, 2011). In many Asian cultures shame can be brought upon the family by an individual’s 
mental illness, as a reflection on that individual’s family. This expands the stigma from the affected individual to their families 
(Bhugra, 2005).  
 

They don’t want to be seen as crazy or out of control or that we don’t expose the family or the ugly past 
to the public. There is a stigma there, yes. Loss of face, yes.  

Chinese ♀ 

 
This stigma can have many effects on the person and their family, for example, it may be difficult to find marriage prospects 
for a person who has a mental illness (Knifton, 2012; Youssef & Deane, 2006). Such a person may also have difficulties 
achieving goals that are highly esteemed within Asian cultures such as the achievements associated with academia and 
occupation. Not being able to uphold these achievements can also invite stigma. Filial piety, which concerns respect and 

http://geerthofstede.com/culture-geert-hofstede-gert-jan-hofstede/6d-model-of-national-culture/ 
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care-giving of parents while reflecting on them in a positive manner, can also lead to stigma if a person is seen to be incapable 
of taking care of their parents and siblings, if they are sick or elderly (Abdullah & Brown, 2011).  
 
A study done in the US showed that the Asian population there also had a lower rate of utilising mental health services with 
8.6% of Asian Americans using help from any services compared to 17.9% of people in the general population (Abe-Kim et 
al., 2007). However, what was interesting was that those who were second-generation (born in the US) were more similar 
to migrants in terms of their use of services whereas individuals who were third generation were using services more akin to 
the patterns of the general population. Immigration related characteristics affected perceived helpfulness of care – third 
generation Asian Americans gave higher ratings for the helpfulness of services. However, ratings of subjective satisfaction 
did not differ by immigration related characteristics. Both of these findings – nativity status and treatment ratings of 
perceived helpfulness indicated that general or even cultural variables such as stigma and shame may act as barriers for 
service use, beyond barriers specific to migrants such as language and knowledge of services (Abe-Kim et al., 2007). Indeed, 
shame and stigma has shown to be the primary obstacle in seeking help from mental health services in many cultures, as 
seeking help may be perceived as a sign of weakness, disgrace and an inability of the family to provide the necessary 
conditions, support, and moral values to the person affected (Tavkar, Iyer & Hansen, 2008; Youssef & Deane, 2006).  

 

Middle Eastern and other Arab nations 
The next CALD group concerned are people that are Middle Eastern (most of whom consider themselves Arabs, with the 
notable exception of Turkey, Iran and Israel). Arab nations (shown in green), that are part of Middle East and other Arab 
cultures that are technically part of Africa, such as the ones along the North of Africa, from Morocco to Somalia, are also 
included in this section.  

This group also values emotional control 
and family honor, alongside patriarchy and 
hospitality (Al Abed, Davidson & Hickman, 
2013). As concealing overt emotions is 
viewed as ideal, it can add to the stigma for 
those who decide to access mental health 
services (Abdullah & Brown, 2011). It is also 
observed that in those cultures where 
emotional self-control is preferred, if 
emotions are expressed aggressively and in 
a dangerous manner, it can be seen as both 
an indication of mental illness but also 
sometimes as a personal weakness, causing 
stigmatization (Abdullah & Brown, 2011). 
 
 

Due to beliefs among many that those who are mentally ill are dangerous, are unkempt from poor hygiene, and have a 
negative outlook on life, it can lead to shame and thus stigma being brought to the family if a person admits they have an 
illness and/or are seeking help (Knifton, 2012). Reducing family honor in such as way goes against their value of wanting to 
express behaviours that always reflect positively upon others (Abdullah & Brown, 2011; Youssef & Deane, 2006).  
 
Respecting the authority of those above you is also a common value in all collectivist cultures, and those who are mentally 
ill may be seen to be disrespectful, for example through verbal tics or psychotic symptoms, and therefore may be subjected 
to stigma. And since it is believed that those who are mentally ill may be immature or dangerous, it can lead to stereotyping 
in that anyone who is mentally ill could be assumed to be potentially disrespectful and wild ((Knifton, 2012; Abdullah & 
Brown, 2011). As one interviewee put it:  

 
When I was a child I was scared of people like that. We did not have an education about how to deal 

with that kind of person or not be scared of them and be away from them. Even now, some people they 

still don’t understand when you have mental illness you should get treated. Some people, they hide it. 
Some people they don’t know to deal with it. 

 Kurdish ♀ 

 
This stereotyping will end up stigmatizing everyone who is mentally ill irrespective of whether they are seen as being 
disrespectful of authority or bringing shame to their families. This means the very label rather than actual behaviour becomes 
a source of stigma. And wanting to avoid this label is a major negative influence for help-seeking (Corrigan, 2004).  
 
Similar to other cultures, many Arab Muslims strongly believe in the existence of supernatural forces such as Jinn, black 
magic (Sehr), and the evil eye (Hasad). Many Arabs will commonly relate the symptoms of mental illnesses to these particular 
supernatural causes (Dardas & Simmons, 2015). Jinns are supernatural spirits that exist alongside humans according to Islam 
and some can possess people and cause mental illness (Weatherhead & Daiches, 2010; Aloud & Rathour, 2009). The evil eye, 

Turkey 
Iran 

http://likesuccess.com/img6269670 
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although it sounds diabolical, merely implies a powerful jealous look or comment towards someone experiencing good 
fortune. It is also believed to cause mental illness among other undesirable outcomes such as physical ailments or 
relationship and business failures (Dardas & Simmons, 2015). Many Muslims living in other regions around the worlds, where 
Islam is the dominant religion, such as Afghanistan and the Arab nations of Africa, also share these views. And the notion of 
the evil eye is present in others cultures around the world, including in Asian and Latin cultures.  
 

People will look at it sometimes as… I know in Hindi, the word is bad nazar (evil eye). So they think it 

is because of evil eye. Or sometimes that you have been away from your faith in that you haven’t been 

practising properly. And also cursed. Because curse can go through generations, because I haven’t 
done something right it can come through my child e.g. if I have not treated my mother well, it can 

make my child unwell.  

Somalian ♀ 
 

Arab beliefs in magic or witchcraft (Sehr) can take the form of a set of knots (oqad), and words which can be spoken like 
incantations or written for the purpose of affecting a person’s mind or body without touching them.  
The quote above also demonstrates that, as opposed to spiritual reasons which cause illness in which the person is not at 
fault, many also interpret psychological disorder as God’s will, a test from god, or as punishment for sinning (Dardas  & 
Simmons, 2015; Youssef & Deane, 2006)  
 
Other beliefs, although much less common, attribute the cause of mental illness to something more benign. For example, in 
Morocco some people believe mental illness can be acquired akin to a cold that a person might catch while out walking in a 
state of absent-mindedness. Another belief was that it can be caused by stepping on something that is under the effect of 
sorcery or by drinking something that has sorcery in it (Stein, 2000).  
 
It is important to recognise that for Arab and other Muslim families, the presence of mental illness by itself may not be 
sufficient to invoke social stigma. Mental illnesses are tolerated if they do not display behaviour that is out of control or 
shameful (Al Abed, Davidson & Hickman, 2013, such as insulting elders, taking off clothes, or inappropriate sexual remarks 
or behaviour (Dardas & Simmons, 2015). Another important aspect to note is that Arabs may not stigmatize those who are 
perceived to be mentally ill because of reasons such as possession by Jinn, black magic (sehr) or evil eye (hasad). This is 
because overcoming these supernatural processes requires cultural and religious practices and as such it is a chance to 
endure what is being seen as a test of faith from god, or it is god’s will, or a chance to re-engage with god (Dardas & Simmons, 
2015). Hence, if it is perceived that only by the grace of god that a person can be cured, then it can in a way destigmatize 
mental illness for that person as he or she may be adhering to cultural and religious practices in order to get better. This 
pattern of thinking is held by many people from other religions involving god or other divine figures. On the other hand, this 
conflicts with the perception among many that it was a person’s sins or weak faith that caused them to get mentally ill in the 
first place, thus inviting stigma and blame from another avenue (Dardas & Simmons, 2015; Youssef & Deane, 2006). This 
stigma can lead to other people avoiding association with those affected because they fear that associating with someone 
who is immoral or a sinner would be viewed negatively by others. 
 
As many CALD cultures tend to be patriarchal, there is an expectation on the men to be more dominant, stoic, and have 
more social power (Fatahi & Krupic, 2016). Since, as noted above, many Middle Easterners believe that mental illness can 
result from possession because of having weak faith, it can lead to a reduction in men’s dominance and social power. One 
study involving Arabic-speaking participants showed that males in particular viewed psychological problems as a weakness 
of the self or their faith, regardless of their education level (Youssef & Deane, 2006). Thus, because of their mental illness 
and the causative beliefs surrounding it they may not able to meet what’ is socially expected of them, for example, being 
employed, and if they are not able to handle their responsibilities they may get further stigmatized (Abdullah & Brown, 2011). 
This is seen in cultures where men are expected to be the primary breadwinners and providers and may be one of the reasons 
why men from these cultures may be more reluctant to seek help. As one interviewee put it: 

 
Some men, they are dealing with the mental illness but they don’t recognise it as mental illness. It’s 

affecting their behaviour, for example, violence towards family and stuff. Usually men are not really 

keen to ask for help. They don’t want to see the doctor; they don’t want to go the health promotion 

groups. I can see that they are not seeking that much help. They don’t believe that this is mental illness 

and they don’t want to do anything. They say ‘I’m feeling alright, I don’t need anything’.  
Kurdish ♀ 

 
Women in many CALD cultures are seen as the base or foundation of the family with their health being of paramount 
importance to the family’s functioning. The presence of mental illness, especially in cultures where gender roles are strictly 
defined, can also compromise a woman’s role within the family of being able to carry out her duties and jeopardize the family 
reputation or her chances of getting married if she is single. The fact that many people from different cultures believe mental 
illness can be genetically inherited compounds this further (Knifton, 2012). 
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Because, and I’m just generalising this, it can impact on your future, in terms of getting a husband, 
for example. Because of stigma. But also because we have a culture where women are very strong in 

the family. So if your base is not strong, then it’s most likely your house will fall. So if a woman has 

health issues then that family have a shaky ground. And that’s how some people with look at it. A 
young woman with a mental illness, what kind of children is she going to raise, how is she going to 

cope with it [illness]. But if the man is affected its ok, because if you have a strong woman, then the 

family is likely to survive. So the woman is the protector of the family. Yea, I mean the men can come 
and go, but if there is no mother, then that family crumbles. So there is a lot of emphasis on having 

healthy females.  
Somalian ♀ 

  

African 

People of Sub-Saharan Africa are very diverse. There are differences in colonial history, tribes, languages and customs. 
Despite this, they share common values like collectivistim, having a group identity, and interdependence between people 
(Schreier et al., 2010).  
 
Having kinship-like bonds is a value that is present in many communities. This refers to having relationships that mirror 
familial relationships with people outside one’s family (Abdullah & Brown, 2011). Role flexibility is also a common value. This 
value concerns being able to switch roles within the context of a family. For example, grandparents who take on the role of 
parents. A person who is mentally ill may not be able to switch roles in this way. This can result in self-stigma if the person 
themselves feels they are irresponsible and inadequate, as well as public stigma if others perceive that the person is at fault 
for what is mentally happening to them or if they believe the person should be able to control their mental state (Abdullah 
& Brown, 2011).  
 
Traditionally in many African cultures, mental illness is thought to result from taboos being broken, witchcraft or sorcery 
including curses, or by the spirits of one’s ancestors (Read, Doku & Aikins, 2015). Severe mental illnesses like schizophrenia 
and bipolar disorders are attributed to interfering with supernatural forces, ancestors, the supreme being, or lesser gods 
(Atindanbila & Thomspon, 2011). In contrast in some areas, such as Senegal, mental illnesses do not necessarily have to be 
from a divine source, but are believed to be from spells by rivals, with whom a person is fighting over money, love or 
occupation (Read, Doku & Aikins, 2015; Atindanbila & Thomspon 2011). These traditional beliefs are also echoed in the 
medium of film as well. For example, the way mental illness is depicted in Nigerian films is via storylines involving psychosis 
in a person which is often attributed to witchcraft, sorcery and curses (Read, Doku & Aikins, 2015). Religious interpretations 
of mental illness discussed under the Asian and Middle Eastern sections above also apply to those in Africa who practice the 
same religions.  
 

In many parts of Africa, mental illness is 
still surrounded by taboo and invites 
stigma owing to its various perceived 
causes. A large study carried out in Nigeria 
showed that there was a widespread 
negative view of mental illness (Guruje et 
al., 2005). These views included believing 
that those who were mentally ill were 
dangerous, and were responsible for their 
illness. Most people in the study would 
avoid social contact with anyone who was 
mentally ill and less than a fifth of the 
study sample, would consider marrying 
someone with a mental illness. Much of 
this stigma arose from that fact that 80.8% 
of the sample attributed illness to drug use 
which was viewed as a moral failure. 
Hence the illness was viewed as self-
inflicted and aroused negativity instead of 
compassion owing to poor understanding 
of causation. On the other hand, 30.2% 
attributed it to possession by evil spirits, 

with around 29.9% and 29.2% of people attributing it to traumatic events and stress respectively (Guruje et al., 2005). The 
percentages are not a sum of 100% as people could choose more than one aetiological option. Others aetiolgies that people 
mentioned included genetic inheritance, physical abuse, biological factors (other than brain disease or genetic inheritance), 
god’s punishment, brain disease and poverty (Guruje et al., 2005). 
 

http://www.dfiles.me/sub-saharan-africa-world-map.html 
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Another study conducted in Nigeria made up of a similar sized sample, produced the same beliefs in psychoactive substances 
and supernatural beliefs as the most prevalent causes (Adewuya & Makanjuola, 2008). This study also indicated that rurality, 
education, occupation, familiarity with mental illness, and age as being independently correlated with the multiple perceived 
aetiologies of mental illness. The aetiological causations being investigated were grouped into biological, biopsychosocial 
and supernatural and a person could choose more than one. Those living in urban areas were more likely to indicate multiple 
psychosocial factors were causative agents, compared to rural residents, who were more likely to choose multiple 
supernatural causes. Those with a higher education also endorsed more biological and biopsychosocial views. However, the 
level of education did not affect whether illness was attributed to supernatural factors. This meant that although people may 
attribute illness to more biological and psychological factors if they have higher education, it still did not affect the attribution 
of illness to supernatural causes, which were endorsed widely regardless of the level of education (Adewuya & Makanjuola, 
2008). Those people who were more familiar with mental illness, in terms of having a family member, or caring for someone 
who had a mental illness, were more likely to attribute mental illness to biological and biopsychosocial causes, compared to 
those who were not personally involved with someone mentally ill. These were more likely to attribute illness to supernatural 
origins. This shows that having personal association with someone with mental illness can also affect the perception of how 
it is caused. Various studies have shown that personal association can reduce stigma in some, but in others it will persist in 
spite of closer experience (Adewuya & Makanjuola, 2008). Those aged over 50 were more likely to attribute mental illness 
to various supernatural causes as they were more likely to adhere to traditional and non-scientific views. They were also 
more likely to hold more negative attitudes. This is present in many cultures, both western and non-western (Adewuya & 
Makanjuola, 2008). 
 

Latin 
People from Latin cultures, despite their heterogeneity, also 
possess similar cultural values. These are collectivism, cooperation 
and interdependence (Schreier et al., 2010). Abdullah (2011) has 
summarised the values common to many Latin people very well. 
Values that are characterise Latin cultures include marianismo, 
machismo, personalismo, familismo, simpatía, and dignidad y 
respeto. Marinismo refers to the notion that women should take on 
suffering with self-respect, that they should be virtuous, self-
sacrificing and nurturing. Machismo, on the other hand, says that 
men should act as providers and protectors of the family and be 
strong. Mental illness can be associated with weakness and 
reduction in usefulness by many, which can stigmatise a person if 
they show behaviours that oppose these values. Personalismo 
refers to constructing and upholding interpersonal and reciprocal 
relationships, with less emphasis on formal relationships. A person 
with a mental illness may not be able foster such connections and 
may become isolated and can be perceived to acting in ways that 
are contrary to personalismo (Kramer et al., 2009). This may due to 
no fault of the person and may be more to do more with the 
interplay between the characteristics of the illness and stigma.  
 
An extension of personalismo as it relates to one’s family is 
familismo. This concerns being connected and loyal to the nuclear 
family, a value present in all collectivistic cultures. Other common 

values include simpatia, which relates to being kind, easy-going, polite while giving priority to positive behaviours and de-
emphasising negative ones in order to avoid conflicts (Schreier et al., 2010). Dignidad y respeto (dignity and respect), 
concerns the self-worth intrinsic to all people. Feeling not worthy, due to the stigma of mental illness, can lead to self-stigma 
for many. Wanting to avoid psychiatric labels is a major driver for not seeking help (Carpenter-Song et al., 2010; Kramer et 
al., 2009). People do not want to be labelled as loco (crazy) for example (Kramer et al., 2009). Public stigma can be reduced 
by trying to use and emphasising the values of simpatia, familismo and dignidad y respeto towards people in Latin cultures. 
 
Reading the literature and talking to the interviewees, it started to emerge that stigma was often proportional to the 
perceived cause of the illness; did the person bring the illness upon themselves? Or is the cause an external one that is out 
of their control? It was also influenced by the severity of the visible symptoms that resulted, how well they were understood 
and how socially acceptable they were, given the perceived cause. Angemeyer & Dietrich (2006) conducted a review of 
population-based research studies worldwide on public beliefs about and attitudes towards people with mental illness during 
the past 15 years and found that drug abuse, alcohol dependence and schizophrenia were the most stigmatizing conditions 
to the general public compared to depression and anxiety disorders, as measured by a desire for a greater social distance to 
the person with the illness because of notions of dangerousness and unpredictability. 
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Biomedical and Biopsychosocial Beliefs 
 
Note that many people from all the regions and cultures just mentioned under their respective geographical headings will 
also choose to subscribe to a biomedical and biopsychosocial view of mental illness; there is no culture that totally rejects 
supernatural beliefs. Even in countries that are modern and well developed, supernatural beliefs are endorsed by some 
people. Conversely, no culture, even those which are highly traditional, exclude natural or organic beliefs, as evident by the 
presence of folk beliefs that include biological aetiologies, such as mental illness being attributed to heredity. The 
supernatural and biopsychosocial exist along a continuum in most cultures (Stefanovics et al., 2016).  
 
There may also be an implicit assumption held by some in that it is the absence of ‘scientific’ or ‘accurate’ biopsychosocial 
explanations that nurtures the presence of supernatural aetiologies and hence that superstitious aetiologies eventually get 
replaced by biological and biopsychosocial explanations. This is not the case, as shown in this report and in the wider 
literature (Legare et al., 2012). A study conducted by Stefanovics et al. (2016) examining the causative beliefs regarding 
mental illness among health professionals in the United States, Brazil, Ghana, Nigeria and China showed that supernatural 
aetiologies persist, even in those who have been professionally taught about biological causes of mental illness, across all 
five countries and their cultures. Supernatural beliefs are not just merely a default pre-scientific paradigm for explaining 
mental illness in the absence of more ‘scientific’ knowledge.  
 
Furthermore, it should never be assumed what one person believes. Views and beliefs and the cultures that produce them 
are always changing, adapting and evolving. Generalizations about cultures should be read with caution because they are 
context specific and set in time, not in stone. This is especially relevant to those who have lived in a different place from their 
country of birth and/or have migrated to New Zealand. There is a lot of variation between people who identify as being part 
of a particular cultures and ethnicity. People vary in migration experiences as migrants; refugees and temporary entrants 
have different experiences, and they also vary in terms of how closely they align themselves with the values of their culture 
and with the values of the host culture (Ho et al., 2003). So, although it is good to be culturally aware of CALD views and 
beliefs, people must be assessed individually. One interviewee said:  
 

Just have a feeling for who you are talking to and treat them like an individual rather than making 

judgement. So if you see me, a Somali woman, don’t treat me like any other Somali woman. I am not 
religious. I speak good English. Don’t stereotype and that’s where the problem can be because people 

sometimes assume things.  

Somalian ♀ 
 
The awareness and education around mental illness is constantly changing. One interviewee explained how the awareness 
of mental illness and the emergence of more mental health services drastically increased within a relatively short period of 
time in her home country. She said:  

 
Nowadays its better where I came from, people know more. They knew before as well, but not 

everybody knew. The ones who were educated, they knew. The undereducated ones, like the women [in 

some communities], they didn’t know.  

Kurdish ♀ 
 
In Christchurch, the health promotion being done by Christchurch Resettlement Services is helping educate people who are 
less aware about mental illness about the various biopsychosocial causes of mental illness and avenues available for seeking 
help. The interviewees indicated is it changing the attitudes of many people; they are starting to become aware of mental 
illness as a health concept and a need for which to seek help, as well learning to associate symptoms with certain illnesses. 
It also generates discussion between people and awareness about mental illness starts to diffuse through communities.  
 

Help seeking 
Help seeking is affected by a range of factors; culture, social support, stigma, education as well as prior experiences and 
awareness of mental health services are a huge part of it. For the sake of discussion, this section on help seeking has been 
divided into the three main sources of help - the family, traditional and spiritual strategies and ‘modern’ health services such 
as doctors and other mental health professionals.  
 
Anxiety and depression were the most common mental health issues that CALD providers deal with according to both the 
interviewees and the wider literature. This is consistent with general prevalence trends globally, where depression and 
anxiety are the most common. Psychosis was seen by the interviewees but it was much less common, again mirroring global 
trends. Post-traumatic stress disorder (PTSD) was also shown to be affecting some former refugees living in Christchurch. 
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Family 
Given the collectivist cultures many ethnicities share, the first, and sometimes the only, people that a person confides in 
when they are unable to cope, is their family. The family is a vital source of support for most CALD cultures (Sobrun-Maharaj 
& Wong, 2010). One of the major determinants behind having a better quality of life and improved outcomes when mentally 
ill is the tolerance and support of the family (Read, Doku & Aikins, 2015; Tavkar, Iyer & Hansen, 2008).  
 

The close family are part of the picture, and of one of the good things about our communities whether 

they are Somali or others, they recover better because they got their family unit, which a lot of people 
who live alone don’t have. Whereas, most of the communities, whether it be Somali or Nepalese, we live 

with other members of our family and that’s part of the mental health recovery, you are not going to be 

isolated or lonely and have food, so those kinds of basic things will be looked after. So that’s a really 
good thing that we have going for us a CALD community. No health policy can compete with the 

support of your family.  

Somalian ♀ 
 
 
Being collectivist means that members of the family are often involved in the process of making decisions which then 
influences help-seeking strategies (Sobrun-Maharaj & Wong, 2010). The family is especially important as a source of support 
if the person feels apprehensive about seeking help from mental health services due to factors like stigma.  
 

Because of stigma, going to counsellor, seeing psychiatrist, and talking about mental health problems 

or illnesses is a no-no. [because] ‘they will call me crazy’. Because of the extent of their abnormality, 
they get labelled as crazy. And crazy as in mad, like they have to be chained up. They are very 

reluctant to see professionals for mental health. From my knowledge about their and my own 
background, in my country we don’t have social or community workers, or an outreach nurse. And 

every problem we have, we go back to our family. Talking to mum when you are stressed is a very 

normal thing. When somebody has a problem with husband or fighting, the first thing we do is pick up 
the phone and talk to mum and cry or complain. That is talking, isn’t it? and always they say ‘don’t 

talk to anybody, everything is a secret, it has to stay in the family’. And it does stay in the family. We 

don’t talk about these problems with friends, neighbours, social workers. Instead we talk with mum or 
sisters, or sister in law or mother in law. So two things, one is we discharge ourselves [get things of our 

chest] by the method of talking, which is [equivalent to] counselling here, but there, it’s a phone call to 

mum. The second thing is confidentially – ‘you shouldn’t talk to a stranger, just talk in the family’. It 
is huge [implying most people think this way] and when they come here [to NZ], GP tells them to talk 

to counsellor. [They will say] ‘who is counsellor, I don’t know counsellor’. It’s a stranger, they don’t see 

a professional, they see a stranger. Practically, in our culture, talking to a stranger is forbidden. You 

cannot talk to a stranger. But here they ask them to go talk to counsellor and they think ‘why would I 

do that?’  

Iranian ♀ 

 
The above quote also emphasis the extent to which many families will try to contain the illness within the family in order to 
save face (Knifton, 2012). Similar anecdotes were told by the other interviewees who emphasized that there is strong desire 
in many cultures to want to manage and contain the mental illness within just the family because exposing personal and 
family issues to outsiders is culturally prohibited (Youssef & Deane, 2006). This often means that a person only seeks help 
when they are at a crisis stage, and the family are highly concerned or not able to do anything more. Seeking help very late 
in the process of the mental illness has been noted in many cultures in the literature (Dardas & Simmons, 2015; Sobrun-
Maharaj & Wong, 2010).  
 
Some families, although they want to help can be quite solution-focused, and this theme was prevalent in many cultures 
according to the interviewees. As one interviewee put it: 
 

Things can be black and white for many Somali. So they will say ‘why are you the way you are?’ if you 

say you have low mood to them, they will say ‘don’t you have food, don’t you have shelter, is there 

somebody threatening you, do you have money?’ you know, all those things, and then they will say 
‘why are you depressed about it?’ So you have to have a reason for being depressed. They don’t think it 

could be a chemical thing in the brain. So you don’t always have to be struggling with a lot to be 
depressed. The other thing is that they are quite reactive to the problem so if there is something then 

they want to address that [immediately]. So if a family member is feeling low they will say ‘what do 

you need? Do you need to go home? Whatever you need we will do that’. And they think that should fix 
it. So that’s one way they will look at it. 

Somalian ♀ 
 
In the quote above the family is trying to help the person that is affected by asking them directly what they need. But since 
they may not understand that the mental illness may not be able to be ‘fixed’ arbitrarily in the short term it reduces the type 
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of the help the affected person needs. Possible solutions could include involving the family in the process of help and 
recovery, with the permission of the patient, so that privacy and confidentiality do not become an issue. Involving the family, 
with the patient’s permission, can also lead to mutual understanding of the illness and a dialogue around management and 
recovery can begin. This can help avoid conflict that can arise due to misunderstandings (Sobrun-Maharaj & Wong, 2010). In 
general in Christchurch, according to the interviewees, most families are very supportive of relatives with mental health 
issues.  
 
Conversely, owing to the importance of the family unit, the family can also be a source of adversity and add to the burden 
of the mental illness, if relatives do not understand what is going on, or if they are not very supportive or are perceived as 
such (Sobrun-Maharaj & Wong, 2010). Sometimes there is an obvious absence of support or misunderstanding on the 
family’s part about the mental health of the patient as an interviewee reported: 
 

At the beginning, some come by themselves. And then through the conversation I realise what the 

situation is like at home. They say things like ‘it’s not very good no one understands me no one 
understands what’s going on. Sometimes I cry or yell’, like that. I normally ask permission to see if I 

can contact the family members from the patient and ask them to come over.  

Chinese ♀ 

 
Trying to involve and educate the family, with the permission of the client or patient, is helpful for most people from CALD 
communities. For example, Bhutanese refugees in a study by Shannon (2014) stated that if the health professional can 
convince the family that help from mental health services is needed, the family is then able to convince the patient. In the 
same study, Somali refugees stated that presence of a family member can be important for some when mental health 
symptoms are being investigated. However, care must be taken in involving family because some people actually prefer not 
to reveal their distress to their family, and were even noted to be seeking mental health services without consulting the 
family on some occasions in Christchurch: 
 

If they talk about their problem, then it’s usually by themselves. Many don’t want to talk in front of 

their family. They usually want one on one [consultations]. Especially women. Some of the men don’t 

even know that their wife or mother is going to counselling. They usually rely on our support, not the 
family members. Because most of the men are working and they are busy and they cannot support all 

the time. If they do talk to family, they say things like I have headache, but not those deep kind of 

emotions. If they went to the doctor, they will tell their family – ‘the doctor told me you have to take 
these sleeping pills and to go out [get some exercise outside] and that sort of stuff’. Because the way 

they have been brought up and the culture, they don’t want to talk about it [mental illness] too much. 

Other reasons are the culture, the way of thinking by the person. They are not recognising it [mental 
illness] and they think it’s normal. 

 Kurdish ♀ 

 

Spiritual and Religious Strategies 
Aetiology, discussed earlier, has a direct impact on which sources of help are sought. Spiritual causes naturally lead the 
person to consider spiritual strategies. However, CALD clients, even the ones who hold strong traditional and spiritual values 
and explanations for mental illness, tend to use multiple sources of help, not just spiritual strategies alone (Sobrun-Maharaj 
& Wong, 2010). Despite the difference in epistemologies between biomedical and spiritual approaches, most people will use 
both seemingly contradictory models of care for help and recovery. They are not mutually exclusive and such medical 
pluralism is very common (Edman & Koon, 2000). The concurrent use of both modalities by most cultures often represents 
a need to address and alleviate both the perceived spiritual and the somatic and physical aspects of mental illness (Read, 
Doku & Aikins, 2015).  
 
Religion is often the main driver for faith-based help-seeking. For example, most Arab countries are dominantly Islamic and 
its doctrines stipulate that a Muslim must seek help when ill. However, stigma is known to be one of the main reasons that 
affects help-seeking negatively when deciding to access mental health services, and therefore one of the causes of service 
underutilization (Dardas & Simmons, 2015; Gearing et al., 2014; Sayed, 2003). Furthermore, formal psychiatric services are 
subjected to negative attitudes by some and many people have limited knowledge about the existence of these services and 
what roles the providers have (Al-Qutob, 2005; Dardas & Simmons, 2015). One study mentioned in the paper by Dardas & 
Simmonds (2015) stated that upon showing signs of mental illness, 33% of people in Arab families first went to family 
practitioners, followed by 22% of people who went to family members, with the sheiks being the third choice at 19%. Only 
11% of people sought mental health practitioners. Seeking psychiatric and psychological help is interpreted as sign on 
weakness in one’s faith by many in the public and hence those affected do not seek such help. Even when they do, the 
dropout rate is high (Sayed, 2003). The time taken till it is accepted that a person needs professional psychiatric care may 
take months and even years for some families, with the decision to do so made only when symptoms become severe and/or 
visible and recognizable by others (Dardas & Simmonds, 2015).  
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The interviewees mentioned that in Christchurch many people will utilize traditional and spiritual forms of healing. These 
include maintaining religious practices that they were already involved on a day to day basis such as praying, going to religious 
community gatherings, such as the church or the mosque and reading holy texts. One interviewee mentioned how it made 
many people feel better: 
 

Religion wise people say that ‘when we pray, we feel better’. Because at the time they are praying, they 

are in their own moment. They are free and relaxing. We have been working with a few clients who are 

having some problems mentally and they say that ‘when we pray we feel better and we want to pray all 
the time too’. They say that praying is the best thing and it helps calm them down and feel better.  

Kurdish ♀ 

 
More elaborate practices mentioned by the interviewees involved taking the affected family member to a spiritual leader 
for intervention. The interventions often took the form of a prayer, blessing, or been given a blessed object. There were 
mentions of a few people even travelling back to their home country or another country to visit a place of spiritual 
significance to seek help there for the affected family member. All of the above were in addition to seeking help through the 
medical services, practitioners, and medicine.  
 

I am sure they have those symptoms and things like stress back home but the way they handle it is 

through religious services. They either have a ceremony for this particular person that is showing 
stress or abnormality through their behaviour – talking, thinking. What I have found is that their 

religious leader has a great power in their conscience. They go to them for the solution or cure for 
whatever they are experiencing. And they still believe really strongly that their mullah (a Muslim 

person educated in Islamic theology and sacred law) can help them better. And again for mental 

health I myself think that whatever you believe it works for you. If you are prepared to go to mullah 
and get cure, just visiting him, would make you feel better.  

Iranian ♀ 
 
Approximately 80% of Africans utilize traditional healers, including the majority of the mentally ill (Atindanbila & Thomspon 
2011, Okello & Musisi 2015). African traditional healers come in four main roles; herbalists, diviners or spiritualists – often 
referred to as witchdoctors - faith healers, and traditional birth attendants. They are often the primary health provider for 
those dwelling in rural communities and those who have low income (Okello & Musisi 2015). In West African countries, most 
families will seek traditional and religious healers, either before or after their first initial visit to medical services, most often 
a hospital (Read, Doku & Aikins, 2015). The most obvious explanation for using traditional and spiritual strategies lies in the 
fact that the illness is believed to spiritual in origin, however, the unavailability and inaccessibility of medical mental health 
services also plays a role. Many families who struggle to care for a family member with an illness, particularly if they are 
psychotic, find psychiatric hospitals, which are scarce and most of whom provide free treatment, very appealing (Read, Doku 
& Aikins, 2015). Mental health services are the least prioritized out of all the health services in Africa and most African 
countries do not possess a mental health policy, or have health programs and action plans relating to mental health 
(Monteiro, 2015; Okello & Musisi 2015). 
 
Spiritual strategies in most cultures will continue to remain an important avenue for help for a variety of reasons (Okello & 
Musisi 2015). Traditional and spiritual healers make use of many methods that are especially effective for spiritual, social 
and emotional problems. They deal with illnesses that are culturally defined and include supernatural concepts that are 
outside the scope of modern or western medicine. The methods are tailored to their clients and take place in a setting that 
addresses the person holistically and personally in the context of their culture and also involves the presence of the family, 
which increases social unity and congruence. Being so culturally close leads to more open and effective communication 
regarding issues and the services and explanations provided by the healers are more acceptable and align more with the 
needs and expectations of the client, more so than biomedical medicine in some cases. Furthermore, these healers may be 
more accessible and affordable in many places around the world. For example, the estimated proportion of traditional 
healers to people in the African continent is 1:200, in contrast to 1:100,000 medical doctors and 1:1,000,000 psychiatrists 
(Atindanbila & Thomspon, 2011). More than 66% of the world utilize traditional medicine (Okello & Musisi 2015).  
 

Mental Health Services and Treatment Attitudes  
As mentioned above medical and other mental health services are often accessed in tandem with spiritual strategies and 
alone if the person does not subscribe to any spiritual beliefs (Edman & Koon, 2000). And, as also was discussed above, help 
from mental health services is often sought out only when symptoms become too severe to manage.  
 
A major factor relating to help-seeking is the nature of the help sought. It is reported that many CALD clients, prioritize 
solving their current dilemmas and fulfilling their practical needs over mental issues (Sobrun-Maharaj & Wong, 2010). 
Therapy and counselling where they talk about their life and emotions may be seen as a sort of luxury and may not really be 
helping them ‘fix’ what might be lacking in their lives. Talking about emotions and ‘recovery’ may not be perceived their 
immediate need (Sobrun-Maharaj & Wong, 2010).  
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Most often they come with a task. So if they are feeling low or sad, the thing they will present with is a 
task. They will say ‘can you do this for me?’ or ‘can you read this for me?’ So for example ‘Can you read 

me this letter?’ It will usually be an official letter of some sort. Or ‘can you help me through work and 

income?’ And it’s about getting trust, and then they might talk about their aches and pains, like ‘I have 
a sore neck, back and headache all the time’.  

NZ European ♀ 

 
The current guidelines developed by Waitemata District Health board in conjunction with an exploratory study by Sobrun-
Maharaj & Wong (2010) recommend that during the first few meetings with a client the emphasis should be on exploring 
the client’s more urgent needs and addressing those e.g. connecting them with Work and Income, so that they can then feel 
more at ease about their life and become comfortable about starting a conversation around the facets of recovery. Such 
‘concretizing’ of problems to external factors, as one interviewee put it, was quite common. It may just reflect that many of 
the psychological stresses may be resettlement related (Ho et al., 2003).  
 
Interviewees mentioned that many CALD patient who seek help will disclose their issues very slowly and it may take several 
sessions to fully discuss and understand their issues. If and when they talk about their mental health it is understandably 
very important that there should be trust in whoever they choose to talk to, whether it be a counselor, doctor or social 
worker.  
 

Often people are in crisis before they can access support but I think what we have found, since we are 

working with them already, is that if they feel that trust they are able to share what they would 

consider shameful secrets and say how they are feeling.  

NZ European ♀ 

 
Analogous to families being solution-focused, some individuals can be quite solution-focused themselves as well when it 
comes to mental illness. Interviewees mentioned that this was especially prevalent in those who had busy lives and needed 
to maintain work and look after the family as well. This attitude often results in some people being more interested in using 
medication if they see it as something that can alleviate their issues quickly. Others in Christchurch, had different attitudes 
towards the acceptance of medicine. In contrast to those who wanted medication others were apprehensive about using it, 
sometimes due to their beliefs that medicine was addictive, or the misunderstanding of side effects; for example, some 
people thought the medicine was just sleeping pills because it made them sleepy, whereas others did not want to use it due 
to the impact of their community’s views: 
  

Some people say ‘No, medication is not good for you. Read the quran and pray, that is what you need’. 

They can be someone who is considered quite knowledgeable and respected in the community. Or it 
could be even a friend, who tells you ‘Read the Quran. Allah is all knowing’, you know, all those kinds 

of things. They put people in a really hard position because no one wants to say Allah is not all 
knowing. So you are put in a position where you can’t say ‘well that’s actually not true’ because if you 

say that then you will be considered a non-believer. And that’s something you don’t want to be accused 

of. So people back off and think that ‘oh they are right, I need to put my faith in god’. So it’s quite 
intimidating behaviour, and I don’t like that, when people use God in that way. So you have to be a 

strong person to make that decision to say that ‘yea I still believe in god, but I will still go for my 

surgery or take my medication’. So that’s a tough one. The good thing is that Somali are quite strong 
individually. If think something is what they really want then they will do it. Not always, but most 

times people will do their individual thing for themselves. But the thing is for how long will they do it 

because if those people are niggling at you or ridiculing what you do, because people will know where 
you going and what you are doing, or they make fun out it, or whatever it is, then sometimes they 

[those affected with mental illness] don’t get the full treatment or support over the long term because 

others are not on board. So that can be very hard. So you are fighting two ways. So you are trying to 
stay healthy, because you got this illness and trying to fight those who have a different opinion to you, 

then you don’t feel supported in that way. And that’s when you feel most vulnerable you know. 

Somalian ♀ 

 
A way to mitigate some of the negative outcomes that can be associated with negative public beliefs against mental illness 
and medication may be to identify, inform and educate prominent figures or leaders within CALD communities, who can 
then educate others appropriately. This is already taking place in one way through the health promotion work by 
Christchurch Resettlement Services in which respected CALD community members are being trained about mental illness 
and services. They can then disseminate this knowledge back into the communities they come from. Another potential 
opportunity might to be position community workers in religious settings such as mosques, for example, where they can be 
approached for guidance. This idea was mentioned by one interviewee:  
 

Some communities are big enough, like say the church has someone like a social worker or they got a 
support worker, but the mosque does not have that, someone who is paid or like a professional. So for 
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that job there isn’t anything like that. So, it would be good to have some organised professional who 
can have a relationship with individuals as the need comes.  

Somalian ♀ 

 

Expression 
When they do decide to seek professional help, many CALD patients experiencing issues with mental health present with 
physical or somatic complaints (Ryder & Chentsova-Dutton, 2012; Trujillo, 2008; Chen & Swartzman, 2001). Somatization is 
the term used to describe the physical symptoms that are expressed in the absence of organic pathological explanations. It 
can be a result of hypochondriasis but also as a symptom of a mental health disorder (Gorman & Cross, 2011). Somatic 
symptoms commonly seen in primary care include pain in regions around the body, including headache as well as neck, 
shoulder, chest, back and stomach pain, fatigue, gastrointestinal symptoms, and genitourinary symptoms (Gorman & Cross, 
2011; Kirmayer et al., 2011). Inability to sleep and loss of appetite are also common.  
 
Reasons why people present in this way include firstly, that those people who are from low socioeconomic backgrounds and 
are illiterate may not have sufficient language skills to verbally articulate their emotions and hence end up showing distress 
via physical symptoms. Secondly, a few cultures do not have equivalent language for particular psychological issues and if 
they do, people may not be aware of them. Thirdly, some cultures interpret apparent expression of feelings as an indicator 
of weakness, which is socially unattractive or they may fear stigma from disclosure of psychological symptoms and having a 
psychological diagnosis (Lauber & Rössler, 2007). And finally, some people may not even may be aware that their symptoms 
are linked to mental health issues. Where a person is aware of a psychological condition but does not want to explicitly state 
it in those terms, presenting physically represents an avenue through which they can utilize a mental health service while 
preserving social acceptance in cultures where mental illness invites stigma (Knifton, 2012; Gorman & Cross, 2011).  
 
Just because a person presents somatically at first, does not necessarily mean they will not talk about their issues emotionally 
(Trujillo, 2008). In fact, they may do just that after a trusting and comfortable relationship has been established. For example, 
in Middle-Eastern culture, although there is an aspect of having control over your emotions, people are often encouraged to 
talk about their feelings and emotions when choosing to use mental health services (Abdullah & Brown, 2011). This was also 
echoed by one of interviewees who is Middle Eastern:  
 

Usually the way they explain it is exact – e.g. I am not happy, I feel like crying, I cannot sleep, and 

everything is coming back to me from the past [trauma from the past]. Other people are not clear, they 
just talk about it, exactly what it is [talk about somatic symptoms]. When they go to the GP or seek 

help they will find out later on [that they may be mentally unwell].  

Kurdish ♀ 
 
There is evidence that by enquiring about the effects of these somatic and other symptoms on their daily life including 
aspects of work, family and social situation, a professional can then draw out some information about their psychological 
and/or social distress that may be associated with their symptoms (Kirmayer et al., 2011).  
 
Somatization is not just restricted to CALD patients and non-western countries. In Britain, more than 50% of those affected 
with mental illness sought help for physical issues and in the United States, somatic symptoms are expressed by up to 70% 
people who can be diagnosed with mental illness (Gorman & Cross, 2011). If the health practitioner is not aware of 
somatization and thus does not investigate the possibility of it being associated with mental health, it can lead to under- or 
misrecognition of the disorder with appropriate treatment being affected as result (Kirmayer et al., 2011). This can be the 
case with anxiety and depression, which are the common mental health issues that people from CALD communities have.  
 
It is also observed that many patients attribute their stresses to psychosocial reasons, but may not want to express this to a 
mental health professional. Reasons for patients being apprehensive about revealing these psychosocial reasons include the 
fact that they consider many of the stressors to be unfit or inappropriate issues for medical need and/or they may also think 
that their context and situation may not be understood (Knifton, 2012; Kirmayer et al., 2011; Sobrun-Maharaj & Wong, 2010). 
One interviewee experienced this: 
 

In one of my previous jobs, part of my job was to take them [clients] to doctors, to English classes, to 

provide transport. On our way, we were chatting and then they would burst into tears, they would cry 
and they would talk to me. When I was taking them to Hillmorton [specialist mental health hospital in 

Christchurch], to go to talk to doctor or to counsellor there, on our way, they were talking to me about 

their stress and crying. And when we were there [at Hillmorton] they were being asked ‘how are you?, 
how do you feel?’, they will say ‘good, thank you’. But when they said that I wanted to say ‘no, you are 

not, you told me not’, but I was an interpreter. I had to repeat what they said.  

Iranian ♀ 
 
In addition, some symptoms that we assume to be characteristic markers of a certain condition in the western culture may 
be absent in some people from CALD communities. One interviewee said: 
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I guess there are two kinds of key features that we see mostly in my experience and they are depression 
and anxiety. Severe depression includes people crying, and they are not sleeping, so all those classic 

symptoms of depression are there … and it’s the same with anxiety the hyperventilation will be there, 

or with post-traumatic stress the features of post-traumatic stress will be there... but not the full range 

of symptoms and features of it. And what we have noticed there are some differences. They may be 

exhibiting those classic signs, but we see that the social norms or I guess the roles that people have in 

their culture can often mask something. For example, around depression and anxiety there is loss of 
interest, loss of ability to function on a daily basis at a level that they were at before, and changes. You 

would expect for example that a woman in a fixed gender role might not be able to cook and keep the 

house clean. But, if you go to the home of the woman who is obviously very sad the house is perfect and 
she is still cooking meals for her family and since she is very tired it’s adding more to the stress. To not 

do that [cleaning, cooking etc.] will actually create more stress because she is going against her 

cultural role. So we cannot use that as a signifier or indicator of depression because she is functioning 

very well around her responsibilities and daily functioning. Her motivation to do that as the driven by, 

and this is my analysis, is driven by that gender or cultural role. 
NZ European ♀  

 
Cultural concepts of distress (CCD), as they are now termed, are present in the literature and have a chapter devoted to 
them in both the DSM and ICD manuals of mental illnesses. CCD represent conditions that do not fit under the formal 
psychiatric diagnostic criteria but are mentioned because of their relevance and prevalence in other cultures. CCD are made 
up of three main constituents; cultural syndromes, idioms and explanations (American Psychiatric Association, 2013). The 
first is cultural syndromes, which are groups of symptoms that tend to co-occur in particular cultural groups, communities, 
or contexts. They comprise a selection of symptoms and causative beliefs that characterize them. Second are cultural idioms 
of distress, which are ways of communicating emotional suffering that do not refer to specific disorders or symptoms, yet 
provide a way to talk about personal or social concerns. Examples include people using equivalent words for ‘nerves’ or 
‘depression’ or ‘panic’ without attributing them as a part a certain syndrome. Some idioms present themselves somatically 
as physical symptoms as well. And thirdly, cultural explanations include symptoms, illness, or distress that is perceived by a 
culture as having specific, local origins or causes. There is a movement away from using the term ‘culture-bound idioms and 
syndromes’, which was the terminology previously used in DSM-IV, and is still being used in the literature, because as the 
DSM-V itself explicitly states – ‘all forms of distress are locally shaped by their culture, including DSM disorders’ (American 
Psychiatric Association, 2013). Many of the CCD have a strong overlap with psychiatric diagnoses present in the DSM, 
including depression, panic disorders, and post-traumatic stress disorder (Kohrt et al., 2013). In contrast, other CCD can have 
little crossover, but nonetheless still represent legitimate entities of concern due to the severe effects they have on a 
person’s mental wellbeing and the number of the people they affect (Kohrt et al., 2013). 
 

Services 
Firstly, the previous experiences of health care that people had from CALD communities according to the interviewees will 
be discussed to give a sense of idea of what mental health services are like in countries from which they came. Following 
this, the subsequent sections will explore the issues and themes related to service access and/or provision that emerged 
from the interviews and thus will be discussed more specifically in relation to Canterbury. As mentioned in the introduction 
these themes will be explored under the headers of Approachability, Acceptability, Availability, Affordability, and 
Appropriateness.  

Prior Experiences of health care 
In terms of services, immigrants may be used to quite different models of medical healthcare in their home country or 
wherever they were before migrating. Many people come from countries where there is no primary care in the form of GPs 
such as in New Zealand. Instead when a person has a health need back home they approach what would be called secondary 
services here, such as a hospital, or may seek help from a private clinic (Fatahi & Krupic, 2016). One interviewee mentioned 
that confidentiality is also compromised as a result in certain hospitals. She said: 
 

Even though we have confidentiality here, we don’t have that in China. We don’t have GP (talking 

about China), we go to public hospital, if you sick, everybody’s waiting in a circle, doctor is in the 

middle. Everybody is listening to your problem and everybody knows your problem. Everybody is 
surrounding the doctor. And they just squeezing in and say “next, is me! is me!”. There is no calling, 

no waiting room, no. But some bigger cities, I think there are specialists that do this [have a service 
that is similar the services here], you know, wait outside and then they will call you in, yea, because 

they charge bigger fee for a better service. But in normal hospital, no. No confidentiality.  

Chinese ♀ 
In some countries, individuals are able to access care straight away, including specialist secondary care services in the form 
of visiting specialists in hospitals on the day they want to. And not being able to do the same in New Zealand makes them 
feel disempowered: 
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In general we think in New Zealand we have a say in our health. But the thing that people [CALD 

patients] feel here is that, even though we think we are empowering them [CALD patients], they 

[CALD] don’t feel that way. Because in their own country they are used to walking into a pharmacy 

and you tell them [your problem] and you walk out with something. So you get a result, it might not 

necessarily be the right result [treatment] but it is something that they had control over. So while we 

[CALD] think that here we have more control, actually no, we have to make appointment when it suits 
the provider generally, they will say ‘this is the time available to you’ and then your health provider 

will tell you what should happen next. So in a way they feel disempowered. And also if they say ‘I want 

the blood tests being ordered’ and you say ‘I don’t think it’s necessary’ they think that their power 
taken because they think you should do that. So in a way they feel disempowered by the system. So you 

telling them that I got a headache and shoulder pain, and you are telling me no you are not going to 

do anything about it [as some patients get given lifestyle advice instead of medication]. How good 

would I feel about that? I will feel like you haven’t listened to me actually.  

Somalian ♀ 
 
Furthermore, according to some of the interviewees, some people may even be able to pick the specialist they want in their 
home countries. This was due to the trust issues that people have in the skills of doctors, and people would usually ask 
around and try to the best professional they can. Also, medical visits often resulted in prescriptions and injections in their 
home countries which can foster an expectation for it every time a person goes to the doctor (Fatahi & Krupic, 2016). This 
does not happen in New Zealand unless it is clinically indicated and people will be told they do not need anything medicinal 
and may need to change something in their lifestyle. This difference in prescribing may not be realized by a CALD service 
user at first and they may interpret that as the doctor not understanding their situation, resulting in a lessening of trust 
(Fatahi & Krupic, 2016). Using the presentation of headache, for example, instead of being given medication, which is what 
they expect, they may be told to drink more water. Several interviewees mentioned it takes time for CALD patients to adjust 
to the health system and its services, with many people finding the health system confusing when they arrive.  
 
Many countries still have institutionalization present in the form of asylums, some of which have gained a reputation as 
‘madhouses’. CALD migrants who are new to New Zealand may think there are similar establishments here, which may 
discourage them from seeking help. 
 

Where I am from, there was a psychiatric hospital, which people thought of as a madhouse where 
crazy people get put.  

Malaysian ♀ 
 
And many have a fear of being institutionalized if they reveal they are mentally ill. One interviewee said: 
 

A lot of people think that if they get mentally ill, especially if they are feeling psychotic or bi-polar, they 
will get put into asylums forever. 

 Japanese ♀ 

Approachability  
Approachability refers to the notion that people can recognize that services which can have an impact on their health exist 
and can be accessed. Services are able to make themselves more or less known among different groups including CALD 
communities using factors such as transparency, providing information about what they do, and any other outreach 
(Levesque et al. 2013).  
 
It was noted by one interviewee that other organizations, specifically other NGOs in Christchurch, could develop a more 
culturally diverse workforce, especially by employing culturally competent community support workers. Doing so would 
allow them to become more approachable and become an option for CALD communities to access.  
 
Counselling services were not well understood by many people according to one interviewee. This was especially the case 
for the elderly: 
 

People, especially, the elderly people. They don’t know what counselling is. So that’s why I don’t have 

elderly people’s referral. They say “how can you help me?” “What do you do?” They want straight away 
the solution. They come here for solution “Tell me what I should do”. But, it’s not about that. So in 

terms of the people that come to you, you find that you would like to see more elderly, but they are just 

not coming but they are not understanding the service. We see a lot more younger people.  
Chinese ♀ 

 
It was indicated that counselling could also be confused with mediation. This was illustrated in the context of wives referring 
their partners for relationship issues, according to one interviewee. 
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The ladies as well, sometimes they don’t understand the service. So counselling for example, they say 
‘can you tell me what to do or can you tell my husband what to do, instead of us just talking because 

it’s not working, it’s not fast’. What they don’t realise is that this is not about it being fast or at being a 

quick fix. What they think I’m doing is mediating the relationship and I’m supposed to find out who 
did what wrong, and who fault it is, and who should sort what out. And we are not about that. So it 

takes a long time to explain what counselling is.  

Chinese ♀ 
 
Greater clarity around what counselling is, could be very beneficial for people who are new to the concept of a counselling 
service and for those who may be unsure of or have the wrong idea about what a service is and what it provides. This 
information may need to be provided in a way that can be understood and disseminated to the public. It may need to state 
explicitly not only what it seeks to provide, but also what it does not.  
 
Another theme that emerged from many of the interviewees was that in Christchurch those who were younger tended to 
be more educated and open to using to seeking help and also being more open to talking therapies such as counselling, not 
just medication. Elderly, on the other hand, were seen to be less aware and educated about mental illness.  

Acceptability 
Acceptability refers to the social and cultural variables that determine if people are going to accept the various aspects of a 
service (Levesque et al. 2013).  
 
Many Asian societies have very hierarchical social structures. And as such it may create tension in instances where a younger 
worker or professional is engaging with an older client, especially when suggesting ideas around diagnosis and recovery 
(Sobrun-Maharaj & Wong, 2010). One interviewee said: 
 

Because in one of the practices, one of the older doctors left and was replaced by a younger doctor. So 
they are not very satisfied because they still have trust issues. They say ‘he is younger and has just 

graduated, is he ok? Does he have knowledge? Can he diagnose right or wrong? And some are 

considering going to a more experienced kiwi one [kiwi doctor].  

Chinese ♀ 

 
The quote above also demonstrates that trust around competence in terms of knowledge is also an issue. But this is unlikely 
to be just a CALD specific issue, as every service user would want someone knowledgeable and experienced when it comes 
to their mental health.  
 
Confidentiality was also an issue; although it is explained very well to CALD patients, it can also be hard to truly accept as 
such. It’s not only about trust but also about the amount of vulnerability one has to take on when discussing mental health 
issues in the face of cultural pressure. This was especially the case when an interpreter was present.  
 

If you can’t speak English or its quite basic then you need an interpreter which makes you feel exposed. 

People may say this is private, this is confidential, this person has been trained to not talk about it. It’s 
easy for us to try to assure them but people don’t feel assured. Because from their point of view they 

think somebody else knows their secret and it’s something that they have to live with, that they 

[interpreter] might have not said anything so far, but one day they could say it, they have something 

on you. So language is another thing [barrier]. So it can, not prevent, but sort of interfere because they 

think now there is another person I have to explain to and they need to know. So it’s a very hard 

position when you are in that corner.  
Somalian ♀  

 
Furthermore, some CALD clients did not want interpreters from the same culture as them. This was mainly the result of 
stigma, because owing to how small some of the ethnic communities are, some of the interpreters may also be part of their 
social circle in the community. Stigma is implicated and despite confidentiality being explained, the clients still did preferred 
not to have particular interpreters. A number of interviewees also mentioned that they were more successful in engaging 
CALD clients because they were outside the client’s social circle.  
 

When the clients come to me they say ‘everybody will know my problem’, even though you see them by 

themselves, so yea, there is some concern. They don’t want to, but they really have to sometimes, 

because it’s too big (issue has reached crisis state so they have to seek help). We try to reinforce 
confidentiality. For us, or for myself, I can’t represent the other two counsellors, I don’t normally go to 

the Chinese gatherings or the events. Because if I go there I will see lots of clients there and that’s the 
downside of the job [cannot socialise as much in cultural settings]. I won’t say anything to them but 

still people will say “oh how do you know her?” and you know that sort of stuff. So I try not to, yeah. 

Chinese ♀ 
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Rejecting interpreters could pose as a barrier if it compromises communication and thus patient wellbeing. Care should be 
taken to observe that communication is not compromised if the patient wishes to get by on their own literacy in these 
situations. One interviewee even raised the possibility that patient autonomy in this regard of being able to say no to 
interpreters may not be appropriate in situations where communication is too comprised.  
 

Sometimes I think mental health is too lenient for the patient, so [health professional] will say ‘so ok, 

you don’t want interpreter’. But then you don’t know how your [health professional’s] message is 

getting through [patient is understanding what is being said to them]. So sometimes the bar should be 
tilted back and we should say ‘listen we have to make sure you understand what we are saying to you’. 

And I think people will accept it more if we say ‘it’s not for you, it’s for us, because we want to deliver 

the best care to make sure what we say, you understand’. And because it’s a small community, I’m sure 
some people feel like they have been let down, because when you have a smaller community people mix 

up [see each other] and some interpreters mix up [interact] with other people more. For me, I have no 
problem for people coming to me, I do feel they trust me when they decide [to come see me], because I 

don’t socialise much with them. And I make sure that they understand that what we say here is not 

going to be talked about and I always say that actually I also won’t do it [break confidentiality] 
because I want my own job [don’t want to lose job], I say ‘I worry as much as you [patient] do, I will 

not do that to myself [break confidentiality and lose job]’. And then they feel sorry for you and say ‘I 

don’t want you to lose your job, it’s important’, you know, and now the patient will talk because they 
know me keeping my job relies on me keeping confidentiality.  

Somalian ♀ 
 
The quote above also shows how this interviewee was able to frame the issues of confidentiality in a way that not only 
addressed the patient’s vulnerability but also hers if she chose to break it. Many patients may not be aware of their patient 
rights in this regard and may find hearing confidentiality framed this way more reassuring. 
 
Note that, in contrast to some people not wanting interpreters from the same culture, many people preferred seeing 
professionals from the same culture, as it made communication easier and eliminated the need for an interpreter entirely. 
For example, some Chinese patients preferred seeing the Chinese doctors located at the Doctors on Riccarton clinic. This 
dichotomy should be kept in mind.  
  

Availability and Affordability 
Availability refers to the notion that services are physically accessible, with enough capacity to provide services in a timely 
manner and that personnel in the form of qualified professionals are available (Levesque et al. 2013).  
 
Language, in terms of not being able to speak English, was seen as a major barrier by CALD clients, especially those who were 
not aware that there were interpreters who could help and that it was a free service.  
 

People think that ‘will I be treated well?’ or ‘will the doctor listen to me because I might not be able to 

speak clearly’, you know.  
Nepalese ♂ 

 
Generally speaking, interpreter provision and use was reported to be quite good in Christchurch by the interviewees. 
However, there were some interpreter related issues. Sometimes, interpreters were not sourced by a practice even though 
an appointment had been booked. In addition, sometimes partnership community workers (PCWs) whose role does not 
involve interpreting, were asked to act as interpreters by receptionists. This is not ideal and it places unnecessary pressure 
on the PCWs, who sometimes do stay behind and interpret as there is no one else available at the time, and because not 
doing so means that the patient will have to book another appointment for the future, which can be a nuisance for the 
patient.  
 
There is also evidence in the literature that CALD patients have a desire for an interpreter who not only speaks their language 
but understands their culture, and with whom they can build up trust and utilize regularly rather than changing interpreters 
with every session. Whether the patient feels comfortable with a particular interpreter should be determined by the health 
professional as it has the potential to affect future service use (Shannon, 2014).  
 
Cost of accessing services was described as an issue, especially for the elderly, and something that may be contributing to 
them presenting quite late to services after they have become worse.  
 

Oh yeah. That’s another thing, especially for the elderly. Because they have to spend their benefit and 

ask money from their children and they don’t want to. And if they’re having problems like stress or are 
they having trouble sleeping they don’t go to the GP so their problems are not recognised until they get 

compounded or worse.  
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Chinese ♀  
 
Another issue was that due to the time that gets taken up in the process of interpreting, the patient may not able to talk 
about the all issues that want to discuss and hence they may need to make more bookings. This can be cumbersome for 
some patients. One way to address this would be by double-booking appointments (30 minutes instead of the usual 15) for 
patients so that they have twice the time. However, this then raises the issue of cost as the patient may have to pay twice 
the amount and may not be ideal for some.  
 
Waiting list times were another issue raised. They were mainly mentioned in reference to Christchurch resettlement services 
(CRS) and for secondary mental health. This has more to do with funding since CRS and secondary mental health clients can 
only see as many clients as their funding and time allow. The referral process and time taken till consultation for secondary 
mental health services were also mentioned as a long process. An additional issue mentioned was that since the existence 
of services is dependent on funding, it can lead to services coming and going. She said: 
 

Erratic funding is another issue. So funding comes in and goes away. You establish a relationship 
with some services, but then the funding goes. Then what do we do with the patients? Because we 

haven’t got anything. And then something gets established somewhere else, but you don’t know that or 

you just got an idea so again you start the relationship and funding changes. So there can be 
inconsistency in the delivery of mental health care to CALD communities and it’s frustrating.  

Somalian ♀  

 
Availability, or rather the lack, of translated resources was also a concern shared by most of the interviewees. This included 
absence of translated information about different mental illnesses as well as translated versions of self-help resources such 
as mindfulness.  

Appropriateness 
Appropriateness refers to how well aspects of the service and the needs of the clients fit together. It includes factors like 
timeliness, and the quantity and quality of care spent in assessing health issues and deciding the appropriate treatment as 
well as the interpersonal and technical quality of the services (Levesque et al. 2013).  
 
Language as an issue rears its head again under this category. Starting with something quite simple, there was an issue 
around using slang that was mentioned by one interviewee. Some professionals were using terminology that was quite 
specific to Kiwi vernacular. Examples mentioned included ‘on the mend’, ‘going downhill’ and ‘under the weather’. This is a 
relatively easy fix and as the quote below mentions, it is best to explain things simply and literally, albeit, in uncondescending 
manner: 
 

One day one of my colleagues came back to me laughing because she had told this lady ‘if you go 

downhill give us a call back’ and the lady said ‘excuse me nurse, what will I be doing on the hill?’ I 
told her to not use those words and just use the basics. People will hear exactly what they hear. But 

also, don’t talk too slow and be patronising.  

Somalian ♀ 
 
Literacy also had an impact on access to services for CALD clients. There is a need to maintain optimal communication not 
just in terms of interpersonal communication but also for practical things such as knowing when you have an appointment 
coming up, as the mode of conveying this is often via an appointment letter. Knowing if the client is literate, both in English 
and their own language, is important:  
 

Sometimes we post out the appointment letters but some of the refugees cannot read and write in even 
their first language. So they don’t understand the letter. So we have booked everything, including the 

interpreter and the client does not turn up. And sometimes they [patient] might be going on a holiday 

and you don’t know. So the first thing is to communicate with the client before having them being seen. 
Because it’s a huge investment for one appointment. And if the person doesn’t turn up, they might be 

getting worse. Because if they [client] know that they have appointment coming up on a certain day 

they at least have hope – ‘just 5 days till my appointment, I will be alright’. But if you don’t 
communicate, they don’t know about the appointments. Sometimes they may have moved to another 

house and we still sending letters [to the same house]. So I do contact most of my clients, before 

sending the appointment letter, to confirm their address, date of birth etc.  
Nepalese ♂ 

 
Having some way of recording this literacy would also be ideal so that literacy status of a person can be conveyed to relevant 
professionals and other services providers.  
 
Knowing how to communicate with a person was part of a bigger theme of having good cultural awareness of the person 
who is seeking help. This is especially important because two people belonging to the same ethnic group could have had 
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entirely different experiences of healthcare prior to and after arriving in New Zealand and therefore subscribe to entirely 
different views and beliefs. Obvious sources of difference include their culture and level of education. But, as one interview 
who had spent time in a refugee camp noted, even things like differences in the refugee camps people stayed in are enough 
to introduce vast differences between two people, even those of the same ethnicity.  
 
Another interviewee mentioned the need to carry out a cultural assessment in addition to whatever mental assessments 
need to be made. She had a stark story emphasizing the need to be careful when considering the behaviour of a person in 
the context of their culture and to never assume certain behaviours are simply a result of their culture, because they very 
well may not be: 
 

I remember working with a young man who was very unwell and was very psychotic. And it took 

about four different mental health services to say that what he actually had… he was offending as well 

… and they put that down to culture. And I was saying how do you know that that’s culture? You have 

never done a cultural assessment. You cannot say - just because someone behaves like this, it’s a 

cultural pattern of behaviour. He was unwell and we finally got a psychiatrist to listen and to do a full 
cultural assessment and actually talk to people in the community who said no that’s not the way we 

behave, and it is not the way we expect our young people to behave, he’s unwell. They were making an 

assumption because of his complexion and religion. He was being bounced around the system and was 
continually discharged. No one saw that he was unwell and before he offended. So that’s awful too. So 

it’s not only what the communities think about it it’s also how the systems think about it. So, we really 

need to understand people within their cultural context and their resettlement context.  

NZ European ♀ 
 
Cultural appropriateness can also be extended to services. A couple of interviewees mentioned that counselors should be 
culturally and linguistically matched to the client. One interviewee explains why: 
 

Going back to the counselling, the counsellor can be from one community, say Chinese, and they try to 
counsel someone from Afghanistan. Counselling is something for the long term. Of course, there are 

emergency situations sometimes when you need that basic intervention, but in terms of long term, 

counselling has to be right, it has to be right timing, right language, right space. People will come 
there because it’s part of their long term health. They don’t have to come today, because they don’t have 

pain, if it’s a pain they can put up with, it’s a different need. So, if you get someone for counselling, get 
them right. Why would I go to counselling if someone else has to interpret for me as a client? Why 

would I go to a counsellor from another culture, when I have to get another person [interpreter]? It 

loses the essence of the human feeling, when somebody else interprets, the words are not always right, 
it’s just that they are filtered [rawness of emotion is lost]. So how can we understand people if we have 

those barriers. So people are going to say ‘I’m not going this counsellor, because what will they 

understand, they don’t understand my culture or language and that means getting interpreter, which 
is not what I wanted, and for me this is not urgent, so I will put it off, because that’s one thing I don’t 

want to struggle with’.  

Somalian ♀ 
 
Issues surrounding cultural competency were brought up some interviewees who stated that although improvements have 
been made in terms of more professionals being culturally competent, there was still room for improvement, not only among 
professionals in primary care but also surprisingly in the specialist mental health services.  
 
A lot of CALD clients also come from a culture where there is a considerable power difference between the doctor and the 
patient. Doctors are respected and the patient-doctor interaction is doctor centered owing to values of respect and a general 
‘doctor knows best’ attitude (Sayed, 2003). The interviewees described the situation where many CALD patients will listen 
to the doctor and defer to their authority, sometimes withholding questions, to show respect. Accordingly, in New Zealand 
when a patient used to such an approach is presented with a patient-centered approach it may impact them adversely. For 
example, when the client or patient is asked what they want to do e.g. informed consent, instead of recognizing this is a 
patient-centered approach and seeing it as the doctor extending their autonomy, it may be seen as the professional lacking 
in confidence and not knowing what he or she is doing. This may reduce the trust between the doctor and the patient and 
make them feel uncomfortable (Sobrun-Maharaj & Wong, 2010).  
 
Deferring to the doctor’s authority and not asking questions can also create situations that impede treatment. One important 
issue that can arise concerns communication regarding medication. Some interviewees mentioned that there are some 
patients who may not have been educated properly about how medication works, its side effects and what they should 
expect from it and may feel apprehensive about asking questions regarding its use. The health professional should seek to 
reduce the power distance between them and the patient in order to facilitate more comfortable and effective 
communication. This is important because the patient may decide to stop using the medication for whatever reason and not 
inform their doctor. Or they may be hoarding medicine to use for a later date, or medication might be being shared by the 
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patient with someone they know who is experiencing similar symptoms to them. Both of these practices are known to be 
happening in Christchurch according to a couple of interviewees and could be prevented by effective communication.  
 
In relation to communication, Shannon (2014) conducted a study on how refugees wanted physicians to communicate with 
them when enquiring about mental health issues. Ethnicities that were part of this included Bhutanese, Karen (from Burma), 
Oromo and Somali (from Horn of Africa). Recommendations included giving the patient more time to speak and taking the 
time to establish an ongoing relationship. Refugees stated that they would feel more comfortable if the doctor was friendly, 
open and humorous, and enquired about how life was like back home. Another recommendation was to explore the 
symptoms in connection with their historical contexts in terms of where they came from. This was stated because anxiety 
and depression could be related to things that happened back home and patients were wanting the doctor to recognize, 
enquire about, and state this connection. One participant in the study said ‘Instead of saying how is your mental state, if you 
could ask about the historical background and what they went through and then say how are you feeling right now?’ They 
also recommended that the doctor could even ask the wider family for their history of trauma at the first initial appointment 
as part of the medical screening so their symptoms could be better understood. Finally, all the refugees in the study 
unanimously stated that they wanted the doctor to ask direct questions, because they found it difficult talking about their 
history and issues spontaneously but were happy to answer direct questions. Example of such questions included ‘What kind 
of life did you have in the refugee camp?’ ‘Were you harmed or abused in refugee camps?’ ‘Do you remember events that 
have affected you or have fear about the past?’. Some of the participants stated that questions should be asked respectfully 
when talking to elders and that some youth should be spoken to alone as they may not want to talk about some issues, 
especially regarding domestic violence for example, in front of their parents.  
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Strengths and Limitations 

A limitation that was identified at the very outset of this project was that the participants that were interviewed were not 
lay people from CALD communities, even though the scope of the project was to investigate their views and beliefs. Instead 
health professionals who deliver mental health services to those lay people were interviewed as a proxy for the CALD lay 
people’s views and beliefs. This gives the potential for a mismatch between the lay- person’s views and beliefs compared to 
the professional’s interpretation of those beliefs. Coming from the same culture as the client can buffer this to a point but 
cannot entirely eliminate it. Additionally, the interviewees from CALD backgrounds were often involved in helping people 
from their own culture so they had a good understanding of the environments and cultures that yielded the particular views 
and beliefs of their clients and service users. Further, as opposed to talking to one member from a CALD community which 
would yield only a limited set of views and beliefs relating to that person and their community, talking to professionals meant 
that a wider range of experiences could be sourced, as one professional will interact with many people from a range of 
communities. Another advantage is that the factors that stop people from seeking services may have also played a role in 
the disclosure of information, had interviews been conducted with lay people. For example, stigma may have prevented 
many potential interviewees from the community from talking openly about their views and beliefs. The health professionals, 
on the other hand, were more open to discussing issues in their cultures and had already skillfully interacted with their clients 
(some of whom had overcome possible stigma) and had already developed relationships to the point where clients could 
feel comfortable talking about their deeper views and beliefs, and this could then be passed on to the interviewer.  
 
It should be stated that a study that is qualitative in nature such as this one, and the time frame in which it needed to be 
completed, cannot remotely claim to represent all the views and beliefs present in different CALD communities. It only seeks 
to explain a variety of perspectives that are present in the literature and within the 10 interviews. Although it is not 
comprehensive enough to identify all the issues relating to views and beliefs and service aspects that affect access to services, 
it can at least be used to identify common themes and patterns of thinking and behaviour, both worldwide and in 
Christchurch, which can generate a discussion and hopefully be utilised in future practice to improve access and utility of 
mental health services for people from CALD communities in Christchurch. 
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