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How do mental health practitioners
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Abstract

Background: Despite continued policy and research emphasis to deliver culturally competent mental healthcare,
there is: (1) limited evidence about what frontline practitioners consider to be culturally competent care and; (2)
what helps or hinders them in delivering such care in their everyday practice. The aims of this article are to address
these gaps.

Methods: Qualitative in-depth interviews were conducted with 20 mental health practitioners working with
immigrant patients to explore their understandings and experiences of culturally competent care. Interviews were
conducted between September 2015 and February 2016 in the state of Victoria, Australia. Data were thematically
analysed.

Results: There were common understandings of cultural competence but its operationalisation differed by profession,
health setting, locality, and years of experience; urban psychiatrists were more functional in their approach and
authoritarian in their communication with patients compared to allied health staff in non-specialist mental health
settings, in rural areas, with less years of experience. Different methods of operationalising cultural competence
translated into complex ways of building cultural concordance with patients, also influenced by health practitioners’
own cultural background and cultural exposures. Limited access to interpreters and organisational apathy remain
barriers to promoting cultural competency whereas organisational support, personal motivation, and professional
resilience remain critical facilitators to sustaining cultural competency in everyday practice.

Conclusion: While there is need for widespread cultural competence teaching to all mental health professionals, this
training must be specific to different professional needs, health settings, and localities of practice (rural or urban).
Experiential teaching at tertiary level or professional development programs may provide an avenue to improve the
status quo but a ‘one-size-fits-all’ model is unlikely to work.
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Background
Mental health services in immigrant-receiving countries
such as the United States (US), United Kingdom (UK),
Canada, and Australia are catering to an increasingly
culturally diverse population, including economic and
family immigrants, refugees, asylum seekers, and un-
documented immigrants. Although these culturally di-
verse populations have distinct mental health needs –

partially because of the social, political, and historical
factors shaping their migration trajectories [1] – what is
consistent among these groups is an under-utilization of
existing mental health services relative to the local popu-
lations [2–6]. For example, in Australia, rates of mental
help seeking in immigrant communities are half the rate
compared to the wider Australian community, despite the
rates of mental illness being similar or potentially higher
[7] with similar trends noted in the US, Canada, UK, and
northern European countries [8–13].
To address this disparity concerted efforts have been

made in immigrant-receiving countries for mental health
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services to be both economically accessible and cultur-
ally salient to immigrant communities [14–17]. Service
providers are encouraged to be ‘culturally competent’ –
i.e., to model “a set of congruent behaviours, attitudes,
and policies that come together in a system, agency, or
amongst professionals and enables that system, agency, or
those professionals to work effectively in cross-cultural sit-
uations” [18]. In Australia, the construct ‘cultural compe-
tency’ has been embedded within current clinical
guidelines and is seen as critical to valuing cultural diver-
sity and tackling racism and discrimination, which repre-
sent significant barriers to adequate care [19].
However, the concept of cultural competency has also

been critiqued regarding its operationalisation in every-
day practice. Part of the difficulty lies in defining ‘cul-
ture’ itself as there is no consensus about what the term
means [20]. Dynamic and interchanging, culture shapes
the individual’s worldviews, experiences, and behaviors
in relation to social interactions, religions, and environ-
ment [21]. Culture also intersects with mental health to
influence symptomology, lived experience, help-seeking,
treatment and management, and related physical condi-
tions [22–31].
Difficulties around defining culture also extend to

complicating understandings around cultural compe-
tency. For while a sophisticated nomenclature has
evolved around the theoretical specificities of the term
and its associates – e.g. ‘cultural safety’, ‘cultural humility’,
‘cultural awareness’ and ‘cultural literacy’ [32] – uncer-
tainty remains among frontline health practitioners
about what cultural competency entails in everyday
practice. For example, a review of 30 community mental
health centres in the US found significant variation
across the centres about their understanding of what
culturally competent care comprised, but only low to
moderate concordance with professional definitions and
standards [33]. Hwang et al. [34] describe the conun-
drum as: “professionals who want and need to be cultur-
ally competent are left with the message that culture
matters, but continue to struggle with how to be a more
culturally competent practitioner in concrete terms.” In
other words, though health professionals are encouraged
to be culturally competent, there is a dearth of evidence
on how to achieve this. Rather, the foci has been proced-
ural – i.e. the challenges of working with immigrant
patients, whether in general practice [35–37] or special-
ist care [38–40]. Data is limited on the personal and
everyday experiences of practitioners along the cultural
continuum [18], an evidence-practice gap that risks
overwhelming and isolating practitioners, many of whom
already report feeling at a loss as to how to approach im-
migrant patients and desirous of skills-based training on
how to work with patients regarding cultural influences
on health and illness, diagnosis, treatment, and care

trajectories [33, 35–37, 39, 41, 42]. As a first step to ad-
dressing this evidence-practice gap, this study aimed to
document frontline mental health practitioners’ under-
standings of cultural competence, and to identify, from
their perspective, what helped or hindered them to de-
liver culturally competent mental healthcare in their
daily practice.

Methods
A qualitative cross-sectional design was chosen as it “is
multi-paradigmatic in focus,” and allows the researcher
to be “committed to the natural perspective and to the
interpretive understanding of human experience” [43].
This study was conducted in Victoria, the most cultur-
ally diverse state in Australia, which in turn is one of the
most culturally diverse countries in the world; approxi-
mately 27% of the Australian population were born
overseas and a further 43% have at least one parent born
overseas [44]. Historically, Australian immigrants were
from the UK and Europe but more recent arrivals are
from Asia, particularly India and China [44].
Study participants included frontline mental health

practitioners who had experience working with immi-
grant patients in the previous 12 months. Purposive
sampling techniques were applied to achieve maximum
variation by profession, age, gender, and location. How-
ever, we excluded General Practitioners (GPs) (also
known as family physicians) from the sample because
we had already undertaken similar research with this
group [37]; hence it was determined that including them
would not have yielded new insights.
Thirty-one potential participants, identified via web-

sites, directories, and snowballing, were contacted
through email and invited to participate. There were 23
positive responses (74.1% response rate). On further in-
vestigation, two participants were ineligible (one partici-
pant was a GP, the other did not have direct contact
with immigrant patients), and one was a refugee health
nurse who had to be declined as four refugee health
nurses had already been interviewed. Participants came
from a wide range of cultural backgrounds; half of the
participants were from non-Anglo-Australian back-
grounds, and half were born overseas (see Table 1). They
consulted with a diverse immigrant patient population
(e.g. family immigrants, refugees and asylum seekers)
from established communities (e.g. Italian, Greek) to
more recent arrivals (e.g. Afghanistan, Myanmar).
Following informed consent, 20 participants were inter-

viewed by the first author. Utilising a semi-structured
guide, participants were asked about their personal
understanding and attitudes to culturally competent
care, support available to deliver such care, and how
they would change things if they could with regards
to cultural competence in mental health care (also
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see Table 2). Each interview was 45–60 min, audio re-
corded, and transcribed verbatim. Interviews were
conducted in participant’s offices during business
hours; consequently, participants received a $120
voucher for their time, an amount estimated to be
their average hourly clinic costs if they had been
seeing patients [44].
Data were analysed using thematic techniques [45]

and managed in NVivo ver. 11. Data trustworthiness
was ensured via input from multiple researchers to es-
tablish a coding framework, co-coding multiple tran-
scripts independently then collectively, and constant
comparison within the data and to existing literature;

techniques standard to establishing rigour in qualitative
analysis [46]. The Monash University Human Research
Ethics Committee approved the study.

Results
Being culturally competent
All participants, except two, supported the need to be
culturally competent and to deliver culturally competent
care. The two practitioners that disagreed said that the
imperative to be culturally competent risked generalisa-
tion and stereotyping, and on these grounds rejected the
need to be culturally competent at all. One participant, a
psychologist, viewed the term as simply a “skill set” and

Table 1 Participant demographics

Characteristics Counsellors
(n = 4)

Clinicians (Psychologists/Psychiatrists)
(n = 6)

Nurses (Refugee health/Mental health)
(n = 5)

Social workers
(n = 2)

Other
(n = 3)

Age range (m) 38–53 (45.25) 28–49 (37.5) 31–57 (38.4) 24–39 (31.5) 37–58 (49.67)

Gender

Male 0 3 0 0 1

Female 4 3 5 2 2

Ethnicity

Anglo-Australian 2 1 4 2 0

South-American 1 0 0 0 0

Middle-Eastern 1 0 0 0 1

South-Asian 0 2 0 0 2

East-Asian 0 2 0 0 0

South-East Asian 0 1 0 0 0

West-African 0 0 1 0 0

Years lived in Australia

Range (m) 6–38 (25.25) 9–40 (28.5) 7–38 (28.4) 24–39 (32.5) 8.5–54 (38.16)

Language other than Englisha

Spanish 1 0 0 0

Arabic 1 0 0 1

Hindi 0 1 0 0 1

Vietnamese 0 2 0 0 0

Urdu 0 1 0 0 0

Bengali 0 1 0 0 0

Ghan 0 1 0 0

Twi 0 1 0 0

Ga 0 1 0 0

None 2 2 4 2 1

Years of experience in role

Range (m) 8–20 (11.75) 1–15 (8.67) 2–34 (11.9) 0.5–15 (7.75) 1.5–23 (13.5)

Locationb

Metro (M) 3 6 2 1 2

Rural (R) 1 1 3 1 1
asome professionals were multi-lingual and might be counted several times
bsome professionals work in both M and R so they maybe counted twice
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preferred the term “cultural intelligence” describing that
as the need to be aware of each person having a unique
culture. The other, a psychiatrist, viewed having any def-
inition at all for cultural competence as counterproduct-
ive as he saw psychopathology as universal:
I think being a psychiatrist your first thing is to detect

psychopathology and I think, you know, depression,
psychosis, mania, sure there’s cultural variation but there
is a commonality, it’s quite universal. It’s a human path-
ology we talk about here, so I think the rest is sort of
[window] dressing really.

– Psychiatrist#1, Male (m), 15 years work experience
(ye), metro and rural.

Among the remaining majority, being culturally com-
petent encompassed values around flexibility, reflexive
thinking, and a commitment to professional develop-
ment. Flexibility referred to an ‘open’ or broad-minded
approach to each patient’s cultural background; reflec-
tion to a general self-awareness of one’s own culture as
influencing the therapeutic relationship; and professional
development to having a ‘working’ knowledge about
different ethnic groups including knowledge of
languages or dialects spoken, general traditions and
practices, religious beliefs, and, specific to refugee or
asylum seeker populations, knowledge about political
situations and conflicts.
Participants’ translation of these values into their daily

practice flowed along three epistemological approaches
that we classified as procedural, functional, and integrated.
A procedural approach was a cautious one with a ‘right’

and ‘wrong’ way. The ‘right’ way was to first acquire facts
about cultural customs or beliefs, and then to respect and
work with these beliefs. The ‘wrong’ way was to ask the
patient probing questions that may cause offence and/or
to take offence if the patient did not adhere to Australian
customs in everyday social interactions (e.g. a male patient
refusing to shake hands with a female provider).
I’ve come across too many cultures to be competent in

all of them… so I tend to… go cautiously, be reserved to
begin with… follow their initiative, so if they’re happy to
shake hands, great, I’m happy to shake hands… just
being open to it, and not being offended.

– Refugee health nurse#3, female (f ), 3.5 ye, metro.

Functional approaches focused on how culture influ-
enced activities in daily life and on how culture mediated
explanatory models of illness and disease presentation.
In the field of psychiatry… [cultural competence] is

around an understanding of how a culture… influences
the description of symptoms, the presentation of illness,
the explanation for illness model, and the explanation
for what is a diagnosis and treatment.

– Psychiatrist#5, f, 7 ye, metro.

Those who subscribed to a functional approach to cul-
tural competence identified the need to build a cultural
context and coupled cautious and considerate behaviour
with more critical attention to different domains of cul-
tural influence;
Cultural competence is exploring the significance say

of their religion, of their ethnic group, exploring their
life experiences growing up in their particular culture
and their explanatory model of why they might be
unwell and responding to the information they give you
without preconception.

– Psychiatrist #2, M, 11 y.e. Metro

Integrated approaches valued diversity, preserving dif-
ference, and concentrated on increasing accessibility and
integration with the wider community.
[We need to] be able to accommodate these people

confidently in the community with them not having to
leave their identity or their culture or their language
behind.

– Coordinator Transcultural Program#2, f, 1.5 ye,
metro.

The integrated approach placed importance on valuing
diversity and preserving difference, clearly from an inte-
grational rather than therapeutic perspective:

Table 2 Interview guide

1. What does your service provide? Who is your clientele and how
diverse are they?

2. In your own words, what is cultural competence?

3. Do you feel that you offer culturally appropriate mental health care?

4. Are there any systemic barriers to delivering culturally competent
mental health care? Prompt: Funding, access to interpreters, time for
consultation?

5. Is there an attempt to evaluate what is culturally competent/
culturally appropriate mental health care in your practice?

6. What patient factors make delivering culturally appropriate mental
health care easier?

7. What patient factors make delivering culturally appropriate mental
health care difficult?

8. What kind of support do you have in regards to delivering culturally
appropriate mental health care?

9. What do you think is the attitude around cultural competence in
your profession?

10. If you could change things, what would you do to make delivering
culturally appropriate mental health care in your profession easier?
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...cultural competence [is] how that organisation mar-
kets its business, how it works through its access for
people, how it works with service delivery itself… who
volunteers, who makes decisions, who’s on the board…

– Manager, f, 23 ye, rural.

The approach selected differed by profession, cultural
exposures, ethnicity, and locality. Refugee and mental
health nurses, community workers, rural participants, and
those with lesspo years of experience working with immi-
grant communities were mainly procedural; experienced
professionals often with therapeutic roles involving diag-
nosis and treatment (e.g. psychiatrists, counsellors, and
psychologists) tended to be more functional; and partici-
pants who worked for multicultural organisations and/or
held advocacy roles were largely integrative.

Building cultural concordance
All participants recognised that building rapport and a
good therapeutic relationship with their patients was
critical to delivering culturally competent care. This re-
quired careful navigation of numerous interpersonal and
intercultural constituents, including managing patients’
prejudices. Many female participants spoke about male
patients feeling uncomfortable speaking with them or
having misogynistic views that made it difficult for the
patient to take their advice.
And I have to accept that, that’s not an insult, they’re

not insulting me as a woman, they’re not insulting me as
a person, they’re not insulting me as a practitioner,
they’re just expressing the fact that it’s too shameful for
them to be able to trust me in that capacity.

– Counsellor#3, f, 20 ye, rural.

Conversely, many practitioners from non-Anglo-Aus-
tralian backgrounds felt that having an ‘ethnic’ back-
ground and speaking a second language made them
more familiar and approachable to their patients.
…I had a client yesterday who said to me, “(a) you’re a

woman, (b) you’re from my community so I don’t need
to explain that stuff to you. You get – you’ve gotten it
already without me having to talk about it. You’ve
already got it”.

– Counsellor#4, f, 8 y.e. metro

Practitioners who had a common ethnicity with their
patients further explained they felt a greater licence to
question and direct their patients more strongly,
explaining that a shared ethnicity was helpful in estab-
lishing a strong rapport with the patients based on their

cultural moorings and expectations of health care
encounters:
[The patient said] “Oh when this white lady was there

she would just say, ‘Oh is that what you want?’ And then
she will just give it to you.” And I [refugee health nurse]
said, “That’s why I’m dark, I’m not a white lady.” And I
know that … in our countries, if you don’t work you
don’t eat, there is no money sitting somewhere to be
given to you, so you have to get up and work.

– Refugee health nurse#2, f, 34 ye, rural.

As evidenced from this quote, some participants’ rec-
ognition of the importance of rapport did not mean they
sought to equalise their relationship with their patients,
preferring instead to maintain a directive approach.
Some participants reported adopting an authoritative
style because the stigma associated with mental illness
transferred onto their professional roles and they felt
that their patients did not view them as ‘credible’ com-
pared to other health professionals such as GPs. Being
more authoritative, they believed, increased their pa-
tients’ respect for them and by proxy, adherence to their
treatment recommendations. Profession mediated this
belief; specialists such as psychiatrists – who took a
more functional approach to delivering culturally com-
petent care – were more likely to subscribe to this belief;
Patients we see from those countries, I think there is a

given kind of power differential already… so whatever
the doctor says I will do that. I think there is some bene-
fit in trying to maintain that a little bit… at least you can
kind of help them with adherence… some kind of direct-
ive therapy can happen in some sense.

– Psychiatrist#3, M, 5 ye, metro.

We speculate that what may have also facilitated psy-
chiatrists adopting this authoritative style was that they
tended to consult with patients further along their men-
tal health care pathway, usually after the patient had ac-
cepted the need to seek professional help for their
distress. In contrast, allied health staff such as social
workers and refugee health nurses, who consulted pa-
tients earlier in their care-seeking journey, were much
more wary of how they broached the topic of mental ill-
ness and the language used. Practitioners who consulted
with patients in a general health setting (as opposed to a
specialist mental health one) said they never used psy-
chiatric terminology or labels, or only did so incremen-
tally over time.
You never label something to start with. You build it

up, you describe things. So, for depression, example, it
might be, you know, feeling really tired and not wanting
to get out of bed and not enjoying the things you used
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to enjoy and, you know, feeling a bit irritable… down
the track you get to the point where you say, “Well, you
know, like, a word that we use for that is ‘depression’”.

– Social worker#1, f, 0.5 ye, metro.

Tackling language barriers
Clear communication was integral to delivering culturally
competent care and participants reported that being
multilingual, having access to multilingual colleagues,
and/or access and capacity to use interpreter services was
fundamental to fulfilling their role. However, using lan-
guage services was also seen as time consuming, labour
intensive and at times inaccurate, sometimes producing
unsatisfactory results through misinterpretation and diffi-
culties communicating with the interpreter. Such frustra-
tions were most strongly voiced by psychiatrists, who
usually had strict consultation times and high patient load.
Sometimes it does feel unsatisfactory that I’m not sure

that I’m being helpful or not sure that the communica-
tion has gotten across. I’m not sure whether it be be-
cause of me or because of the interpreter or because of
the patient, all three factors….

– Psychiatrist#5, f, 7 ye, metro.

I suppose I do my best… don’t show too much emo-
tion, don’t show the frustration because [consultation
using interpreter] takes twice as long and… they don’t
answer what you want….

– Psychiatrist#1, m, 15 ye, metro and rural.

Participants in rural and regional communities also re-
ported feeling under-resourced with regards to accessing
face-to-face interpreters and relied more on telephone
services, even though the former communication was
preferred. Additionally, rural practitioners voiced that
many professionals in their community were inexperi-
enced, not adept at using language services, and were
apprehensive to do so.
There seems to be a lot of nervousness with staff

around using language services in particular. And so I
think sometimes they dismiss the importance of it by
saying well, you know, they can get a child to translate
for somebody and those kinds of things. Which is really
interesting because we wouldn’t have the expectation
that we would be getting other people’s children to pro-
vide sensitive psychiatric information for them.

– Social worker#2, f, 15 ye, rural.

Such attitudes were also reported in urban settings by
several practitioners who said that mainstream services

lacked adequate language resources, and had confusing
and cumbersome processes, which limited immigrant
patients’ access to these services. One practitioner com-
mented that she had received letters from specialists
asking for immigrant patients with low English profi-
ciency to bring family members to interpret the
consultation.
I’ve seen letters have come from private psychologists

and other specialist services, “Can you bring in a family
member to translate for you?” in the actual letter…How
are you making [an] assessment if you’ve not got the
communication pathways open?

– Counsellor#4, f, 8 ye, metro.

While difficulties around accessing and using interpreter
services were predominantly discussed from the individual
practitioner and organisational perspective, many practi-
tioners reflected that the Western model of health care it-
self was a cultural construct that was confronting, rigid,
and inflexible, thereby making it difficult to work with pa-
tients who came from outside this medical paradigm. Over-
all, participants felt that there was a widespread societal
lack of appreciation and knowledge of other cultures by
Australians, which also included those working within the
healthcare sector. According to them, reversing this trend
requires broad educational intervention from primary
school to tertiary education and professional development.
All of us have particular expectations and conceptions

of how people should behave when they’re depressed
and what treatment they should get… particularly say if
you’re training in the Western model and it’s like, ‘Do
this, prescribe this, prescribe CBT [cognitive behaviour
therapy]... in that set way.’ So as a psychotherapist my-
self, biggest challenge in working in a culturally respon-
sive way… to put that [assumptions and conceptions]
aside without imposing it on the patient….

– Psychiatrist#2, m, 11 ye, metro.

Institutionalising cultural competence
Participants said organisational attitude and a culture of
valuing diversity needed to be developed in a top down
manner, displayed from management, and encouraged
among frontline workers including practitioners, admin-
istration, and support staff. The value placed on cultural
diversity was seen to be reflected in its predominance
within the organisation such as whether cultural diver-
sity was an agenda item in meetings, exemplified by
management staff participating in cultural events, and if
staff were provided with culturally relevant education
and resources. The importance of cultural diversity was
also reflected in the diversity of staff hired within the or-
ganisation and whether that reflected the diversity of the
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community, including having bilingual or multilingual
workers to improve access for immigrant patients. All
staff, including reception staff, being offered training for
cultural competence was also seen by participants as
institutionalising cultural competence. One participant, a
director of a rural multicultural service, commented that
she personally saw that all her staff were adequately
trained in using interpreter services. Some of these orga-
nisations displayed commitment to improvement
through using staff and patient feedback and evaluation.
The organisation provides a lot of avenues for people

to do professional development training if they want
to… they really champion professional development…
which really helps.

– Counsellor#4, f, 8 ye, metro.

Collaboration with external organisations and services
were seen as important to patient care as often immi-
grant patients had multiple and varied issues. Similarly,
community liaison was also seen as crucial because it
helped break down the stigmatising barrier of mental
health care, put a face to an organisation, and brokered
stronger therapeutic relationships between local immi-
grant communities and practitioners. For some partici-
pants, creating good community bonds was important to
build their credibility and reputation as a practitioner,
and they valued the brokering of these relationships at
the individual and organisational levels.
…It’s very important. Our CEO for example he has

contact with community leaders. There is contact with
community leaders in the community here in [organisa-
tion] so the manager has those contacts. Consultation
with the community, that happens as well.

– Counsellor#2, f, 9 ye, metro.

Conversely not all organisations that participants
worked in were supportive and barriers to culturally
competent care included being under-resourced, col-
leagues holding prejudiced attitudes, and being inexperi-
enced. The inexperience and apprehension described
among some rural practitioners stemmed from lack of
exposure to immigrant groups in their community. Lack
of exposure, in turn, made it difficult to change social
prejudices and community attitudes. One rural practi-
tioner felt that some of her colleagues were in denial
about existing health disparities in immigrant communi-
ties and saw specialised services as a ‘privilege’ rather
than a way to promote health equity and access.
You still do hear people talk about - if there’s a specif-

ically targeted or funded program or service that might
be refugee health or it might be for Indigenous con-
sumers that it can sometimes… can see that as unfair,

why is this group getting something that everybody else
isn’t getting? Which again sort of misses out that idea
that well part of the reason that they are is to try and
equal the playing field.

– Social worker#2, f, 15 ye, rural.

Sustaining cultural competence
Personal motivators and professional resilience were the
cornerstones to developing and sustaining cultural com-
petency. All participants were intrinsically motivated to
work with immigrant patients and most felt a connec-
tion and empathised with immigrant patients. Positive
experiences with different cultures during childhood, liv-
ing or working overseas, being raised with strong ‘values’
of universality and equality for all, and having strong
connections to multicultural communities with a desire
to ‘give back’ were common personal motivators. Profes-
sional motivators for participants included working
alongside colleagues that shared a similar worldview and
saw their work as ‘more than a job’.
And also the staff that are there because they’re pas-

sionate about those issues for starters… we’re there be-
cause we care and this is where we want to be. Like this
is what interests us and what makes us tick… It’s not just
a pay cheque.

– Refugee health nurse#1, f, 2 ye, metro.

For participants who worked with refugee and asy-
lum seeker communities, social justice was an add-
itional powerful motivator. The volatility of the
Australian government’s immigration policies, invol-
untary long-term detention, and indeterminate visa
status were highlighted as structural factors that per-
petuated mental illness among refugee patients. While
many participants expressed helplessness and frustra-
tion at not being able to influence immigration policy
and practice, they did view their work as political and
subversive:
One of my colleagues said to me, “I know I’m get-

ting paid for this, but I almost feel like doing this job
is a political act of defiance in itself.” This is when
Abbot [conservative Prime Minister] was in power… I
think I agree.

– Refugee health nurse#1, f, 2ye, metro.

Personal motivation was considered to be an important
buffer to the emotional and professional toll of providing
culturally competent mental healthcare. Participants
recognised that their work was intense and delivered in a
context of resource scarcity, resulting in high workload
and demands on time. Among counsellors, working with
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refugee and asylum seeker populations, there was also
often a significant emotional toll that emanated from lis-
tening to and working with patients who had experienced
torture and trauma.
I can feel the pain quite intensively sometimes. I can

feel pain. There’s been lots of times where I just left that
counselling room and I’ve gone to the toilets and cried
… So I try to put them on my case notes and I leave it
behind because the stories we hear are really horrible …
So yes, there is quite a lot of heaviness that we carry and
being aware again of how it impacts on you is - is really
my duty to take care of myself.

– Counsellor#2, f, 9ye, metro.

For participants these work conditions underscored
the need to be self-aware, and regulate emotions. Offset-
ting the toll of working in transcultural mental health,
many practitioners stated that they felt satisfaction
working in the area because they felt they were helping
those who genuinely needed it. Practitioners also cited
that many immigrant patients were more grateful and
sincere than some Anglo-Australian patients, which was
personally motivating for them. There was also a sense
of satisfaction in seeing people develop and recover and
therefore feeling useful and valued as a professional, a
view strongly held by refugee health nurses:
There are days when I feel like I’m banging my head

against a wall and I just “My God, if one more person is
late, I’m just going to...” but then there’s days when some
beautiful woman, who has had a tragic life and is still
not safe, is nonetheless pleased to see me and gives me a
hug, and thinks that I’m great.

– Refugee health nurse#3, f, 3.5 ye, metro.

Discussion
This study investigated frontline mental health practi-
tioners’ understandings of cultural competence, and
identified, from their perspective, what helped or hin-
dered them to deliver culturally competent mental
healthcare in their daily practice. To date there has
been limited exploration of individual practitioners’
understanding and delivery of cultural competence
[35, 37, 47–50], which limits the provision of know-
ledge, resources and support to frontline providers to
better enable them to treat immigrant patients with
mental health conditions. In response to previous calls to
explore cultural competence across diverse professions,
settings, and localities [51], our work reveal four key find-
ings: (1) while conceptually there are some common un-
derstandings of what cultural competence includes, its
operationalisation differs by epistemology and sociological
diversity; (2) these differences can translate into complex

ways of building cultural concordance with patients; (3)
the reliable use of interpreters and organisational apathy
remain major barriers to promoting cultural competency;
and (4) organisational support, personal motivation, and
professional resilience remain critical facilitators to sus-
taining cultural competency in everyday practice. We
elaborate on these findings below.
Common values associated with being culturally com-

petent included flexibility, reflexive thinking, and a com-
mitment to professional development; values described
in previous studies [40, 52, 53]. However, while practi-
tioners were able to identify these values, there was sig-
nificant variation in their operationalisation. Procedural,
functional, and integrative approaches were three typolo-
gies to emerge from our analysis; such typologies dif-
fered by profession, health setting, locality, and years of
experience. Participants who worked in non-specialist
health settings (e.g. community care), in rural areas, with
less years of experience working with immigrant patients
were mainly procedural in their approach. In contrast,
experienced professionals, working in psychiatric care,
and in urban settings tended to be more functional.
Practitioners who were more functionally-oriented,

also tended to be more authoritative in their communi-
cation with patients justifying this approach on account
of mental illness stigma, language barriers, and different
explanatory models of illness; patient factors that
resonate with previous research [54–58]. However, it is
important to note that just because some participants’
recognised the importance of rapport, did not mean they
sought to democratise their relationship with their pa-
tients. Instead, as some of our data show, they actively
sought to maintain a power differential, perceiving in
some instances that this was an expectation from their
patients and might be beneficial to their therapeutic alli-
ance. We are unable to comment on whether such per-
ceptions manifested from clinical experience, or
reflected implicit biases, or what impact this had on clin-
ical practice and patient outcomes. These are important
avenues for future inquiry. Our data do reveal that prac-
titioner’s communication style and ways of building cul-
tural concordance was influenced by their own ethnicity
and where they worked along the health-seeking con-
tinuum. Practitioners dealing with patients when they
might be commencing their care-seeking journey were
much more cautious and equivocal as compared to spe-
cialists who consulted with patients further along this
continuum.
Similarly, those who leveraged their culturally diverse

background and/or cross-cultural experience in building
rapport with their patients seemed much more confident
in negotiating the boundary between patients’ cultures
and the health system than those who felt limited by
their ethnicity and gender, the latter most likely to be
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Anglo-Australian women. Further, as highlighted by
some practitioners, cultural mores relating to the social
position of women in some cultures, may inhibit the
acceptability and uptake of their care provided by female
practitioners to conservative male patients. However,
research with Indian-Australian patients with depression
suggest that neither culture, gender nor age affect the
therapeutic relationship. Instead mutual understanding
and rapport appear to be more important [59]. Whether
this applies in other immigrant communities would
require further investigation.
Among those participants who felt they were building

cultural concordance, many of the communication styles
described tended to homogenise ethnic differences be-
tween practitioner and patient but highlighted ethnic
differences from the mainstream community (e.g. “I’m
not a white lady”). Historically, research has shown that
patients prefer for their health practitioners to be from
the same cultural background as their own, especially
for those with language barriers [58]. In such instances,
the practitioner is a ‘boundary crosser’, part of the same
culture as well as part of the health sector, trusted by
both groups [60]. However, in this study there was little
(if any) direct ‘matching’ between diverse practitioner
and patient cultures. Rather, practitioners highlighted
patient differences from the mainstream in order to act
as a boundary crosser between multicultural Australia
and a biomedicalised health sector. Such tactics were
noteworthy because they offer insight into how cultur-
ally diverse workforces are adapting to culturally diverse
patient populations vis-à-vis building cultural concord-
ance within a western biomedical paradigm. Following
on previous work that emphasises the importance of the
clinician’s interpersonal skills to overcome cultural com-
munication barriers [40, 61], we call for more textured
analyses to investigate the effects of these different styles
of communication on therapeutic relationships, treat-
ment adherence, and patient outcomes.
Consistent with existing literature [3, 57, 61–64] lan-

guage was also identified in our study as a barrier to de-
livering care; being bi- or multi-lingual, having access to
such colleagues, and/or using interpreter services were
critical to overcoming language barriers. By contrast,
language was not identified as a barrier in our research
with GPs [37] partially because some of the GPs inter-
viewed were either multilingual and/or relied on family
members to interpret during the consultation. While
none of the participants in this study used family mem-
bers as interpreters, this problem has been widely noted
as an impediment to effective consultation [65–67].
Other barriers associated with interpreters included the
accuracy of the interpretation and the time taken to in-
terpret, barriers also identified by Huang and Phillips
[68].

The sustainability of culturally competent care was felt
to be negatively affected by systemic factors, such as
inflexibility among mainstream services and certain
health and immigration policies. Some practitioners felt
that cultural competence was ignored or trivialised on a
wider scale and that some of their colleagues harboured
prejudiced and discriminatory attitudes. This was par-
ticularly noted in rural areas, which could be a result of
limited exposure to immigrant communities [69]. The
greatest enablers identified for culturally competent care
among participants were organisational supports and
personal motivation. There is significant literature
exploring the importance and need of organisational
support and commitment to operationalise cultural
competence [70, 71]. Concordant with the literature
[70, 72–74], participants found especially valuable an
organisation and staff that were respectful and valued
diversity, networked with other organisations, nur-
tured community liaison and integrated these compo-
nents into everyday practice.
Personal motivating factors resulting from positive

personal experiences of culture, social justice values,
genuine interest in culture and differences helped practi-
tioners overcome the high work demand and emotional
toll of working in this area. While vicarious trauma is an
area increasingly being explored among frontline mental
health staff who confront violence and abuse in their
daily work [75–80] the emotional toll of working with
refugee and asylum seekers in immigrant-receiving
countries such as Australia is not well documented.
Neither are the emotional effects of continuously dealing
with punitive government immigration policies and its
likely impact on staff turnover in the sector. To reduce
vicarious trauma it is crucial to first recognise the
phenomenon, then for practitioners to talk to and de-
brief with people they feel connected to and supported
by [81]. Greater support is needed for mental health
workers, especially those who work directly with victims
of torture or trauma, as well as rural practitioners and
communities, given government pressure on new refu-
gees and immigrants to settle in these area to reduce
pressure on metropolitan cities [82]. Additionally, there
needs to be an examination of the attitudes and preju-
dices that exist within the wider medical community as
mental health professionals do not work in isolation and
are affected by the views and potential stigma of those
around them.
Limitations of our study include selection bias as it

may have captured views from those particularly inter-
ested or passionate about the topic rather than other
practitioners in the field. There may have also been an
element of social desirability bias among participants
and they could have presented views of cultural compe-
tence as being more important than they personally
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believed, although this did not stop some practitioners
from expressing views of cultural competence as redun-
dant. Our cohort was reflective of the workforce in ques-
tion [83], but more female participants were interviewed
which influences the generalisability of the findings.
Finally, this study reported findings of self-perceived
cultural competence, which might not be reflective of
practices of cultural competence overall. The strengths
of the work was its focus on the individual and personal
experiences of mental health practitioners, including a
range of frontline providers, in rural and metropolitan
settings, in a multicultural state, which increases the
generalisability of the results.

Conclusion
The unprecedented scale and scope of contemporary mi-
gration, whether by economic and family immigrants, ref-
ugees, asylum seekers, and/or undocumented immigrants
(among others), require that we continuously query how
frontline mental health practitioners understand cultural
competence and operationalise it in their everyday prac-
tice. By doing so, this study adds to the under-researched
area of culturally competent mental healthcare practice. It
provides insight into the perspectives of those working on
the frontline, especially the near-silent voices of rural
practitioners, thus giving a deeper and richer understand-
ing of the challenges faced by mental health practitioners
and future directions for research and training. This re-
search suggests that understanding and conceptualisation
of cultural competence is inconsistent across the board,
influenced not only by knowledge and awareness of the is-
sues but also by locality, profession, work setting, and gen-
der among other factors. Taking these different factors
into consideration there needs to be a greater focus on de-
veloping multi-faceted interventions to inculcate cultural
competence across the medical professions. We strongly
counsel against a ‘cookie-cutter’ approach; not only is this
counterintuitive to the underlying philosophy of cultural
competency, but also the evidence shows no to only mod-
erate effect with such training [84]. Rather, the focus
should be on catering such interventions to the needs of
different professions in different settings, accompanied by
thorough evaluations of efficacy.

Abbreviation
GP: General Practitioners

Acknowledgments
We thank the participants for their contribution to the study.

Funding
The authors acknowledge the support of the funding bodies that facilitated
this study: Bianca Brijnath was supported by a fellowship from the Australian
National Health and Medical Research Council (NHMRC no. GNT1036154),
and Josefine Antoniades was funded to undertake this research by an
Australian Postgraduate Award.

Availability of data and materials
For further information related to this data set, please contact the
corresponding author.

Authors’ contributions
BB devised the study, led the analysis and writing, and organised submission.
TM undertook data collection and preliminary analysis. BB and JA
contributed to overall data analysis and interpretation. TM wrote the initial
draft; FL contributed to data analysis and writing subsequent drafts. All
authors read and approved the final manuscript.

Ethics approval and consent to participate
The Monash University Human Research Ethics Committee approved the
study. (Approval Number CF12/0299–2012000136). Written informed consent
was obtained from all study participants.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Received: 1 February 2018 Accepted: 13 June 2018

References
1. Brijnath BB, Halliday J, Renzaho JA, A.M.N. The health consequences of

migration: meeting the health needs of displaced populations. J Intern
Discplacement. 2011;1(1):78–90

2. Cheng I-H, Russell G, Bailes M, Block A. An evaluation of the primary
healthcare needs of refugees in south east metropolitan Mebourne. In: A
report by the Southern Academic Primary Care Research Unit to the
Refugee Health Research Consortium. Melbourne: Southern Academic
Primary Care Research Unit; 2011.

3. Sandhu S, Bjerre NV, Dauvrin M, Dias S, Gaddini A, Greacen T, Ioannidis E,
Kluge U, Jensen NK, Lamkaddem M, et al. Experiences with treating
immigrants: a qualitative study in mental health services across 16 European
countries. Soc Psychiatry Psychiatr Epidemiol. 2013;48(1):105–16.

4. Colucci E, Minas H, Szwarc J, Guerra C, Paxton G. In or out? Barriers and
facilitators to refugee-background young people accessing mental health
services. Transcult Psychiatry. 2015;52(6):766–90.

5. Colucci E, Szwarc J, Minas H, Paxton G, Guerra C. The utilisation of mental
health services by children and young people from a refugee background:
a systematic literature review. Int J Cult Ment Health. 2014;7(1):86–108.

6. Valibhoy MC, Kaplan I, Szwarc J. “It comes down to just how human
someone can be”: a qualitative study with young people from refugee
backgrounds about their experiences of Australian mental health services.
Transcult Psychiatry. 2017;54(1):23–45.

7. 4329.0.00.001 - Cultural and Linguistic Characteristics of People Using
Mental Health Services and Prescription Medications, 2011 [www.abs.gov.
au/ausstats/abs@.nsf/Lookup/4102.0main+features102014#MELBOURNE].

8. Jensen NK, Norredam M, Priebe S, Krasnik A. How do general practitioners
experience providing care to refugees with mental health problems? A
qualitative study from Denmark. BMC Fam Pract. 2013;14(17):17.

9. Giacco D, Matanov A, Priebe S. Providing mental healthcare to immigrants:
current challenges and new strategies. Curr Opin Psychiatry. 2014;24(4):282–8.

10. Kerkenaar MME, Manfred M, Ruth K, Antoine LML-J, Robin R, Otto P.
Depression and anxiety among migrants in Austria: a population based
study of prevalence and utilization of health care services. J Affect Disord.
2013;151(1):220–8.

11. Norredam M, Signe SN, Allan K. Migrants’ utilization of somatic healthcare
services in Europe—a systematic review. Eur J Pub Health. 2009;20(5):555–63.

12. Ruiz E, Aguirre RTP, Mitschke DB. What leads non-U.S.-born Latinos to
access mental health care? Soc Work Health Care. 2013;52(1):1–19.

13. Gazard B, Frissa S, Nellums L, Hotopf M, Hatch SL. Challenges in researching
migration status, health and health service use: an intersectional analysis of
a South London community. Ethn Health. 2015;20(6):564–93.

Mollah et al. BMC Health Services Research  (2018) 18:480 Page 10 of 12

http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4102.0main+features102014#MELBOURNE
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4102.0main+features102014#MELBOURNE


14. World Health Organization. Mental health action plan 2013-2020. Geneva:
World Health Organization; 2013.

15. Fourth National Mental Health Plan Working Group. Fourth National Mental
Health Plan: An agenda for collaborative government action in Mental
Health 2009–2014. Canberra: Commonwealth of Australia; 2009.

16. Ferdinand A, Kelaher M, Paradies Y. Mental health impacts of racial
discrimination in Victorian culturally and linguistically diverse communities.
Melbourne: Victorian Health Promotion Foundation; 2013.

17. Multicultural Mental Health Australia. National Cultural Competency Tool
(NCCT) for mental health services. Parramatta: NSW: Multicultural Mental
Health Australia; 2010.

18. Cross TL, Bazron BJ, Dennis KW, Isaacs MR. Towards a culturally competent
system of care: A monograph on effective services for minority children
who are severely emotionally disturbed. Washington DC: CASSP Technical
Assistance Center, Georgetown University Child Development Center; 1989.

19. National Health and Medical Research Council. Cultural Competency in
health: A guide for policy, partnerships and participation. Canberra: ACT:
Commonwealth of Australia; 2006.

20. Jahoda G. Critical reflections on some recent definitions of “culture”. Cult
Psychol. 2012;18(3):289–303.

21. Helman CG. Culture, health and illness (5th edition). London: Taylor and
Francis; 2007.

22. Bhui K, Bhugra D, Goldberg D, Sauer J, Tylee A. Assessing the prevalence of
depression in Punjabi and English primary care attenders: The role of culture,
physical illness and somatic symptoms. Transcult Psychiatry. 2004;41(3):307–22.

23. Brijnath B, Antoniades J. Playing with antidepressants: perspectives from
Indian Australians and Anglo-Australians living with depression. Qual Health
Res. 2017;27(13):1970–81.

24. Brijnath B, Antoniades J. “I'm running my depression:” self-management of
depression in neoliberal Australia. Soc Sci Med. 2016;152:1–8.

25. Chew-Graham C, Bashir C, Chantler K, Burman E, Batsleer J. South Asian
women, psychological distress and self-harm: Lessons for primary care
trusts. Health Soc Care Community. 2002;10(5):339–47.

26. Commander MJ, Odell SM, Surtees PG, Sashidharan SP. Care pathways for
south Asian and white people with depressive and anxiety disorders in the
community. Soc Psychiatry Psychiatr Epidemiol. 2004;39(4):259–64.

27. Karasz A. Cultural differences in conceptual models of depression. Soc Sci
Med. 2005;60(7):1625–35.

28. Kleinman A, Good BJ. Culture and depression: studies in the anthropology
and cross-cultural psychiatry of affect and disorder. Berkeley: University of
California Press; 1985.

29. Fenton S, SadiqSangster A. Culture, relativism and the expression of mental
distress: South Asian women in Britain. Sociol Health Illness. 1996;18(1):66–85.

30. Hussain F, Cochrane R. Depression in south Asian women living in the UK:
A review of the literature with implications for service provision.
Transcultural Psychiatry. 2004;41(2):253–70.

31. Brijnath B. Applying the CHIME recovery framework in two culturally diverse
Australian communities: qualitative results. Int J Soc Psychiatry. 2015;61(7):660–7.

32. Rosalie DT, Sandra CT. Refining the concept of cultural competence:
building on decades of progress. Med J Aust. 2013;199(1):35–8.

33. Whaley AL, Longoria RA. Assessing cultural competence readiness in
community mental health centers: a multidimensional scaling analysis.
Psychol Serv. 2008;5(2):169–83.

34. Hwang W-C, Myers HF, Abe-Kim J, Ting JY. A conceptual paradigm for
understanding culture's impact on mental health: the cultural influences on
mental health (CIMH) model. Clin Psychol Rev. 2008;28(2):211–27.

35. Farley R, Askew D, Kay M. Caring for refugees in general practice:
perspectives from the coalface. Aust J Prim Health. 2014;20(1):85–91.

36. Johnson DR, Ziersch AM, Burgess T. I don’t think general practice should be
the front line: experiences of general practitioners working with refugees in
South Australia. Aust N Z Health Policy. 2008;5(1):1–11.

37. Harding S, Schattner P, Brijnath B. How general practitioners manage
mental illness in culturally and linguistically diverse patients: an exploratory
study. Aust Fam Physician. 2015;44:147–52.

38. Maroney P, Potter M, Thacore VR. Experiences in occupational therapy with
Afghan clients in Australia. Aust Occup Ther J. 2014;61(1):13–9.

39. Minas IH, Stuart GW, Klimidis S. Language, culture and psychiatric services: a
survey of Victorian clinical staff. Aust N Z J Psychiatry. 1994;28(2):250–8.

40. Cross WM, Bloomer MJ. Extending boundaries: clinical communication with
culturally and linguistically diverse mental health clients and carers. Int J
Ment Health Nurs. 2010;19(4):268–77.

41. Steel Z, McDonald R, Silove D, Bauman A, Sandford P, Herron J, Minas IH.
Pathways to the first contact with specialist mental health care. Aust N Z J
Psychiatry. 2006;40(4):347–54.

42. Whaley AL, Davis KE. Cultural competence and evidence-based practice in
mental health services: a complementary perspective. Am Psychol. 2007;
62(6):563–74.

43. Draper P. In: Denzin NK, Lincoln YS, editors. Handbook of qualitative
research. 2nd ed. Thousand Oaks: Sage; 2000.

44. Australian Bureau of Statistics. 6306.0 - Employee Earnings and Hours, Australia,
May 2012. Available from: http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/
6306.0Explanatory%20Notes1May%202012. Accessed 30 Nov 2017.

45. Braun VCV. Using thematic analysis in psychology. Qual Res Psychol. 2006;
3(2):77–101.

46. Angen MJ. Evaluating interpretive inquiry: reviewing the validity debate and
opening the dialogue. Qual Health Res. 2000;10(3):378–95.

47. Blignault I, Ponzio V, Rong Y, Eisenbruch M. A qualitative study of barriers to
mental health services utilisation among migrants from mainland China in
south-East Sydney. Int J Soc Psychiatry. 2008;54(2):180–90.

48. Thompson A, Hunt C, Issakidis C. Why wait? Reasons for delay and prompts
to seek help for mental health problems in an Australian clinical sample.
Soc Psychiatry Psychiatr Epidemiol. 2004;39(10):810–7.

49. Chu C. Cross-cultural health issues in contemporary Australia. Ethnicity &
Health. 1998;3(1–2):125–34.

50. Tobin M, Chen L, Edwards JL, Chan S. Culturally sensitive mental health
services through quality improvement. Int J Health Care Quality Assurance.
2000;13(1):15–20.

51. Aggarwal NK, Cedeño K, Guarnaccia P, Kleinman A, Lewis-Fernández R.
The meanings of cultural competence in mental health: an exploratory
focus group study with patients, clinicians, and administrators.
SpringerPlus. 2016;5:384.

52. De Jesus M, Earl TR. Perspectives on quality mental health care from
Brazilian and cape Verdean outpatients: implications for effective
patient-centered policies and models of care. Int J Qual Stud Health
Well-being. 2014;9(1)

53. Corwin MD. Culturally competent community-based practice: A critical
review. In: Lightburn A, Sessions P, editors. Handbook of Community-Based
Clinical Practice. London: Oxford University Press; 2010. p. 99–110.

54. Spike EA, Smith MM, Harris MF. Access to primary health care services by
community-based asylum seekers. Med J Aust. 2011;195(4):188–91.

55. Kiropoulos LA, Blashki G, Klimidis S. Managing mental illness in patients
from CALD backgrounds. Aust Fam Physician. 2005;34(4):259–64.

56. Kiropoulos LA. Depression and anxiety: a comparison of older-aged
Greek-born immigrants and Anglo-Australians. Aust N Z J Psychiatry.
2004;38(9):714.

57. Pirkis J. Access to Australian mental health care by people from non-
English-speaking backgrounds. Aust N Z J Psychiatry. 2001;35(2):174.

58. Stuart GW, Klimidis S, Minas IH. The treated prevalence of mental disorder
amongst immigrants and the Australian-born: community and primary-care
rates. Int J Soc Psychiatry. 1998;44(1):22–34.

59. Brijnath B, Antoniades J. What is at stake? Exploring the moral experience of
stigma with Indian-Australians and Anglo-Australians living with depression.
Transcultural Psychiatry. 2018;55(2):178–97.

60. Kuhlmann E. Community and health sector partnerships for primary
prevention in Australia: developing a typology. Curr Sociol. 2012;60(4):
506–21.

61. Cross W, Singh C. Dual vulnerabilities: mental illness in a culturally and
linguistically diverse society. Contemp Nurse. 2012;42(2):156–66.

62. Ellis HA. Mental health disparities in the older afro-Caribbean
population living in the United States: cultural and practice perspectives
for mental health professionals. J Psychosoc Nurs Ment Health Serv.
2012;50(9):36–44.

63. Ellis HA. Obeah-illness versus psychiatric entities among jamaican
immigrants: cultural and clinical perspectives for psychiatric mental health
professionals. Arch Psychiatr Nurs. 2015;29(2):83–9.

64. Minas H, Klimidis S, Tuncer C. Illness causal beliefs in Turkish immigrants.
BMC Psychiatry. 2007;7:34.

65. Hsieh E. Not just “getting by”: factors influencing providers’ choice of
interpreters. J Gen Intern Med. 2015;30(1):75–82.

66. Rosenberg E, Seller R, Leanza Y. Through interpreters’ eyes: comparing
roles of professional and family interpreters. Patient Educ Couns. 2008;
70(1):87–93.

Mollah et al. BMC Health Services Research  (2018) 18:480 Page 11 of 12

http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/6306.0Explanatory%20Notes1May%202012
http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/6306.0Explanatory%20Notes1May%202012


67. Yelland J, Riggs E, Szwarc J, Casey S, Duell-Piening P, Chesters D,
Wahidi S, Fouladi F, Brown S. Compromised communication: a
qualitative study exploring afghan families and health professionals'
experience of interpreting support in Australian maternity care. BMJ
Qual Saf. 2016;25(4):e1.

68. Huang Y-T, Phillips C. Telephone interpreters in general practice - bridging
the barriers to their use. Aust Fam Physician. 2009;38(6):443–6.

69. Forrest J, Dunn K. Cultural diversity, racialisation and the experience of
racism in rural Australia: the south Australian case. J Rural Stud. 2013;30:1–9.

70. Hernandez M, Nesman T, Mowery D, Acevedo-Polakovich ID, Callejas LM.
Cultural competence: a literature review and conceptual model for mental
health services. Psychiatr Serv. 2009;60(8):1046–50.

71. Mahoney JS, Carlson E, Engebretson JC. A framework for cultural
competence in advanced practice psychiatric and mental health education.
Perspect Psychiatr Care. 2006;42(4):227–37.

72. James S, Prilleltensky I. Cultural diversity and mental health: towards
integrative practice. Clin Psychol Rev. 2002;22(8):1133–54.

73. Arthur TE, Reeves I, Morgan O, Cornelius LJ, Booker NC, Brathwaite J,
Tufano T, Allen K, Donato I. Developing a cultural competence
assessment tool for people in recovery from racial, ethnic and cultural
backgrounds: the journey, challenges and lessons learned. Psychiatr
Rehab J. 2005;28(3):243–50.

74. Siegel C, Haugland G, Reid-Rose L, Hopper K. Components of cultural
competence in three mental health programs. Psychiatr Serv. 2011;62(6):
626–31.

75. Collins S, Long A. Working with the psychological effects of trauma:
consequences for mental health-care workers–a literature review. J Psychiatr
Ment Health Nurs. 2003;10(4):417–24.

76. Sabin-Farrell R, Turpin G. Vicarious traumatization: implications for the
mental health of health workers? Clin Psychol Rev. 2003;23(3):449–80.

77. Sprang G, Clark JJ, Whitt-Woosley A. Compassion fatigue, compassion
satisfaction, and burnout: factors impacting a professional's quality of life. J
Loss and Trauma. 2007;12(3):259–80.

78. Sifaki-Pistolla D, Chatzea VE, Vlachaki SA, Melidoniotis E, Pistolla G. Who is
going to rescue the rescuers? Post-traumatic stress disorder among rescue
workers operating in Greece during the European refugee crisis. Soc
Psychiatry Psychiatr Epidemiol. 2017;52(1):45–54.

79. Miller B, Sprang G. A components-based practice and supervision model for
reducing compassion fatigue by affecting clinician experience.
Traumatology. 2017;23(2):153.

80. Cetrano G, Tedeschi F, Rabbi L, Gosetti G, Lora A, Lamonaca D, ..., ,
Amaddeo F: How are compassion fatigue, burnout, and compassion
satisfaction affected by quality of working life? Findings from a survey of
mental health staff in Italy. BMC Health Serv Res 2017, 17(1):755.

81. Clark ML, Gioro S. Nurses, indirect trauma, and prevention. Image J Nurs
Sch. 1998;30(1):85–7.

82. Harding C, Seal A, Duncan G, Gilmour A. General practitioner and registrar
involvement in refugee health: exploring needs and perceptions. Aust
Health Rev. 2017;

83. Australian Institute of Health and Welfare. Mental health workforce.
Available from: https://www.aihw.gov.au/reports/mental-health-services/
mental-health-services-in-australia/report-contents/mental-health-workforce.
Accessed 30 May 2018.

84. Lie DA, Lee-Rey E, Gomez A, Bereknyei S, Braddock CH. Does cultural
competency training of health professionals improve patient outcomes? A
systematic review and proposed algorithm for future research. J Gen Intern
Med. 2011;26(3):317–25.

Mollah et al. BMC Health Services Research  (2018) 18:480 Page 12 of 12

https://www.aihw.gov.au/reports/mental-health-services/mental-health-services-in-australia/report-contents/mental-health-workforce
https://www.aihw.gov.au/reports/mental-health-services/mental-health-services-in-australia/report-contents/mental-health-workforce

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Results
	Being culturally competent
	Building cultural concordance
	Tackling language barriers
	Institutionalising cultural competence
	Sustaining cultural competence

	Discussion
	Conclusion
	Abbreviation
	Acknowledgments
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	References

