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A word from the
Chief Executive Officer
Kim Koop

Welcome to the first edition of newparadigm for 2009.
This special edition, focusing on Cultural Diversity and
Mental Health, was created in collaboration with Action on
Disability within Ethnic Communities (ADEC) and Victorian
Transcultural Psychiatry Unit (VTPU), both organisations
having key roles in The Cultural diversity plan for Victoria’s
specialist mental health services 2006 – 2010.
I believe this is a particularly valuable edition, primarily because
of the strength of the contributions, which demonstrate excellent
practice examples of working with people from Culturally and
Linguistically Diverse (CALD) backgrounds. This edition highlights
work from the team at Western Region Health Centre, Neami
and Foundation House, provocative policy contributions from
Multicultural Mental Health Australia and Professor Harry Minas,
and Mental Illness Fellowship Victoria provide a practical
demonstration of continuous reflection, review and improvement.
As always, consumer and carer perspectives, which are central
to quality service delivery, are shown in interviews with Prahran
Mission participants, an article from ERMHA and two well-known
contributors in the field of multicultural issues: Evan Bichara
and Kali Paxinos.
A sincere thank you to all of our contributors, who so ably
demonstrate the importance of culturally sensitive and inclusive
practice in the Psychiatric Disability Rehabilitation and Support
(PDRS) and mental health sectors. It is a very generous act
to share one’s practice in this way.
VICSERV works in partnership with a range of service agencies
to achieve its goals of promoting recovery practices and building
person-centred models of care. This collaboration, between

VICSERV, ADEC and VTPU, is one of the many ways in which
we work together. ADEC is an active member of the VICSERV
governing committee and VICSERV is a contributor to the VTPU
reference group. All three agencies seek to influence the work
of the other to bring about better outcomes for consumers.
This edition was edited with the assistance of Allan Pinches, who
is a member of the newparadigm editorial advisory group. Allan
provided valuable insights and practical advice on individual
articles and the edition as a whole. Thank you, Allan. Kristie
Lennon has continued her extended role and assisted with a
greater number of tasks than usual on this edition. Thank you,
Kristie for the sustained effort over the past few months. Lastly,
I would like to welcome Omega Howell who will assume the
role of editor in coming editions. Thank you, Omega for your
contribution, to this, your first edition of newparadigm.
We hope this edition prompts many stimulating discussions
within your team and workplace. We welcome your responses
to this particular edition or the journal as a whole. Please let us
know what issues interest and intrigue you via a Letter to the Editor.
Yours Sincerely,

Kim Koop
Chief Executive Officer
VICSERV

About us
Psychiatric Disability Services
VICSERV

Psychiatric Disability Services of Victoria (VICSERV) is
the peak body for Psychiatric Disability Rehabilitation
and Support Services in Victoria. These services include
housing support, home-based outreach, psychosocial
and pre-vocational day programs, residential rehabilitation,
mutual support and self help, respite care and advocacy.
Our Vision
A world of opportunity for people with a psychiatric disability.
Our Mission
VICSERV is dedicated to the achievement of the best
outcomes for people with a psychiatric disability, their
families and their communities.
We do this through:
• promoting the principles and practices
of psychosocial rehabilitation
• building and disseminating knowledge
• providing leadership
• building partnerships
• undertaking workforce training and development
• promoting quality in service delivery
• undertaking advocacy and community education.

The mission statement is underpinned by the following values:
•
•
•
•
•
•
•
•

respect, dignity and responsibility
equity
perseverance
interdependence / inter-connectedness
flexibility and responsiveness
honesty and integrity
participation and consultation, and
camaraderie.

We are committed to honoring consumer and carer
experience, embracing diversity, promoting a sense of
belonging and inclusiveness, and encouraging innovation.

WORKING
TOGETHER ON
A SHARED ISSUE
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Action on Disability within
Ethnic Communities (ADEC)
Licia Kokocinski, Executive Director, ADEC

ADEC is a Victorian, state-wide community organisation that aims
to empower people with a disability from CALD backgrounds
to fully participate as members of the Victorian community.
We work with people from all ethnic identities and
language groups, and all the various disability categories.
ADEC provides a bridge for people from diverse cultural
backgrounds who may not access mainstream support
services, because of cultural or language barriers, to
receive the support they need to get on with their lives.

Clients with a mental illness and other disabilities often end
up accessing a number of different services from the agency.
For example, they may receive social support through a
mental health support group as well as attend a training course
(e.g. Certificate I in Business) and receive assistance from
an individual advocate.

A broad range of services and programs are provided by
ADEC. These programs include systemic advocacy, support
for carers of people with a disability, individual advocacy,
respite and playgroups for very young children with a disability.
Over the past decade, ADEC has developed an expertise
in secondary consultation to service providers working with
people with mental illness, systemic advocacy, and languagespecific self-help groups for people experiencing mental
health issues as well as carers.

Beyond the direct service level, ADEC’s community development
programs work at the community level to assist people with
a mental illness and disability to be more accepted within their
communities. This involves working with community representatives
from various CALD communities to develop strategies that raise
awareness of mental illness and disability, and reduce stigma.
Currently, ADEC is working on projects with the Indian, Chinese,
Iranian and Somali communities as well as conducting a range
of multicultural awareness raising events and supporting other
agencies to undertake community development work in this field.
Developing partnerships with other agencies in the sector has
been crucial to the success of these projects.

For over ten years, ADEC has been involved in transcultural
mental health advocacy. This came about as a consequence of
the broader, international definition of disability, which included
mental health concerns. Additionally, the Commonwealth
Disability Discrimination Act also incorporates mental health
as a recognised disability.
The reality for ADEC and its way of operating is, rather
than having a specific program targeted towards people
with mental illness and another disability or health condition,
these clients are integrated into all of our programs. We find
that we are less concerned with the label of a particular
disability category that a person wants to be identified with,
and more concerned with what has to happen for a person
to get on with their lives in a meaningful manner.

Finally, we are also working at a systemic level to instigate changes
within the mental health and disability sectors to improve access
to mainstream services for people from CALD backgrounds.
This involves advocating to government on issues affecting our
client base and individually working with services to improve
their accessibility.
FIND OUT MORE. Visit www.adec.org.au
for more information about ADEC.
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The Victorian Transcultural
Psychiatry Unit (VTPU)
Daryl Oehm, Manager, VTPU

The VTPU was established in 1989 as a state-wide
service ‘to strengthen the capacity of Victoria’s
mental health system to provide effective, equitable
and culturally appropriate services to Victoria’s
linguistically diverse population.’
Working with area mental health services and psychiatric disability
services, the VTPU works to improve service access for
consumers and carers from diverse cultural backgrounds. The
service is funded by the Mental Health Branch of the Victorian
Department of Human Services and administered by St Vincent’s.
The Cultural diversity plan for Victoria’s specialist mental
health services 2006 – 2010, outlines the role and parameters
of service delivery for the VTPU, Foundation for Victims of
Trauma and Torture, and Action on Disability within Ethnic
Communities (ADEC). These services form a partnership to
provide clinical and community services to CALD clients.
The VTPU also maintains links with VICSERV as the peak
body representing PDRS Services.
The work of the VTPU is informed by continuous research and
evaluation into the most effective service development and
education programs for specialist mental health staff. VTPU staff
work with specialist mental health services to aid clinicians and
PDRSS interested in building cultural competency in their service.
Through partnerships with Cultural Portfolio Holders (CPHs), and
key staff, VTPU assist with capacity building initiatives aimed at
enhancing culturally sensitive service systems. CPHs are important
internal ambassadors providing VTPU and its staff with support
and information on current internal service systems and protocols.
Education initiatives provide staff with the opportunity to
explore the origins of their own cultural values and address

cultural explanations of mental illness. Training is facilitated with
expert contributions from our partners to provide knowledge
and skills in working with mental health assessment across:
•
•
•
•
•
•
•
•

cultures,
value conflicts (including intergenerational issues),
acculturation,
refugee and migrant experiences,
working with diverse family and community groups,
assessing emotional expression,
behavioural expression,
risk assessment, and help-seeking behaviours.

In 2009, the VTPU entered a partnership with two area mental
health services to implement pilot projects for the trial and evaluation
of a range of initiatives in service capacity building. The capacity
building projects involve education and service development support.
VTPU staff are strengthening partnerships during 2009. A reference
group comprised of key external stakeholders will provide advice to
the VTPU. Current strategies and directions will be subject to
continuous review to ensure the most appropriate and effective
implementation of Victoria’s cultural diversity plan.
FIND OUT MORE. Log onto this website
www.vtpu.org.au to find out more about VTPU.

CULTURAL
DIVERSITY AND
MENTAL HEALTH
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Addressing the mental health
needs of people from refugee
backgrounds
Ida Kaplan, Manager Direct Services
Sue Casey, Manager Health Sector Development Team
Louise Crowe, Project Officer
Victorian Foundation for Survivors of Torture (Foundation House)

Refugees facing the task of resettlement in Australia will, by definition, have
been exposed to conflict, human rights abuses, extensive loss, forced
dislocation and uncertainty about the future. In addition, a significant
proportion of these people have been subject to severe physical and/or
psychological torture. A large body of evidence indicates that this
exposure may have long-term physical and psychological consequences.
In the past 50 years, over half a million refugees and displaced
people have resettled in Australia. During this time there have
been significant shifts in the countries of origin of these
humanitarian entrants, reflecting the changing conflict situations
around the world. A decade ago Australia accepted many
refugees from the former Yugoslavia, Bosnia-Herzegovina,
Iraq, Afghanistan and Somalia. In recent years, war and
continuing crises in the regions of Africa, the Middle East and
Asia have seen Australia’s Refugee and Humanitarian program
intake include refugees from countries such as Burma
(including the Karen and Chin ethnic groups), Nepal,
Afghanistan, Iraq, Sudan, Liberia, Burundi, and Sierra Leone.
Refugees facing the task of resettlement in Australia will, by
definition, have been exposed to conflict, human rights abuses,
extensive loss, forced dislocation and uncertainty about the
future. In addition, a significant proportion of these people
have been subject to severe physical and/or psychological
torture. A large body of evidence indicates that this exposure
may have long-term physical and psychological consequences.

The impact of trauma and torture
There are many people in our community from refugee
backgrounds who are struggling to cope with the effects of
short and long-term trauma, which often compound the challenges
common to other migrants associated with resettlement and
negotiating cultural differences and understandings. Prolonged
deprivation, limited social and family support, the loss of place,
identity and culture, and separation from or loss of family
members, all have an impact on mental health and wellbeing.
This contributes to a relatively high prevalence of depression,
low self-esteem, guilt, anxiety and grief among refugees and
asylum seekers. Rape and other forms of sexual torture are
commonly perpetrated by persecutory regimes against women
and men. High rates of post-traumatic stress disorder symptoms
(PTSD) – the result of exposure to life-threatening experiences
– are well documented in refugee populations. Most of
Australia’s refugees will not have experienced one single
traumatic event, but rather have been exposed to a
protracted environment of political and civil repression.

Responses to torture and trauma may manifest in a variety of
physical and psychological problems. Whereas psychological
sequelae can persist over a lifetime and be debilitating,
reactions are neither universal nor homogenous. Many people
of refugee backgrounds do not experience long-term adverse
effects or overcome such effects with the support of family and
community, social and economic opportunities, and their personal
resources. The resilience, skills and tenacity needed to survive
should be acknowledged and they testify to the remarkable
adaptiveness of many refugees. Equally important is the
recognition of the adverse effects of the refugee experience,
so they can be accommodated for when planning appropriate
service responses and therapeutic care.
Resettlement and mental health
The psychosocial effects of torture and trauma can make
many of the typical challenges of settlement more difficult
to negotiate. Settling in a new country involves enormous
adjustments. This can include learning a new culture and
way of life as well as a host of practical tasks from acquiring
a new language, using public transport, to negotiating new
and complex education, income support and health systems.
A lack of understanding and, in some cases, active discrimination
and racism in the host community can undermine their sense
of physical security and self-esteem. Particularly in the early
settlement period, access to those resources known to
protect and promote health, such as social interaction,
employment and income, may also be limited.
Psychological effects go beyond the symptomatic
The psychological effects of torture and trauma can be far
more pervasive than those captured by diagnostic categories.
A consideration of the following highlights the far reaching
effects of the response to trauma:
• the ability to carry out everyday tasks and attend to
basic needs can be seriously impaired by feelings of
powerlessness and lack of connection to others
• learning ability, which is crucial to adjusting to a new
country, is seriously disrupted by poor concentration,
memory impairment and sleep disturbance
• pain, whether caused by injuries or psychosomatic
in nature, can be debilitating and reduce the capacity
to perform everyday tasks
• relationships are affected by distrust or loss of faith
in people
• survivor guilt and guilt about choices that had to be
made, can prevent people from enjoying life and they
may expiate guilt through self-destructive behaviour

• anger and aggressive behaviour can result from frustration and
low tolerance as a result of stress, lack of sleep, a protest against
loss, a response to injustices or a reaction to shame and guilt.
Impact of the refugee experience
on children and families
Children and young people make up over half of the current
annual Refugee and Humanitarian program intake to Australia.
The effects of past trauma on families and children, accompanied
by the stresses associated with resettlement, can contribute to
high levels of family tension and breakdown. Changes in family
roles, a reduced capacity of parents’ ability to offer emotional
support, unrealistic expectations for children’s achievement,
financial difficulties and tension around cultural transitions are
key factors that strain relationships within the family.
Refugee children and young people will have experienced
a wide range of stressors and traumatic events prior to their
arrival in Australia, which can continue after they arrive in
Australia. As well as changes in their family structure and
relationships, they are required to learn a new language,
adapt to a new set of cultural norms and adjust to a new
and unfamiliar school system.
While some children will experience few or no adverse effects,
many children will experience a psychological reaction to trauma
not dissimilar to that found in adults. They may experience
significant and far-reaching impacts on social, cognitive and
neurological development affecting, for example, the formation
of the capacity for attachment, sense of self, affect modulation,
learning capacities and development of the child’s social framework.
Families play an important role in helping their children
meet the developmental tasks of childhood and adolescence
and in protecting them from the effects of adverse life events.
However, the refugee experience can affect the capacity of
families to carry out this role, particularly when parents or
caregivers experience trauma symptoms.
Principles and strategies for addressing
mental health issues
Responding to the mental health consequences of experiences
of violence and loss, while promoting wellbeing in the course
of resettlement, requires services to address fundamental goals.
The recovery framework developed by the Victorian Foundation
for Survivors of Torture links traumatic events, namely, the
experience of violence, systemised persecution and forced
displacement to their social and psychological effects. The
framework outlines core recovery goals, including:
•
•
•
•

the provision of safety
the restoration of hope and meaning
the building of connections and community strength
the promotion of human dignity.
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Addressing the mental health needs
of people from refugee backgrounds
By Ida Kaplan, Sue Casey, Louise Crowe

Addressing the multiplicity of mental health needs in a way
that promotes these goals, requires a practice orientation that
is culturally responsive and is attentive to both manifestation
and less visible difficulties experienced by the client. It also
requires a vigilant approach to promoting access, equity and
participation, as well as increasing the power that clients have
over their lives.
Communication with a client from a refugee background
may be affected by language and cultural differences as well
as different social, economic and political experiences. It is
important that a professional interpreter is offered to enhance
communication and understanding, prevent misdiagnoses
and provide reassurance to the client that their confidentiality
is respected.
Importance of early identification
There are significant advantages both to the individual and the
public health system in identifying and treating physical and
mental health problems at an early stage when these issues
are generally less costly and complex to treat. A proactive
early intervention approach is particularly important for new
arrivals given their relatively poor health status, previously
limited access to health care (particularly mental health services)
and the barriers they may face in seeking care following their
arrival to Australia. This approach also provides a window
of opportunity to assist new arrivals in establishing a positive
understanding of, and relationship with, Australia’s health
care system.
Refugee clients infrequently disclose traumatic experiences.
However, an understanding of the extent to which the person
has experienced violence, torture and witnessed horrific
events is relevant to diagnosis, management, treatment and
making referrals. The extent to which one actively enquires
about this information will depend on their professional role
with the client and their level of rapport. Awareness that the
person has come from a ‘refugee-like’ situation will often be
sufficient to orient care to their needs and specific details will
not be required. Knowing the country of origin and country
or countries of transit, provides considerable information
about the experiences clients from particular regions are likely
to have endured. Providing the opportunity for a client to
discuss traumatic experiences in a sensitive and supportive
environment can have a powerful therapeutic effect.

Counselling and psychosocial support
Some survivors will require counselling and psychotherapy
provided by a professional with appropriate qualifications.
Specialist torture and trauma agencies, such as Victorian
Foundation for Survivors of Torture (Foundation House) are
located in each Australian state and territory.
For over 20 years, Foundation House has provided a range
of services to people from refugee backgrounds who have
survived torture or war-related trauma. Foundation House
uses a range of approaches to respond most effectively to
the needs of particular individuals and families. Direct services
of the agency include counselling, advocacy, family support,
group work, psycho-education, complementary therapies
and community development. Counselling is integrated with
advocacy and referral to other relevant agencies in response
to multiple presenting needs. The agency works closely with
clinical mental health and PDRSS services and also provides
secondary consultations and support. Training and education
programs are also available to support health and community
services to better respond to the needs of their client/s from
a refugee background.
Counselling requires a significant level of engagement and
investment by the client themselves. Some clients may not
want a counselling referral as they may be unfamiliar with
counselling, or fear that talking about past experiences may
make them worse. Those who have recently arrived in
Australia may be preoccupied with the immediate challenges
of resettlement. Survivors of torture and trauma seldom
understand that their behavioural responses are the consequence
of their traumatic experiences and may interpret them as signs
of weakness. This may exacerbate their feelings of helplessness
and anxiety. Individual and focused counselling may be
unacceptable in some cultures where greater emphasis is
placed on whole families or communities working through
a problem together. Group counselling can be a very helpful
approach for addressing problems of social isolation, grief, and
symptoms of anxiety, depression and PTSD. Clients may also
be wary about a referral, seeing the need for psychological
help as the preserve of those with an identifiable mental illness.
Mental health practitioners provide psychological
support in many ways by:
• demonstrating understanding and a genuine caring
approach to reduce the client’s sense of isolation

Children and young people make up over half of the current
annual Refugee and Humanitarian program intake to Australia.
The effects of past trauma on families and children, accompanied
by the stresses associated with resettlement, can contribute
to high levels of family tension and breakdown. Changes in family
roles, a reduced capacity of parents’ ability to offer emotional
support, unrealistic expectations for children’s achievement,
financial difficulties and tension around cultural transitions are
key factors that strain relationships within the family.
• providing the opportunity to share unbearable
knowledge, thereby being a witness to clients’ experiences;
experiences they sometimes cannot believe themselves
• listening to clients’ feelings and relating them to past and
current stressors, which can enhance their capacity to
problem solve and take control themselves
• looking for, and identifying strengths, which
can raise self-esteem in clients
• influencing and challenging central beliefs that maintain
the reaction to trauma (e.g. self-perceptions of external
isolation, weakness, low self-value, culpability and failure
or perceptions of oneself as permanently damaged)
• managing psychological sequelae.
Many strategies that promote recovery from torture and
trauma related problems are common to both counselling
and other supportive approaches. They include:

• information provision and clear explanations
• setting realistic goals, which enhances control
and a sense of achievement
• addressing settlement problems
• providing a predictable and safe environment
• linking people with supportive groups and agencies
• strengthening personal resources
• maintaining a respectful and accepting attitude
• facilitating coping and problem-solving skills
• encouraging opportunities for sharing and the
experience of pleasure.
In conclusion, the importance of acknowledging the potential
impact of a history of torture and/or other traumatic events
on an individual’s mental health and wellbeing cannot be
overemphasised. It is important that mental health services
are able to recognise and appropriately respond to the
multiple issues facing clients from a refugee background
associated with resettlement. Many of these issues may
impact on an individual’s mental health and wellbeing for
many, many years, if not a lifetime.

Some clients may not want a counselling referral as they may be
unfamiliar with counselling, or fear that talking about past experiences
may make them worse. Those who have recently arrived in
Australia may be preoccupied with the immediate challenges of
resettlement. Survivors of torture and trauma seldom understand
that their behavioural responses are the consequence of their
traumatic experiences and may interpret them as signs of weakness.

Case Study
Naw Htoo is a 45-year-old woman of Karen ethnic group
from Burma (Myanmar). She has been living in Melbourne
for 12 months with her two daughters, Naw Paw aged 19
and Naw Ku aged 16. Naw Htoo was referred to Foundation
House as she was experiencing flashbacks and nightmares
related to her traumatic experiences in Burma. Naw Htoo
and her daughters had spent the last eight years in a refugee
camp on the Thai-Burmese border. Naw Htoo’s husband,
a village leader, had been killed during a Burmese military
raid on their village. Naw Htoo’s two sons had fled, one was
later killed and the other disappeared. In the camp Naw
Htoo and her daughters constantly felt insecure with little
to eat, insanitary conditions and poor shelter.
The family registered with the United Nations High Commissioner
for Refugees (UNHCR) and was accepted to come to Australia.
Naw Htoo was reluctant to talk about her experiences. She
appeared withdrawn and isolated and presented with depressive
symptoms including low mood, sleep disturbances and lack of
energy and motivation. She felt overwhelmed by the tasks of
settlement, finding it difficult to learn English, contact anyone
or even shop for food. Her daughters have both completed
an English language program and Naw Paw is looking for work
while Naw Ku is at school. Both worry for their mother but
find it difficult to talk to her. They do most of the shopping,
cooking and cleaning.
Approaches to Naw Htoo and her family included counselling,
individually and as a family at her home. The counsellor
advocate ensured that an interpreter was present at all their
meetings and checked that the family were satisfied with the

interpreter. She spoke to a number of services to ensure Naw
Htoo and her daughters were linked in with further support
for her English, to fill out forms such as Centrelink forms and
to get assistance for household maintenance. The Red Cross
tracing service was contacted to register her missing son,
which gave Naw Htoo a sense of hope. With Naw Htoo’s
consent, contact was made with a pastor from the local community
to support Naw Htoo to attend church gatherings. She had
expressed that her faith was important to her but had felt
unable to participate. She has recently been referred to the
complementary therapies service at Foundation House as she
suffers constant headaches but is suspicious of Western medicines.
Though Naw Htoo continues to experience trauma symptoms,
she does feel these have been partially alleviated, she feels
closer to her daughters and has hope for the future. This has
had a strong impact on her daughters who feel relief that their
mother is feeling stronger and able to cope better with her
daily life.
References
Kaplan I and Webster K, Refugee Women and Settlement: Gender and Mental
Health Allotey P (ed) (2003) The Health of Refugees: Public Health Perspectives
from Crisis to Settlement, Oxford University Press, UK.
Victorian Foundation for Survivors of Torture (2007) Promoting Refugee Health:
A Guide for doctors and other health care providers caring for people from refugee
backgrounds (2nd edn) www.refugeehealthnetwork.org.au/Home/Home.htm
Victorian Foundation for Survivors of Torture (1998) Rebuilding Shattered Lives
http://www.foundationhouse.org.au/resources/publications_and_resources.htm
Victorian Foundation for Survivors of Torture & the Horn of Africa
Communities Network (2007) Raising Children in Australia – A resource
kit for early childhood services working with parents from African Backgrounds.
www.foundationhouse.org.au/resources/publications_and_resources.htm
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Building bridges:
multicultural approaches
in community mental health
Barbara Hill,
General Manager, Community Services and Integration,
Western Region Health Centre (WRHC)

The challenges for community mental health services is that
even though the PDRSS principles encourage a holistic, nonmedical model and incorporate pragmatic approaches towards
supporting people with mental illness and their families, they do
not always incorporate important aspects of different cultures.
Background
Western Region Health Centre (WRHC) is a community health
centre in the Western Metropolitan Region of Melbourne, which
is home for many different cultural groups. WRHC has been
providing community health and medical services for over
40 years and mental health services (in Victoria: PDRSS) for 13
years. ‘Over the years, it (WRHC) has become accustomed to and
specialised in providing services for CALD communities, one of
which was the Vietnamese refugee population in the 1980s. Much
was learnt from this client group, and these prior experiences,
relationships and rapport with communities led to the continued
recognition of new and emerging groups and their unique needs,’
(Smith, 2008 p. 9).
WRHC has developed expertise in adapting the PDRSS model
to meet the needs of the Vietnamese community through the
employment of bilingual/bicultural workers. This model, called
Dung Hop, has been documented and is seen as a significant
contribution to looking at different ways to engage and work
with people, particularly in relation to expanding the services
to families and carers.

Continuing to change
Due to changing demographics within the community, WRHC
fund a worker from an African community to work with new
and emerging communities. Their role is to engage community
members, develop an understanding of cultural issues and
practices and develop a service model. With more recent
Commonwealth funding, WRHC has employed two bilingual/
bicultural workers to work with members of African communities.
Newly-arrived refugees and longer-term established refugees
present with significant mental health issues such as depression,
anxiety and PTSD due to torture and trauma experiences. In
addition, there are the added stressors of resettling into a new
country and culture, the clash of cultural influences on family
members, stigma, high incidences of family violence, family
breakdown, and significant health issues.
Due to a variety of factors, members of African communities
are not readily engaging with or utilising mental health services.
Consultations with community members indicate that stigma
is a major issue preventing people from seeking and getting
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treatment or support related to mental health issues.
Other barriers preventing access include lack of trust
and limited English proficiency.
Past consultations with Horn of Africa communities identified
a need to educate both the community and workers.
Statements included:
‘…traditional approaches (are) very different to the Western
approach: culturally specific mental illness, relationship/evil
spirit. Western professionals need to learn from our side too.’
‘If someone has mental problem they don’t want to admit/accept
it for fear of being isolated, therefore people don’t receive help
and… people need education and to hear about solutions,’
(WRHC 2004).
The development of a community-based mental health model
of service builds on WRHC’s existing expertise in developing
mental heath models of care for the Vietnamese community
based on principles of cultural awareness, sensitivity, being
meaningful and appropriate. It will expand WRHC’s current
learnings and expertise in working with African communities
through our Refugee Health Service. ‘Community networks
and leaders were informed of the program, community needs
around mental health issues were identified, and an education
manual has been drafted. Information sessions, raising awareness
about mental health issues (related to isolation, disconnection
from society, grief and loss, depression and post-natal
depression etc.), are being held,’ (Smith, 2008 p. 25).
How we have approached this work is consistent
with our learnings over the years:

• management and organisational support to be flexible,
change service models and invest in resources
• employment of bilingual and bicultural staff
• cross sector work with ethno-specific agencies, and
• implementation of mental health promotion initiatives
to increase education and awareness.
The Refugee Health Service at WRHC has provided a point
of contact for community members. The service provides an
educational role on the health service system, people’s rights and
health information, comprehensive health screenings, health
promotion, and links made to other services. This service adds
significant benefits to a mental health focused service response
to African communities. WRHC is committed to adapting service
models to meet the changing needs of our CALD communities.
Within our community mental health services,
this has been demonstrated by:
• The Dung Hop model of service delivery
to the Vietnamese community
• partnerships with both clinical and PDRSS
in CALD service delivery
• Vietnamese Mental Health First Aid training
• carer and family support
• establishing a Horn of Africa mental health program

• take the time to learn, understand and
respect the community views

• working with culturally focused services, e.g. the Victorian
Transcultural Psychiatry Unit (VTPU), Action on Disability
Within Ethnic Communities (ADEC), Adult Multicultural
Education Services (AMES), New Hope Foundation, African
Holistic Social Services, Migrant Resource Centre (MRC)
and Multicultural Centre for Women’s Health

• be open to change, trial and error,
and not being the ‘expert’

• working with community leaders and members, including
Somalian, Ethiopian, Sudanese and Eritrean communities

• provide workers with the knowledge and
skills to work within different cultural contexts

• contributing to the establishment and active participation
in local and statewide Vietnamese and African mental health
workers networks.

• start talking… develop links and engage
with communities

Due to a variety of factors, members of African
communities are not readily engaging with or utilising
mental health services. Consultations with community
members indicate that stigma is a major issue preventing
people from seeking and getting treatment or support
related to mental health issues. Other barriers preventing
access include lack of trust and limited English proficiency.
One of the key elements to the success of these programs
is organisational support to establish new initiatives that
demonstrate benefits to the community. There is also
organisational commitment to employing bilingual/bicultural
workers, a client focused approach to service delivery that
is respectful of individual cultures, and a strong active role in
working in partnership with other clinical and PDRSS bilingual
case managers and organisations. All these elements aim
to deliver better outcomes to clients.
The challenges for community mental health services is
that even though the PDRSS principles encourage a holistic,
non-medical model and incorporate pragmatic approaches
towards supporting people with mental illness and their
families, they do not always incorporate important aspects
of different cultures. Culturally centered models need to find
the synergy for values, beliefs and practices to be maintained;
and support workers and communities need to support one
another to achieve common goals, (Nguyen, 2005).
Dung Hop means ‘To find common and harmonious ground
for opposite elements to exist in a unified and unique way,’

(Nguyen, 2005 p. 11). The seven elements within this model
that are needed in order to contribute to success are:
•
•
•
•
•
•
•

Policy
Funding
Management
Workers
Clients
Family/community, and
Partnership.

These elements are interlinked, requiring commitment across
all levels and are fundamental to developing service models
that are responsive, practical and useful to individuals, their
families and the community.
Refugee Health Service
Organisations need to take responsibility and lead practice
reform to influence broader policy reform. Within an organisation,
this is a shared responsibility, including, but not exclusive to,
Board endorsement, management support and action, staff
enthusiasm and willingness and a clear vision.
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In a recent review of WRHC’s Refugee Health Service
(Smith, 2008), agency strengths included:
• organisation values and systems
• staff who have the expertise and foresight to see
areas of need and neglect
• an effective bridge between the ‘Western’ model
of health care and multicultural health care
• being relevant and current through critical and reflective
practice and reviews of processes
• cultural sensitivity by employing staff who represent
the community in which they work
• the ability to adapt services to community needs
and respond to new situations as they arise
• being supportive and encouraging of ongoing professional
development and capacity building for staff to improve their
skills and competency in multicultural health provision.
Opportunities and challenges
There are ongoing opportunities and challenges within the
community mental health sector that require negotiation,
advocacy, creative thinking, partnering and pragmatism

to continue to refine, remodel and develop our services.
In particular, to develop culturally centered service models,
there are key areas that need to be considered:
• Workforce recruitment and retention – particularly
bilingual and bicultural workers. This is both a challenge to
find staff, but also an opportunity to bring different
perspectives, ideas, life experiences and cultural knowledge
into programs and organisations.
• Resources – Not only does the development of new
services require time, but the ongoing implementation of
services is more time consuming, due to factors such as
using interpreters, developing and maintaining partnerships
to provide a more holistic service response, and working
not only with the individual but more intensively with
families and the community.
For example, the Dung Hop model includes family camps, a
children’s homework support group, VCE tutoring group, Young
Volunteer group, Marriage Enhancement program, and Lunar
New Year celebrations. Within the African program, the focus
has been on the establishment of structured group program
activities to involve African consumers in different groups and
psychosocial rehabilitation support by incorporating culturally
sensitive approaches to enhance their daily living skills.

Currently, within community mental health funding formulas and
reporting requirements, the guidelines are predominantly based
on individual work, so the work with families and communities
are not captured. Mental health promotion is not funded within
PDRSS, and catchments are artificial boundaries that have no
meaning or context for people from CALD communities as we
have experienced with our Vietnamese Mental Health Program
and our Refugee Health Service.

• Ongoing professional development – Inducting and
orientating new staff needs to be continually actioned and
on our agenda. It is also important not to lose sight of the
continual change in new and emerging communities that
requires our ongoing attention and diligence to continually
update our knowledge and understanding, and the
subsequent service implications across the organisation.
• Funding guidelines/criteria – Currently, within community
mental health funding formulas and reporting requirements,
the guidelines are predominantly based on individual
work, so the work with families and communities are not
captured. Mental health promotion is not funded within
PDRSS, and catchments are artificial boundaries that have
no meaning or context for people from CALD communities
as we have experienced with our Vietnamese Mental
Health Program and our Refugee Health Service.
Having a diagnosis is also an interesting challenge. The
terminology of mental illness or mental health, let alone
a more specific diagnosis, is not known or is interpreted
differently. This is often experienced within new communities.
There can be stigma attached, and people do not understand
the health or mental health service system. Significant work
needs to occur with the community initially, before any
individually targeted work occurs, (the exception to this
is usually when there is an inpatient admission.)
An example of new opportunities, is the WRHC mental
health promotion initiative: Supporting Traditional African
Mediators Program (STAMP). There was a need identified
by community leaders for support and skill development to
mediate on family conflict and family violence within their
communities that is respectful of the traditional mediation
processes in their communities.
• High service demands – means it can be challenging to
redirect resources to develop alternate models for different
community groups. Organisational values and policy can guide
management and workers with making such decisions, whilst
being mindful of workload implications on direct service
delivery staff.
• Addressing specific needs – of particular clients can be
difficult due to cultural and language barriers and a high
number of dialects and minority groupings.

• There are great opportunities – within a community
health centre to develop a more integrated service model
for refugees and newly arriving communities that incorporate
a broader health and support response.
• Extension of partnerships – Although services generally
work in partnership with other agencies, culturally
centered work requires an extension of partnerships to other
agencies including ethno-specific agencies, community groups
and community members. Not only are partnerships
extended, there are also often different requirements,
expectations, nuances and practices that need to occur in
order to be culturally sensitive and appropriate within these
working relationships.
The DHS Refugee health and wellbeing action plan 2008 – 2010
articulates the need for family centered flexible service approaches.
The current challenge for funding bodies and services is the ability
and willingness to change our service models and recognise
the need for different resource levels and reporting requirements
to culturally centered services. This action plan and potential
reform through Because mental health matters (DHS, 2008),
provides an opportunity to address some of these challenges.
Another exciting opportunity is to learn from other cultures
about family and community centered service models to adapt
and adopt more broadly within our mental health services.

FIND OUT MORE. Information about Western Region
Health Centre and the Dung Hop model can be accessed on the
Western Region Health Centre website: www.wrhc.com.au

References
Department of Human Services (2008), Because mental health matters: A new
focus for mental health and wellbeing in Victoria, Consultation paper, May 2008,
State Government Victoria, Melbourne.
Department of Human Services (2008), Refugee health and wellbeing action
plan 2008 – 2010, State Government Victoria, Melbourne.
Nguyen J (2005), Dung Hop: Vietnamese Model Supporting Mental Health
Recovery Journey, Western Region Health Centre, Melbourne.
Smith N (2008), Refugee Heath: service model evaluation 2008, Western Region
Health Centre, Melbourne.
Western Region Health Centre (2004), Family Understanding Project presentation
paper, Western Region Health Centre, Melbourne.

21

newparadigm Summer 2009
Psychiatric Disability Services
of Victoria (VICSERV)

Improving access for
CALD communities

Rajiv Ramanathan,
Coordinator, Transcultural Mental Health Access Program,
Action on Disability within Ethnic Communities (ADEC)

Relationship building, community capacity building,
community education, cultural competency training,
and policy development don’t happen by themselves.
A commitment to this model involves allocating time
and resources to make it happen.
Improving the quality of PDRSS service provision and
the accessibility of PDRSS services to people from CALD
communities requires a number of different approaches.
While improving the way services work cross-culturally is
an important starting point, further strategies are needed
to get people from CALD communities to the front door of
PDRSS services. This article outlines some of the barriers
to access and suggests the use of community development
strategies as a means of building relations with communities,
and working towards improving access pathways.

• cultural responsiveness of services and, more broadly, the
mental health system – which can influence the experience
people have with the mental health service and whether
or not they will return to, or recommend, it to others.
ADEC’s role is to primarily address the first category of barriers.
These factors are critical because they influence the person’s
decision to seek help for their mental health problems in the
first place.

Barriers to access
There is a strong body of Australian and overseas research on
the perceptions of CALD users of mental health services, their
carers, CALD communities and mental health staff that tends
to attribute access and quality issues to the following factors:

Cultural perceptions of mental illness
People from different ethnic backgrounds and cultures have
many different understandings of the causes of mental illness,
which may impact on their belief of the appropriate treatment.
Whilst it is important to respect these beliefs, it is also important
to understand how they may impact on a person’s willingness
to seek help and also who they may choose to seek help from.

• cultural perceptions, beliefs, stigma and knowledge of
mental illness, its causes and treatment options – which
can influence the person’s decision to seek help for their
mental health problems, and

Whilst many believe that mental illness is caused by biological
or societal factors, others may believe in religious or cultural
causes, for example that mental illness is the result of bad
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deeds, bad karma or evil spirits. When this is the case, those
experiencing mental illness and their family members may not
consider the issues as treatable, or may turn to spiritual leaders
or other sources for treatment. These beliefs can also contribute
to stigma towards the person experiencing a mental illness
because they can encourage community members to blame
the person and not associate with them.
Beliefs about the treatment of mental illness
Sometimes the way mental illnesses are treated in a person’s
home country will influence their decision on whether or not
to seek help in Australia, especially if they haven’t received
adequate information about what services are available. This
was an issue raised by consumers in a consultation undertaken
by Multicultural Mental Health Australia and their partners in
2004, with one consumer commenting ‘we come from cultures
and countries where if you have a mental illness, you end up
being locked up and the keys are thrown away,’ (MMHA 2004).
Stigma within the community towards mental illness
Stigma can also significantly affect a person’s willingness to
seek help. Stigma results in negative attitudes, behaviours and
feelings towards those with a mental illness such as avoidance,
ridicule, fear or viewing those with a mental illness as weak,
bad or dangerous. It can strongly affect people’s willingness
to seek help because they become concerned about being
identified as having a mental illness within their community.
Lack of knowledge of mental illness and
where to seek help
Whilst knowledge about mental health and mental illness within
non-English speaking communities is improving, research suggests
that people from ethnic communities may often not be well
informed about the causes, symptoms and service delivery
options available. Without this knowledge, even if people are
willing to receive treatment for a mental health problem, they
may not know where to go to get the right help. Again, this
was an issue highlighted by CALD consumers who suggested
‘there needs to be more information about what services
are available,’ (MMHA 2004).
Working with ethnic communities to address some of the issues
discussed above can increase the likelihood that people will
present at health or mental health services for treatment.
It can help get people in the door, at which point the role
of service development and ensuring the individual receives
support from a culturally appropriate service becomes crucial.
A literature review by Proctor (2004) at the University of
South Australia compared successful strategies in the UK,
Canada and US to improve access and equity to public
services for people from ethnic minorities and concluded:

‘…successful efforts to improve the services offered to ethnic
minority communities are based on integrating change across
multiple levels of policy and service planning. These efforts
are also based on developing significant and participatory
relationships with local community networks and agencies
from other service sectors,’ (Procter, 2004, p. 66).
This study identified that successful access and equity
strategies had the following in common:
• anti-discrimination and equal opportunity legislation that
provides rights to residents and citizens and overt public
policy that acknowledges the issues of inequality, and
establishes service obligations and equity targets for
publicly funded services
• leadership and commitment from management
and service staff
• targeted and integrated service models, i.e. a combination
of targeted strategies to ethnic communities as well as
mainstream integrated services. This includes having
different strategies for new and emerging communities
compared with more established communities
• cultural competence training
• allocation of resources and time to community education and
community development strategies that build relationships
and networks with ethnic communities and leaders. This,
in turn, helps to strengthen community knowledge of the
health issues, address stigma within those communities
and build referral and advocacy pathways.
An example of this approach has recently been implemented
in the United Kingdom, where 500 full-time community
development workers have been budgeted for as part of the
UK’s Delivering Race Equality in mental health policy framework.
Initial evaluations have shown that the policy’s community
development approach is making inroads into engaging with
black and minority communities.
Similarly, Australia’s National Health and Medical Research
Council, which recently published a comprehensive guide
on cultural competency in health, suggests that, alongside
developing policy that supports culturally competent practice
and supporting individuals to develop a culturally competent
skills set, a culturally competent health system needs to
support community development within ethnic communities
as a key strategy.

The report suggests ‘approaches that combine community
development, capacity building and peer education help
establish reciprocal relationships and strengthen a community’s
capacity to support its members and liaise with the health
sector,’ (NHMRC 2006, p. 27).
Finally, focusing on ethnic communities as well as service
development is also identified in the Framework for the
Implementation of the National Mental Health Action Plan
2003 – 2008 in Multicultural Australia, with one of the four

key action areas calling for more capacity building and
community education that promotes good mental health
and prevents mental health problems.
In summary, this research suggests that in addition to
increasing the cultural competency of health services at
a policy and practice level, community capacity building and
education have an essential role to play. (This relationship
can be seen in Figure 1.)

Figure 1
The role of community development and service development in improving access
to mental health services for ethnic communities

The individual experiences a mental health problem

Individual/family:
• Acknowledges symptoms
• Recognises these are treatable
• Knows who to contact to get help
• Believes that receiving help will not jeopardise
social relationships
NO
Individual chooses not
to seek treatment from
mental health services

Influenced by community development
and community education
Population health approach

YES
Individual chooses to
seek treatment from
mental health services

Mental health service respond in a culturally
competent and sensitive manner
NO
Individual may not continue to use mental health
services and their mental health issues may not
be addressed

Influenced by service and
sector development initiatives
and culturally inclusive research

YES
Individual receives the best possible treatment
and recovery plan
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A model that combines service development
and community capacity building
In light of the research and ADEC’s experience in working
with ethnic communities, a culturally proactive model,
that combines service development with community
capacity building, is proposed. This model would have
the following strategies:

Importantly, once these relationships begin to develop,
community members and services can work together
on increasing access to services.

Relationship building
Building relationships with ethnic communities through
reaching out and engaging with ethno-specific and multicultural
organisations, needs to be the foundation of any strategy in
order to increase access to services. This has an important
role to play in:

Community capacity building and education
As research suggests, community capacity building and education
has an important role to play in increasing awareness of
services within the community and also assisting community
members to develop the capacity to identify and look after
their health needs.

• building trust and rapport between service
providers and communities

Community education needs to be developed in partnership
with ethnic communities to ensure it is culturally appropriate
and relevant to a specific community’s needs (see relationship
building above). It may include:

• humanising mental health services by allowing community
members to interact with mental health professionals and
community workers

• engaging in a dialogue with members of ethnic communities
about their health needs and how you may increase access
to your service.

• ethnic media campaigns, utilising both print and radio

• allowing services to enhance their knowledge in relation
to cultural beliefs and practices of ethnic communities

• conducting community education sessions by training
bilingual community educators

• allowing community members to improve their
understanding of mental health and services available

• providing translated resources (both print and audio)
to ethno-specific and multicultural community groups.

• allowing service providers to adapt their services
in response to the specific needs identified by
community members.

Cultural competency training
Many service providers are already providing cultural competency
training for their staff and this remains an essential part of any
overall strategy.

Relationship building may also involve:
• researching the demographics within your catchment area
and comparing this to the ethnicity of your current clients to
determine where gaps exist in your current service provision
• contacting your local migrant resource centre, local council
or ethnic communities council to gain further insight into
the communities in your area, and to gain contacts of local
ethno-specific organisations and community leaders

Rather than providing cultural competency training as a
stand-alone unit, agencies need to be working towards
mainstreaming cultural competency training within their
organisation by ensuring this is a core component of each
of the agency’s usual training programs.

Rather than providing cultural competency training
as a stand-alone unit, agencies need to be working
towards mainstreaming cultural competency
training within their organisation by ensuring this
is a core component of each of the agency’s usual
training programs.
Policy commitment
Policy commitment at both a sector and organisational level is an
essential starting point to increasing access to services as it provides
an overt statement of commitment at management level.
Without this overt commitment to achieving culturally inclusive
and accessible services, priority may not be given to cultural
competency training within the organisation, and resources
will not be allocated to relationship building or community
capacity building. Organisation-wide policy statements also
work towards ensuring that culturally proactive initiatives
become mainstreamed into a whole-of-organisation approach.
Resource allocation
Resource allocation by a service provider and their funding
bodies, to ensure their service is culturally inclusive and
accessible, is essential and requires services to view cultural
diversity as a core part of their business rather than an add-on.
Relationship building, community capacity building, community
education, cultural competency training, and policy development
don’t happen by themselves. A commitment to this model

involves allocating time and resources to make it happen.
The ‘costs’ of resource allocation should be weighed up
with consideration of the costs to the community of not
implementing initiatives to improve access and the resulting
societal costs associated with increased isolation of ethnic
community members from mainstream health services.
Summary
This paper has put forward a holistic model designed to
increase access to mental health services for people from
ethnic communities. It is based on research that suggests
reaching out into communities and developing relationships
with community members has an important role to play
in creating a culturally accessible service.
The model suggests that once these relationships have been
developed, and services begin to engage in a dialogue with
ethnic community groups and leaders within their catchment
areas, services and communities can begin to work together
to identify and address their particular health needs.
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About ADEC
The Transcultural Mental Health Access Program at ADEC
is a state-wide initiative that has been funded under the DHS
Cultural diversity plan for Victoria’s specialist mental health
services 2006 – 2010 to strengthen the capacity of ethnic
communities to deal with mental health problems and access
culturally appropriate mental health services.
ADEC’s community development programs aim to assist
people with a mental illness and disability to be more accepted
within their communities. This involves partnering with key
stakeholders, including CALD community representatives,
to develop strategies that raise awareness of mental illness
and disability, and reduce stigma. ADEC has recently worked
on projects with the Indian, Chinese, Iranian and Somali
communities and conducted a range of multicultural
awareness raising events.

ADEC also has a state-wide Access and Equity program for
the Home and Community Care (HACC) sector and runs a
range of Certificate I, II and III courses for those aiming to gain
employment in the sector, including people with disabilities.
In addition, ADEC’s direct services include individual advocacy,
language-specific carer support groups, mental health support
groups, counselling and respite. Our clients include people
from a broad range of CALD communities, from established
communities such as Italian or Greek to newly arrived communities
such as Sudanese, Burmese, Afghani and Somali communities.

Whilst knowledge about mental health and mental illness
within non-English speaking communities is improving, research
suggests that people from ethnic communities may often not be
well informed about the causes, symptoms and service delivery
options available. Without this knowledge, even if people are
willing to receive treatment for a mental health problem, they
may not know where to go to get the right help.

This article is adapted from a previous paper, Empowering Ethnic Communities: Fostering Inclusive Service Provision
through Relationship building by Rajiv Ramanathan and Clare Hickman (ADEC), and is available at www.adec.org.au
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The invitation to write this article raised discussion within the
PARC team and one of the concerning questions posed was:
Does the low number of CALD referrals to Nicholson Street
PARC service mean that CALD policies and education do
not have the priority they should?
Introduction to Nicholson Street PARC service
Mental Illness Fellowship, in partnership with Alfred Psychiatry
opened Nicholson Street PARC service in August 2008 and
began taking participants in October 2008, after a two-month
set up phase. Nicholson Street PARC service is staffed by a
full-time Manager and a full-time Registered Psychiatric Nurse
(RPN4) employed by the Alfred; both are located on site.
Additionally, a multidisciplinary team provides support, having
backgrounds in psychology, occupational therapy, social work,
drug and alcohol and welfare.
Nicholson Street PARC service is a ten-bed, sub-acute facility
with a Length of Stay (LOS) of up to 28 days, (the average
LOS is 17.5 days). Nicholson Street PARC service, in
partnership with Bayside Health Alfred Psychiatry, aims
to reduce the length of hospital admissions and/or avoid
unnecessary hospital admissions by providing a recovery/
rehabilitation-based model of care. It provides residents
with an opportunity to regain and develop skills and confidence
to return to the community. It also provides assistance to
participants to develop or re-establish community linkages.

Treated prevalence for cultural diversity
in the Nicholson Street PARC service
In the past 15 months Nicholson Street PARC service has
provided support to 115 participants from varied religious
and cultural backgrounds, including Turkish, Russian, Jewish,
Maori, Serbian, Italian, Greek, Sri Lankan, Iranian, Polish,
Vietnamese and Chinese. We have been unable to get exact
figures of CALD clients entering this particular PARC service,
but qualitative data suggests that, similar to the findings by
Harry Minas in his research related to the percentage of CALD
clients accessing area mental health services, CALD clients
are accessing PARC services less than non-CALD participants.
Treated prevalence in community mental
health services – stats from census
Minas et al, Access to Mental Health Services 2008, indicates
that, within Australia, ethnic communities have consistently
lower rates of access to public, community and inpatient
mental health services, a higher proportion of involuntary
admissions, and a higher number of their population who
are diagnosed with psychosis, compared to their Australianborn counterparts.
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CALD experiences at Nicholson Street
Prevention and Recovery Care service
by Jenni Williams

‘The way we approach participant care is inclusive,
respectful and demonstrates a willingness to learn…
This helps others to gain an appreciation of other
cultures and promotes collaboration and acceptance
amongst participants.’
To explain the low rates of access by ethnic communities, it
may be argued that rates of mental illness are lower than in the
Australian-born population. However, this is not consistent
with international research showing that community prevalence
of severe mental illness is similar across countries. Moreover,
the prevalence of mental illness may be higher in immigrants
and refugees than in host communities, due to pre-migration,
migration and acculturation stressors.
It is therefore suggested that the under-representation of people
from CALD communities in treatment, may be due to a range
of service barriers and psychosocial factors. This may also
mean that members of CALD communities are presenting
to mental health services late in the course of a mental illness.
If CALD clients present when severely unwell, this could
explain the disparity in psychosis diagnoses, higher frequency
of contacts, increased likelihood of inpatient admission,
as well as the higher proportion of involuntary admissions
and longer inpatient admissions. The finding that a higher
proportion of CALD clients live with their families, also raises
concerns regarding the burden of mental illness that may
be experienced by the families as well as the individuals.
If CALD communities are less likely to access mental health
services, it might also be expected that contact with a service,
once established, may be difficult to maintain because of

language and cultural barriers, or a lack of CALD clinician
competence. Another concerning finding in Minas’ et al
study is the higher proportion of disparities in diagnoses
for people with a mental illness from a CALD background.
‘The argument that mental health staff may lack confidence
and competence in cross-cultural clinical assessment is based
on a range of training needs surveys undertaken in the 1990s.
Up to 85 per cent of Victorian mental health staff reported feeling
unprepared by their professional training for cross-cultural clinical
work (Minas, Stuart, & Klimidis, 1994; Stolk, 1996b), while 75
per cent of rural staff rated their knowledge and skills in clinical
assessment as poorer with CALD clients (Baycan, 1997).
Further investigation of this finding, with 270 mental health
staff in Melbourne’s North Western Region, found that clinicians
rated their competence on each aspect of the Mental State
Examination (MSE) as lower with CALD clients than with non-CALD
clients, 70 per cent rating their overall competence on the MSE
as lower with NESC clients (Stolk, 2005). In consultation sessions,
staff from Crisis Assessment and Treatment Teams (CATT)
acknowledged they should book interpreters more frequently with
NESC clients, who were sometimes admitted involuntarily when
staff were uncertain of the client’s mental state (Stolk, 2005).’

How Nicholson Street PARC service responds
to the needs of CALD participants
In response to the specific needs of CALD participants at
Nicholson Street PARC service, there is a dedicated portfolio
holder across the service and an Opening Doors program.
This portfolio holder developed a protocol for the PARC
service and Opening Doors team in consultation with the
Victorian Transcultural Centre, which is shared across other
regions within MIFV. In developing this protocol, consultation
also occurred with the Alfred and an agreement was reached
that all case-managed clients of the Alfred who were staying
at the PARC service could have access to interpreters. The
interpreter service has been used on approximately two
occasions at the PARC service and booked on other occasions
for assessments of potential PARC service participants at
the ward or in the clinic with a staff member and RPN4
conducting the assessment.
Recently, a staff member took the initiative to invite a Rabbi from
the Jewish synagogue to a professional development session for
staff, which was helpful around understanding participants’ Kosher
needs and the challenges for participants in being able to
meet these cultural specifications in shared settings, particularly
in relation to food preparation and storage. Also of particular
assistance, was gaining an understanding of the potential impact
of the holocaust experience for Jewish families in relation to
challenges the program staff were experiencing with family
members who appeared distrustful, angry and anxious. It was also
useful to learn that in the event of consulting with a Rabbi for a
participant, it was important to identify if the Rabbi was Orthodox
or Liberal in their teachings and if they had credibility with
the participant.
Challenges for psychosocial assessments
for workers and clients
When talking with staff about their experiences and challenges
in conducting formal and informal psychosocial assessments with
CALD participants, staff highlighted the following challenges:
• feelings of isolation in the participant, e.g. finding it
difficult to communicate, engage and connect with
staff and other participants

• feelings of inadequacy and failure in staff. Staff may not
identify that the barriers in the therapeutic relationship
may be cultural or linguistic and not necessarily stemmed
from personal inadequacies
• the need for activity programs, community meetings and
other interactions to be culturally sensitive and for staff to
be aware of this when planning groups etc. People from
CALD backgrounds may also require additional resources
• staff who are not adequately trained in understanding that
CALD principles incorporate an individualised approach
to direct care, may only partially meet the unique needs
of CALD consumers.
The invitation to write this article raised discussion within the
PARC team and one of the concerning questions posed was:
Does the low number of CALD referrals to Nicholson Street
PARC service mean that CALD policies and education do not
have the priority they should?
There was also a concern that CALD participants may not
be able to come to the service if it was not able to respond to
specific cultural needs. Template forms from clinical services do
not have a separate section on assessment, reassessment, risk
and recovery plans specific to CALD needs. Perhaps if ‘CALD
needs’ was a primary heading, it may, more effectively, alert
workers to prioritise CALD-specific needs. In addition, given
that Nicholson Street PARC service has a rapid turnover in
LOS, it is important to start discussing and planning for CALD
needs at assessments.
Experiences from the team
‘…Really great “unplanned” CALD experiences, including
community meetings and activities where participants felt
comfortable to share with the group their culture and
experiences... The way we approach participant care is
inclusive, respectful and demonstrates a willingness to learn…
This helps others to gain an appreciation of other cultures and
promotes collaboration and acceptance amongst participants.’

‘…Not to assume things about a person, based on their
membership to a cultural/religious group. For example, we didn’t
think that “G” would be interested in doing a group on sexual
health, as with “M”, who’s Catholicism comes into conflict with
some areas of sexual health education. But, both participated
at the level they were comfortable with and were invited to
talk about how this fits within their cultural/belief system.’

Nicholson Street PARC service could make further
improvements in responses to CALD needs by:
• employing or having access to a CALD consultant
• MIFV investing in CALD professional development
for all staff
• establishing a CALD focus group where consumers
have the opportunity to share with staff and participants
about their culture etc.

‘…An Aisan man came to Nicholson PARC service following
admission to the ward with first-episode psychosis. He was
full of questions about what was happening to him, expressing
that mental illness is looked at differently in his culture, that
his family didn’t understand much about his mental illness and
that the illness brought dishonour and shame on the family…
There was a really productive exchange about cultural values
and different belief systems between staff and the participant.’

• printed information in different languages

‘…Communication with “A” was not too difficult most of the
time. Some difficulties were experienced during psycho-education
sessions, however, attentiveness to his facial expressions enabled
the facilitator to encourage him to obtain clarification and the
opportunity to rephrase what was said...The team’s encouragement
to link “A” back into activities such as a Men’s Group and religious
activities with his own ethnic group was a good outcome for him.’

• conducting activities organised by the participants such
as introducing food from diverse cultures, outings to
various cultural museums and support services, and other
recreational and social opportunities within the community
that are specific to participants’ cultural needs, and

‘“H’s” cultural group activities and the importance of having
family around her was well supported by staff and incorporated
into her recovery program whilst at Nicholson Street PARC.
A major emphasis of work with “H” whilst at PARC was around
her family, social/cultural dynamics, shame, perceived decline
in social standing and stigma – as well as self-stigmatisation.
It became more apparent that by understanding these issues,
her anxiety was less illness related and more about the potential
social impact of having an illness. It reduced her confidence...

• involving families in liaison/training
• running an activity program that reflects/acknowledges
cultural diversity

• developing a resource book to aid staff when informing
participants of what services are available.
This article has been written in collaboration with PARC
team members, with particular appreciation to Emma
Spiel who assisted in editing.
References
Access to mental Health Services in Victoria. A focus on Ethnic Communities,
2008, Yvonne Stolk, Harry Minas and Steven Klimidis.
Victorian Transcultural Psychiatry Unit.

‘Work was done on her values/self-stigma and as she began to
reframe her own narrative, she indicated she felt some sense of
empowerment by the opportunity she had to “pave the way for
others in her community” and educate her cultural group.’

Service User Registration Form – Mental Illness Fellowship Victoria.
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Multicultural Mental Health Australia:
strong support on the way from a
national ally of CALD communities
Margaret El-Chami,
Communications, Media and Information Coordinator,
Multicultural Mental Health Australia (MMHA)

MMHA has identified that mental health is a highly
stigmatised issue across all cultures and significantly
impacts on people’s wellbeing. Stigma inhibits early
detection and intervention. It promotes isolation
and marginalisation, and can stop or delay people’s
recovery process.
The new year has started on a high for Multicultural
Mental Health Australia (MMHA), firstly, with the Federal
Government’s announcement late in 2008 to fund the
program for a further three years and, secondly, with
the release of new mental health resources.
MMHA is a national program funded by the Commonwealth
Department of Health and Ageing (DOHA) under the National
Mental Health Strategy and National Suicide Prevention Strategy.
It focuses on raising awareness of mental illness and suicide
prevention in CALD communities. MMHA also produces
relevant resources and publications for the community and
the mental health sector.
MMHA has identified that mental health is a highly stigmatised
issue across all cultures and significantly impacts on people’s
wellbeing. Stigma inhibits early detection and intervention.

It promotes isolation and marginalisation, and can stop or delay
people’s recovery process. MMHA Chair, A/Prof Abd Malak
AM, highlighted that stigma is further compounded for people
in CALD communities who often experience the ‘double
disadvantage’ of discrimination if they either have a mental
illness or are associated with the term. A/Prof Malak DOHA’s
funding commitment explains how it will help MMHA continue
combating the stigma that affects so many CALD families:
‘For years there has been a lack of culturally appropriate
information and materials about mental illness for CALD
communities. This has been compounded by inappropriate
mainstream mental health promotion programs, which do
not target and therefore fail to reach these communities. I’m
very pleased that the federal government has continued with
its commitment to meeting the needs of people from CALD
backgrounds affected by mental illness through this funding.’
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MMHA has received funding until June 2011. The funding
will go towards expanding the program into priority areas.
These areas include:
•
•
•
•
•

policy
carers and consumers
information
education and communication, and
community capacity building and mental
health workforce capacity building.

‘Under the new funding agreement, MMHA will continue
to provide national leadership in building greater awareness
of mental health and suicide prevention to Australians from
CALD backgrounds,’ Prof Malak says. ‘The new funding
will ensure MMHA continues relaying its key mental health
messages, and maintain its hard work and innovations in
transcultural mental health.’
The Framework
MMHA’s National Program Manager, Georgia Zogalis, added
that the funding will provide MMHA with a platform to maintain
working on the Framework for the Implementation of the National
Mental Health Plan 2003 – 2008 in Multicultural Australia.
The Framework was developed for the Australian Health Ministers’
Advisory Council National Mental Health Working Group by
the National Multicultural Mental Health Policy Development
Steering Group and Multicultural Mental Health Australia in
2004. Ms Zogalis says the Framework aimed to prevent the
development of mental health problems and mental illness in
CALD communities by promoting awareness of mental health
and wellbeing to Australians from CALD backgrounds:
‘The Framework has been an invaluable tool in acknowledging
that culture plays a crucial role in the wellbeing of people from
CALD backgrounds. It provides effective strategies for services
and the sector to better meet the mental health needs of our
culturally diverse communities. In our new funding term, we
aim to encourage all the states and territories to adopt and
implement the Framework.’

Carer and consumer participation
In addition to rolling out the Framework, MMHA will continue
managing its National CALD Consumer Reference Group.
The group was set up last year to provide a voice for
consumers from CALD backgrounds, ensuring their concerns
were heard and actioned at every level. During the new
funding term, the project will be expanded through the
establishment of a National CALD Carers Reference Group.
Ms Zogalis says both groups will be given opportunities to
become significant contributors to the planning, implementation
and review of the mental health system and will also add
value to the improvement of mental health practices and
care outcomes for themselves:
‘CALD consumers and carers tell us they feel they have been
ignored for too long. They want to have a say and drive reform.
MMHA is committed to honoring this through these two reference
groups and will make sure there is true CALD consumer and
carer participation and collaboration with the organisation.
‘I strongly believe the new funding agreement adds confidence
in CALD communities, especially consumers and carers. It not
only shows the federal government’s commitment to supporting
them, but also ensures MMHA can continue building on the work
of the last eight years. I would love to see mental health issues
discussed in CALD communities as openly as they are in the
wider community. This can only happen if we continue to deliver
the key message to our communities: that mental illness is just
like any other illness; noone needs to be ashamed of it.’
A/Prof Malak adds that the new funding will also allow MMHA
to continue working on the Council of Australian Governments
National Action Plan on Mental Health 2006 – 2011 and
maintaining a loud voice in advocating for the needs of people
from CALD backgrounds affected by mental illness at every
government level.
Partnerships
A/Prof Malak expressed how MMHA would also aim to expand
on its networks and partnerships with peak organisations such
as beyondblue, SBS Radio, the Mental Health Council of
Australia and the Federation of Ethnic Communities Councils
of Australia (FECCA).

‘… I would love to see mental health issues
discussed in CALD communities as openly as they
are in the wider community. This can only happen
if we continue to deliver the key message to our
communities: that mental illness is just like any
other illness; noone needs to be ashamed of it.’
During the last funding round, A/Prof Malak explained how
MMHA collaborated with beyondblue: the national depression
initiative to provide information about depression in a number
of languages:
‘The multilingual fact sheets were produced in 19 languages
covering five topics such as caring for someone with depression
and understanding antidepressant medication. MMHA also
formed a partnership with SBS Radio to transform its “What Is”
series of multilingual mental health fact sheets into audio formats.’
Ms Zogalis explains that MMHA initially received extra funding
from the Department of Health and Ageing to translate the
ten-part series into over 20 languages:
‘By having the “What Is…” mental health series now available on
CD, ensures these messages can be easily played on radio and in
people’s homes. By broadcasting these messages, we can easily
reach the elderly and those who have recently arrived in Australia.
This project has been very exciting for the multicultural sector, as
it is the first time such information has ever been made available
to so many different communities.’
Ms Zogalis continues, ‘I’ve been sincerely overwhelmed by the
popularity of these resources. Within a short period, parts of the

print series ran out. This actually raised a couple of concerns.
Firstly, it highlighted the need and demand for such crucial
information. Secondly, it potentially reflected the prevalence
of mental illness amongst CALD communities, which argues
the point why our ongoing funding is so crucial.’
Stigma reduction training package
In addition to the release of the series on CDs, MMHA
recently launched a new training package designed to reduce
the stigma towards mental illness in CALD communities.
‘“Stepping Out of the Shadows: Reducing Stigma in Multicultural
Communities” is a unique training package in mental health for
community workers from culturally diverse backgrounds. It has
been ultimately developed to better inform CALD communities
about mental illness and break down the stigma towards it,’
Ms Zogalis explains.
‘We know that families and individuals can be ostracised by
the whole community because of mental illness. Sadly, this forces
some people who are unwell, to fail to get the help they need
and this is very damaging for the family and the individual. We’re
hoping this kit and all the fact sheets will help change that.’

‘CALD consumers and carers tell us they feel they have
been ignored for too long. They want to have a say
and drive reform. MMHA is committed to honoring
this through reference groups and will make sure
there is true CALD consumer and carer participation
and collaboration with the organisation.’
Consultations
While the implementation of this new resource will rely on
the commitment and goodwill of those working in the mental
health and multicultural sectors, MMHA will endeavour to
roll it out nationally. Ms Zogalis says this will be in addition to
hosting national consultations about transcultural mental health.
During the last funding term, consultations where held in Darwin,
Adelaide, Canberra and Hobart. Ms Zogalis continues:
‘We’re now planning one for Western Australia. The consultations are
a great opportunity to invite all the key stakeholders, including carers
and consumers, mainstream mental health organisations as well
as multicultural and ethno-specific organisations, to come together
and discuss the unique issues surrounding mental illness in CALD
communities. These consultations have been really valuable as
they have assisted MMHA in identifying projects of national
significance and areas of need across the nation.
‘We have found these consultations to be a powerful tool in
spreading the message that cultural competency in mental
health care is vital in ensuring better diagnoses and treatment
plans for people from CALD backgrounds.’

A/Prof Malak adds: ‘We need to continue working directly with
those on the frontline such as mental health nurses, resettlement
officers and GPs to better reach CALD communities affected
by mental illness. While we know that stigma stops people from
seeking help, we need to be innovative in connecting with these
groups and reducing their risks of relapsing.
‘Research indicates that early intervention and mental health
support actually increases productivity. If we get in early with
mental illness, people can have productive working lives for up
to 40 years. We need to encourage this to help fill the significant
shortages in our workforce. With this new funding and the resources
we have developed, I’m confident MMHA will make a difference.’

FIND OUT MORE. The ‘What Is…’ series, Stepping
Out of the Shadows: Reducing Stigma in Multicultural Communities
and the new audio fact sheets are now available from
MMHA by calling 02 9840 3333 or visiting their website
at www.mmha.org.au
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Proposal for a Victorian Mental Health
and Cultural Diversity Taskforce
Professor Harry Minas,
Director, Centre for International Mental Health, Melbourne School of Population Health,
University of Melbourne, and Director, Victorian Transcultural Psychiatry Unit (VTPU)

The Mental Illness Principles ‘represent the minimum
United Nations standards for the protection of
fundamental freedoms and human and legal rights of
persons with mental illness’ and are specific on the
issue of equal rights regardless of ethnic or cultural
background and fluency in the dominant language.
Cultural and linguistic diversity
In the 2006 Census, 853,965 Victorians (17.3% of the
population) indicated that they were born in a country
where English was not their main language, with more than
545,000 CALD immigrants aged between 24 and 64. CALD
immigrants constitute 72.8% of all Victorian immigrants.
There are 184 language groups represented in the CALD
population. Nearly 460,000 Victorians speak a language other
than English (LOTE) at home. English language proficiency,
based on the Census measure, varies widely across CALD
groups. It should be kept in mind that, for the purposes of
clinical communication, the Census measure probably
overestimates English proficiency1. The distribution of the
CALD population across Victoria, by Area Mental Health
Service, is shown in Figure 1.
Figure 1. Distribution of people born in non-English
speaking countries and people speaking a LOTE across
Victorian area mental health service catchment areas2.

Figure 1.
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It is notable that in all, except a few metropolitan area mental
health services, CALD communities constitute 20% or more
of the population. In three metropolitan mental health services
more than 40% of the population speaks a LOTE at home.
Rights
The right to health and freedom from discrimination
are fundamental components of the international human
rights framework3.
The International Covenant on Civil and Political Rights (ICCPR)4
and the International Covenant on Economic, Social and Cultural
Rights (ICESCR)5, together with the General Comments,
which interpret them and the Universal Declaration of Human
Rights, constitute the ‘foundation of international human rights
law’6. The twin covenants are binding on states that have
ratified them. General comments ‘represent the official view
as to the proper interpretation of the convention by the
human rights oversight body’7.
The ICESCR5 provides for a right to health: ‘The States Parties
to the present Covenant recognise the right of everyone to
the enjoyment of the highest attainable standard of physical
and mental health.’ All rights enunciated by the ICESCR are
subject to an anti-discrimination clause, wherein signatories
promise that the rights ‘will be exercised without discrimination
of any kind as to race, colour, sex, language, religion, political
or other opinion, national or social origin, property, birth or
other status.’
General Comment 14 on the ICESCR expands on the right
to health. According to Gostin and Gable6, the General Comment
‘addresses the right to health more systematically and extensively
than any prior discussion of the right to health’. It states that
‘health facilities, goods and services must be accessible to all (my
emphasis), especially the most vulnerable or marginalised sections
of the population, in law and in fact, without discrimination on
any of the prohibited grounds’. Referring to the ICESCR’s
anti-discrimination clause, the General Comment affirms that
‘the Covenant proscribes any discrimination in access to health
care and underlying determinants of health, as well as to means
and entitlements for their procurement, on the grounds of race,
colour, … language, … which has the intention or effect of
nullifying or impairing the equal enjoyment or exercise of
the right to health’.

The guarantee that the right to health will be exercised without
discrimination is described as an ‘obligation … of immediate
effect’. The General Comment encourages ‘the adoption,
modification or abrogation of legislation or the dissemination
of information’ to ‘eliminate health-related discrimination’.
Signatories have a duty ‘to adopt legislation or to take other
measures ensuring equal access to health care’.
The general right to health enunciated in the ICESCR is
complimented by the Principles for the Protection of Persons
with Mental Illness and the Improvement of Mental Health
Care (MI Principles), adopted by the UN General Assembly
in 19918,9. The Mental Illness Principles ‘represent the minimum
United Nations standards for the protection of fundamental
freedoms and human and legal rights of persons with mental
illness’ and are specific on the issue of equal rights regardless
of ethnic or cultural background and fluency in the dominant
language. While the MI Principles do not constitute binding
law, they are ‘international “soft law” standards,’ which courts
may use ‘as an interpretive guideline to binding law’. As
noted above, the ICESCR guarantee that the right to health
be exercised without discrimination is an ‘obligation …
of immediate effect’.
Freedom from discrimination is enunciated in the ICCPR4.
The obligations imposed on states by the ICCPR, which are
binding, are reinforced by a number of subsequent international
agreements and statements, including the 1992 Declaration on
the Rights of Persons Belonging to National or Ethnic, Religious
and Linguistic Minorities10, which provides that ‘states shall take
measures where required to ensure that persons belonging to
minorities may exercise fully and effectively all their human
rights and fundamental freedoms without any discrimination
and in full equality before the law.’
According to the 1993 Vienna Declaration11, states have
an obligation to create and maintain adequate measures, in
particular in the fields of education, health and social support,
for the promotion and protection of the rights of persons
in vulnerable sectors of their populations.
Victorian law
The Victorian Charter of Human Rights and Responsibilities12
came partially into operation in January 2007 and fully into
operation in January 2008. The Charter’s Preamble declares

that ‘human rights belong to all people without discrimination,
and the diversity of the people of Victoria enhances our community’.
The Victorian Mental Health Act (1986) includes among
its objectives:
• ‘to establish, develop, promote, assist and encourage
mental health services which – take into account the
age-related, gender-related, religious, cultural, language
and other special needs of people with a mental disorder’
• ‘to ensure that patients and other people with a mental
disorder are informed of their legal rights and other entitlements
under this Act and that the relevant provisions of this Act
are explained to patients and other people with a mental
disorder in the language, mode of communication or
terms which they are most likely to understand’.
One of the ‘functions’ the Act assigns to the departmental
secretary is ‘to assist in the identification of special needs
groups and to encourage the development of mental health
services, which are responsive to the varying needs of those

Figure 2.

groups’. One of the itemised ‘principles of treatment and care’
is that ‘when receiving treatment and care the age-related,
gender-related, religious, cultural, language and other special
needs of people with a mental disorder should be taken
into consideration’.
Access to mental health services
Rates of access to Victorian public mental health services
(inpatient and community) were calculated for the year
1995 – 9613,14 and 2004 – 052, allowing estimates of service
access by country of birth and comparison of rates of access
at two points almost a decade apart.
Figures 2 and 3 illustrate the extent of under-utilisation by
immigrants born in non-English speaking countries (NESC).
Figure 2. Adult community clients: Victoria 2004/05 (by rank
order of treated prevalence) (Stolk, Minas & Klimidis, 2008)
Figure 3. Adult inpatients admitted in 2004/05 in Victoria (by
rank order of treated prevalence) (Stolk, Minas & Klimidis, 2008)

Figure 3.
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The cultural and linguistic diversity of the Victorian population
has not influenced mental health policy making, service design or
clinical practice in a sustained and continuing fashion. Immigrant
and refugee communities continue to be characterised as
“special needs groups”. Understanding that diversity is a
fundamental feature of the Victorian population, requires
a basic re-thinking of the policy response.
The analyses summarised in Figures 2 and 3 reveal
four key findings:
1 Immigrants have substantially lower access to public
community mental health services than the Australian-born.
2 Rates of access vary considerably by country of birth.
3 Access to services – inpatient and community –
is substantially lower in the Asian-born groups than
for other CALD communities.
4 Over an approximate ten-year period, the gap in access
between the Australian-born and immigrants has widened.
While there has been a very substantial increase in rates
of access to public mental health services by the Australianborn, the increase for immigrants has been much smaller.
The system reforms and increased mental health investment
over a decade have differentially benefited (in terms of
access to treatment and care) Australian-born and immigrant
communities in Victoria.
While definitive epidemiological studies of mental disorders in
immigrant communities have still to be conducted in Australia
(an important issue that cannot be explored here) there is
no consistent evidence that prevalence of mental disorders
among immigrants is significantly lower than in the Australianborn. Although the Australian National Mental Health Survey

was interpreted as demonstrating that immigrants had a
marginally lower rate of mental disorders than the Australian –
born15, many other studies have shown equal or higher
prevalence of mental disorders than the Australian-born,
particularly among refugee and asylum seeker groups16.
Low rates of access cannot be attributed to lower population
prevalence of mental disorders in CALD populations.
This picture of reduced access to public mental health services
has emerged in multiple studies and also in all Australian states
where such analyses have been carried out.
At a Commonwealth level and in Victoria, considerable policy
attention has been devoted to the problem of mental illness
in, and provision of services to, a multicultural population17,18
and a good deal has been written about the development
of mental health services that are able to meet the needs
of a diverse population19 – 24. Despite these efforts, the most
basic indicator of improved mental health system performance,
access to treatment and care, has gone backwards. The gap
in rates of access between the Australian-born population
and CALD communities has widened.
The key impediments to improvement in the performance
of Victoria’s mental health system have been incomplete
implementation of policies18,25,26 and scaled up approaches
that have been demonstrated to be successful. The cultural
and linguistic diversity of the Victorian population has not

influenced mental health policy making, service design or clinical
practice in a sustained and continuing fashion. Immigrant and
refugee communities continue to be characterised as “special
needs groups”. Understanding that diversity is a fundamental
feature of the Victorian population, requires a basic re-thinking
of the policy response.
Victorian Mental Health and Cultural
Diversity Taskforce
The many problems and challenges in the provision of mental
health services to CALD communities in Victoria, call for a
detailed and wide-ranging review of the current situation, and
evidence-based recommendations for improvement in the
performance in the Victorian mental health system in relation
to the needs of CALD communities. New strategic directions,
if they are to be adopted and effectively implemented, require
the development of a clear consensus among the key
stakeholders, including government, CALD communities,
mental health service agencies and PDRS services.
In order to achieve these goals, it is proposed that a Victorian
Mental Health and Cultural Diversity Taskforce be established 27.
The purpose of the Taskforce would be to assist the Victorian
government to develop mental health legislation, policies and
services that are relevant to, and that benefit, all Victorians.
Membership of the Taskforce (and the working groups) should
ensure that key stakeholders are represented. These would
include, but are not necessarily limited to, the following groups:
• consumer, carer and community representatives
• academic organisations with the relevant skills
• relevant state-wide agencies mental health
promotion agencies
• relevant professional and training organisations
• public mental health service organisations
• private mental health service organisations
• PDRS services, and
• Divisions of General Practice.
The work of the Taskforce would be done by working
groups focusing on particular areas of challenge. These
would include the following:
1 Workforce. Education and training, recruitment, and
effective deployment of workers with relevant skills.
2 Models of service that effectively meet the needs

of a very diverse Victorian population.
3 Mental health promotion and early intervention
programs that are effective for CALD communities.
4 Transcultural mental health research. The development of
a research agenda that will overcome the many deficiencies
in knowledge about mental health of CALD communities,
and investigate service programs that are effective for
CALD communities.
5 Partnerships and advocacy. Approaches to full engagement
of CALD consumers and carers, and CALD community
agencies, in partnerships with mental health services.
6 Approaches to enhancing human rights protection for
people with mental illness from CALD communities.
Resourcing the work of the Taskforce will require funds to enable
the effective operation of the Taskforce. However, more
importantly, will be the extent to which such a project is able
to mobilise the active participation of a large number of people
and organisations from the stakeholder groups outlined above
who are prepared to contribute time, energy and skills.
Conclusion
Equitable access to services is a minimal requirement of a well
functioning mental health system. (It is not possible to even
begin to talk about quality of outcomes if people with mental
illness are not being seen.) It is also an obligation under international
human rights law. Low rates of access to public mental health
services by CALD communities are a consistent and persistent
finding, and there is evidence that the gap has widened in
recent years. It is likely that access to PDRS services is even
lower for clinical mental health services. It is time that a
comprehensive, mental health system-wide approach is taken,
in order to deal with this important deficiency in the Victorian
mental health system performance. The proposed Victorian
Mental Health and Cultural Diversity Taskforce can assist the
government to design and implement such an approach.
Professor Minas raises some important points on the issue of
‘rights’ in this article. In recognition of the currency of this pivotal
topic, we will be exploring this issue in greater depth in the next
edition of newparadigm. If you would like to contribute to the
upcoming edition on Rights and Mental Health, please contact
VICSERV at newparadigm@vicserv.org.au or on 03 9519 7000.
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The many problems and challenges in the provision of
mental health services to CALD communities in Victoria, call
for a detailed and wide-ranging review of the current situation,
and evidence-based recommendations for improvement in
the performance in the Victorian mental health system in relation
to the needs of CALD communities. New strategic directions,
if they are to be adopted and effectively implemented, require
the development of a clear consensus among the key stakeholders,
including government, CALD communities, mental health
service agencies and PDRS services.
References
1

Klimidis S, Reddy P, Minas IH, Lewis J: Brief functional English proficiency measure
for health survey research. Australian Psychologist 2004, 39:154 – 165.

2

Stolk Y, Minas IH, Klimidis S: Access to metal health services in Victoria: A focus
on ethnic communities. Melbourne: Victorian Transcultural Psychiatry Unit; 2008.

3

Minas H, Minas SM: Response to Review of the Mental Health Act 1986
Consultation Paper. Melbourne: Centre for International Mental Health; 2009.

15

Andrews G, Hall W, Teeson M, Henderson S: The mental health of Australians. Canberra:
Mental Health Branch, Commonwealth Department of Health and Aged care; 1999.

16

Boufous S, Silove D, Bauman A, Steel Z: Disability and health service utilization
associated with psychological distress: the influence of ethnicity. Ment Health
Serv Res 2005, 7:171 – 179.

17

Psychiatric Services Branch: Improving Services for People from a Non-English
Speaking Background. Melbourne: Victorian Department of Human Services; 1996.

18

Minas H, Klimidis S, Kokanovic R: Depression in multicultural Australia: Policies,
research and services. Australia and New Zealand Health Policy 2007, 4:16.

4

United Nations: International Convenant on Civil and Political Rights.

5

United Nations: International Convenant on Social, Economic and Cultural Rights.

6

Gostin L, Gable L: The Human Rights of Persons with Mental Disabilities:
A global perspective on the application of human rights principles to mental
health. Maryland Law Review 2004, 63:20 – 24.

19

Minas IH, Lambert TJR, Kostov S, Boranga G: Mental Health Services for NESB
Immigrants: Transforming Policy into Practice. Canberra: Australian Government
Publishing Service 1996.

7

Rosenthal E, Sundram C: International human rights in mental health legislation.
New York Law School Journal of International and Comparative Law 2002, 21:469 – 482.

20

Minas H: Service responses to cultural diversity. In Textbook of Community Psychiatry.
Edited by Thornicroft G, Szmukler G. Oxford: Oxford University Press; 2001

8

United Nations: Principles for the Protection of Persons with Mental Illness
and the Improvement of Mental Health Care New York: United Nations; 1991.

21

9

Rosenthal E, Rubenstein L: International human rights advocacy under the
“Principles for the Protection of Persons with Mental Illness”. International
Journal of Law and Psychiatry 1993, 16:257 – 262.

Minas H: Developing mental-health services for multicultural societies.
In Textbook of cultural psychiatry. Edited by Bhugra D. Cambridge: Cambridge
University Press; 2007: 389 – 401

22

Minas IH: Service responses to cultural diversity. Textbook of community
psychiatry Oxford University Press, Oxford 2001.

23

Miletic T, Minas H, Stolk Y, Gabb D: Improving the quality of mental health interpreting
in Victoria. Melbourne: Victorian Transcultural Psychiatry Unit, Melbourne; 2006.

24

Miletic T, Piu M, Minas H, Stankovska M, Gabb D, Klimidis S: Guidelines
for working with interpreters in mental health settings. Melbourne: Victorian
Transcultural Psychiatry Unit, Melbourne; 2006.

25

Ziguras SJ: Implementation of ethnic health policy in community mental
health centres in Melbourne. Aust N Z J Public Health 1997, 21:323 – 328.

26

Klimidis S, Minas H, Kokanovic R: Ethnic minority community patients and the Better
Outcomes in Mental Health Care initiative. Australas Psychiatry 2006, 14:212 – 215.

27

Minas H, Klimidis S: Submission: Response to the Because Mental Health Matters
consultation paper. Melbourne: Centre for International Mental Health; 2008.

10

United Nations: Declaration on the Rights of Persons Belonging to National
or Ethnic, Religious and Linguistic Minorities, adopted by UN General Assembly,
article 3.1., vol. Resolution 47/135, 18 December 1992. New York; 1992.

11

Vienna Declaration, World Conference on Human Rights, Vienna,
14 – 25 June 1993, A/CONF.157/23, section 24. In.;

12

State Government of Victoria: The Charter of Human Rights and Responsibilities:
Protection of freedoms and rights for everyone in Victoria. Melbourne: State
Government Victoria; 2006.

13

Klimidis S, Lewis J, Miletic T, McKenzie S, Stolk Y, Minas IH: Mental health
service use by ethnic communities in Victoria: Part I. descriptive report.
Melbourne: Victorian Transcultural Psychiatry Unit; 1999.

14

Klimidis S, Lewis J, Miletic T, McKenzie S, Stolk Y, Minas IH: Mental health service
use by ethnic communities in Victoria: Part II, Statistical tables. Melbourne: Victorian
Transcultural Psychiatry Unit. Melbourne: Victorian Transcultural Psychiatry Unit; 1999.

interviews

44

newparadigm Summer 2009
Psychiatric Disability Services
of Victoria (VICSERV)

Part of the solution: talking
with two bilingual support
workers about their essential
role in mental health
Interviewed by Anna Walker,
Access Manager, Action on Disability within Ethnic Communities (ADEC)

‘I think there needs to be more flexibility and
understanding in the rules and expectations. Time
needs to be given to change a worker’s way of doing
a job. If something isn’t right, a constructive approach,
rather than a punishing one, is really important.’
Victoria is recognised as having a significant portion of its
population coming from CALD backgrounds. This makes
Victoria an exciting and vibrant place to live, but it also
creates challenges for services to ensure that the needs
of CALD individuals and communities are met. One of
the ways of addressing this need has been through the
employment of bilingual workers. But what challenges do
they face as they negotiate between the demands of their
communities, whose societies may be based on collective
values and the individualistic and Western paradigm of
the Australian workplace? The following interviews were
conducted with bilingual workers to explore their experiences.
What are your roles at present?
Ali: I work for a number of organisations. I am a community
development worker in the transcultural mental health field.
I am also employed as a Somali project worker and case
worker and deal with clients who have complex mental
health issues and needs.

Nga: I am a community mental health worker in a
PDRS service for two organisations.
Which community/ies are you working with?
Ali: My main focus has been with the Somali community, but I
also work with the Sudanese, Eritrean and an Australian client.
Nga: I mainly work with the Vietnamese community, but
I’ve also worked with Chinese, Cambodian, East Timorese
and Australian individuals.
What do the communities or individuals
from CALD backgrounds expect from you?
Ali: The communities and individuals want me to act as
a bridge between professional services such as hospitals and
schools. They expect me to explain to the professionals what
their needs are so that they understand what their position is
and why they want services delivered in certain ways. Many
want me to be on call whenever a need arises. The Somali

community is a collective society and we are expected to
serve as a community member, even if this is in contradiction
to work requirements. For example, if I am called at 10 o’clock
at night and don’t go to assist, they think it is because of money.
It is not understood that it is not part of my role to go out
at night and deal with problems. Clients expect me to have
medical and clinical knowledge, almost like a doctor. This
can create difficulties when I don’t have the medical expertise.
It can create a lack of trust in me by the client.
Nga: They want support and understanding of their issues
and knowledge of services. When they are involved in court
cases they want me to go with them. They want me to deal
with their legal issues, employment, information about
immigration and other issues. They want me to talk to
professionals on their behalf. They expect me to work
like a counsellor and be on call 24 hours a day.
What does your workplace expect from you?
Ali: My workplaces expect me to follow their rules and meet
all the legislative requirements such as privacy. They also want
me to follow what my Position Description says my role is.
We’re employed because of our knowledge of our community
and they expect us to be an expert about their needs and to
be able to connect with them (people from CALD backgrounds)
where they can’t. We’re like the bridge between the two areas.
Nga: They expect me to understand my role and responsibilities.
I have to understand the boundaries of the workplace and
accept the Western model. I need to stick to work hours,
privacy and other legislation. Workplaces also have a high
expectation of my cultural knowledge.
What are some of the challenges in dealing
with the different expectations of community
and the workplace?
Ali: It can be very challenging walking the tightrope between
the demands of both the community and the workplace.
The following example shows the differing expectations
of each place:
I was working with a family whose daughter was in hospital
because of mental health issues. At the weekend her family
would take her out on Saturday afternoon on either a home
visit or for an outing. One Saturday I received phone call from

the family saying that they could not visit the client and asked
that I take the client out. I went and took the client out for
a coffee and then returned her to hospital. I felt comfortable
with this as I had met the family’s and community’s needs.
When I got to work I told my supervisor and expected him
to be pleased with what I had done. I was dismayed when
I was told that I had not behaved appropriately and this was
not professional behaviour. I had taken the action on my own
and the visit was outside work hours. It was explained that if
something happened then there could have been legal implications
and I had put myself, and the agency at risk. This shows what
the community expectations are and how they can challenge the
expectations of the workplace. It is a very difficult balancing act.
Nga: Western rules can conflict with the culture and needs
of the community. It is very difficult to satisfy both areas.
There was an occasion when I was called by a client’s family
outside of my work hours because there was a serious incident.
The client was severely distressed, screaming and yelling,
and the CAT Team had been called. The police arrived and
handcuffed the individual and he was put in the police vehicle.
He was sedated by the CAT Team and taken away. The family
was extremely distressed and did not understand what was
happening. According to work practices I should not have
been involved in the situation, but as member of the community
it was impossible not to take on the responsibility. Workplaces
can feel that the worker has crossed the ‘boundary’ in
situations like this. I find it hard as a human being not to help,
but at the same time know that I have to stick to the work
rules. What I try to do is achieve harmony.
One of the principles of psychosocial rehabilitation
relates to the rights of the individual. How does this
impact on your work with families and communities
and how do you deal with any conflicts?
Ali: As previously said, the Somali community is a collective
community so the concept of individual rights is difficult to
appreciate. I try to explain to others how, in Australia, people
value individual rights and that I cannot give personal information.
This can be difficult because there is a risk that communities lose
trust in the agency. They blame them for not sharing information
so it’s important to stress that it is Australia’s rules, not that of the
agency. The use of interpreters can also be very valuable.

Nga: That’s difficult sometimes, but I recognise the right of
the individual. What I try to do is be sensitive to issues. I try
to educate the community about the way things work in
Australia. I have an adult female client who lives with her
parents. I recognise that each party has rights, but I mustn’t
disclose confidential information to the parents even though
they want it. I deal with this by respecting the parents and
the daughter. In professional situations I use interpreters even
though I speak the language. This ensures that the information
is independent and accurate and I am not held personally
responsible for the information. This is important especially
when the information is of a sensitive nature. I also try to
be truthful and honest with the community.
What support and understanding does the
workplace have in regard to these issues?
Ali: They are supportive, but I am not sure that they fully
understand the difficulties.
Nga: I feel respected and trusted, but at times there can
be an overreaction. Things are seen in only black and white
and there are no shades of grey.

What support would help you be more effective in
dealing with the differing demands made on you?
Ali: If the worker is to stick by the rules then they need backup
by the agency. For example, if a member of the community
contacts the agency to complain that the worker is not doing
his/her job properly because they won’t give information, then
the agency needs to explain the rules to the community member.
Nga: I think there needs to be more flexibility and understanding in
the rules and expectations. Time needs to be given to change
a workers way of doing a job. If something isn’t right, a constructive
approach, rather than a punishing one, is really important.
As outlined in these interviews, there are challenges for bilingual
workers in negotiating the demands of the highly structured
workplace, which is bound by legislative regulations, with the
demands from communities for boundless input from the worker.
Communities and individuals do not work according to the
time schedules and rules of the workplace and find difficulty in
recognising the restrictions placed on the worker. Both workers
expressed the need for the workplace to be more flexible
and understanding of the complexities that they face. They
also stressed the need for communities to be educated in the
expectations of the Australian system, thus alleviating some
of the stresses they are exposed to.

‘I try to educate the community about the way things
work in Australia. I have an adult female client who
lives with her parents. I recognise that each party has
rights, but I mustn’t disclose confidential information
to the parents even though they want it. I deal with
this by respecting the parents and the daughter.’
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In their
own words
Interviewed by Nadine Hantke,
BSW University of Melbourne, and Coordinator Multicultural Access and
Support Program, Prahran Mission

Both interviewees pointed out that referral processes
for them were somewhat unknown and chanced.
The experience of inconsistent treatment patterns and
multiple allocations of workers increased complications
and misunderstandings in the recovery process.
In a democratic country such as Australia we attempt to
embrace diversity in our mental health services and develop
cultural sensitivity. Educated professionals might understand
the focus on cross-cultural training or translation channels
in dealing with CALD consumers. In the following interviews,
the subjects are asked how they perceive cultural sensitivity
to be developing in Australia.
Both interviewees in this article are female mental health
consumers and have been part of the Victorian mental health
system for a number of years. They are aged between 30 and
35, from non-English speaking backgrounds and have spent more
than five years in Australia. Ana has an Asiatic background;
Lisa’s background is European. (For the purposes of this
article, pseudo names have been used.)

Interview with Ana
How did you first hear first about
mental health services?
I couldn’t go to the doctor, I couldn’t push myself. My father
made the appointment and also went to the GP (General
Practitioner) on my behalf. The GP suggested my parents
ring the CAT Team.
So, the first professional who was
approached was the GP?
Yes. Hopefully GPs are well informed and educated
about mental health and support services.
Did you try any other treatments before
the CAT Team was involved?
No, straight to the CAT Team. The GP didn’t even refer me
to a psychiatrist. Each time I was really down my father rang
the CAT team and they came… When I had a problem, he
would ring them. That was a way for my parents to get help.
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Tell us a bit about your experience in the hospital
and if CALD needs were considered during your stay.
It was hard in the hospital. During one of my admissions, it
was the time of the Chinese New Year period. My parents
asked the doctors and nurses if I could go out for a few hours
a day. They also permitted me to have overnight leave for
Chinese New Year. But that was towards the end of my stay.
Thank God they weren’t ignorant towards that, or even that
the Lunar calendar is different to the Roman one. But it can be
forgiven if they don’t know that because the date of Chinese
New Year changes every year.
What do you think could be done to accommodate
cultural needs more in services? Using interpreters?
Yes, that would make it easier for people. They might also like to
bring a partner or family member to initial meetings. I also had to
explain to my parents what respite means and that they have a
respite time whilst I am away. I believe in regards to mental health,
it would help to have information nights at community centres and
places where people generally go, just for making people aware,
more informed. Different languages need to be considered, of
course. My mother, for example, never goes to any of these
forums because she doesn’t understand English very well.
I feel that it’s good that you’ve (Prahran Mission) got a
multicultural access and support worker. That helps.
That accommodates a bit more. It’s also good that you’ve
(interviewer) already got a background of migration. Cultural
and linguistic needs are still not really met in mental health
services. It’s improving but there is still a long way to go.
Do you think it is hard to find services
when you don’t speak English?
Yes. Even people who speak English have trouble accessing
services. Even I don’t know how to tap into them or what’s
out there for me. For example, while I was an inpatient
I got connected to a service through a representative of

an organisation coming to the hospital and telling us about
them, and another patient mentioned services to me too.
So, your English language skills were efficient enough
that a lot of information you used was mentioned to
you through others. What about people who don’t
speak English?
It’s very frustrating! They wouldn’t have this information. This
also applies to talking based groups in day rehabilitation services.
Non-English speaking people can’t keep up with the English
conversation, so they don’t participate in any of these groups.
Looking back at your experiences with the Australian
mental health system so far, how competent do you
think mental health professionals are regarding
cultural needs?
Not very competent. They don’t consider culture much. The
nurses in the hospital asked me during the assessment if I have
any cultural needs. I said ‘yes, I would like to burn incense in
my room’. The answer was ‘no’ and I didn’t get any explanation.
The request only went to the general nurse. If I had been in
her position, I would have suggested asking higher management.
I feel a bit more at ease with incense. We light it twice a day
at home. I could have told my psychiatrist but I didn’t.

Interview with Lisa
How did you first hear about mental health services?
First, I didn’t know anything. Centrelink referred me to a social
worker. That was the first step. But actually, the first step was
seeing the GP. I went to the GP for nearly two years at the time.
I thought I was sick like a normal sickness. If I am sad I go the
GP, if I have physical pain I go the GP. It’s always the GP as a
first step. Then I was sent to a specialist. That helped me to
start to understand what’s going on.

In order to step into the next realm of a CALD respected
system on a level playing field, we must continue educating
and communicating at a national level to ensure increased
accountability on the level of service provision for
every CALD person affected by a mental illness.

Looking back at your treatment history, did
services offer you the use of interpreters?
When I visited the psychiatrist the first time, they asked me if I
needed an interpreter and I said ‘yes’. But my husband was always
with me. At most of the meetings, my husband offered to interpret.
If you could have decided, did you want your
husband in the meetings with you?
No, but he asked the doctor and the doctor said that it’s okay.
The doctor couldn’t say ‘no’ and I couldn’t say ‘no’ because
my husband would get angry. My husband interpreted for me
most of the time. I was never alone, not even with the social
worker. Somebody always spoke for me. It was not good but
it doesn’t say anywhere that it’s forbidden to do that. I knew
that my husband was interpreting differently to what was being
said. But I didn’t say anything. Maybe I couldn’t talk or speak
English but I understood more. I am not stupid. I could tell
from body language. A professional interpreter would have
helped a lot in these situations.
What do you think could be improved in the current
mental health system to help people who don’t speak
English well and live with their mental health problems
but don’t use services?
The GP is very important. A long-term GP is a way to trust
because when you get sick, you tell the GP. A GP needs to be
gentle and can’t push you. People from a non-English speaking
background are worried about being pushed out of the country
or admitted to hospital when they experience mental illness.
So it takes time to trust.
The psychiatrist gave me English language brochures and a
video. The video helped because I had panic attacks and it
showed me what to do when they happened. I didn’t have
to understand the talking. For people who don’t speak English
well, pictures are important. For us, eyes are the first thing
to understand. It’s an ‘eye-language’. That’s the same with
advertisements about mental health. Often, we don’t know
what it (mental health) means. It helped me a lot to read
some translated information brochures about depression
and schizophrenia etc. I didn’t really know what all that
meant and they helped me to learn it. They are really good.
Do you believe that the workers in mental
health services understand cultural needs or
are able to react appropriately towards people
from a CALD background?
Nobody understands completely but people either care
or they don’t care. I can understand human feelings like
crying and anger but we can’t really understand each other’s
religions. Workers can’t accommodate every culture or
religious behaviour. We can explain but we don’t expect
everyone to know everything about our culture.

Do you think it is hard for non-English speaking
people to find services to support them?
Yes, absolutely. Everybody knows that after a GP comes a
counsellor. They are in neighbourhood houses and Centrelink
refers you to counselling too. I had a lot of bad counsellors
unfortunately and I was sent to a lot of different ones. Also,
I don’t like to work with trainees or students. They often
disappear. I am sick of telling the same story over and over
again, jumping from worker to worker. This is worse for
people who don’t speak English. We are slower, it takes time.
I really need at least one year with someone to be helped.
So, you feel that a good worker for you needs to
be experienced so you can feel safe. You also need
consistency in the work with the same person and
enough time to get used to each other and build
trust over a long period?
Yes. That’s absolutely right.
So what are we left with? The interviewees highlighted that
the General Practitioner was their first point of contact. The
Department of Human Services (DHS) Cultural diversity plan
for Victoria’s specialist mental health services (2006 – 2010)
acknowledges that issue and emphasises the importance of
‘the development of stronger linkages between mental health
services and primary care providers’ (DHS, 2006, p 23).
Both interviewees pointed out that referral processes for
them were somewhat unknown and chanced. The experience
of inconsistent treatment patterns and multiple allocations
of workers increased complications and misunderstandings
in the recovery process.
The increase of cultural competence and break down of barriers
to deal with the complexities of non-English speaking consumers,
should be one of the core functions of the mental health
system at large.
To prevent such extreme occurrences, such as filtered
communication through a family member, similar to Lisa’s
example, enforced that state protocols have to be actioned
at base level to not only ensure awareness but also uphold
the rights of every CALD consumer.
In order to step into the next realm of a CALD respected
system on a level playing field, we must continue educating
and communicating at a national level to ensure increased
accountability on the level of service provision for every
CALD person affected by a mental illness.
References
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Developing a recovery
oriented model for working
with diverse communities:
a partnership perspective

Edwin (centre) with James 
and Priya at Myuna farm

Ellen Maple, Senior Practitioner of the CALD Program and
Alys Boase, Program Director, General Services, ERMHA

‘It’s not about me, it’s about the group. It’s about
everyone. It was really hard for me, but now I can say
I have a roof over my head. I’m studying, I’m seeing
my kids again, I have support, that’s the best thing.
If you don’t have support, it’s like you are blind.’
Located in the South-East fringe of Melbourne, City
of Greater Dandenong is the most culturally diverse
community in Victoria. Approximately 56 per cent of
residents in Greater Dandenong are born overseas from
over 156 different birthplaces and 51 per cent of residents
speak a language other than English (LOTE) at home.

New arrivals to Dandenong, refugees in particular,
experience higher rates of PTSD, anxiety and depressive
disorders. It is important to note that despite the clearly
demonstrated need, people from CALD backgrounds
are under-represented in many community services,
including relevant mental health programs.  

An annual influx of approximately 2,500 recently-arrived settlers
sustains and enriches this cultural diversity, while contributing
to the emergence of communities from a variety of nations,
including Afghanistan, Bosnia, Cook Islands, Somalia and the
Sudan. Further, Dandenong has a high rate of unemployment,
a high number of Health Card holders and extreme disadvantage
is experienced in pockets of the region.  

The Framework for the implementation of the National
Mental Health Plan 2003 – 2008 in Multicultural Australia
outlines specific issues people from CALD backgrounds
face, as well as those who work in this area.
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for working with diverse communities
by Ellen Maple and Alys Boase

Some of the issues identified include:
• the stigma and community perception
surrounding mental illness
• poor mental health literacy
• lack of available interpreters, or reluctance to use them

The program builds upon what we already know about a
recovery oriented approach and allows for the development of
culturally sensitive practises to be embedded within the model.
The client’s recovery thrives in the space where the support
service, carers/families and significant others, and the community
intersect, depicted in the diagram below.

• lack of information in appropriate formats, and
• lack of culturally competent service providers with
an understanding of different cultural perceptions
of mental illness.
In response to this, ERMHA and St John of God Healthcare
formed a partnership to develop a model of support for a
client group that has been challenging to engage in generic
PDRSS services. In July 2007, a three-year pilot program was
initiated to support and grow the existing ERMHA multicultural
psychosocial rehabilitation program. This enabled the project
to develop from one bilingual staff member to three support
workers and a senior support worker. The partnership also
benefits both services by sharing learnings, skills and resources
through regular steering group meetings, staff secondments
and participation at Board level.

Carers, families
and significant
others

Support
Services
Client

Community

The development of a skilled staff team with expertise in
working with people from CALD backgrounds affected
by mental illness has been vital. In developing a specialised
response, it was also important to maximise opportunities
to increase awareness amongst all ERMHA staff of
culturally sensitive practises and workplace issues.

It is important to note that despite the clearly
demonstrated need, people from CALD backgrounds
are under-represented in many community services,
including relevant mental health programs.
This approach ensures that the client is central to all processes,
carers and social support networks are involved and supported,
and community groups are respectfully consulted with and
provided with opportunities to build capacity to provide
support to people with psychiatric disability. The practise
framework incorporates individual planning and support
provision, group work and community development.  
The development of a skilled staff team with expertise in
working with people from CALD backgrounds affected
by mental illness has been vital. In developing a specialised
response, it was also important to maximise opportunities
to increase awareness amongst all ERMHA staff of culturally
sensitive practises and workplace issues. To this end we
have seen an increase in the proportion of people from
CALD backgrounds accessing all of ERMHA’s programs.
Edwin is a participant of ERMHA’s CALD Program
and took this opportunity to share his story:
‘I have been here in Australia for 26 years. I arrived in May
1985. I come from El Salvador. I came as a refugee because
I decided to become involved in politics back in my country. But
unfortunately I was seen as doing the wrong thing by some people
and I was taken as a political prisoner. I spent some time in jail
because of my beliefs and unfortunately I was told it was better
for me to leave the country. But now I understand why and I can
say thank you. It was really difficult for me to understand because
I thought I was doing the right thing, but some people didn’t like it.

Moving from my country was like punishment for me. But now I can
say that coming here was the best thing I did.
After I was released from jail I was really quiet and didn’t want
to say anything. The situation was that noone understood why
I felt that way. I had been in a situation where they would ask
me questions and if I didn’t answer I was punished. It was really
hard and at the end I would spend weeks in the house.
I wanted to stay in the house. I didn’t want to go outside because
I wanted protection.
Another time, I was almost murdered. I was living at my wife’s
mother’s house. I knew that because of me, they were in danger.
I remember hiding when they came to my wife’s mother’s door.
They knew that we were there because I heard them mention
that they know we are there. And then I left.
In my country it was normal to see cars without plates. You
knew that they were Special Forces. I was at the park and I
was standing there looking at them and they were rushing
towards me. I ran into a house and I said “look they are coming
to hunt down”. I saw my coach from soccer starting to move
away because if they start shooting, it means they are trying
to kill you. We wanted to get into the office because we won’t
allow them to kill them. But they don’t care. They are trying
to kill me. So I better go inside. And then I thought “it’s time
for me to leave.”
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Developing a recovery oriented model
for working with diverse communities
by Ellen Maple and Alys Boase

‘That’s why I decided to become more involved
with the group. Every time I have an opportunity to
help, I do it. Not because I owe (it to) anyone, it’s
because I feel good. I feel like (I’m) doing something
good. I see (it) even in the faces of the people, they
say thank you. They smile.’
Three years after I arrived here, I got into a car and I couldn’t
understand why it felt like the car was getting smaller and smaller.
I began to feel… I can’t explain, because it was a really unique
experience, but I was so scared and frightened. I started shaking.
I remember I stopped the car and I started walking from the car
up to the house. Where I stopped the car was far away from the
house. I felt like it took me ages from the car to get to the house.
I stopped and held onto an electric pole because I felt like I was
going to faint. Then I went back to the house and mentioned
the way I felt to my ex wife. She told me “take a Panadol”.
That’s the ignorance of the illness.
This was my first crisis. Since then I have had about four others.
The last one was really hard. I still remember it every time I wake
up in the morning. All the stuff I have been through, all the things
I have lost. When some people see that you are sick, they don’t
want to have anything to do with you. Maybe it’s because they

are afraid; maybe they don’t know anything about how to help
people with a mental illness; maybe they are pretending.
It’s not part of my beliefs, taking your own life. It’s my religion.
But I was so desperate that this was the only solution. I couldn’t
understand why I was feeling so sick. I wasn’t eating or sleeping
at all. Then I met my support worker from ERMHA. He came
to see me and I started talking to him. It took a bit of time to
be open and honest, like telling him I didn’t want to cook because
I used to cook only for my kids. I still miss them a lot.
My support worker introduced me to the CALD worker who was,
at that time, running the multicultural group. They asked me if I’d
like to come to the cooking group on Mondays. The CALD worker
asked me if I’d like to cook any traditional food from El Salvador.
I said “no, I don’t want to.” But after three or four months it was
my first time [cooking], I was scared, I was insecure. The CALD

worker said, “look you come to cooking next Monday”. On Friday
I became really anxious. I wasn’t sleeping and I was questioning
myself if my food was going to be good. It was my first step.
Now I join cooking for the multicultural group. I then started
getting involved in the gardening group, it was good for me.
I don’t know why, but I didn’t want to take any responsibility.
Every time they asked me, “do you want to be in charge of
the group?” I didn’t want to do it. But now I think it’s not about
me. It’s about teaching other people. We can’t explain how
we feel but somehow we need other people to understand.
I remember saying to my support worker, “I’d like to do something
that can help people with a mental illness not to go through what I
had to go through.” That’s why I decided to become more involved
with the group. Every time I have an opportunity to help, I do it.
Not because I owe (it to) anyone, it’s because I feel good. I feel
like (I’m) doing something good. I see (it) even in the faces of
the people, they say thank you. They smile. For us it is really hard
to trust someone else.
It has been a really long road for me. Now I am doing my welfare
studies at TAFE with the support of ERMHA. Every time I have
an opportunity to say thank you to an ERMHA worker I say thank
you. It was a really difficult time for me. I wouldn’t have survived
if ERMHA didn’t help me.
I want to help people in society to understand about people
with a mental illness. Yes we can be difficult, we can cry, we
can get upset but that’s part of our illness. We can stay in
bed the whole day. Days and nights, that’s a part of our illness.
That’s what people need to understand. We can make our

own mistakes, and at the end, those who pay for them will
be us. It’s not about what you want, it’s about what I want. This
is the thing I have learned. If you try to force someone else to
do something and they don’t want to do it, it’s like punishment.
With ERMHA, I like to go out. I go on the outings. I like to see
the people come to the garden. They are happy. It’s not about
me, it’s about the group. It’s about everyone.
It was really hard for me, but now I can say I have a roof over
my head. I’m studying, I’m seeing my kids again, I have support,
that’s the best thing. If you don’t have support, it’s like you are
blind. That’s my experience.’
The process of developing and articulating an effective,
evidence-based model for working with people from CALD  
backgrounds who are affected by mental illness is ongoing.
The program is considering a more meaningful name and
initiating a process to consult with our target group to develop
this. ERMHA and St John of God are initiating the use of
consultants to further document a model of service delivery
for working with CALD communities in the psychosocial
rehabilitation field. Learnings gained from this work will be
shared widely.  Opportunities for the ongoing sustainability
are also being explored to ensure this important work is
able to continue.
FIND OUT MORE. To find out more about ERMHA’s
CALD Program, or to make contact with ERMHA about other
work they’re doing, visit their website http://www.ermha.org/
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Putting life
together

Evan Bichara,
Consumer Advocate, Victorian Transcultural
Psychiatry Unit, St Vincent’s Hospital

If mental illness is to be prevented, consideration
must be given to cultural influences. Culture affects
an individual’s way of life, as customs are passed
down from generation to generation, making it
a rather complex phenomenon.
That human quality of wanting to live and move life forward
exists in all of us, regardless of cultural differences or whether
or not a person has a mental illness. My focus in life, as is for
many people, is on enjoyment. There are two primary ways
I find enjoyment: Through close and meaningful friendships,
and through experiencing excitement. I also enjoy music,
sport and recreational activities, studying, being in a natural
environment and participating in creative activities.
Most people try things out in their search to construct an
enjoyable life. However, a huge and climbing percentage
of people in our community report they are hurting inside
and nothing seems to help. For some people this is associated
with the breakdown of relationships in the home. For some
immigrants, it is a combination of being caught between the
culture of their homeland and the Australian culture, and a
lack of sense of purpose clarity in what to believe about life.

Most people from CALD backgrounds seek to solve their own
problems first. But many also turn to their friends, spouse/or
parents. Some pray. Some do activities. Some source new
friends. A few seek professional assistance. Some try to mask
the hurt through the use of alcohol and other drugs.
We cannot state for a fact that some ethnic cultures will have
a higher occurrence of mental illness in their community than
others. And we cannot say that some cultural groups deal with
people’s mental illness better than other cultures. But what we
might say is that there are certain counter-productive cultural
beliefs, which deter people’s recovery. These apparent beliefs
(based on superstition and ancestral rumors) must be avoided
at all costs by people affected by mental illness.
However, on a brighter note, we might also claim that there
are certain cultural beliefs, which may enhance a person’s recovery.
These beliefs (based on collectivism and independence, including
families in therapy) should be encouraged as much as possible.
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Australia is a very multicultural society, with over 100 ethnic
cultural groups residing in it. We can invest in learning how
a varied range of behaviours, beliefs and values can promote
or impede people’s recovery from mental illness. Culture can
be defined as customary beliefs, values or ideas held by either
a racial, religious or social group of people. While there seem
to be correlations between culture and mental health problems,
more research is still needed about this.
If mental illness is to be prevented, consideration must be given
to cultural influences. Culture affects an individual’s way of life,
as customs are passed down from generation to generation,
making it a rather complex phenomenon. Culture is also
learned through interactions with others. These interactions,
particularly between organisations and rehabilitation service
providers, are vital for moving forward with reference to
service development and effective linkages.
A person’s attitude towards health and illness are influenced
heavily by cultural background. One major aspect that has
come out of me working in the Transcultural Unit and mainstream
psychiatry for over two decades is the reminder not to take
people’s views too lightly. None of us have all the answers
or can fully say that a particular ethnic culture should mean, in
contemporary Australian society, more than another culture.

•
•
•
•

understanding mental health services’ procedures
understanding the expectations of the family
observance of religious practices
role of male and female in each culture/
appropriate gender-specific behavior.

This list is far from complete and illustrates some of the
considerations needed in servicing CALD consumers, their
families and the ethnic communities in the mental health
sector. These points also need to be considered when
dealing with ethnic consumers and their family members
in designing psychosocial rehabilitation programs suited
to encourage participation.
Obviously, one cannot cater for all, but one must start thinking
about the notion of designing and delivering cost-effective
rehabilitation programs that cater for wider ethnic communities.
I believe that because of the stigma attached with mental
illness, one idea might be to set up a rehabilitation program,
disguised within the community, as an event contributing
to a primary aim of a fundraising, social, sporting, church
connected, or a dinner dance event, with the ‘rehabilitation’
posing as a secondary aim in the process.

I feel that the issues relating to specific cultural groups are too
wide and complex to be covered in this segment of writing.
However, one must always consider the diversity within cultural
groups, keeping in mind the following points to accommodate
this wide diversity:

This may be a way that CALD communities can operate
well in today’s Australia, particularly within the well-established
CALD communities, including people from Italian and Greek
backgrounds, who have been in this fine country for a long time.
The strength of getting the community together is an enjoyable
exercise, which can also serve as a rehabilitative function for
people with a mental illness, their families and/or carers.

• cultures, definitions, beliefs about mental illness
• language (written or spoken)
• definitions of ambiguous terms
(e.g. support, ‘keep in touch’)
• interrelationships between medications
and traditional remedies
• interrelationships between psychological strategies
and traditional remedies

It is not enough to simply have preconceived ideas about how
some people should live and what they should think. Rather,
we, older members of the community, should be encouraged
to engage in the journey with them. Our journey, too, could
be shared by that engagement. In dialogue and in relationship
we will discover the similar dimension of life as we put our
lives together.

Rehabilitation, to me, is a process that enables an
individual to return to a good level of functioning.
Good health habits contribute to vitality. Rehabilitation
should prepare the person to be an essential part
of the community as a worthwhile and confident
contributor.
This is the primary reason why the ‘Spectrum of Cultures
Mental Health Consumer Group’ was set up (eight years ago)
at the VTPU in Melbourne within St Vincent’s Hospital. It
is a dynamic group where the perspectives of many cultures,
many different mental illnesses, and a variety of personalities
come together in a way that benefits all group members.
It is a place where people can re-charge their batteries and
can easily voice their concerns to other group members.
People are made aware of other people’s cultural differences
and they learn to appreciate, accept and tolerate them by
understanding that similarities are also clearly adamant
among all members.
In being the prime founder and facilitator of this essential
group, I have gathered the insight that an individual’s cultural
upbringing will affect the way in which he/she sees their
environment, and also how the individual might show his/her
feelings, emotions, distress or conflict through behaviours,
thoughts or actions. Therefore, culture can influence the
experience of mental illnesses and how they might present.

There is a wide scope of innovation we need to make in
catering effectively for ethnic communities in mental health
sector. Effective partnerships need to develop, people need
to come together and work together to be able to consolidate
tangible rehabilitation plans that will cater for those whose
quality of life has being setback by a mental illness. Effective
rehabilitation, which is culturally sensitive to their needs can
be provided to enable them to move forward in life as an
equal citizen of our society.
Rehabilitation, to me, is a process that enables an individual
to return to a good level of functioning. Good health habits
contribute to vitality. Rehabilitation should prepare the person
to be an essential part of the community as a worthwhile
and confident contributor.
It is through a glimpse at the community, at the times when
communication and cooperation between people and services
occur for the common good, when active goodwill is found in
relationships that continue to give hope. Through attention to
the processes described above, the quality of community life
for CALD consumers and their families can be strengthened.
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From a carer’s perspective…mental
health care in a multicultural society
Kaliope Paxinos,
Carer Advocate, Multicultural Mental Health Australia

There is this delicious spirit in the human species that keeps
us moving toward new challenges. Each new generation learns
from the lived experience and wisdom of the past, and so as
each ethnic group arrives in Australia, their cultural diversity
enriches this country.
How beautiful it is to see Australia develop into a
multicultural society. To travel in the train and hear the
babble of different languages, seeing the youthful faces
of ethnic groups, brings back memories of my youth.
However, it was such a different Australia before World
War II. To speak your own language on public transport
was to incite ridicule with the added racist comments.
Today, unfortunately, racism still raises its ugly head,
especially to our latest migrants.
As each new group of migrants choose to make Australia
their home, they bring with them their own distinctive culture.
During the first years of migration, however, they may cling to
their traditions, religious beliefs, values and their language as all
these things can bring a sense of security. Migrants may develop
their own communities and with the passing of time they will
blend and contribute to the mainstream of Australian life.
There is this delicious spirit in the human species that keeps us
moving toward new challenges. Each new generation learns
from the lived experience and wisdom of the past, and so as
each ethnic group arrives in Australia, their cultural diversity
enriches this country. Migrants tend to come with great
expectations of a ‘better life’, but when there is a diagnosis
of mental illness in the family they can also be devastated.

The catalyst for writing this article emerged from my own
experience as a carer and the many years that I have worked
as a carer/consultant within Victoria’s public mental health system.
What I had in common with migrant families was that I, too,
had trouble being listened to and was given no guidance as a
carer on how to deal with mental illness. It was only over the
years that I learnt how to understand and deal with the strange
behaviours that surface with the onset of mental illness.
Important factors affecting CALD families
Culture plays a dominant role when someone is diagnosed
with a serious mental illness. Depending on their beliefs and
traditions, cultural groups will interpret mental illness in different
ways. The shame the family feel, accompanied by the blame
and guilt can encourage a wall of secrecy. Stigma can develop
within the extended family and permeate to their community.
There are people who find it difficult to accept that the changes
they see in their relative’s behaviour are in fact an illness. This
can be a reason why many families don’t seek help for their
relative until they are gravely ill.
Fluency in the English language is still a major problem. Even
those who migrated over thirty years ago can still have problems
with the language as they may only have ‘survival’ English skills.
Yet, they could be the partners or parents of people with a
mental illness who are now been treated in our community.
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There are also groups of migrants who belong to collective
communities. These structures have been practised for
generations. Within them there is a strong sense of community
where they all speak the same language, practise the same
religion and follow the same traditions. They may be likely to
have a custom of ‘keeping things in the family’, and their family
honour needs to be respected. This ‘inclusiveness’ is important
for mental health clinicians to recognise. The relationship between
the clinician, consumer and family through interactions will no
doubt improve when the family is part of this process. Families
are less likely to feel that they are being judged negatively or
misunderstood by the public mental health system.
The concept of the rights of the individual and the Western
interpretation of independence has the potential to cause
conflict between CALD families and the treating team.
Intergenerational and gender roles need to be understood.
Another thing that can cause conflict is the fact that some
cultural groups still have strong beliefs in the supernatural,
which can play a serious role in how families accept the
diagnosis of mental illness. Understanding how to navigate
the complex mental health system is very difficult for them.
Additionally, families who have strong religious convictions
may seek advise from their religious leaders and this is also
important for clinicians to know when treating the client.
Using a family member to interpret can cause problems.
It can happen that the information is not conveyed honestly
to the carer who is most commonly the mother. The family
may want to protect her. Interpreters are therefore not always
engaged at family meetings. Other than translated information
there are very few educational programs provided for CALD
families and they usually find it difficult to access support from
non-government agencies. Multicultural groups may not be
familiar with the concept of support groups.

• How can we manage the issue of independence when
it is part of the recovery process?
• How do we interpret the ‘mother role’ in CALD families?
The importance of effective communication
A Spanish father whose son was a patient in a psychiatric
hospital asked the doctor,
‘Please tell me, how is my son?’
The doctor gave him a pamphlet. The father threw it away.
‘I want you to tell me, how is my son?’ He cried.
By communicating appropriately with the family and giving
them knowledge and direction can no doubt increase the
recovery of their relative who has a mental illness. Although
translated written information is available in many languages
and is a useful tool, the spoken word is also very powerful.
The following stories illustrate the effect unrecognised cultural
values has on CALD families:
Maria was a widow who lived with her daughter and younger son,
John, who was diagnosed with Schizophrenia at the age of 17. Maria
had only been given a leaflet explaining the illness. She spoke and
understood English only when it was expressed in a simple way.
No interpreter had ever been engaged with her. Maria’s only
education was level two at the primary school in her village. John
was her ‘special’ son and she felt great shame about his illness.
Her extended family lived in Maria’s neighbourhood as did people
from her village and were critical of her. Maria was a deeply
religious lady and when her son became ill, she approached
the priest and paid him to bless her home and to say prayers
to make her son well. Her only wish in life was to see her son
revert back to the very special boy who she loved.

What clinicians can do
Working with CALD families can be interesting
but challenging. For example:

John had side effects from the medication, and unfortunately
his symptoms were not controlled by the medication. Maria
was angry with the treating team.

• How do we know when supernatural beliefs
are held within a family?

‘They are not helping him, he is getting more sick,’ she cried.
‘I get very depressed, I get well when my Johnny is well.’

• How do we know if the information given
to families is understood?

Her method to help her son was to make him change his behaviour,
so each time he talked to himself or thought his mother was
poisoning his food, she would criticise him and tell him he had
become a ‘bad person’ and that he ‘must listen to her and change.’
Insisting he attend church and have the priest read him scriptures
brought the inevitable arguments.

• How can we manage a family who, we know, is from
a culture that (for example) still holds extreme views
about the role of women?
• How do we put aside our own cultural values and accept
the different values our clients and their families hold?

Stigma can develop within the extended family and permeate
to their community. There are people who find it difficult to
accept that the changes they see in their relative’s behaviour
are in fact an illness. This can be a reason why many families
don’t seek help for their relative until they are gravely ill.
The treating team decided to allow John to live independently.
However, when this was discussed with his mother she was very
offended and she interpreted their suggestion as a slur of her ‘mother
role’. In her culture, the role of the mother was to sacrifice and
make herself a martyr. By this sacrifice she believed that her boy
would become well. To abandon her child was a sin in her culture
and she would never let that happen. Placing John into independent
housing was not the answer to this particular cultural group.
A different approach
In collective cultures, the concept of the Western culture of
independence is not always understood or accepted and the
family believes it is their role to care for their relative who is
ill. An effective way of working with Maria would be to perhaps
help her understand why her son has a mental illness and to
give her appropriate ways of communicating with him. An
interpreter would help with this and also with explaining how
harmful criticism and arguing is to her son’s recovery. Spending
time with Maria and including her in John’s treatment plan
may also help her son’s recovery and when he was ready,
he could choose to become independent if he wished.
It is imperative that families, who are seemingly ‘over involved’
with their relative who has a mental illness, are not harshly
judged and criticised (a possible consequence of the treating
team wanting to find a helpful solution).
Christina was diagnosed with schizo-affective disorder. She
was an only daughter who lived with her parents. Her father
was fluent in English, however her mother spoke little English.
Translated information was given to her parents, but her mother
found the information difficult to understand. Her parents
accompanied Christina to her appointments with her case
manager. During one visit her father argued with the clinician.
Christina became agitated when her father argued. Her
mother was always very quiet and had little to say. At a
subsequent visit, Christina’s clinician observed that she

seemed anxious and assumed that her father’s manner
may be the cause of her anxiety.
A bilingual worker was asked to help the family, choosing to speak
to Christina’s mother alone. When the worker asked Christina’s
mother what she thought caused her daughter’s illness, her reply
was that she thought her daughter was possessed. Christina’s
mother accused her of being evil and a disgrace to her family
and had arranged for Christina to be treated by a medium
who could remove the curse.
In this article I have used stories to illustrate the lived experience
of many CALD families. Working with families from CALD
backgrounds has enabled me to meet and work with many
clinicians. Given the high case loads often encountered by
mental health case managers, there is often limited time,
and being more inclusive by working with families and their
interpreters is time consuming. Nevertheless, case managers
embarked on this work, often with limited resources and
support. I admired their persistence and dedication in working
with some very distressed families.
On a personal note, my son’s clinician gave me support,
strategies and direction at a time of great distress. Our son
was unable to express his feelings during the time his father
was seriously ill at home. I contacted his case manager for
some advice where she advised me to be honest and give him
clear explanations about his father’s condition in small doses.
Keeping him in the loop was another suggestion, by this she
meant that I make sure he was included in family discussions
and given small responsibilities that made him feel he was
contributing and had an important role to play during this
difficult time. Her strategies were simple and they worked.
As my son’s father was fading away, he was able to hug
him and say, ‘Dad, you understood me, we were mates.
Thanks, goodbye.’

your
say…
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Member profile:
Neami

Suzi Tsopanas,
Manager, Neami Whittlesea

Neami is a community-managed organisation that
provides rehabilitation and support services to people
who experience serious mental health issues and
require assistance in the areas of skill development,
personal recovery, social contact and housing.
Neami’s mission of Improving mental health and wellbeing in
local communities was adopted as the guide for its services.
Neami’s mission statement captures what Neami is about
and defines the context in which the organisation operates
and Neami’s expectations of its staff. Neami takes a holistic
view of an individual’s mental health and ensures that the
services provided are done so in partnership with consumers,
carers, area mental health services, local community services
and local government. Neami believes that the best outcomes
for consumers are achieved by:
• assisting consumers to build their resilience and strength
to make their own choices about their recovery
• working with consumers to build their confidence
while participating in their community of choice
• assisting consumers to plan their own program
and build connections with their community
• assisting consumers to develop the skills and competence
necessary to enjoy a full and rich quality of life.

Neami also recognises that its area of service delivery includes
large populations of people from CALD backgrounds. Furthermore,
Neami believes people from CALD backgrounds have the
right to accessible and appropriate generic and mainstream
specialist mental health services, including PDRS services.
Neami’s principles support the active inclusion of CALD
consumers in its service provision and are as follows:
• Access – Services will be available to everyone.
• Equity – Services will be developed and delivered
based on fair treatment to all.
• Communication – Many strategies will be used to inform
people about services and how they can obtain them.
• Responsiveness – Services will be sensitive to the
needs and requirements of CALD service users.
• Accountability – Reporting mechanisms will be in place,
which ensure Neami meets access and equity objectives
for people from CALD backgrounds.

Neami endeavours to make services more culturally
appropriate and accessible by:
• proactively building relationships with ethnic communities
by supporting local CALD Access Committees

Cultural diversity profile
NESC – People from countries where the first language is a language other than English.
NESB – People from backgrounds other than English speaking.
ATSI – Aboriginal and Torres Strait Islander people.

• networking with community leaders and ensuring that
we include – at the earliest possible point – the consumer’s
family members, community and friends

NECS 9%

NESB 19%

• taking direction from the community about how
to assist CALD consumers
• employing staff from a range of CALD backgrounds.
Approximately 25 per cent of Neami staff are from
CALD backgrounds

English 67%

ATSI 5%

• implementing training in culturally sensitive practice for staff
• utilising CALD background status as priority criteria
for entrance to Neami services
• understanding that the notion of mental illness
is foreign to many other cultures. Neami instead
emphasises the concept of wellbeing and connection
to family, the community and the land
• being open, honest and willing learn when
approaching/working with consumers, their
family members and their community
• seeking representatives of the CALD community
to be on the Board of Directors. Neami currently
has four CALD members on its Board.

Neami’s current consumer profile gives evidence to our
practice. Our cultural diversity profile shows that we strive to
put into place what our policies describe. The benefits of
supporting CALD consumers to access services and explore a
range of local activities, not only ensures that they will become
part of the community in which they live, but sets up avenues
for them to meet other people in their area and make steps to
access services and social connections independently.

FIND OUT MORE. For further information about
Neami and their services, visit this website www.neami.org.au

Expression Session
Artist top
‘Crimson Crested Storks in Winter’ – John Abela
Artist bottom
‘City of Melbourne’ – Samraing Chea
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Coming up in
newparadigm

Call for Contributions
‘Rights and Mental Health’ is the topic for the
upcoming Autumn edition of newparadigm.
Contributions from organisations and individuals on
this important topic are welcome. Opinion Pieces,
Letters to the Editor, articles on policy and practice
and book reviews are being sought.
The issue of rights and mental illness was briefly covered in the
March 2007 edition of newparadigm with a piece by former
Human Rights Commissioner Sev Ozdowski and Consumer
Academic Cath Roper. Cath’s piece posed the question:
Human Rights Charter Victoria. Does it mean anything for
people who are subject to mental health legislation? Two years
on, developments in human rights legislation internationally,
nationally and in Victoria mean that it is timely to revisit and
add to the discussion.
Australia was one of the first countries to sign the United Nation’s
International Covenant on the Rights of Persons with Disabilities,
and ratified it on 17 July 2008. Australia now has a legally
binding obligation to protect and promote the rights of people
with disability, including psychiatric disability. The Convention
includes in its general principles the right to social inclusion
and is the first human rights instrument to do so. The rights
of people with disability and mental illness are also protected
by the Victorian Charter of Human Rights and Responsibilities
Act 2006 which came into full effect on 1 January 2008.
The development of the Convention and the Charter provided
the impetus for the current review of the Victorian Mental
Health Act 1986. The federal government has launched an

extensive community consultation to inform the development
of national human rights policy and legislation.
Commentators argue that that the new legislation has shifted
the focus of disability reform and practice from a welfare model
to a rights-based approach, which empowers consumers. We
would be interested in hearing whether this shift is occurring
in the mental health field and also looking at:
• an examination of rights in relation to people with
a mental illness (projects, reports, quality practice)
• commentary on empowerment in a psychosocial
rehabilitation setting
• how reporting of abuse has been managed and dealt with
• discrimination, stigma and community stereotypes
in relation to the rights of people with mental illness
• services and/or programs encouraging and
reinforcing rights.
We are looking for, and very much encourage, contributions
on these and any related issues. Please note that the deadline
for submissions for the Autumn edition is Wednesday 22
April 2009. If you are interested in contributing and for our
Contributor Guidelines, please contact Kristie Lennon, Editorial
Assistant for newparadigm newparadigm@vicserv.org.au
or 03 9519 7000.
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Membership Application Form
Name
Organisation
Street Address
Postcode

Suburb
Country
Email

Fax

Telephone
Type of Membership applied for
Ordinary (full)

Associate

Is your organisation psychiatric specific support

Individual
Yes

No

If yes, what type(s)?
Day Program

Home-based Outreach

Respite Care

Mutual Support and/or Self help

Residential Rehabilitation

Statewide (describe)

Please describe any other services your organisation provides
The funding level of your organisation (for billing and statistical purposes)
The above named organisation (or individual) hereby applies for membership of Psychiatric Disability Services
of Victoria (VICSERV) Inc. and nominates the above-named person as the contact person for all correspondence.
Upon acceptance of this application, Psychiatric Disability Services of Victoria (VICSERV) Inc. is authorised to
insert the name of this organisation (or individual) in the register of members of the incorporated association.
We hereby agree to abide by the Rules of Psychiatric Disability Services of Victoria (VICSERV) Inc.
Signed Official Representative
Name
Position
Upon approval of the application by the VICSERV Committee of Management,
you will be invoiced for the membership fees due.
If an organisation, please supply a copy of your last Annual Report,
and a Statement of Purposes, or other information about your service.
Please mail completed form to:
Membership
Psychiatric Disability Services
of Victoria (VICSERV)
PO Box 1117,
Elsternwick Victoria 3185 Australia

Or
Please fax completed form to:
03 9519 7022

Or
Apply for membership online at:
www.vicserv.org.au

Subscription or Free Sample Copy

Yes, I’d like to subscribe to newparadigm
Yes, I’d like a free sample copy of the latest issue of newparadigm

Name
Organisation
Street Address
Postcode

Suburb
Country
Email

Fax

Telephone

Annual subscription: $70.00 (Inc. GST)

Quantity

Consumers, Students: $35.00 (Inc. GST)

Quantity

Please mail completed form to:
newparadigm Subscriptions
Psychiatric Disability Services
of Victoria (VICSERV)
PO Box 1117,
Elsternwick Victoria 3185 Australia

Or
Please fax completed form to:
03 9519 7022

Or
Apply for subscription to
newparadigm online at:
www.vicserv.org.au

• Please note that we will issue a tax invoice and contact you accordingly, so there is no need to include payment.

Join Our E-Newsletter

factsline is our fortnightly e-newsletter, that keeps you up to date on all issues related to psychosocial rehabilitation and
mental health issues. factsline includes announcements and updates and is available to all interested people and organisations.
Subscribe to factsline online at www.vicserv.org.au

Psychiatric Disability Services
VICSERV

Psychiatric Disability Services
of Victoria (VICSERV)
Level 2, 22 Horne Street,
Elsternwick Victoria 3185 Australia
T 03 9519 7000 F 03 9519 7022
newparadigm@vicserv.org.au
www.vicserv.org.au

