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Abstract 
 

The present study examined Queensland Transcultural Mental Health Centre 

(QTMHC) client characteristics in order to provide a better understanding for development 

of future health service delivery models.  Archived data that was collected for 1499 clients 

over two years period (2007-2009) was analysed using descriptive statistics and Chi squares. 

The results indicated that clients were referred from a range of sources and were generally 

adults. There were more women than men, who sought services. At least half of the clients had 

language barriers and relied on bilingual workers. Most frequently expressed mental health 

issues were mood disorder symptoms, followed by symptoms of schizophrenia and psychosis 

and anxiety. Acculturation strains and stressors were described as the most common 

psychosocial issues.  Mental health and psychosocial issues differed for age, gender and world 

regions from which the CALD clients originated.  The findings provided an understanding of 

clients who seek services at QTMHC.  Various ways in which transcultural services and data 

bases can be further improved are discussed. 
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Introduction 

Australia is one of the world’s most culturally diverse nations, with more than 200 ethnic 

communities (Australian Bureau of Statistics (ABS), 2009).  It is a country based on 

migration. Nearly 45 % of people living in Australia were either born overseas or have at least 

one parent born overseas (ABS), 2009).  Although the majority of migrants living in Australia 

are from English-speaking countries (the UK, Ireland and New Zealand), the rates of 

culturally and linguistically diverse groups moving to Australia have increased with migration 

and refugee intake (Department of Immigration and Citizenship, 2012a). During the last three 

decades a number of people from various parts of Asia, Middle East, Africa and Easter Europe 

have settled in Australia (Department of Immigration and Citizenship, 2012b). The term 

‘cultural and linguistic diversity’ (CALD) is used to describe people who were either born 

overseas, or have parents who were born overseas, speak a language other than English, and 

identify with a specific religion and / or culture. Migrants and refugees, who arrive to 

Australia from non-English speaking countries, as well as their children who are born in 

Australia fall into this category (Victorian Government Department of Human Services, 

2004). Throughout this paper the term CALD will be used to represent migrants, refugees 

and/or their children.  

 Australia is a popular choice of migration (Department of Foreign Affairs and Trade, 

2008) due to the pull factors such as better occupational and educational pursuits and high 

quality of life (Furnham, 2010; Ponizovsky, Radomislensky, & Grinshpoon, 2009). Further, a 

small minority enters on humanitarian grounds (Australian Human Rights Commission, 2008; 

Department of Immigration and Citizenship, 2009) pushed out of their own country due to 

persecution, oppressive regimes and natural disasters (Arguin, Marano, & Freedman, 2009; 



Furnham, 2010; Macpherson, Gushulak, & Macdonald, 2007).  Exodus is common among the 

adults although sometimes they can be accompanied by children and elderly (Berry, 2010; 

Bhugra, 2004a). Those who migrate are first generation migrants and their children born in 

Australia are considered second generation of the CALD population. First generation migrants 

differ from second generation migrants on the basis of their duration of stay and the level of 

adaptation (Leao, Sundquist, Johansson, & Sundquist, 2009; Khawaja, 2008). Migration is a 

series of events over prolonged period of time influenced by a number of social and individual 

factors (Bhugra, 2004a,b). The process of migration is distinct where people choose to move 

for a variety of reasons and therefore not all migrants are likely to face similar experience 

before and after migration. These may include their reason for resettlement, pre- migration 

experiences, how long they  plan to be in the country, individual and family expectations, 

available support mechanisms and many more (Akosile & Mutiga, 2009). The ability of a 

migrant to integrate into a host society is based on combined mental, emotional, physical, 

cultural, and social well-being (Berry, 2010). Absence of physical ill-health is not by itself 

sufficient for successful integration in a host society.   

Psychosocial and Mental Health Problems Experienced by CALD population 

People from ethnically diverse backgrounds encounter particular risk factors related to 

their experiences prior to and after entering the country of settlement (Bhugra, 2004a).  

Relocation can lead a loss of support, social network, roles and traditional values and a sense 

of being displaced and disempowered in a new country (Akhtar-Danesh & Landeen, 2007; 

Bhugra, 2004b; Pumariega, Rothe, & Pumariega, 2005). Resettlement in a new country 

requires major adaptation (Donnelly, 2002; Ek, Koiranen, Raatikka, Järvelin, & Taanila, 

2008).  



The newly arrived undergo acculturation, which involves redefinition of identity, roles 

and value systems (Berry, 2010; Markovizky & Samid, 2008; Maydell-Stevens, Masgoret, & 

Ward, 2007; Safdar, Struthers, & van Oudenhoven, 2009; Sam & Berry, 2010). Acculturation 

is a complex process and can occur at varying degrees, which often leads to stress and strained 

interpersonal relations (Ek, et al., 2008). Even though the children and adolescents, being at a 

developmental phase, integrate in the new culture at a faster rate (Berry & Sabatier, 2010), 

they can encounter intergenerational conflicts with their parents, who are still holding on to 

the traditional values and belief systems  (Pumariega, et al., 2005; Trujillo, 2008). Further, 

migrating during young age can expose individuals to a particular set of risks with long-

ranging consequences for mental health in adulthood (Leu, Yen, Gansky, Walton, Adler, & 

Takeuchi. (2008). Older migrants, who are often isolated and lack cultural flexibility, are also 

risk (Gerst, Al-Ghatrif, Beard, Samper-Ternent, & Markides, 2010). These experiences may 

create psychosocial vulnerability and as a result mental health can be affected when migration 

related  pressures are combined with other risk factors (Bhugra & Minas, 2007; Ek, et al., 

2008).   

Factors which may particularly impact the mental health of CALD migrants include: 

language barriers, social and economic disadvantage; insecurity of employment; difficulty 

accessing medical and social services; culture shock, subjection to degrees of racism; insecure 

housing and; lack of recognition of qualifications obtained in their country of origin (Bhugra, 

2004a; Cantor-Graae & Selten, 2005; Coid et al., 2008; Dealberto, 2010; de Wit et al., 2008; 

Furnham, 2010;  Levecque, Lodewyckx, & Bracke, 2009). According to World Health 

Organisation’s (WHO) (2003) estimation more than 50 per cent of migrants worldwide have a 

mental health problem. These range from chronic mental disorders, such as depression, 



anxiety, schizophrenia to trauma, which is more prominent in those who have fled persecution 

(WHO, 2003).  Grief over terminated social and emotional links, loss of role, identity and 

position in a society and loss of tradition can aggravate depression and low self esteem in 

newly arrived migrants or refugees (Bhugra, 2007; Bhugra & Minas, 2007; Leu et al., 2008; 

Pumariega, et al., 2005).  

Migrants who arrive at an earlier age have higher prevalence of mood dysfunction 

despite gains in subjective social status, education, and income (Leu et al., 2008; Schrier et al., 

2010). High levels of anxiety are also reported in migrant children (Barrett, Sonderegger & 

Sonderegger, 2001; Diler & Avci, 2003) including those who migrated as a child and those 

who are second generation migrants (Nazroo, 1997). Further, migrants and refugees in 

particular, worry about kin back home and are anxious  about settling in a new country 

(Nazroo, 1997)  Similarly, higher rate of schizophrenia among migrant groups have been 

reported (Bhugra, 2005; Brown, 2011; Cantor-Graae & Selten, 2005; Coid, et al., 2008; 

Dealberto, 2010; Selten, Cantor-Graae, & Kahn, 2007; Swinnen & Selten, 2007). A recent 

study has shown that migrants from non-English backgrounds showed a high proportion of 

diagnosis with psychosis; a higher percentage admitted to acute inpatient units; they were 

more likely to be admitted involuntarily and the duration of their admissions were 

significantly longer (Stolk, Minas, & Klimidis, 2008a).   

In Australia over a quarter of a million first generation adults from CALD backgrounds 

are estimated to experience some form of mental disorder in a 12 month period 

(Commonwealth Department of Health and Aged Care, 2004).  National data shows that levels 

of mental illness may be higher in immigrant communities due to the stressors of pre-

migration, migration and settlement (McDonald & Steel, 1997). Due to the dearth of 



investigations there is no evidence that individuals from a particular part of the world are more 

vulnerable to emotional and mental health issue (Swinnen & Selten, 2007). Takeuchi et al, 

2007 have argued that migrants from certain parts of the world are likely to be more 

vulnerable than others. Psychological distress is slightly higher (5.5%) among those who 

speak a language other than English compared to those adults (3.2%) who speak English 

(Commonwealth Department of Health and Aged Care, 2004). People from CALD 

background are likely to suffer from high rates of severe mental illnesses compared with 

people living in their country of origin because of under utilisation of mental health services 

(Blignault, Ponzio, Rong & Eisenbruch, (2008). 

In spite of the presence of psychosocial and mental health issues the utlilisation of 

mental health services are generally low among the CALD population, (Wu, Kviz, & Miller, 

2009). Language barriers, financial constrains, lack of knowledge of services, and social 

stigmas and lack of appropriate culturally competent health service providers are reasons for 

low utilisation of mental health services (Whitley, Kirmayer, & Groleau, 2006).   

Often traditional cultural beliefs and practices are not typically considered within  

mainstream health services and therefore are not perceived as culturally appropriate for CALD 

clients (Kirmayer, Weinfeld, Burgos, du Fort, Lasry, & Young, 2007; Stolk, et al., 2008a; 

Stolk, Minas, & Klimidis, 2008b; Wu et al., 2009). Many health professionals may also have a 

limited understanding of migration and its effects on mental health and wellbeing of CALD 

clients.  It is important that mental health professionals understand the impact of migration and 

provide appropriate service to CALD populations (Hoschl, Ruiz, Casas, Musalek, Gaebel & 

Vavrusova, 2008). 

Multicultural services in Australia 



Migration and resettlement into a new environment is challenging for CALD 

individuals. For many, these challenges can lead to positive adaptations but, for some, it can 

be problematic (Bhugra, 2004b). In Australia, cultural diversity is an important component of 

the national standards for mental health service delivery. The Australian Transcultural Mental 

Health Network, a national  organisation, was established in 1995 to provide a link between 

the various State and Territory mental health centres with the goal of improving mental health 

outcomes for Australia's diverse communities ( Mental Health in Multicultural Australia 

(MMHA), 2010).  This organisation’s title changed to Multicultural Mental Health Australia 

in 2006 and it changed to Mental Health in Multicultural Australia MHiMA) in 2011. This 

organisation is funded by the Australian Federal Government’s Department of Health and 

Aging.  The national body established branches at the state level in the form of the trancultural 

centres, funded by the State Government’s Health Departments.  

In Queensland, the Queensland Transcultural Mental Health Centre (QTMHC) is a 

state-wide service working in partnership with the national body and other mainstream mental 

health services, as well as ethnic communities and other agencies to improve the quality, 

accessibility and appropriateness of services and to promote the mental health and wellbeing 

of culturally and linguistically diverse communities in Queensland (Queensland Health, 

2010a).  In Queensland, about 18 per cent of the population is born overseas and 8 per cent of 

Queensland residents speak a language other than English at home (ABS, 2009).  QTMHC 

provides a number of services free of charge. It offers information, education, training, health 

promotion, resource development, policy and service development and transcultural clinical 

consultation service (Queensland Health, 2010a).  

The transcultural clinical consultation service is a specialist mental health service 

aimed at addressing the mental health needs of the people from CALD backgrounds by 



improving access for CALD communities to the range of mental health services and by 

building the capacity of mental health services to respond to the needs of individual CALD 

clients through assessment and consultation. The team consists of mental and allied health 

professionals. Psychiatrists, clinical nurses, psychologists, social workers and cultural 

consultants offer mental health services to CALD clients, who are self referred or referred by 

another agency. The clients have access to bilingual mental and allied health consultants 

covering over 97 language and cultural groups (Queensland Health, 2010a). This gives them 

an advantage of consulting a professional from their own cultural and / or language group. The 

multidisciplinary team offers assessment, psycho education, referral options and some 

psychological intervention to the clients. These professionals also offer advice and 

consultancy to the professional teams, who are treating CALD clients in other mainstream 

hospitals and clinical settings by using culturally appropriate assessments to clarify or confirm 

the diagnoses. They also provide cultural consultations and assistance in the development or 

review of individual care plans. Further, advice and information is also offered to consumers 

and / or families. This service is not a substitute for other services, but works in collaboration 

with mainstream mental health agencies and other service providers to ensure that services 

provided are comprehensive and culturally and linguistically appropriate. Approximately five 

hundred clients consult the clinical services at QTMHC each year (personal communication). 

The CALD clients, who seek support through QTMHC, typically vary in their duration of stay 

in Australia. Client data from clinical consultations at QTMHC have been accumulated and 

collated but has not been investigated systematically.  

Goals of the study 



Literature review indicates that people from CALD background encounter challenges, 

which can lead to psychosocial and mental health issues. Even though culturally sensitive and 

appropriate services have now been established, characteristics of CALD clients presenting to 

mental health services in Australia are under researched.  The QTMHC has been offering 

clinical services to CALD population for over a decade. However, the characteristics of these 

clients presenting for clinical services have not been investigated.  The overall aim of the 

study was to evaluate the archived data of CALD client collected by the centre in order to 

describe the characteristics of the clients with reference to their demographics, psychosocial 

and mental health issues. Such analyses are deemed vital for a more effective service delivery 

to CALD populations. It was hypothesised that the proportion of psychosocial and mental 

health issues would vary due to the demographic factors such as age, gender and country of 

origin.  

Method 

Participants 

The participants for this study included 1499 clients who accessed QTMHC clinical 

services from January 2007 to December 2009. Sixty-eight countries were identified by these 

clients as their country of origin and they spoke 75 different types of languages. The other 

demographic details of these participants are presented in the results section.  

Procedure 

The QTMHC mental and allied health practitioners (psychologists, clinical nurses 

social workers, cultural consultants and psychiatrist), who offers clinical services at the centre, 

routinely enter client details using an electronic data base. The general and demographic 

information of the  client including age; gender; marital status; country of origin; duration of 



stay in Australia; languages spoken; presenting complaints and physical psychosocial issues; 

mental health issues; referral source; need for a bilingual worker and health district are entered 

in the data base. The archived data consisting of client information were de-identified for this 

project. Ethical clearance was obtained from University and  the Hospital Ethics Units. Data 

were analysed using statistical methods . The analyses was carried out  by the second author in 

consultation with the other authors.  

Data Management and Reduction 

The data were cleaned and coded for statistical analysis. During the data cleaning 

process, several limitations were identified in relation the design of the database and the 

manner in which data were collected. These limitations were the use of age categories instead 

of entering age in a continuous form; the infrequent use of the ‘Refugee < 2 Years’ field (in 

84.7 per cent of cases there was no data entered for this field); allowing free text in the 

‘country of origin’ field which resulted in invalid entries such as Africa, Pacific Islands, South 

America and had to be treated as missing data; and the lack of structure and meaning in the 

presenting complaints and physical psychosocial issues categories. 

Four key variables (‘country of origin’, ‘presenting complaints’, 

‘physical/psychosocial issue’ and ‘districts’) consisted of many categories and therefore 

decision was made to collapse these categories systematically to facilitate data analysis and to 

produce meaningful and informative results (McNabb, 2008; Weiner, 2003). The variable 

‘country of origin’ was collapsed into a new variable labelled ‘world region of origin’. The 

world regions were based on the United Nations World Macro Regions and Components 

classification system (United Nations, 2010) which consists of six broad groups, Africa, Asia, 

Europe, Latin America, Northern America, and Oceania; each group was further divided into 



subgroups (Eastern Africa, Northern Africa, Eastern Asia, South-central Asia, South-eastern 

Asia, Western Asia, Eastern Europe, Southern Europe, South America, Australia and New 

Zealand, Polynesia) that were used in the recorded variable and the analyses. Participants 

categorised as Australians and New Zealand consisted of the second generation CALD.  

‘Presenting complaints’ was re-categorised using the DSM IV classification system 

and the new variable was titled ‘mental health issues’.  Although the values in this variable do 

not represent a diagnosis, the structure of the DSM IV closely captured the range of variables 

displayed in the ‘presenting complaints’ list.  To avoid confusion, symptom was used at the 

end of each DSM IV category label to signify that this value is a symptom and not a diagnosis.  

The variable ‘physical/psychosocial issue’ was collapsed and recoded into categories -

derived from the Health and Social Care Data Dictionary, a taxonomy devised by the 

Information Services Division of the National Health Services, Scotland (National Services 

Scotland, n.d.).  This system effectively encapsulated the psychosocial values within the 

‘physical/psychosocial issue’ variable; however there was no category for acculturation issues 

or physical issues; therefore these categories were added to the new variable labelled 

‘psychosocial issues’.  The ‘districts’ variable was sorted into fewer categories using the 

Queensland Health, Health Services District Map (Queensland Health, 2010b) for the purpose 

of analyses so that trends in the data would be easier to describe. 

Results 

Preliminary data analyses indicated that there were some missing data.  Cases with   

10 percent of missing data were excluded from the analyses.  When missing data was < 10 

percent, a separate ‘missing’ category was incorporated in the analyses. ‘Refugee < 2 years’ 



had 84 % of cases as missing data; therefore this variable was excluded from the statistical 

analyses. Data analysis of the current research was conducted using SPSS version 18.0. 

Descriptive Statistics 

Descriptive statistics were used to examine the demographic characteristics of the 

clients of QTMHC during the three years period. More females (57.2%) than males (42.8 %) 

accessed the centre. An examination of the age categories indicated that adults (19-60 years) 

used the service most frequently (74.8%) followed by children and youth (17.4%) and aged 

(7.8%) clients.  The proportions of females were greater than males in African (females: 57%; 

males: 43%), Asian (females: 59%; males: 41%) and American (females: 75%; males: 25%) 

world regions of origin. Although a range of mental health issues were reported (e.g. 

symptoms of  dementia, delirium, somatoform, bereavement, adjustment and personality 

disorders adding up to 32 % ), the three most common mental health issues clients experienced 

were mood disorder symptoms (28%), symptoms of schizophrenia and other psychotic 

disorders (25%), and anxiety symptoms (15%) respectively.  

Clients living in Brisbane health districts (Metro-North and Metro-South) utilised 

QTMHC services more frequently than any other Queensland Health Service District. Females 

were more likely than males to self refer or be referred to the service by General Practitioners 

and Friends/Neighbours. QTMHC clients spoke a wide array of languages. Figure 1 outlines 

the ten most commonly spoken languages; after English. Arabic, Vietnamese and Mandarin 

were the 3 most frequently spoken languages. Figure 2 presents the ten most common 

countries of origin for QTMHC clients.  This graph is based on the raw data before this 

variable was collapsed into world regions of origin.  

(Please insert Figure 1 & 2 here) 



Inferential Statistics 

Keeping in view that all variables were categorical; chi square testing was considered 

as the most appropriate analysis to perform (Spatz, 2005). Chi square analysis was employed 

to associations in mental health issues and psychosocial issues as a result of demographic 

factors.  Chi square test is used to evaluate the associations between two categorical variables 

when the following observations are met, independence of observational units and zero cells 

with an expected cell count of less than five (conservative rule).  In the current study the 

second assumption was not met across all cross-tabulations for every variable under 

investigation.  Therefore, it was necessary to refine the hypotheses to analyse what the data 

would allow. The number of clients was reduced considerably for some analyses. While it is 

usual to report the odds ratios for various outcomes, this was not possible as some variables 

contained more than two categories; standardised residuals were reported instead. 

The proportion of mental health issues and age categories (n = 833). 

In order to examine if the proportion of mental health issues varied across age 

categories, the symptoms of anxiety, mood disorders, and schizophrenia and other psychotic 

disorders were selected for the analyses. A statistically significant difference was found 

between age categories and the proportion of anxiety, mood disorders, and schizophrenia and 

other psychotic disorders (2(4) = 15.13,  p < .05). Using a level of significance of 0.05, the 

critical value for a standardised residual is -1.96 and +1.96 (Field, 2005).  For symptoms of 

schizophrenia and other psychotic disorders among children and youth the standardised 

residual was -2.1, indicating that there were fewer observations than expected for this 

association. For anxiety symptoms among children and youth the standardised residual was 

2.7, indicating that there were more observations than expected for this relationship. Figure 3 



shows the distribution of the symptoms for anxiety, mood and schizophrenia and other 

psychotic disorders for child and youth, adults and aged clients.  

(Please insert Figure 3 here). 

The proportion of psychosocial issues and age categories (n = 1316). 

The proportion of clients with psychological, social, acculturation and physical 

issueswas found to be different across age groups. There is sufficient statistical evidence to 

support this statement. (2(8) = 20.43, p < .05). Using standardised residuals, it was found that 

only psychological (standardised residual 2.3) and social issues (standardised residual -2.2) 

among children and youth were significant contributors to the chi-square relationship between 

age and psychological, social, acculturation and physical issues. Figure 4 shows the 

distribution of psychological, social, acculturation and physical issues for the age categories. 

(Insert Figure 4 here) 

The proportion of mental health issues and gender (n = 992).  

The proportion of selected mental health issues significantly varied between male and 

female QTMHC clients (2(2) = 24.15, p < .01).  Standardised residuals indicated that females 

accounted for a higher proportion of mood disorder symptoms (standardised residual 2.1) than 

would be expected but a smaller proportion of symptoms of schizophrenia and other psychotic 

issues (standardised residual -2.2). Standardised residuals for males indicated the reverse 

where  males showed fewer mood disorder symptoms than expected (standardised residual -

2.5) and higher than would be expected symptoms of schizophrenia and other psychotic issues 

(standardised residual 2.7) . Figure 5 shows the frequency of various mental health issues for 

male and the female clients. 



(Please insert Figure 5 here) 

The proportion of psychosocial issues and gender (n = 1330). 

As seen in Figure 6, females reported greater psychosocial stressors in all categories.  

The differences in psychosocial issues were not influenced by gender (2(4) = 5.71, p = .22).  

(Please insert Figure 6 here) 

The proportion of mental health issues and the world regions (n= 749). 

The proportion of anxiety, mood disorders, and schizophrenia and other psychotic 

disorders symptoms significantly differed among the selected world regions of origin (2(16) 

= 53.78, p < .01).  When converted to a z-score, standardized residuals were larger than the 

critical value (1.96), for symptoms of schizophrenia and other psychotic disorders in South-

Eastern Asia (standardised residual, 2.5) and Australia and New Zealand (standardised 

residual, 2.3); for mood disorder symptoms in Eastern Asia (standardised residual, 2.5); and 

for anxiety symptoms in Western Asia (standardised residual, 2.1) and Southern Europe 

(standardised residual, 2.1). Figure 7 shows the frequency of anxiety, schizophrenia and other 

psychotic disorder symptoms for various world regions of origin.  

(Please insert Figure 7 here) 

The proportion of psychosocial issues and the world regions (n = 1093).  

The variation in psychosocial issues were related to differences in world regions of 

origin (2(20) = 39.03, p= 0.007. Standardised residuals indicated that psychological issues in 

Southern Europe were lower than would be expected (standardised residual -2.2).  

Standardised residuals for psychological issues in Australia and New Zealand were higher 



than would be expected (2.5). The distribution of psychological, social and acculturation 

issues across world regions of origin is shown in figure 8.  

(Please insert Figure 8 here) 

Discussion 

The current study highlights the characteristics of the CALD clients who sought mental 

health services at QTMHC. Analyses of the archived data collected over three year period, 

shows that mood disorder symptoms were most frequently expressed by clients followed by 

anxious symptoms and symptoms of schizophrenia and psychosis. The most frequently 

reported psychosocial issue was acculturation.  The proportions of mental health issue varied 

on the basis of age, gender and world regions, while the proportions of psychosocial issues 

varied due to the age and world regions but not gender.  

Characteristics of CALD Mental Health Clients 

 The results indicate that most clients’ were young adults. This outcome is consistent 

with previous findings, which indicates migration rate to be the highest amongst young adults, 

who are thus more likely at risk of developing mental disorders (Bhugra, 2004a).  It is also 

possible that the centre is perceived as a place that offers services to adults. Majority of the 

clients were females. This finding is consistent with previous research, which shows that 

females are more likely to seek mental health services compared to men (Koopmans & 

Lamers, 2007). Although the clients were from many countries, the majority were from Asia 

and North Africa which corresponds with the migration trend in Australia in the last couple of 

decades (ABS, 2009). Approximately half of the clients were able to communicate in English 

language, while the rest experienced language barriers and had to rely on bilingual workers. 



Clients were mainly residents of Brisbane city although there was a tendency for the 

Brisbane’s south side residents to seek the services frequently as QTMHC is geographically 

located within south side of the city. The results also indicate that mental health services, such 

as hospitals, were main source for referrals to the centre. The clients were also referred by the 

family members as well as the community, government and educational institutions, which 

had collaborative associations with QTMH. This clearly indicates that these referral sources 

were aware of the transcultural services available for the CALD population.  

Consistent with other research that examined mental health problems in migrants 

(Brown, 2011; Coid, et al., 2008; de Wit et al., 2008; Dealberto, 2010; Gerst, et al., 2010;  

Levecque, et al., 2009; Ponizovsky, et al., 2009; Schrier et al., 2010) the present study found 

that depression, anxiety, schizophrenia and other psychosis were most frequent symptoms 

expressed by QTMHC clients. Furthermore, the study also indicated that clients grieved over 

loss of social network, roles, identity, values, traditions and belief systems after migration, 

which resulted in some form of mental distress (Bhugra, 2007; Bhugra & Minas, 2007; Leu et 

al., 2008). Settlement in a new country can be challenging and therefore may cause anxiety 

and stress (Gersts et al,2010; Leu, et al., 2008; Swinnen & Selten, 2007). Those who failed to 

manage such challenges often experienced psychotic symptoms or mental stress (Bhugra, 

2005; Selton et al., 2007).  

Acculturation issues were the most prominent psychosocial issues experienced by the 

clients (Berry, 2010;  Markovizky & Samid, 2008; Maydell-Stevens et al., 2007; Safdar, et al., 

2009; Sam & Berry, 2010). Acculturation process can be a stressful event which often 

involves cultural adaptation and adjustment (Bhugra, 2004b). It is possible that many of the 

QTMHC clients experienced a sense of isolation. A number of clients also felt role and 



interpersonal conflicts as a result of social and cultural adjustment to a new environment (Ek 

et al., 2008). The process of migration and acculturation, introduces risks to mental health and 

psychosocial well-being (Bhugra, 2004a; Bhugra, 2004b; Bhugra & Minas, 2007). QTMHC 

clients felt that dealing with financial and educational strains, unemployment, and lack of 

familiarity of Australian systems can cause anxiety and distress. Many indicated  impairment 

of daily functioning, which often resulted in some form of mental disorder (Bhugra & Minas, 

2007; Pumariega et al, 2005; Trujillo, 2008)  as diagnosed by clinicians at QTMHC).  

Mental health and psychosocial issues, age, gender and world regions of origin  

The study examined variations among the proportions of mental health and 

psychosocial issues influenced by age, gender and the clients’ world regions of origin. While 

examining the mental health issues and age of the clients, current analyses indicate that 

children and adolescents appear to experience more anxiety and psychosocial issues than 

expected. This finding is consistent with earlier studies (Barrett et al., 2001;  Diler & Avci, 

2003; Nazroo, 1997) indicating that factors such as loss of extended family members, changes 

in cultural traditions and practices, and identity and intergenerational conflicts arising from 

social and cultural expectations of the host society  are possible explanations of high levels of 

anxiety and psychosocial issues in children and young adolescents .  It is important to note that 

the study does not depict elderly clients manifesting mental health problems, which is 

probably due to small number of older people in the study sample (7.3 per cent).  Further, 

studies have shown that older migrants access formal services at even lower rate than the 

already low rate seen in migrant populations and would tend to rely on cultural and traditional 

treatments (Diwan, 2008).  



An investigation of psychosocial issues across age indicates that acculturation related 

stress is a key factor observed in all the three age categories. Intergenerational conflict could 

be seen as contributing to acculturation stress among clients from various age categories (Leu, 

et al., 2008).  Children and youth were found to have less social issues but were more likely to 

experience psychological issues.  Leu et al. (2008) reported that migrating during childhood, 

adolescence, or early adulthood can expose individuals to a particular set of risks with long-

ranging consequences for mental health in adulthood.   

 Differences in the proportion of mental health and psychosocial issues for male and 

female clients were also evaluated.  Although the clients experienced similar types of 

psychosocial issues, females reported a higher incidence of such difficulties. There was a 

significant gender difference for the prevalence of mood disorder symptoms.  More females 

compared to males reported mood disorder symptoms.  The study shows higher than expected 

levels for symptoms of schizophrenia and other psychosis for male clients.  However, this 

finding is contrary to previous studies which found no relationship between gender and 

schizophrenia (Coid et al., 2008). Moreover, in the broader population no consistent gender 

differences in prevalence is reported for schizophrenia. On the other hand, it is likely that male 

clients may experience poorer premorbid psychosocial development and functioning thus 

increasing their vulnerability to psychoses from migration related stressors. 

 There were significant differences for symptoms of specific mental health disorders 

across world regions of origin. The present study found higher than expected levels for 

symptoms of mood disorders in clients from Eastern Asia. This is in accordance with 

Takeuchi, et al. (2007) findings.  Elevated levels of anxiety were found in clients from  



South-Eastern Asia and Eastern Asia. Several countries within both of these world regions are 

in conflict or have a recent history of hostility. As the study was unable to distinguish between 

voluntary and involuntary migration status due to inconsistencies in the database, it is be  

possible that a proportion of QTMHC clients from these regions may have migrated to 

Australia under humanitarian visa or as asylum seekers and could have presented with some 

post traumatic stress disorder (Steel, Frommer, & Silove, 2004) . Standardised residuals for 

world region of origin and schizophrenia and other psychosis indicate higher than expected 

levels for South-eastern Asia and second generation migrants born in Australia and New 

Zealand. As South-eastern Asia consists of a number of developing countries (AusAID, 2009),  

previous studies have shown that migrants from developing countries are at greater risks of 

schizophrenia compared to migrants from developed countries (Brown, 2011; Cantor-Graae, 

& Selten, 2005). Therefore, it is possible that a move from an underdeveloped to a developed 

country, and the associated resettlement pressures could have increased the chances of a 

psychotic breakdown. A higher frequency of schizophrenia and other psychotic symptoms in 

the second generation CALD (categorised as Australian and New Zealand) clients is consistent 

with past findings (Brown, 2011; Cantor-Graae & Selten, 2005). Second generation of 

migrants from CALD backgrounds have shown to be exposed to chronic stresses created by 

poverty, marginalisation and discrimination (Brown, 2011). Further, compared to first 

generation migrants, second generation migrants may feel insecure about their identity and 

would perceive as not belonging to either their own culture or that of the host society. Many 

may also be in conflict with the traditional values of their parents causing intergenerational 

conflicts resulting in stress (Dealberto, 2010; Leao et al., 2009; Selten, et al., 2007).   

 Implications 



The current study has clinical implications for mental health care of the CALD population. It 

 reveals the significance of establishing more support for adult clients as well as female  

clients. Specific culturally sensitive and appropriate interventions and preventative programs  

are required to address mood, anxiety and psychotic disorders among the ethnically diverse  

population. As acculturation difficulties have emerged as a major cause of seeking  

professional health, it is pivotal to develop more programs for addressing these issues in all  

age ranges. Keeping in view that a low number of children and elderly are consulting  

transcultural services, there is a need disseminate information about the services of QTMHC  

among these groups through community leaders and educational institutions. Need analyses  

are required with elderly and youth to understand these groups’ issues and perceived barriers  

toward the services and how QTMHC can better respond to their needs.  There is also a need  

for QTMHC to work more closely with child and youth mental health services and older  

person’s mental health services to better meet the cultural needs of these groups. Overall,  

innovative programs that are also culturally sensitive and appropriate are required to promote  

the acculturation of CALD populations and the Australian community. Further, it is important  

to advertise and advocate acculturation interventions and programs targeting migrants and  

refugees to the ethnic communities and other referring sources such as the hospitals, GPs,  

refugee clinics, migrant & refugee organisations. The findings also indicate the need to  

improve the bicultural and bilingual services for CALD population using QTMHC services. 

 Occurrence of specific mental health issues in clients from certain parts of the world would  

provide valuable information for developing more effective and targeted programs of specific 

 CALD groups. This means having tailored interventions that are culturally sensitive and  

competent. Finally, it is not only the newly arrived who are vulnerable, participants, who  

formed the second generation also revealed their own challenges and therefore need further  



attention.  

The study highlights the importance of effective data collection procedures and 

systematic information collection system for clients at QTMHC. An accurate client profile 

will provide valuable data required for planning and development of mental health 

interventions and services. It is important when dealing with culturally and diversity groups of 

people, that the complexity of CALD clients need to be taken into account when collecting 

data. For example, along with demographic information, it is important to enquire about the 

CALD clients’ ethnicity and cultural identity and visa status.  

Limitations and future directions  

This study has certain limitations.  The multiple caveats within the structure of the 

database did not allow for a more detailed analysis and therefore caution should be exercised 

when interpreting the results.  Reliable, well structured and clinically relevant data bases are 

essential for mental health service planning and delivery. Broad categories of age were 

problematic. Preferably age should be entered as a continuous variable. Data base did not 

specify the refugee status of the clients, therefore it was not possible to compares those who 

entered on humanitarian grounds with those who migrated wilfully. Future data needs to be 

collected systematically with appropriate variables to explore important differences between 

and within CALD populations.  The duration of stay in Australia is also important and should 

be more detailed than the less or more than two years cut-off used in the current database. 

Some information on variability between clients is lost when data were collapsed.  Grouping 

people from different countries limits the capacity to detect differences between countries.  

The method of age categorisation in the database was particularly problematic. The variable, 

mental health issues, was based on “presenting complaints” categorised using Western-



oriented psychological symptoms and disorders. The validity of this process is questionable 

taking into account the criticism of using Western based diagnostic systems with non-Western 

populations (Marsella & Yamanda, 2010).  This could have underestimated certain mental 

health problems, unique to specific non-Western cultures and not identified by DSM-IV. 

Future studies require a more culturally appropriate assessment and diagnoses. Future 

investigations should also focus on evaluating and mapping the experience of cultural 

adjustment over time to determine patterns of acculturation and profiles mediated by culture of 

origin, age, and gender. 

Conclusion 
 

The current study, despite the problems with the database, contributed to a better and 

informed understanding of transcultural mental health practice. It has provided information 

about the characteristics of the CALD clients at QTMHC as well their psychosocial and 

mental health status. The study has contributed significantly in relation to increasing 

awareness of quality data collection protocols and systems. It has informed the service 

providers about data collection processes and collecting thorough information profiles of their 

clients.  Further, it has increased the health services’ awareness of the significance of quality 

data collection systems. Having a better understanding of client characteristics would be 

useful for developing and implementing culturally appropriate interventions tailored to meet 

the needs of specific CALD clients. Collecting the right data and following appropriate 

procedures to maintain a quality database, will provide foundations on which to build 

successful prevention programs and appropriate service delivery initiatives. 
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Figure 1. Ten Most Commonly Spoken Languages for QTMHC Clients 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

Figure 2. Ten Most Common Countries of Origin for QTMHC Clients 



 

 

Figure 3. The frequency of the three most prevalent mental health issues by age categories. 

 



 

Figure 4. The frequency of psychological, social, acculturation and physical issues across age 
categories. 
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Figure 5. Graphical representation of the variation of various mental health issues between 
genders. 

 

 



 

Figure 6 . Differing proportions of psychosocial issues between genders. 
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Figure 7. The distribution of selected mental health issues across world regions of origin. 

 



Figure 8. The distribution of psychological, social and acculturation issues across world 

regions of origin. 

 
 
 

                                                                                                                                          

                                                                                                                      Psychosocial 


