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Indigenous Australians’ understandings
regarding mental health and disorders

Valmae A. Ypinazar, Stephen A. Margolis, Melissa Haswell-Elkins,
Komla Tsey

The purpose of the present paper was to determine what is currently documented about
Indigenous Australians’ understandings of mental health and mental disorders through a
meta-synthesis of peer-reviewed qualitative empirical research. The following databases
were electronically searched (1995�April 2006): AOA-FT and AIATSIS, Blackwell
Synergy, CINAHL and Pre CINHAL, Health source: nursing/academic edition, Medline,
Proquest health and medical complete, PsycInfo, Science Direct, Synergy and
HealthInfoNet. Eligible studies were those written in English and published in peer-
reviewed journals, empirical studies that considered Indigenous people’s understandings
of mental health and provided details on methodology. Five articles from four qualitative
studies met these criteria. Meta-ethnography was used to identify common themes
emerging from the original studies. Reciprocal translation was used to synthesize the
findings to provide new interpretations extending beyond those presented in the original
studies. An overarching theme emerged from the synthesis: the dynamic
interconnectedness between the multi-factorial components of life circumstances.
Reciprocal translations and synthesis regarding Indigenous understandings of mental
health and illness resulted in five themes: (i) culture and spirituality; (ii) family and
community kinships; (iii) historical, social and economic factors; (iv) fear and education;
and (v) loss. The application of a meta-synthesis to these qualitative studies provided a
deeper insight into Indigenous people’s understandings of mental health and illness. The
importance of understanding Indigenous descriptions and perceptions of mental health
issues is crucial to enable two-way understandings between Indigenous people’s
constructs of wellness and Western biomedical diagnostic labels and treatment
pathways for mental disorders and mental health problems.
Key words: Indigenous, mental health, meta-synthesis, qualitative, understandings.
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Mental health concerns of Indigenous Australians

constitute a major health problem in Australian

society, yet there is a paucity of empirical research

that specifically addresses the mental health needs of

Indigenous people [1]. A recent content analysis

conducted to determine the research status on mental

health within the general Australian population for

the year 1998 found that children and adolescents

were the most researched subjects [2], while mental

health issues of Indigenous people accounted for only

1.1% of the total articles. Indigenous people are not
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well researched or represented in the mental health

literature [3].
The National Mental Health Strategy defines

mental health as being more than the absence of

illness; rather it describes a state of emotional and

social well-being whereby the individual is able to

function in their environment and with other people

in a manner that enhances their innate capacity and

cognitive, affective and relational mental abilities [4].

Mental health problems and mental health disorders

‘refer to the spectrum of cognitive, emotional and

behavioural disorders that interfere with the lives and

productivity of people’ [4]. A mental disorder is a

diagnosable illness while a mental health problem is

less severe but also interferes with a person’s life;

however, the distinction between the two is unclear

[4]. For the purpose of this article the term ‘mental

disorder’ is typically used but is intended to include

mental health problems.
The lack of empirical research manifests itself in the

subsequent quality and quantity of epidemiological

and ethnographic data on mental disorders within the

Aboriginal population [1,5,6]. In 1994 the Burdekin

report argued: ‘Despite the absence of epidemiologi-

cal data, evidence presented to the Inquiry by

Aboriginal people indicates that mental illness among

Aboriginal and Torres Strait Islander people is a

common and crippling problem. However, often,

mental illness goes undiagnosed, unnoticed and

untreated’ [7].
At present the main measures of Indigenous mental

disorders are derived from hospitalizations data and

mortality due to serious mental disorders [8,9]. Data

from such registers and service collections, however,

are not an accurate indicator of the mental health

status of Indigenous people due to difficulties of

‘identification, categorization, attribution and inter-

pretation’ [6]. One of the difficulties encountered in

the Burdekin and other reports is the inability to

quantify the magnitude of mental health problems in

the Indigenous population due to the absence of

statistical data. Notwithstanding the lack of reliable

data and population estimates, Indigenous people are

widely thought to be at risk for increased deaths from

suicide, demonstrate higher use of mental health

services, and have higher hospital separations for

mental disorders including a concomitant incidence

of alcohol and drug diagnoses [10,11]. Without

accurate data this lack of knowledge precludes the

development and implementation of effective services

and reduces the ability to target key service goals to

meet individual and population-based needs.

The 1995 Ways Forward report contributed to
the development of a national policy context for
the emotional and social well-being of Indigenous
Australians [12], becoming a landmark document in
Indigenous mental health [13]. It described Indigenous
views of health and mental health as ‘holistic, invol-
ving spiritual, social, emotional, cultural, physical and
mental well-being and issues related to land and way
of life’ [12]. Additionally it provided the first compre-
hensive study that identified priorities for progressing
Indigenous emotional and social well-being [10].

In 1993 and 1994 Aboriginal and Torres Strait
Islander people were recognized as a priority group in
the Queensland Mental Health Policy (1993) and Plan
(1994) [14]. The aim of the Policy was to promote,
improve and maintain the mental health and well-
being of Indigenous people. The Policy acknowledged
a holistic approach to health, stating that Indigenous
people considered mental health to be a broad concept
constituting social, emotional, cultural, physical
and mental well-being, both of the individual and
community, and is based on current, historical
and spiritual values [14]. Despite numerous reports
and policy documents that have identified health as a
holistic construct and emphasized the importance of
social and emotional well-being on mental health
status, there appears to have been little improvement
in the mental health and well-being of Indigenous
people over the intervening years.

A concern often expressed by Indigenous people is
that Western treatment models for mental health
delivery do not take into account the Indigenous
people’s worldview or their cultural beliefs concern-
ing mental health [15]. Cross-cultural psychiatry has
influenced the delivery of mental health services to
people of minority cultural groups for the past
30 years and emphasizes the importance of under-
standing the social, economic, historical and cultural
factors that play a role in mental health problems and
impact on treatment [16,17]. It is well established in
the cross-cultural psychiatry literature that differing
worldviews of cultural groups impact on their con-
structs of mental health, illness and physical well-
being [16,18]. While many reports are developed
through wide consultation and collaboration with
Indigenous peoples, the actual voices of those on the
ground are typically missing. Of import is the
awareness that culture is a moving, living entity and
changes over time [19]. Hence it is necessary to
continue to explore and listen to the voices of
Indigenous people to further understand both their
cultural beliefs and their lived experience concerning
mental health and mental health problems [19,20].
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This article seeks to determine what is currently
documented in the peer-reviewed literature regarding
Indigenous Australians’ worldview of mental health
and disorders from their personal perspective through
a meta-synthesis of qualitative empirical research.

Methods

Evidence-based-medicine has gained increased acceptance in

informing medical care, and meta-analysis and systematic reviews

are widely used to answer questions about various health-care

issues [21]. Evidence-based-medicine and the synthesis of quantita-

tive research findings have led, in part, to an interest in synthesizing

the findings of qualitative research [22]. In order that the findings

of qualitative research have impact there is a need for individual

studies to be situated in a broader interpretive context through the

meta-synthesis of qualitative research [23]. This is a relatively new

approach but one that is gaining international acceptance as

evidenced by recent publications [22,24,25].

Much of the work in qualitative meta-synthesis is informed by

Noblit and Hare, who provided a framework for synthesizing

qualitative studies through a process termed ‘meta-ethnography’

[26], an interpretive approach that seeks to identify concepts that

are then considered across multiple studies included in the synthesis

[24]. Meta-synthesis moves beyond the description and summariz-

ing that typically occurs in a narrative literature review and aims to

bring together qualitative research findings around a particular

topic to ‘achieve greater understanding and attain a level of

conceptual or theoretical development beyond that achieved in

any individual study’ [22]. A meta-synthesis involves the translation

of studies into one another with the purpose of understanding and

transferring ideas and concepts across the individual studies [27].

Studies may relate to each other in three ways: reciprocal

translations are those studies that may be directly comparable;

refutational synthesis occurs when findings from studies may

conflict with one another; and third, if taken together the synthesis

may represent a line of argument [22,27]. Multiple examples of

meta-synthesis occur in the literature with variations on the

description and methods of reporting the analysis process.

With the dearth of information available concerning Indigenous

people’s perspectives of mental health and mental disorders

it was deemed to be appropriate to synthesize the findings of

individual studies to enhance the current knowledge base. The use of

meta-synthesis is an important methodological contribution not

previously used within Indigenous mental health.

Search strategy

Multiple databases were selected to ensure maximum retrieval of

qualitative studies: AOA-FT and AIATSIS, Blackwell Synergy,

CINAHL and Pre-CINHAL, Health source: nursing/academic

edition, Medline, Proquest health and medical complete, PsycInfo,

Science Direct, Synergy and HealthInfoNet . Keywords used were

Indigenous,Aboriginal,TorresStrait Islander,mental health,mental

illness, health, perceptions, understandings, beliefs, research and

Australia, andwere used inmultiple combinations. Inclusion criteria

were empirical studies in English that considered Australian Indi-

genous people’s understandings about mental health, described the

methodology used and were published in peer-reviewed journals.

Exclusion criteria included all articles and reports thatwere not based

on empirical research, expert commentaries, opinion pieces and

reports based on community consultation. The year 1995was chosen

as the beginning point due to the importance of theWays Forward

report in influencing subsequent approaches to mental health

research [12].

As each database was searched, titles were checked and if

indeterminable from title, abstracts (where available) were

examined for relevance. A small number of articles could not be

accessed due to institutional unavailability, removal from stated

URLs, or inability to access government and other reports.

References of selected articles were checked to ensure maximum

coverage and allowed for the identification of studies not found

using the key words. The construct of social and emotional well-

being is often used when discussing mental health but the keyword

‘health’ typically recovered articles that had a mental health focus,

including social and emotional well-being. Selected articles were

printed in full for review. The search engine Google was used and

captured multiple reports not published in peer reviewed journals.

The initial search located numerous articles and reports, but the

majority of these were excluded following either a reading of the

abstract or a review of the full text. Article exclusions were due to

not meeting the inclusion criteria; in particular, the articles were not

empirical qualitative research. For example one promising article

was titled ‘Exploration of Australian and New Zealand indigenous

people’s spirituality and mental health’ [28]. The abstract stated

that the authors were going to explore the concept of spirituality

and use mental health in a practice setting. However, the article did

not use qualitative methodology, was not empirical research and

did not include Indigenous people’s perspectives on the concept of

spirituality and well-being, and hence was excluded. No articles

that met the inclusion criteria were excluded upon subsequent

review.

While a meta-analysis has a robust methodology with clearly

defined processes and steps [29], the qualitative meta-synthesis does

not have a similar defined pathway. Some authors argue the value

of being inclusive in decision-making surrounding which studies to

include in a meta-synthesis [24]. Appraisement of the quality of

qualitative articles for inclusion in a meta-synthesis is a contentious

issue [22]. Checklists to determine the quality of qualitative studies

have been used by some researchers [22,30,31] while other

researchers do not include a quality appraisement of qualitative

studies in their meta-synthesis [24,25]. We aimed for inclusivity

rather than subjecting the studies to rigorous quality analysis, as

would occur in a meta-analysis. We determined the suitability of

the identified studies based on whether qualitative methods were

used for data collection and analysis and the findings were reported

in a descriptive qualitative style.

Analysis

This meta-synthesis used the principles of reciprocal translation

to synthesize the identified studies. Key themes determined by the
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original authors were listed and considered for the purpose of

identifying commonalities of themes across the studies (Table 1).

Articles were read multiple times with key concepts from each

study being identified and mapped across the studies, the aim being

to translate the findings from one study into another [22,24,27].

Concepts that were identified through this process became the data

for the synthesis. For example, key concepts from one article may

be similar to another study, but may also be different in some way;

Table 1. Investigated studies

Authors/year Location Participants Study year/s Methodology Second order
constructs: Key themes by
authors from original data

Vicary and
Bishop
2004 [15]

Western
Australia: Perth
& Kimberley
regions

70
Indigenous
people

2000�2002 Participatory action
research

In-depth interviews
Focus group

interviews

Importance of culture
Conceptualizations of mental
health
Importance of Aboriginal

mental health treatment
methodologies
Appropriateness of Western

psychotherapy
Vicary and

Westerman
2005 [32]

Western
Australia:
Perth and
Kimberley
regions

70
Indigenous
people

2000�2002 Participatory action
research

In-depth interviews
Focus group

interviews

Depression
Culture
Spirituality
Concept of wellness
Indigenous treatment
Concern about contact with

Western mental health
service

Emden et al.
2005 [11]
[This study
mainly had
to do with
medication
compli-
ance; not
all themes
relevant]

South Australia:
Urban,
rural and
remote areas

130 carers,
patients,
and mental
health
workers.
Most
participants
Indigenous

July 2000�
June 2003

Action research
framework

In-depth interviews
Focus groups

Social and emotional
well-being issues pervasive

Aboriginal service providers
subject to same stressors
as rest of community

Mainstream health services
do not meet lifestyles and
health problems of people

Trust and confidentiality
concerns in accessing

Aboriginal health services
Lack of English-language

literacy skills [medication]
Inadequate living

arrangements [medication]
Alcohol misuse [medication]
Racism impact on feelings of

self-respect and self-worth
McLennan

and
Khavarpour
2004 [34]

New South
Wales
Aboriginal
community

6 Indigenous
people

2003 Exploratory study
using qualitative
methodology

Semi-structured
interviews

Identity
Family and community kinship
Culture and spirituality
Land

O’Brien 2005
[33]

New South
Wales
Aboriginal
community

27
Indigenous
people

No year
provided

Qualitative
methodology

In-depth interviews

Defining Aboriginal mental
health and mental illness

Kinship and mental health
Alcohol and its relationship to

kinship and mental health
Living with shame
Expression of mental anguish
Role models, elders and

mental health
Loss of cultural identity (and

mental health)
Crisis of spirituality
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these findings were then considered with the third study and so on

until all studies had been considered [31]. These were considered in

relation to the original themes because the aim was to maintain the

integrity of the individual studies. Following the reciprocal

translation phase a synthesis of the translations was conducted to

elucidate core themes across the studies [29]. A grid was developed

in which the themes across studies were listed and the concepts

identified in each study juxtaposed, ensuring that each concept

from each study was included (Table 2).

Results

Five articles from four studies were identified (Table 1). The

articles were published in a range of journals: psychology, mental

health, health promotion and primary health, reflecting the

diversity of the field of study. These studies were carried out in

Western Australia, South Australia and New South Wales in

urban, rural and remote areas with a total of 333 participants, most

of whom were Indigenous peoples.

A qualitative study was conducted in metropolitan Perth and

the Kimberley regions of Western Australia during the years

2000�2002 [15,32]. The study took place with a high level of

ongoing collaborative processes with key Aboriginal subjects

within the various communities, which resulted in an ‘Aboriginal

community-derived methodology’. No theoretical framework is

detailed beyond a statement that this was a qualitative study, but

it appears that the study was conducted along the lines of

participatory action research. This study included 70 Aboriginal

participants with participant selection details and demographic

information provided. Data collection consisted of interviews

conducted with all informants, followed by eight focus groups.

The data analysis process consisted of thematically analysing the

text; with no philosophical framework underpinning the process

detailed. Focus groups were held after initial data analysis to

allow original informants to culturally validate the data and

interpretations. The study focused on Aboriginal people’s beliefs

and attitudes towards mental health, Western psychology and

practitioners, and ways to improve delivery of mental health care.

Two articles were included from this study. Vicary and Bishop’s

article focused specifically on Aboriginal traditional frameworks

of healing and Western psychotherapeutic treatments [32] while

Vicary and Westerman’s article considered Aboriginal mental

health beliefs [15].

Emden et al. used an action research framework to investigate

medication use by Indigenous people with mental health problems

in 2003 [11]. That study was undertaken in urban, rural and remote

areas of South Australia using semi-structured in-depth interviews

as well as focus group interviews. More than 130 participants who

were patients, carers or mental health workers (the majority of

whom were Aboriginal) constituted a convenience sample selected

to maximize representation of key stakeholders. No information

was provided regarding age or gender of the participants, or how

many participants were in each category. Field notes and steering

committee discussions were included as part of data collection.

Data analysis incorporated two stages: regional analysis and a

meta-analysis. The analysis was iterative, in keeping with qualita-

tive methodologies, and analysis was cross-validated by different

researchers. Meta-analysis compared the findings across the

different study settings. Although the focus of the research was

medication usage, in-depth interviews provided some data regard-

ing social and emotional well-being, therefore that study was

included in the meta-synthesis.

A qualitative study by O’Brien was conducted in an Aboriginal

community in New South Wales but the year of the study was not

stated [33]. Potential participants were purposively selected to be

interviewed, with 27 agreeing to participate. The study design was

interpretive and predominantly ethnographic, utilizing participant

observation, field notes and in-depth interviews. The verbatim

transcripts were analysed using principles of grounded theory. The

aim of that study was to consider the problems faced by Indigenous

youth with a focus on mental health in order to develop a greater

cultural appreciation of these issues [33]. However, the number of

adolescent participants was low. Interviews were conducted with 27

Indigenous participants, 18 female and nine male. Of the female

participants, five were between 15 and 20 years of age, while there

were seven male subjects between 15 and 35 years of age. It is not

stated why the researcher did not provide the same age breakdown

for female and male participants, therefore it is unknown how

many male participants were adolescents. The maximum age of the

participants was between 50 and 60 years. That study included

numerous verbatim quotes from the participants and clearly

identified those from the adolescent participants.

McLennan and Khavarpour conducted an exploratory study in

2003 with six participants in an Indigenous community in New

South Wales [34]. Participants were purposively approached to be

involved by Indigenous community members. The age range and

gender of the participants was not detailed. That study was the

weakest in terms of reported methodological detail. The article did

not include any information on the theoretical underpinnings of the

research methodology, nor of the data analysis process. However,

the methods used to collect the data were qualitative; semi-

structured interviews were used to explore the connections between

well-being and spirituality. It was a small study with six partici-

pants and was limited to the connection between spirituality and

well-being. It was included in the meta-synthesis because it used

qualitative methods to gain an understanding of Indigenous

people’s perspectives of well-being, a key construct in a holistic

approach to overall health, including mental health.

Aspects of each of these four studies were concerned with

developing an understanding of Indigenous people’s perceptions

of mental health and/or well-being, but no study explicitly set out

to examine how Indigenous people understand or conceptualize

mental disorders. Throughout the studies the phrase ‘mental illness’

appears to be used as a generic term or substitute for ‘mental health

problem’ or ‘mental disorder’ with no meaning, definition or scope

detailed, with the exception of Vicary and Westerman, who refer to

depression and anxiety-related disorders when using the term

‘mental illness’ [15]. The Emden et al. study included the percep-

tions of mental health services patients [11] while the other studies

provided little detail regarding the participants’ roles. With the

exception of the O’Brien study [33], a perception of mental health

across multiple age groups was not identified as an aim of the

studies.
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Table 2. Key concepts and themes derived from reciprocal translation of original studies

Vicary and Bishop [32] Vicary and

Westerman [15]

Emden et al. [11] McLennan

and Khavarpour [34]

O’Brien [33]

Culture Spirituality Importance of country

Influence of spirituality

Culture: ‘powerful

determinant’ of

perceptions of mental

health

Cultural identity

Mechanism of

interpretation:

cultural reasons sought

for ill health

Treatment dependent on

cultural interpretation

Mismatch between

traditional and Western

understandings of health

and illness

Importance of identity Sacred

sites

Loss of cultural identity

Lack of respect

Importance of Aboriginal

identity

Individual (mainstream)

versus the community

Kinship Diminished

traditional roles

Family and community

tensions

Basis of identity Sense of

belonging

Traditional kinship roles

Role of elders

Importance of family

Lack of role models within

community Lack of support

in community

Social Historical

Economic

Impact on wellness

� employment,

substance abuse, family

violence, dispossession,

Stolen Generation,

financial problems,

housing

Grief and anger over past

injustices

Racism

Low self-esteem

Stolen generation

Grief due to loss of family

members

Social and emotional stress

Overcrowding

Effects of alcohol misuse

Intergenerational impact of

colonial domination

Social oppression and racism

Impact of alcohol and drugs

Domestic violence and other

abuse

Grief

Fear Education Stigma therefore need for

education

Lack of awareness of

mental health issues

Lack of culturally

appropriate mental

health promotion

Mental illness as

‘culturally alien’

Fear of treatment

outcomes

Fear of Western mental

health system:

reluctance to seek help

Stigma and shame

attached to mental

illness

Need for education to

improve skills and

knowledge

‘Depression’ seen as a

character of individual

therefore cannot be

treated by medication

Relevant and accessible

education required

Lack of knowledge regarding

medication

Understanding of mental

health ‘medically simplistic

and naı̈ve’

4
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Findings

We used to call them Womba, yeah; they’re funny
in the head. The term mental health to me is that
state of my mind and you know you’re not sick in
your mind. (p. 13) [33]

Five themes regarding Indigenous understandings
of mental health and mental disorders emerged from
the process of reciprocal translation and synthesis: (i)
culture and spirituality; (ii) family and community
kinships; (iii) historical, social and economic events;
(iv) fear and education and (v) loss in its many
manifestations.

An overarching construct that became apparent
from the synthesis of the studies was the dynamic
interconnectedness of culture, spirituality, identity,
family and community, land/country, socioeconomic
status, and sociohistoric events, with each defining,
influencing, being part of and impacting on the other.
Each of the themes arising from the reciprocal
translation can be considered within the meta-theme
of dynamic interconnectedness. This dynamic inter-
connectedness means that no single aspect of an
Indigenous person’s life circumstance can be consid-
ered successfully in isolation from other areas of life;
no theme appears to exist without the other themes
influencing and impacting on mental health.

Culture and spirituality

Three of the studies (four articles) acknowledged
the importance of and the link between spirituality
and well-being [15,32�34]. Spirituality plays an
integral and crucial role in Aboriginal culture
[33,34] and well-being [34]. Strong links with indivi-
dual and community well-being, storytelling, ceremo-
nies, ancestors, sacred sites, and tribal areas all
impact on a sense of positive identity and are
connected to individual and community well-being
[33,34]. Identity is also identified as a component of
spirituality and culture [32�34].

Cultural and/or spiritual causes for mental illness
were often considered when a person became unwell
[32,33]. The onset of mental illness could be perceived
as payback for previous transgressions, being ‘sung
to’, married the ‘wrong way’ and other cultural and
spiritual reasons [32,33]. One participant provided a
narrative that involved someone being ‘sung to’ when
asked to describe mental health [33]. A weakness in
wellness was perceived to predispose a person to
illness and increase vulnerability, allowing malevolent
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spirits to influence a person [15]. Aboriginal people
accessed traditional mental health services in re-
sponse to the causative role of spiritual or cultural
factors [32]. Only when all traditional avenues had
been tried would a person turn to Western models of
treatments [15,32]. A difference in treatment modal-
ities was highlighted with Western treatments per-
ceived to be more focused on medication, counselling
and hospitalization, whereas traditional treatments
included methods to build resilience against spirits to
increase wellness [15].

Family and community kinship

Family is considered to be pivotal to emotional,
physical and cultural health [33]. Family and com-
munity relationships are the basis of culture and are
important to cohesion and to healing within a
community [11,33,34]. Supports that previously ex-
isted within a more traditional community are
diminished and the tribal rules traditionally passed
down by elders are often not viewed as important to
the youth of today [33]. A result of this diminishing
role of community is that people, and youth in
particular, may be left to resolve their own emotional
problems without the support of the community [33].

Concerns regarding alcohol misuse and their impact
on family and community life and mental health were
raised. In one study alcohol and substance abuse was
seen as a leading cause of community disintegration.
These participants considered that the effects of
alcohol misuse acted as a catalyst for a variety of
community concerns: domestic violence, unemploy-
ment, depression, sexual assault and the early deaths
of relatives and friends [33]. Another study argued that
drinking was a symptom of a larger issue concerning
the lack of meaningful life circumstances [11].

Historical, social and economic factors

A complex mixture of events and consequent
impacts has occurred since colonization. Three studies
(four articles) acknowledged connections between
historical events and current socioeconomic situations
[11,15,32,33]. O’Brien succinctly argued that the ‘price
of colonial domination across generations for so many
years has been pervasive and relentless’ [33]. One
participant clearly articulated the following:

It’s so complex . . . just the intergenerational trau-
ma. The grief and loss of disconnection with land
and families and . . . not having a sense of belonging

anywhere. It’s all that . . . lack of self-esteem, lack
of identity . . . [11].

Participants in a number of studies commented
on multiple factors that impact on wellness inclu-
ding employment, overcrowding, family violence, the
stolen generation, poor physical health, substance
abuse and financial difficulties [11,32,33].

In concert with the effects of colonization are
the impacts of living in a socially marginalized and
oppressed position [11,32,33]. Social inequalities
and racism (overt and covert) lead to low self-esteem
and feelings of worthlessness [11]. Youth do not
always have the opportunity to consider their
own mental health needs and status while their
parents and other relatives are caught up with the
sociohistorical conditions of inequality [33].

Fear and education

Many Aboriginal people expressed fear of Wes-
tern mental health services: both treatment and
practitioners [15,32]. Shame and the stigma attached
to mental illness and the labelling impact of
diagnosis were cited as reasons to avoid Western
services [15,32]. Previous experiences of family or
other community members who have had contact
with Western mental health services impacted on
their understandings of Western models of treat-
ment; in particular, being hospitalized away from
country and the impact of medication on the
person’s ability to fulfil their familial and social
roles in the community [15]. This fear often meant
that families would try to cope by themselves with a
mentally ill person, delaying Western treatment until
crisis point [15].

Concomitant with the fear of Western treatment
modalities were statements made by many partici-
pants regarding the lack of culturally appropriate
mental health information [32]. Participants argued
the need for more education to provide skills and
knowledge to seek assistance and overcome stigma
[11,15]. The importance of education could be seen
strongly with depression as some participants ar-
gued that Aboriginal people considered depression
to be ‘characterlogical’: ‘that’s just the way he is’
[15]. Therefore depression may often be ignored
until a person’s behaviour becomes visible, resulting
in delayed treatment, by which time the condition
may be severe. The lack of recognition and sub-
sequent treatment may be a contributing factor to
the higher frequency of suicide and hospitaliza-
tions [15].
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Loss

Loss was not specifically identified in the studies,
with the exception of O’Brien who identified ‘loss of
cultural identity’ as a theme [3]. However, evidence of
pervasive loss across all areas that surrounded the
conceptualization of mental health was consistent
across all studies. Although not specifically identified
by individual studies, loss was manifested in many
ways across the studies. This loss appeared to under-
score many aspects of spiritual, cultural, social,
economic and emotional domains and played a
role in perpetuating the intergenerational impact of
historical events.

The loss of identity, both spiritual and cultural,
impacts on self-esteem and emotional well-being and
on one’s ability to cope with stressful situations [33].
Loss of family was seen through the impact of the
stolen generations, suicide, early death and incarcera-
tion. Additionally there was a loss of community
through diminishing community traditions [11,33].
The impact of family violence, alcohol and other
substance misuse and tensions in families all point to
a loss of traditional family and community values
[32,33]. Indigenous people have experienced loss of
culture, spirituality and land/country through the
early experiences of colonization and ongoing social
practices and government policies [11,32,33]. Along-
side the aforementioned losses is the associated loss of
roles, both for the community in general and for
individuals, in particular elders and male Indigenous
people [32,33].

A loss of respect for and importance of the ways
things were once done is also apparent [33]. Loss of
control, power and hope to bring about balance in
their life impacts on social and emotional well-being
[11]. This theme of loss was pervasive across spiritual,
cultural, social, economic and emotional domains.

Discussion

An extensive search of medical and sociological
databases found only four published empirical studies
that explored Indigenous people’s understandings of
mental health. These four studies included Indigen-
ous people in multiple settings: urban, rural and
remote as well as across three Australian states.
By using meta-synthesis as the methodological frame-
work the reach of the individual studies is extended
beyond their initial setting. The use of meta-synthesis
is new and has an important role to play in infor-
ming future qualitative literature reviews. Typically

research using qualitative methodologies has a small
number of participants because the aim is for an
in-depth understanding of the topic or question under
consideration, but the meta-synthesis allowed the
perceptions of 333 participants to be considered.
Sandelowski et al. caution against the use of large
numbers of studies and participants because it may
hinder the deep analysis and interpretive validity
inherent in qualitative inquiry [23].

By synthesizing these qualitative studies a greater
depth of knowledge about particular Indigenous
communities has been achieved than available in
individual studies. An overarching theme of dynamic
interconnectedness was consistent throughout these
studies and expressed in many ways by individual
authors. Working with the original findings for the
meta-synthesis demonstrated the difficulties inherent
in attempting to define Indigenous people’s under-
standings of mental health and mental disorders.
Each aspect or theme developed could be seen to
impact on, or was impacted by, others, causing a
continuous cycle that appeared to defy simplification.
Authors described this by using phrases such as ‘a
multi-directional relationship’ [34] or compiled lists of
the various factors they identified to be associated
with mental health and well-being [11,15,32,33].
Concomitantly there are known factors that impact
on mental health, such as trauma and the lack of self-
determination, that while of great significance, were
not highlighted by the findings of the studies. The
lack of emphasis by Indigenous participants in these
areas may need to be explored further.

The construct of ‘holistic health’ was used in
articulating Indigenous people’s understandings of
mental health [11,15,32�34]. However, ‘holistic’ was
loosely defined, with differing factors in each study
considered to be aspects of a holistic approach to
health and well-being. Studies considered holistic
health to contain elements that are cultural and
spiritual [32], incorporate individual, family and
community biopsychosocial issues [11] and cover a
range of personal and environmental factors [15].
Social and emotional well-being was another con-
struct often used because it includes all aspects of life:
social, emotional, economic and physical factors [11].
O’Brien argued that mental health is tied to culture,
kinship and community, as well as issues surrounding
identity and spirituality, [33] while McLennan and
Khavarpour argued the need to understand the
relationship between mind, body and spirit [34].

Research such as the ones identified here, as well as
other reports, expert commentaries and opinion
pieces, have documented multiple causes of poor
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mental health related to the impact of colonial history
and socioeconomic disadvantage. The studies re-
viewed for the meta-synthesis are driven from the
constructs of emotional and social well-being and
holistic health. While studies such as these add
significantly to the knowledge base about well-being
and overall health, they are limited in providing clear
understandings of how Indigenous people define,
describe, understand and cope with mental disorders
and mental health problems. Overall these studies do
not provide in-depth narratives of the lived experi-
ence of mental disorders from the perspectives
of those with mental disorders or mental health
problems, their families/carers or those within the
community.

There remains a need for Indigenous voices to be
heard in order to explore and gain greater knowledge
of their conceptualizations of mental disorders and to
consider these in relation to Western biomedical
conceptualizations. Cross-cultural psychiatry empha-
sizes the importance of acknowledging the impact of
differing cultural beliefs on conceptualizations of
mental health. Of import is that Indigenous people
do not constitute one homogenous cultural group,
and furthermore differences in cultural beliefs may
vary according to place of living: urban, rural or
remote. For example, those living in urban areas may
have been influenced by Western conceptualizations
surrounding them, resulting in a hybridization
of cultural beliefs and understandings about mental
disorders. The impact of globalization such as
the media may also play a role in shaping such
understandings [19].

A key outcome of this meta-synthesis is the
identification of the following gaps in knowledge
that have not been adequately answered in empirical
studies to date: what narratives do Indigenous people
tell to understand and describe mental disorders from
a construct of wellness; what language is used by
Indigenous people to construct mental disorders and
mental health problems; and what correlation is there
to Western biomedical labels and diagnoses; what
cultural beliefs/practices may be beneficial or harmful
to mental health well-being; what is the impact of
dynamic change on Indigenous youth and their
mental health. There is a need to know how
Indigenous people experience coping and caring for
individuals with mental health needs in their family
and wider community, and how they determine the
need to seek out traditional or Western models of
treatment. These questions require further empirical
research to enable a more sophisticated understand-
ing of Indigenous people’s constructions of mental

health and mental disorders and to apply this knowl-
edge to effective service delivery both for those
experiencing mental disorders, their carers and their
community.

There is a disjunction between traditional Indigen-
ous understandings and knowledge of wellness, and
Western medicoscientific constructs of mental health
and mental disorders [11,35]. Without an in-depth
understanding of Indigenous mental health issues,
from Indigenous perspectives, many mental health
services may continue to be delivered from a Western
biomedical framework of illness, serving to maintain
the status quo. What is required as a consequence of
the social and cultural changes experienced by
Indigenous people is an expansion of biopsychosocial
models to encompass sociocultural and spiritual
aspects [36]. The role of spirituality in Indigenous
well-being is a critical determinant in the develop-
ment of promotion and prevention projects and this
importance was evidenced in the meta-synthesis
[15,32�34,37]. There is a need to acknowledge the
healing frameworks that exist within Indigenous
communities, and to acknowledge cultural frame-
works of learning, thereby utilizing the power of
culture and community [32,38].

Working concurrently with the necessity of increas-
ing Western understandings of Indigenous percep-
tions of mental health problems is the need to
augment Indigenous understandings about the nature
of mental disorders, as well as services and their roles
that are available within mainstream health services
[14,39,40]. The Social and Emotional Well-being
Framework for Indigenous Australians recognizes
the necessity of successful partnerships between
Indigenous people and mainstream health-care ser-
vices and the development of strategies that are local
and specific [41]. There is a lack of Indigenous labels
for mental disorders and a difficulty in understanding
the Western biomedical model with its associated
diagnoses and labelling [39]. Increased knowledge
may help overcome the stigma attached to mental
disorders and mental health problems and hence
increase help-seeking behaviours and earlier access
to mental health care [42].

The importance of understanding Indigenous
descriptions and perceptions of mental health issues
is crucial to begin to make connections between
Indigenous communities and Western mental health
professionals; to diminish the boundaries between
Indigenous narratives and constructs of wellness and
Western biomedical diagnostic labels and treatment
pathways for mental disorders and mental health
problems. Approaches that draw on Indigenous
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understandings to inform Western knowledge afford
the opportunity to work collaboratively with/in these
perspectives to develop culturally appropriate and
sensitive mental health and well-being programmes.
Such approaches provide a unique opportunity
to develop ‘two-way understandings’ between Indi-
genous people and Western models of care that will
go a long way to realizing successful mental health
outcomes by and for Indigenous people.
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