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[bookmark: _Toc197515627]Targeted literature search
[bookmark: _Hlk197504139]The focus of this research summary is to describe how current mental health assessments are conducted in general practice for Cultural and Linguistic Diverse (CALD) communities. A targeted literature search was conducted in January 2025 in electronic literature databases (PubMed, Cochrane Database of Systematic Reviews, TRIP Medical Database) combining primary care, CALD and mental health terms with targeted outcomes or Australian terms (see Table 1). The timeframe was limited to 2014 onwards. In addition, key Australian and International mental health organisational websites were searched to identify grey literature on mental health assessments in general practice in CALD communities. Any additional relevant articles or reports that were identified outside of the targeted search, such as through reference lists, were also included. This summary provides an overview of literature identified, particularly patient experiences and barriers/facilitators to help-seeking/access, but does not represent an extensive collection of all literature published on mental health care for CALD communities. 
Table 1. Targeted literature search terms
	[bookmark: _Hlk196831313]#
	Topic
	Search terms

	1
	Primary care
	Title/abstract:
“primary care” or GP or “general practi*” or “family physician*” or “primary health” or “community health”
MeSH:
Primary Health Care; Physicians, Primary Care; Physicians, General Practice; General Practice; Primary Care

	2
	Specific population: CALD
	Title/abstract:
“culturally and linguistically diverse” or CALD or “ethnic minority” or “ethnic minorities” or “non-English speaking background” or migrant*
MeSH:
Cultural Diversity; Emigrants and Immigrants

	3
	Mental health
	Title/abstract:
“mental health” or depression or anxiety or PTSD or “post-traumatic stress disorder” or “trauma informed care”
MeSH:
Mental Health; Wounds and Injuries/psychology; Mental Health Services

	4
	Outcomes
	Title/abstract:
“patient satisfaction” or “patient experience*” or “lived experience*” or “patient outcomes” or psychological or “healthcare access” or “barriers to care” or disparities or discrimination or stigma or homophobia or trust or distrust or “cultural competence” or “cultural competency” or “cultural sensitivity” or “patient-provider relationship*”
MeSH:
Patient Satisfaction; Outcome Assessment, Health Care; Health Services Accessibility; Disparities, Health Care; Cultural Competency; Physician-patient relations

	5
	Australia
	Title/abstract:
Australia* or “New South Wales” or Victoria or Queensland or Tasmania or “Northern Territory”
MeSH:
Australia



Identified literature ranged from small qualitative studies to larger cross-sectional studies. It is noted that due to the diversity within various CALD communities, findings may not be generalisable to all CALD community experiences.


[bookmark: _Toc197515628]Prevalence/statistics of mental health and other relevant health outcomes in CALD populations
[bookmark: _Hlk196127744]Prevalence of mental health in Australia
The Australian Bureau of Statistics (ABS) 2020–2022 National Study of Mental Health and Wellbeing (2023)1 reported that 42.9% of people aged 16–85 years had experienced a mental disorder at some time in their life. 21.5% of people had a 12-month mental disorder, with anxiety disorder being the most common group (17.2% of people aged 16–85 years), followed by affective disorder (7.5%) and substance use disorder (3.3%). The prevalence of 12-month mental disorders varied by age, with younger people having higher rates (e.g. 38.8% aged 16–24 years; 26.3% aged 25–34 years). Females had higher rates of anxiety (21% vs. 13.3%) or affective disorders (8.6% vs. 6.5%) than males; however, males had higher rates of substance use disorder (4.4% vs. 2.1%).
[bookmark: _Hlk196127759]Prevalence of mental health in CALD populations
[bookmark: _Hlk195783637]Australia has a large CALD population, with 27.6% of the population having been born overseas. In 2021, 5.8 million people (22.8%) reported using a language other than English at home. The top 5 languages used at home, other than English, are Mandarin (2.7%), Arabic (1.4%), Vietnamese (1.3%), Cantonese (1.2%) and Punjabi (0.9%).2
There is inconsistent data regarding the prevalence of mental health in Australia’s CALD populations, compared to the general population, with lower age-standardised rates reported in some reports for those born overseas compared with those born in Australia, however some individual studies have reported higher rates.
In the 2022 National Health Survey, self-reported mental and behavioural conditions were reported in 18.3% of those born overseas compared with 29.5% of those born in Australia and in 12.1% of those who speak another language at home compared with 28.6% of those who speak English at home.3 When comparing by migrant status, rates of mental and behavioural conditions increased for those who have been in Australia for longer, with 20.6% for those born overseas and arrived over 10 years ago compared with 14.5% for those born overseas and arrived in the last 10 years.3	Comment by Rosie Wade: This paragraph added since first draft
A 2021 report by AIHW on chronic health conditions among culturally and linguistically diverse Australians4 found that age-standardised rates for long-term mental health conditions were lower for all countries of birth, compared to those born in Australia, particularly for Asian countries (e.g. China, Hong Kong, India, Malaysia, Nepal, Pakistan, Philippines, South Korea, Sri Lanka and Vietnam all < 5% compared to 11.74% for Australian-born). However, prevalence of mental health conditions was higher in those who did not speak English well or at all compared to those who spoke it well or very well. Early arrivals with low English proficiency also had a higher prevalence of mental health conditions (6.8% and 3.9%) than for people with high English proficiency. The prevalence of having a mental health condition increased as the time since arriving in Australia increased (with the exception of people born in Iraq where little difference was seem by arrival time).
An older ABS report on cultural and linguistic characteristics of people using mental health services and prescription medications (2016; reference period 2011)5 found that people who spoke a language other than English at home had lower rates of accessing MBS subsidised mental health-related services compared to those who spoke English at home (for those born in Australia [6.0%] or born overseas [5.6%], compared with those who speak English and home, born in Australia [8.0%) or born overseas [7.5%]). Countries of birth with the highest rate of use of mental health-related services in 2011 were Turkey (14.2%), Bosnia and Herzegovina (13.4%) and Iraq (12.1%). Lower rates were reported for people born in Asia using at least one mental health-related service in 2011: 4.6% of people born in South-East Asia, 3.8% of people born in North-East Asia, and 4.6% of people born in Southern and Central Asia.
In individual Australian cross-sectional studies, higher rates of mental health conditions and/or psychological distress have been reported in CALD populations compared to general Australian populations. 
Sanchez et al 20206 reported that in 382 Latin American Spanish-speaking patients from Brisbane’s south-west, the proportion of people with mental health disorders was high (30.2%) compared with a general Australian population aged 16–85 years (20%). Women were more likely to have a diagnosis of a mental health disorder. There was also a higher use of the 20–40 min general medicine consultation than in the general population.
[bookmark: _Hlk195012555]Nguyen et al 20167 reported that in a survey of 247 Vietnamese adult patients at general practices with Vietnamese-speaking general practitioners (GPs) in south-western Sydney, 25% of participants had a very high K10 score [(score >30)] for psychological distress, nearly twice that reported in the NSW Health Survey, and 18% had a high psychological distress score (score 22–29).


[bookmark: _Toc195022756]

[bookmark: _Toc197515629]Information about the mental health assessment, treatment and planning for CALD populations
Psychological considerations
[bookmark: _Hlk196132568]Considerations for health professionals to be aware of that may impact mental health of CALD populations include but are not limited to:  
· presence/absence of family and/or community support
· exposure to trauma.
A small Australian study (N=21) on perspectives of CALD community members regarding mental health services8 reported that initial settling issues (such as finances and finding employment, speaking English, feeling detached from the rest of the community and adjusting to new social norms) had affected their mental health during the later stages of their life in Australia. Anxiety and stress for themselves or a family member during the initial settling phase were reported, particularly for refugees and those experiencing PTSD.
Nguyen et al 20167 reported that in a survey of 247 Vietnamese adult patients at general practices with Vietnamese-speaking general practitioners (GPs) in south-western Sydney, that predictors of high or very high level of psychological distress were poor support, a past history of mental illness and exposure to moderate or high levels of past trauma. Those with high exposure to trauma had a five-fold increased risk of mental health problems with no or mild exposure.
Use of appropriate tools	
Limited evidence was identified on use of different mental health assessment tools for Australian CALD populations. 
Screening tools for depression, anxiety and/or psychological distress that were used in the CALD population literature included:
· Kessler Psychological Distress Scale (K10)7, 9
· Patient Health Questionnaire (PHQ-9)9, 10
· Hospital Anxiety and Depression Scale (HADS)9
· Geriatric Depression Scale (GDS)9
· Geriatric Anxiety Inventory (GAI)9
· Generalized Anxiety Disorder Screener (GAD-7)10
An Australian study on a cultural adaptation of depression and anxiety screening tools for 89 older Chinese immigrants compared a range of tools that had been translated (K10, PHQ-9, HADS, GDS, GAI).9 Prevalence of depression ranged from 8% to 28% across 5 different tools, anxiety was 8–9% across 2 tools. Some additional feedback on the screening tools included that some participants found it hard to answer yes or no to some of the questions, either due to ambiguous responses or difficulty in responding to items indicating strong emotions. Based on participants feedback, revisions were made to 5 items of one of the depression screening tools for future studies to use more moderate terms to describe emotions. Examples include: rather than ‘Do you feel happy most of the time?’ modifying to ‘Do you have ok mood most of the time?’ and for ‘Do you feel plenty of energy?’ adding ‘Is your energy enough to deal with daily life?’. 
A US study translated and culturally adapted the PHQ-9 and GAD-7 in Kinyarwanda (spoken in Rwanda and also in parts of Burundi, the Democratic Republic of the Congo, Uganda, and Tanzania) for primary care.10 The authors note the need to involve a team of language, culture, and subject matter experts to inform the adaptation beyond mere translation. Phrases and concepts needed to be matched with culturally appropriate language as some direct translations such as ‘mental health’ could imply ‘madness’ or ‘craziness’.
Patient-provider relationships/rapport
Time is needed to build relationships and trust with patients. In addition, longer appointments may be needed to allow extra time for interpreters, to ask about cultural needs or to discuss mental health issues so that the patient does not feel rushed.11, 12
Two issues that were reported in the literature regarding patient-provider relationships in CALD populations were:
· Ethnic minorities more often did not want to discuss mental health with clinicians as they didn’t know them well enough.13, 14
· Fear of confidentiality if clinicians were from the same cultural group.8, 13, 15




[bookmark: _Toc195022757][bookmark: _Toc197515630]Trauma informed care in primary care for CALD populations
As noted in the section on Psychological considerations, exposure to trauma is associated with increased mental health conditions in CALD populations.
Limited evidence was identified specifically on trauma informed care in primary care for CALD populations in the targeted literature search. However, trauma informed care is supported as good practice when working with any population potentially exposed to trauma. The following resources provide relevant information regarding trauma informed care:	Comment by Alex Smith: Can we include something that says TIC is important and should be considered when working with any population etc?	Comment by Rosie Wade: Actioned, additional resources added  - Phoenix Australia and Blueknot Foundation resources already in Key Australian Resources - worth adding the White Book and RANZCP resource in? These could be added in for all of the research summaries?
· Royal Australian College of General Practitioners – Abuse and violence: working with our patients in general practice, 5th edition (the White Book) (2021)
· Phoenix Australia – Australian Guidelines for the Prevention and Treatment of Acute Stress Disorder, Posttraumatic Stress Disorder and Complex PTSD (2021)
· Blueknot Foundation – Practice Guidelines for Clinical Treatment of Complex Trauma (2019)
· RANZCP Position Statement – Trauma-informed practice (2020)
[bookmark: _Hlk197344856]A previous rapid review was commissioned by GPMHSC on trauma informed care in primary care settings (2022).16 Models of trauma informed care in primary care17-20 suggest the following practices based on the application of trauma informed care principles, such as:
· Awareness and recognition of trauma history, screening in an empathic way and understanding that patients may need time to build trust before disclosure
· Providing a safe environment and building trusting patient-provider relationships
· Responding using a patient-centred model and empowering patients to be involved in their health and care decisions
· Avoiding re-traumatisation and creating care that is acceptable to patients
· Recognising patient’s strengths and resilience.


[bookmark: _Toc195022758][bookmark: _Toc197515631]Cultural competency and sensitivity in primary care for CALD populations
Limited evidence was identified specifically on cultural competency and sensitivity in primary care for CALD populations in the targeted literature search, however the following position statements and clinical practice points from Australian groups were identified which recommend culturally safe practice and recognise that culture can influence everyone and may relate to values, beliefs, customs, communication styles or needs:
· RANZCP Position Statement – Cultural safety (2021)	Comment by Alex Smith: Were these the only resources that popped up, or are there others? I might update these at the end of the project after we go to various organisations for review. Would be good to include a big list	Comment by Rosie Wade: These were just ones that I came across with explicit titles referring to culture when looking through for in the targeted search - there are likely more on cultural safety in general or could be embedded within other guidelines i.e. there may be a chapter/section on cultural safety but not in the title
· Orygen
· Clinical practice points
· Culture 101
· Valuing cultural diversity and inclusion in youth mental health



[bookmark: _Toc195022759][bookmark: _Toc197515632]Barriers and facilitators for accessing general practice mental health care in Australia for CALD populations
Help-seeking behaviour
CALD populations appear to be less likely to seek mental health care in general practice.
[bookmark: _Hlk195623295]An Australian study of 21 CALD community members regarding mental health services reported that some participants were unaware of the GPs role in accessing help for mental health issues and instead were more likely to seek support through friends, community or religion.8 However some issues regarding privacy and confidentiality were noted regarding seeking help among community members. Focus groups of 37 Canadian new immigrants reported similar findings where stress was generally managed with friends/family, exercise, herbal remedies and religion and GPs were considered for minor physical complaints, rather than general mental health, and specialists would be seen for major mental health problems.21 Interviews with 14 Filipino immigrant women in Norway also endorsed that GPs were less likely to be thought of for helping with mental health problems, with more reliance on coping by themselves or with social support.11
A French study reported that of 144 patients diagnosed with depression, a smaller percentage of foreigners had talked to a physician about their depression (44.3%) compared with the French nationals (66.1%; p=0.01).14 An analysis of national registries in Norway found that immigrants were less likely to have had a GP consultation involving a psychological diagnosis (9.9%) compared to Norwegians (12.1%).22 The only immigrant subgroup that had significantly higher odds of having had a GP psychological consultation was for Iraqi men compared with Norwegian men. Men and women who had moved to Norway for protection were more likely to have had a GP psychological consultation than those moving for family reunification, and men moving for work were less likely to have had one (no difference between women moving for work or family reunification). Those who had been in Norway for a shorter length of time were less likely to have had a psychological consultation than those who had been in Norway for 12–18 years, possibly indicating the healthy migrant effect.
Barriers
Commonly reported barriers to patients seeking help/accessing mental health services:
· Language barriers8, 15, 21, 23
· Stigma8, 11, 13, 15, 21, 24, 25
· Racism and discrimination8, 12
· Knowledge of health services8, 11, 13, 21
· Previous experience of health services8
· Practical barriers – such as location, transport, time/appointment availability12
· Cost/financial barriers11, 12
· Misunderstanding/misinterpretation of symptoms13
· Gender-specific barriers – including lack of childcare for mothers to attend appointments and gender power imbalances24
· Concerns about medication – including addiction and side effects11, 23
· Concerns about confidentiality, particularly within community members8, 15, 21
· Lack of culturally appropriate services21, 24
Barriers to health professionals providing effective mental health care:
· Access to/problems with interpreters12, 26
Language barriers
Language barriers were commonly reported in the CALD literature, but often were not discussed in detail. 
Ho et al (2023)27 describe an analysis of conversations regarding mental health between Chinese and Latino patients (N=17) and primary care providers in the US. Misalignment in terminology used between patients, providers and/or interpreters could lead to misunderstandings about symptoms or treatment options (examples include patients and providers using different terms or having different understanding of mood/feeling down/depression or psychologist/psychiatrist/therapist).
Stigma
Stigma around mental health was described in multiple ways. Mental health problems were sometimes associated with madness or being crazy.8, 11 Stigma can be attached to the label of mental illness,8 Pandey et al (2022)21 recommend using words such as worry, sad or feeling low to reduce stigma. There was also a concern on how a mental health diagnosis may reflect badly on family,11, 13, 15, 25 or have negative ramifications on work, social status or legal issues (such as immigration or police, social justice department involvement).8, 13 Seeking help for mental health problems may reflect an inability to cope.11 A systematic review by Clement et al (2015)25 grouped mental health stigma-related barriers to help-seeking into shame/embarrassment, negative social judgement, disclosure concerns/confidentiality, employment-related discrimination and general stigma/other stigma barriers.
Stigma was often considered to exist more in their home country than in the host country.8, 11
Facilitators
Commonly reported facilitators to seeking help/accessing mental health services:
· Family/community support24
· CALD community education8, 21, 26
· Cultural concordance between GP/health professional and patient13, 15, 26
· Culturally appropriate services24
Facilitators to providing effective mental health care:
· Cultural concordance between GP/health professional and patient26
· GP training26
Use of interpreters
The use of interpreters could be considered as either a barrier or a facilitator depending on how the service was utilised. Professional interpreter services were usually preferred due to confidentiality and experience in discussing medical issues but could present as a barrier due to availability, cost and/or administrative procedures.26, 28 Use of family or non-professional interpreters could lead to potential confidentiality issues.26 
Note the Australian Refugee Health Practice Guide (2018) provides some practical guidance regarding communication and interpreters.










[bookmark: _Toc195022762][bookmark: _Toc197515633]Key Australian resources
· Phoenix Australia – Australian Guidelines for the Prevention and Treatment of Acute Stress Disorder, Posttraumatic Stress Disorder and Complex PTSD (2021)
· Royal Australian and New Zealand College of Psychiatrists (RANZCP) – Clinical Practice Guidelines for Mood Disorders (2020)
· Blueknot Foundation – Practice Guidelines for Clinical Treatment of Complex Trauma (2019)
· [bookmark: _Hlk194053881]Australian Refugee Health Practice Guide – Primary care for people from refugee backgrounds (2018)
· RANZCP Position Statement – Cultural safety (2021)
· Orygen
· Clinical practice points
· Culture 101
· Valuing cultural diversity and inclusion in youth mental health
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