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 Cultural diversity poses many challenges to mental health care. These stem 
from the ways that culture confi gures illness experience, contributing to the 
causes and mechanisms of psychopathology, the modes of expressing suffer-
ing, and the strategies of coping, help seeking, healing, and recovery. There 
is increasing recognition of the importance of culture for mental health ser-
vices, exemplifi ed by the notions of cultural competence in the training of 
professionals and the organization of health care institutions. DSM-5 intro-
duced a cultural formulation interview to encourage clinicians to contextual-
ize diagnosis. This book puts fl esh on the bones of DSM-5 by showing how 
knowledge of culture can be applied in everyday practice to produce more 
refi ned and effective diagnostic assessments and clinical interventions. The 
model we propose uses outpatient consultation as a vehicle to deliver cultural 
expertise throughout the health care system, with an emphasis on supporting 
primary care through collaboration. 

 The Cultural Consultation Service described in this volume began as a 
response to the growing diversity of the catchment area of our hospital. 
Cultural consultation is a way to bring some of the richness and complexity 
of the histories and social contexts of mental health problems into clinical 
work, through reformulating the nature of problems and devising solutions 
that fi t the context. Our approach has been framed within the language of 
Canadian multiculturalism, infl ected by the “intercultural” perspective of 
Quebec and the cosmopolitan world of Montreal. Every year, Canada receives 
about 250,000 immigrants and 25,000 refugees so that, at any given time, 
almost 20 % of Canadians were born outside the country, with a high propor-
tion of newcomers in most metropolitan areas. About 4 % of the population 
identify as Indigenous peoples, and awareness of historical injustices toward 
their communities has driven renewed attention to issues of culture to achieve 
equity in health services. 

 Our subtitle, “Encountering the Other,” points toward the basic existential 
fact of alterity—meeting with people with different lifeworlds and geogra-
phies of belonging. In a sense, this is always the case; the fact of cultural 
difference only magnifi es or makes it more obvious. We hope our work shows 
the relevance of a Levinasian ethic of recognition, hospitality, care, and con-
cern for the other in their humanness and difference. 

 As the subtitle indicates, the focus of this book is on practice: on practical 
issues in clinical work, both technical and scientifi c, pragmatic as well as 
political. We have aimed to describe the process of cultural consultation in 
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suffi cient detail to allow others to develop similar services. In addition to 
framing guidelines and strategies for consultation, we have tried to bring the 
work alive through brief clinical vignettes. These are based on cases seen at 
the CCS and other similar programs, but all have been disguised in ways that 
preserve their gist and protect patient confi dentiality. 

 Chapter   1     provides an overview of different approaches to addressing 
diversity in mental health services. There are many clinical strategies and 
models of service for addressing culture. We show how the particular ways of 
construing culture and identifying the cultural “Other” as well as the ways of 
constructing dimensions of social identity like race and ethnicity refl ect local 
demography, histories of migration, ideologies of citizenship, and the domi-
nant paradigms in culture and mental health. One country’s strength is another’s 
weakness, so we can learn much from looking beyond our borders. We outline 
the distinctive features of the cultural consultation approach and its fi t with 
multiculturalism. Finally, we discuss some of the ways in which cultural 
knowledge can enhance empathy, providing a basis for building a clinical 
alliance in order to deliver effective care. 

 Chapter   2     describes the history of the Cultural Consultation Service 
against the backdrop of other intercultural programs in Montreal. This is fol-
lowed by a description of the key steps in the implementation of the service 
from identifying the need and choosing the model through assembling 
resources and training key people. We then present the main fi ndings from 
formative and outcome evaluations of the service. The initial evaluation of 
the CCS demonstrated the acceptability of its procedures to clinicians and 
patients. The service uncovered high rates of misdiagnosis and inadequate 
treatment among the cases referred to the CCS, which undoubtedly represent 
only a small proportion of these problems in the general health care system. 
The majority of referring clinicians found the service helpful and recom-
mended the service to their colleagues. 

 In    Chapter   3    , we describe the actual process of conducting a cultural con-
sultation in detail, from initial intake and triage, through assembling the 
consultation team and the process of interviewing and assessment and work-
ing with interpreters and culture brokers, to cultural formulation, case discus-
sion, and the communication of recommendations to referring clinicians. 
We present the key dimensions of the cultural formulation used by the CCS 
consultants and culture brokers, which is an expansion of the outline origi-
nally developed for DSM-IV as well as templates for recording intake infor-
mation and presenting consultation reports. 

 The CCS based at the Jewish General Hospital was developed in partner-
ship with the Transcultural Child Psychiatry Team of the Montreal Children’s 
Hospital led by Cécile Rousseau. Chapter   4     describes the experience of that 
service along with a similar program developed by Marie Rose Moro at the 
Avicenne Hospital in France. The chapter draws out some ways in which 
approaches to culture refl ect local sociocultural contexts while emphasizing 
the central role of cultural systems of meaning in psychiatric care for immi-
grant children and their families. 

 Cultural consultation relies on close collaboration with mental health 
interpreters and culture brokers. Chapters   5     and   6     discuss ways of working 
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with these essential resources. Chapter   5     lays out the different models of 
interpreting and advocates for the use of community interpreters who are 
trained professionals but able to take on an advocacy role for patients within 
the health care system. Cultural consultation requires more than linguistic 
interpretation, however, and Chapter   6     describes the role of culture brokers or 
mediators who can act as go-betweens in the process of assessment and treat-
ment delivery. Models of cultural mediation developed in various settings are 
discussed along with the ethical and pragmatic challenges associated with 
this essential group of health care workers. 

 Cultural formulations generally involve understanding problems in social 
contexts, which require systemic thinking. Chapter   7     discusses the relevance 
of family systems theory to cultural consultation. Cultural variations in fam-
ily confi gurations, age and gender roles, developmental trajectories, and 
expectations can be integrated into a structural and systemic formulation that 
can guide strategic interventions. Attention to family structure and process is 
relevant and revealing for most cases but absolutely essential in understand-
ing and intervening with children and adolescents. 

 Although cultural consultation does not rely exclusively on ethnic match-
ing, bilingual/bicultural clinicians play an important role as consultants and 
culture brokers as well as in training. However, the presence of a clinician with 
an identifi able ethnic minority or racialized identity raises complex issues of 
transference and countertransference. Chapter   8     explores some of the ways 
that gender and ethnicity interact with hierarchies of power using the example 
of South Asian consultants working with individuals and families from India, 
Pakistan, Bangladesh, and Sri Lanka. The ambivalent responses of patients 
and professionals to female clinicians who are members of minority groups 
but who embody institutional power and authority can include both resistance 
and positive expectations. Recognition of these patterns can provide important 
diagnostic information and therapeutic leverage. However, effective assess-
ment and treatment demand that the clinician be aware of the range of possible 
responses to their identities and work through their own reactions of internal-
ized racism and gendered hierarchies. Peer supervision through a case confer-
ence or refl ecting team is essential for the clinician to maintain a therapeutic 
stance and address gaps in understanding cultural agendas. 

 Although much of the work described in this volume is based at hospital 
outpatient clinics, cultural consultation can be delivered in nonclinical 
 settings. Chapter   9     describes consultation for racialized or marginalized 
groups in contexts that include community organizations, legal and social 
service institutions, and work-related programs. The identity of the consul-
tant fi gures prominently in negotiating issues of trust that stem from experi-
ences of systemic racism and discrimination. Models drawn from community 
development and empowerment, including the work of Paulo Freire, are use-
ful in orienting the consultant toward addressing larger issues of structural 
violence that are refl ected in the struggles of individuals. 

 Primary care is a major target for cultural consultation which fi ts well with 
current models of collaborative or shared care. Chapter   10     describes the 
principles of collaborative care and the ways that attention to cultural diversity 
can be integrated into this approach. The authors present their experiences 
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providing child psychiatric consultation in collaborative care for communities 
with high levels of immigrant and refugee and families. The chapter discusses 
the Ethnocultural Toolkit developed by the Canadian Collaborative Mental 
Health Initiative and the guidelines for prevention of common mental health 
problems among newcomers developed by the Canadian Collaboration for 
Immigrant and Refugee Health. Finally, training methods to support collab-
orative care are summarized. 

 The CCS is based in an urban center but aims to provide support to a wide 
region. This can be extended to include rural and remote communities through 
telepsychiatry. Chapter   11     discusses the particular challenges of cultural con-
sultation work in rural and remote communities. In Canada, the population in 
remote communities is predominantly indigenous, so the practical issues of 
providing care to small, distant communities are interwoven with more spe-
cifi cally cultural issues surrounding the history of colonization, sedentariza-
tion, and forced assimilation for Indigenous peoples. Examples from work 
with Inuit in the arctic of Quebec illustrate some of the key principles of 
culturally safe and competent practice with Indigenous populations. 

 About one-third of the patients seen by the CCS are refugees and 
Chapter   12     discusses some of the issues specifi c to their predicament. People 
applying for asylum often go through a prolonged period of uncertainty that 
is enormously stressful. Although the clinicians providing basic medical care 
at the regional refugee clinic are expert in issues of migration health, some 
cases pose very complex diagnostic or treatment issues which cultural con-
sultation can help clarify. In some cases, a letter from a psychiatrist or other 
mental health professional can be helpful in the adjudication of refugee 
status, and the complexities of preparing such documentation are reviewed. 
Many refugees have been exposed to high levels of traumatic violence 
including torture, and this may also make special demands on the clinicians’ 
skill and require additional support. 

 Migration can have different effects across generations and certain pat-
terns of migration, with family separation and reunifi cation, may put youth 
at risk for social and mental health problems. Chapter   13     considers cultural 
consultation for courts and youth protection. These consultations aim to 
inform the legal and social service system about the impact of culture on 
adaptation and social integration so that more appropriate sentencing and 
interventions can be devised. This work requires understanding the specifi c 
mandate, skills, and limitations of workers in legal, forensic, and child pro-
tection settings. Approaches to training judges, police, and others in these 
settings are also discussed. 

 Chapter   14     considers cultural consultation in general hospital psychiatry, 
including the emergency department and inpatient wards. These settings pose 
special challenges for cultural consultation due to the acuteness and severity 
of illness and the time constraints and other pressures. Nevertheless, attention 
to culture and context can make a major contribution to resolving seemingly 
intractable problems. Often this involves understanding the systemic issues 
of the treating team, the ward, or the hospital itself. 

 These same issues affect general medical care and Chapter   15     broadens 
the discussion to cultural consultation in general internal medicine and 
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specialty medical or surgical settings. Examples drawn mainly from the 
Transcultural Consultation Service of Geneva University Hospitals in 
Switzerland serve to illustrate how attention to culture can inform the care of 
patients with complex medical problems and uncover institutional weak-
nesses in the delivery of care to cultural minority patients. 

 The fi nal chapter discusses the implications of our experiences with the 
CCS and similar services for mental health policy, research, training, and 
practice. The resources needed to set up a service like the CCS are quite mod-
est so that, with a few key people, a similar program can be developed in 
many settings. The approach is scalable to address any level of clinical need. 
The service can readily provide a research and training setting, equipping the 
next generation of clinicians with the tools to improve cultural safety and 
competence in diverse settings. 

 Addressing culture in mental health care is not only a matter of accurate 
and effective person-centered care but also a question of human rights and of 
the vision of the kind of society and communities we want to create. We 
believe that cultural consultation provides an important arena for building 
pluralistic societies and hope that this volume will encourage others to 
explore this approach.  

    Montreal ,  QC ,  Canada       Laurence     J.     Kirmayer   
    Jaswant     Guzder   
    Cécile     Rousseau      
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        Cultural diversity presents an important chal-
lenge for health care services in every society 
around the world. Although contemporary 
anthropology has rejected the view of cultures as 
tightly integrated systems that produce individu-
als who are all alike in their values and perspec-
tives, it remains clear that cultures—as systems 
of knowledge and practice that give our lives 
identity, meaning, and purpose—shape every 
aspect of experience including health and illness. 
Indeed, through the psychobiological processes 
of development, culture is inscribed on our 
brains, bodies, families, and communities. Even 
when migration or other events lead to profound 
changes in the ways we live, our cultural back-
grounds leave traces in our behavior like accents, 
styles of gesture, and communication, as well as 

habitual or automatic responses to specifi c sym-
bols, words, or expressions of emotion. In addi-
tion to these traces of our collective histories, the 
confl uence and intermixing of cultures in our 
globalizing world create new possibilities for 
self-fashioning. Culture is the constantly evolv-
ing medium through which we articulate our 
deepest values and greatest aspirations. Human 
biology, behavior, and experience are culturally 
shaped and mental health practice must respond 
to the resulting diversity. 

 There is now a large body of evidence on the 
impact of culture on illness behavior and experi-
ence. Social and cultural processes shape the 
mechanisms of disease, the symptoms of distress, 
and subsequent ways of coping or help seeking 
(Kirmayer,  2005 ). Systems of healing refl ect cul-
tural models of body, self, and person that are 
grounded in distinctive ontologies or notions of 
what constitutes the individual and the world 
(Kirmayer,  2006 ). Although one might think that 
universal aspects of biology trump cultural infl u-
ences in serious illness, the crisis of illness itself 
challenges our everyday assumptions. 
Experiences of physical or emotional distress and 
other types of confl ict mobilize cultural systems 
of knowledge and meaning in an effort to make 
sense of the problem or affl iction. These systems 
of knowledge then shape the experience, course, 
and outcome of illness. Studying this cultural 
shaping of illness experience is at the core of 
research in medical anthropology and cross- 
cultural psychiatry and psychology, which in 
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turn, have supported the development of strate-
gies for addressing cultural diversity in health 
care (Kirmayer & Minas,  2000 ). In this chapter, 
we will summarize some of these strategies to 
provide a backdrop for the model of cultural con-
sultation described in detail in this book. 

    What Is Culture? 

 We have begun by using the word culture quite 
loosely—and we will continue to take much 
license—but “culture” deserves a closer look. 
The word culture has a variety of meanings cov-
ering a broad territory and its use has changed 
over time, refl ecting changes in scientifi c knowl-
edge as well as politics. At the outset it is useful 
to distinguish three broad meanings of culture 
(Eagleton,  2000 ): (1) as the social matrix of every 
aspect of human biology and experience, (2) as 
the ways in which human groups or communities 
with a shared history or identity are distinguished 
from each other, and (3) as the cultivation of our 
collective creative capacities, expressed in large 
part by language but also through music, the arts, 
and other media. 

 Culture is a basic dimension of human biology 
and experience—refl ecting the fact that we are 
social beings and that the ways we live shape our 
brains and bodies. This defi nition of culture 
encompasses all of the humanly constructed and 
transmitted features of the environment, includ-
ing both material aspects, systems of knowledge, 
and institutions—like marriage, professional 
roles, and the legal system—that rest on shared 
agreements or social conventions. Recent work in 
cultural neuroscience is beginning to show the 
ways in which culture is inscribed on the nervous 
system, but the greater part of culture remains 
outside any individual in the social world, ready 
to hand to be taken up and used in appropriate 
social contexts (Choudhury & Kirmayer,  2009 ). 
Culture therefore involves not only cognitive 
models or representations but also situated knowl-
edge, discourse, and practice, which may reside 
in patterns of interaction and social institutions. 

 The second meaning of culture involves “other-
ness”—the marking off of a group or community 

as distinct from others, defi ned in terms of some 
shared lineage, geographic origin, or other charac-
teristics, including language, religion, and way of 
life. This meaning of culture includes the notion of 
ethnicity, from the Latin  ethnos  or nation (Banks, 
 1996 ). Ethnicity is shaped by the ways that groups 
are defi ned within a culture and by the sense of 
distinctiveness that comes from encountering oth-
ers different from one’s own familiar group or 
community. While culture is an inevitable conse-
quence of our biology as social animals with 
immense capacities for learning and memory, eth-
nicity refl ects the dynamics of territorial boundary 
marking and belonging. In the contemporary 
world, ethnicity raises important political prob-
lems of voice and recognition within societies that 
contain diversity as a result of their histories of 
formation and subsequent migration. Ethnocultural 
diversity is thus both a political fact and a bioso-
cial reality demanding attention in health care on 
both grounds. 

 Race is another way that groups are marked 
off from each other by attributing superfi cial dif-
ferences in appearance or geographic origin to 
intrinsic differences in biology or some other 
“essence.” Racial distinctions refl ect the history 
of violent encounters between groups and sup-
port racist ideologies associated with systems of 
discrimination, marginalization, and oppression 
that continue to result in signifi cant health dis-
parities in many societies (Fredrickson,  2002 ; 
Gee, Spencer, Chen, Yip, & Takeuchi,  2007 ; 
Gravlee,  2009 ; Surgeon General,  2002 ). 
Contemporary molecular biology has decon-
structed the notion of race, showing how visible 
differences between individuals or groups usu-
ally are inconsistently associated with small dif-
ferences in the genome (Koenig, Lee, & 
Richardson,  2008 ). As a result, race is an unreli-
able marker of biological difference. However, 
because of the social and psychological conse-
quences of racial labels and their impact on 
health, racialized identities remain an important 
issue in understanding health disparities of popu-
lations and the social predicaments faced by indi-
viduals subject to structural violence and 
discrimination. In the last decade, religion has 
been propelled to the forefront of international 
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and intercommunity confl icts and has become a 
renewed source of tension and discrimination 
and a marker of social exclusion for some minor-
ity communities (Rousseau, Hassan, Moreau, & 
Thombs,  2011 ). 

 The third meaning of culture as cultivation 
stems from the notion of societies achieving some 
higher value through civilizing processes associ-
ated with the elaboration and refi nement of lan-
guage, religion, ritual etiquette, science, and the 
arts. In European history, this civilizing process 
supported hierarchical systems of status distin-
guishing those with greater refi nement from the 
uncultured or uncultivated masses (Elias,  1982 ). 
Through colonization, this European value system 
was applied to other peoples and nations as well 
as slaves and other categories of subalterns or sub-
ordinate groups (Lindqvist,  1996 ; Spivak,  2006 ). 
Colonial blinders led psychiatrists and other men-
tal health practitioners to see the world along a 
single hierarchy with the Western way of life at 
the top and others at the bottom representing more 
or less primitive, barbaric, or childlike versions of 
humanity (Bhugra & Littlewood,  2001 ). 

 Postcolonial thinkers, notably Frantz Fanon 
and Edward Said, have thoroughly critiqued and 
challenged this Eurocentric hierarchy, which has 
been used to justify oppression, exploitation, and 
even genocide. Along with the challenges to this 
hierarchy has come an effort to consider diverse 
traditions on an equal footing, as alternative ways 
of being human, to be understood on their own 
terms. This respect for diversity does not entail 
moral or conceptual relativism. However, it does 
demand that we systematically challenge assump-
tions of a single developmental hierarchy or 
monolithic defi nitions of health and well-being 
and asks that we examine the roots of our ideas 
about human nature and our moral values in a 
particular cultural history and way of life. This 
refl ective approach allows us to understand how 
our values and way of life justify each other and 
opens the door to consider alternatives. 

 This critique extends to the basic models and 
practices that organize mental health services and 
interventions. Although contemporary mental 
health professionals aim to ground their practice 
in scientifi c evidence, clinical psychology and 

psychiatry are rooted in Western cultural tradi-
tions (Rose,  1996 ). Values drawn from Northern 
European and Euro-American notions of individ-
ualism and autonomy pervade psychiatry’s diag-
nostic nosology, theory, and therapeutic 
interventions (Gaines,  1992 ; Kirmayer,  2007 ). 
Although the focus on individual autonomy, com-
petence, and well-being may have a liberating 
effect by creating new options for people trapped 
in untenable social situations, it has also created 
new dilemmas with serious tensions and contra-
dictions. To act in the best interests of the vulner-
able individual, clinicians must see beyond the 
individual to consider the wider social context 
from which their lives draw meaning and on 
which they may depend to realize their aspira-
tions. The concept of social suffering, introduced 
by medical anthropologists Kleinman, Das and 
Lock ( 1997 ), highlights the ways that mental ill-
ness refl ects larger processes of adversity and 
inequity rooted in problems of power, violence, 
and oppression that beset families and communi-
ties. This points to a central theme throughout 
this book: the need to understand mental health 
problems and their solutions in social, cultural, 
historical, and political contexts. As practitioners, 
this includes refl ection on the cultural embedding 
of health services, systems, and institutions.  

    Approaches to Diversity in Mental 
Health Services 

 In every society, culture infl uences the major 
social determinants of health giving rise to sig-
nifi cant differences and disparities across groups. 
The social categories and identities constructed 
through culture, like race, ethnicity, and religion, 
are associated with differences in social position 
and health status. Some groups are advantaged, 
while others are marginalized. There is good evi-
dence that ignoring cultural difference and diver-
sity in health care contributes to health disparities 
(Alegria, Atkins, Farmer, Slaton, & Stelk,  2010 ; 
   Kirmayer, Weinfeld, et al.,  2007 ; Smedley, Stith, 
Nelson, & Institute of Medicine U.S. Committee 
on Understanding and Eliminating Racial and 
Ethnic Disparities in Health Care,  2003 ). 
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 Broadly speaking, health services respond to 
the fact of cultural diversity in one of two ways: 
either working to assimilate patients into stan-
dard practice by normalizing and ignoring differ-
ence or acknowledging and responding to 
difference by developing more varied models and 
practices. Within mental health services, these 
alternatives are played out in corresponding clini-
cal strategies: assuming that newcomers can 
quickly adapt to conventional services or devel-
oping specialized clinics and programs for those 
who have particular needs because of differences 
in culture, language, religion, or other aspects of 
their background and identity. Adaptations in ser-
vices may represent technical changes in proce-
dures (e.g., the use of interpreters), alternative 
forms of assessment and treatment, or changes in 
our models of psychopathology and correspond-
ing interventions. 

 One common approach to diversity attempts 
to match the service to the patient, on the assump-
tion that ethnic or cultural matching will allow 
optimal delivery of effective services. Efforts to 
match services to the ethnocultural background 
of the patient can occur at the level of technical 
interventions, the person of the clinician, or the 
whole institution (   Weinfeld,  1999 ). The effec-
tiveness of these different types of matching 
depends on their meaning for the specifi c group, 
which in turn depends on their political position 
within the larger society. For those who are polit-
ically marginalized, insuring they have some 
measure of institutional control may be a far 
more effective response than providing a tradi-
tional form of healing or a clinician from a simi-
lar background. 

 When culture is recognized in mental health 
care, most often it is invoked to explain failures 
of communication, treatment adherence, and 
mutual understanding between clinician and 
patient. Culture in this sense is something that the 
clinician attributes to the patient and is a sort of 
baggage or barrier to communication and coop-
eration. Attaching culture to the patient ignores 
the ways in which institutional practices may 
refl ect cultural values of the dominant social 
groups and devalue, marginalize, or exclude 
other groups. Ignoring the cultural identity of 
others does not insure equity but simply hides the 

culturally rooted biases and assumptions inherent 
in standard clinical practices, bureaucratic rou-
tines, or “common sense.” As Suman Fernando 
has argued, this can result in forms of institu-
tional racism or discrimination, characterized by:

  the collective failure of an organization to provide 
an appropriate and professional service to people 
because of their colour, culture or ethnic origin. It 
can be seen or detected in processes, attitudes and 
behaviors which amounts to discrimination through 
the unwitting prejudice, ignorance, thoughtlessness 
and racist stereotyping    which disadvantages minority 
ethnic people. (Fernando,  2009 , p. 14) 

   More positively, notions of culture may be 
used to acknowledge the characteristics of ethnic 
groups and their shared needs, values, and pre-
dicaments. Information about culture has been 
introduced into the training of health care profes-
sionals in the form of handbooks summarizing 
patterns of illness behavior in specifi c ethnic 
groups (e.g., Harwood,  1981 ; Waxler-Morrison, 
 1989 ). This fi ts with a general tendency in person 
perception to form stereotypes. Unfortunately, it 
often fails to capture either the range of variation 
within any given ethnocultural group or the fact 
that cultural practices are tied to personal and fam-
ily histories in complex and idiosyncratic ways. 

 Of course, cultural difference also involves the 
personal and professional background of the cli-
nician and the cultural assumptions of medical 
practice. An analysis of cultural difference in 
terms of the relative power, social position, and 
interaction of the local worlds of clinician and 
patient is likely to be more useful than stereotypic 
portraits of patients’ ethnocultural background. 
This sort of analysis requires attention to the ide-
ologies and institutions of the dominant society as 
much as any consideration of the background and 
trajectory of minority groups or individuals. 
Medicine too is a cultural institution and under-
standing its cultural assumptions opens up a space 
to begin to engage others on a more equal footing. 
Several decades of work in medical history and 
anthropology have begun to lay bare the cultural 
roots and assumptions of biomedicine and psy-
chiatry (Kleinman,  1980 ; Lock & Gordon,  1988 ; 
Lock & Nguyen,  2010 ). The perspectives of the 
humanities and social sciences can help clinicians 
move beyond the frameworks of conventional 
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mental health practice to appreciate the unique 
predicaments of individuals as well as the alterna-
tive visions of health and healing that are part of 
the riches and resources of a diverse society. 

 Differences in lay and professional perspec-
tives about health and illness occur in larger 
social and political contexts in which certain 
groups are singled out as culturally different and 
targeted for special consideration. This process 
of “othering” depends on local histories of migra-
tion, defi nitions of citizenship, and social con-
structions of identity. Understanding something 
of these histories is essential for appreciating 
why specifi c models have been developed or 
become dominant in particular national contexts. 

 Although some nations have defi ned them-
selves in terms of specifi c ethnic identities, cul-
tural diversity has been a characteristic of many 
societies. History records several different types 
of political regimes that have tolerated cultural 
and religious diversity. The political philosopher 
Michael Walzer ( 1997 , p. 14) identifi ed multina-
tional empires, consociations, certain nation 
states, and immigrant societies as examples of 
regimes of toleration, along with international 
society as a whole. 1  Although small communities 
have been homogenous throughout history, the 
creation of ethnic nation states has sometimes 

involved reimagining identity and rewriting his-
tory to elide the true diversity of geographic 
regions and peoples (Anderson,  1991 ; McNeill, 
 1986 ). The ways that a country defi nes itself can 
have profound implications for the social posi-
tion, security, and integration of newcomers. 
A society that sees itself as united by some com-
mon blood or lineage may leave migrants in a 
prolonged or perpetual state of marginalization. 

 Multiculturalism and other ideologies of citi-
zenship that support ethnocultural communities 
actively acknowledge and support cultural diver-
sity as a value in itself. This provides pathways of 
integration for ethnocultural communities into a 
society that is defi ned as inherently diverse 
(Kymlicka,  1995 ). Political values like multicul-
turalism can inform the range of social institu-
tions including the health care system (Kivisto, 
 2002 ). Health services refl ect local ideologies of 
citizenship and modes of communal life. In the 
area of culture and mental health, theory and 
practice have evolved in somewhat different 
directions in different countries owing to many 
factors including the composition of the popula-
tion, notions of citizenship, and the political sta-
tus of ethnocultural minorities as well as local 
schools and traditions within psychiatry and 
psychology. 

 Castles and Miller ( 1998 ) distinguish four 
broad models of citizenship: (1) the  imperial  
model (e.g., the British Empire) brings together 
diverse peoples under one ruler; (2) the  folk  or 
 ethnic  model (e.g., Germany) defi nes citizenship 
in terms of common descent, language, and cul-
ture; (3) the  republican  model (e.g., France) 
defi nes the state as a political community based 
on a constitution and laws so that newcomers 
who adopt the rules and the common culture are 
accepted as full citizens; and (4) the  multicultural  
model (e.g., Canada, Australia) shares the politi-
cal defi nition of community with the republican 
model but accepts the formation of ethnic com-
munities within the polity. The health systems 
created on the basis of these conceptions of citi-
zenship and unique histories of migration have 
infl uenced both the direction of cultural psychia-
try and the development of mental health services 
in each country. 

1    Here is how Walzer ( 1997 , p. 44) describes Canadian 
society:

  Canada is an immigrant society with several 
national minorities—the Aboriginal peoples and 
the French—that are also conquered nations. 
These minorities are not dispersed the way the 
immigrants are, and they have a very different his-
tory. Individual arrival doesn’t fi gure in their col-
lective memory; they tell a story, instead, of 
long- standing communal life. They aspire to sus-
tain that life, and they fear that it is unsustainable 
in the loosely organized, highly mobile, individu-
alistic society of the immigrants. Even strong mul-
ticulturalist policies are not likely to help minorities 
of this sort, for all such policies encourage only 
“hyphenated” identities—that is, fragmented iden-
tities, with each individual negotiating the hyphen, 
constructing some sort of unity for him or herself. 
What these minorities want, by contrast, is an 
identity that is collectively negotiated. And for that 
they need a collective agent with substantial 
political authority. 
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 Countries like Britain and France, which were 
major colonial powers, have had substantial 
immigration from former colonies. Based on 
their experiences within colonial systems of edu-
cation and power that bear the legacy of colonial 
times, such immigrants often come with positive 
expectations of “returning to the center,” but they 
have met with systemic racism and discrimina-
tion which has had signifi cant impact on their 
mental health (Littlewood & Lipsedge,  1982 ). 
The distinctions between the imperial and repub-
lican models, as well as the different national 
 histories of psychiatry and psychoanalysis, have 
led to somewhat different responses in cultural 
psychiatry and models of service. 

 In the UK, the prototypical cultural “Other” 
was termed “Black” and this term covered a 
much broader range of backgrounds than in 
Canada (Fernando,  1995 ). In recent years, the 
term “BME,” “Black and Ethnic Minority,” has 
become popular (Fernando,  2005 ). Being Black 
is not a neutral social category but is associated 
with signifi cant social adversity and ill health. 
For example, there is evidence that Afro-
Caribbean migrants to the UK and some other 
European countries experience elevated rates of 
schizophrenia compared to the rates in the popu-
lation in their countries of origin (Cantor-Graae 
& Selten,  2005 ). This is not due to selective 
migration and the rate is even higher in the sec-
ond generation. The effects of discrimination and 
social exclusion are likely contributing factors 
(Cantor- Graae,  2007 ) and these may be viewed 
as forms of structural violence (Kelly,  2005 ). In 
recognition of this problem, cultural psychiatry 
in the UK has focused on inequalities in care for 
immigrants and in providing services that are 
explicitly antiracist (Fernando,  2005 ). Following 
a national inquiry into a racially motivated attack 
in 1993 on Steven Lawrence, a Black youth, the 
government mandated a program of professional 
training and quality assurance to address issues 
of discrimination in the workplace, including 
mental health centers. While the inquiry focused 
on needs within the police and justice systems, 
Fernando ( 2005 ) has underlined how this 
unmasking of cultural agendas with the formula-
tion of institutional racism remains crucial to pro-

vide equitable mental health practice. However, 
the translation of these principles into actual 
clinical practice is uneven (Bhui, Ascoli, & 
Nuamh,  2012 ), and debate continues on the mer-
its of specialized services vs. improving the 
response of primary care and general psychiatry. 

 France faced similar migration from former 
colonies, notably from North Africa (the 
Maghreb). In France, the republican ideal down-
plays the signifi cance of culture to assert the 
common values of political participation in the 
state. Ethnocultural identity is something indi-
viduals are supposed to be free to express in their 
homes but is not actively supported by the state, 
which is conceived of as a neutral space that 
accommodates all citizens. Despite the ideal of 
inclusion, however, many people from former 
colonies in North Africa have experienced con-
tinued discrimination and marginalization (Ben 
Jelloun & Bray,  1999 ). Mental health services in 
France have been strongly infl uenced by a psy-
choanalytic tradition that tends to situate prob-
lems in the individual psyche with unconscious 
dynamics shaped by cultural representations 
minimally acknowledging the major dimensions 
of the social realities. In the clinical approach of 
Tobie Nathan, consultations with specialized eth-
nopsychiatric teams composed of practitioners 
from diverse backgrounds aim to create a transi-
tional space where the clinician’s interventions 
can mediate the collective symbolic worlds of the 
immigrants’ country of origin and France (Corin, 
 1997 ; Nathan,  1986 ,  1991 ; Sargent & Larchanche, 
 2009 ; Sturm, Nadig, & Moro,  2011 ). Through 
the theory of complementarity, this approach rec-
ognizes the contribution of different ontologies, 
conceptual universes, and systems values to the 
healing process. At the same time, however, by 
locating the problem of intercultural interaction 
in a symbolic intrapsychic space, this approach 
risks sidestepping the problem of social change 
needed to create public spaces that accommodate 
newcomers and promote effective exchange 
among groups (Fassin & Rechtman,  2005 ). 

 In recent years, the prototypical Other in 
England and France has shifted from individuals 
defi ned in racialized terms as “Black,” “African,” 
or “Asian” to those categorized as Muslim or 
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Islamic. This shift refl ects the post-9/11 environ-
ment in which the threat of terrorism has been 
attached to a whole religion and the religion in 
turn confl ated with language (Arabic), ethnicity, 
and geographic origins. This is an extremely 
important issue for migrants, even those not from 
an Islamic background, who now face an increas-
ingly suspicious reception and are viewed as 
holding values that are fundamentally incompati-
ble with the liberal, democratic, or republican val-
ues of European countries (Rousseau et al.,  2011 ; 
Rousseau, Jamil, Hassan, & Moreau,  2010 ). 

 Canada and Australia are immigrant or settler 
societies with explicit policies of multicultural-
ism. In both cases, this is refl ected in efforts to 
respond to cultural diversity in mainstream set-
tings. In Australia, multiculturalism promoted 
the development of services responsive to the 
diverse needs of Aboriginal and immigrant com-
munities (Ziguras, Stankovska, & Minas,  1999 ). 
With respect to immigrants, the cultural “Other” 
has been framed as someone who is linguistically 
different, and the general term used in many 
research studies and policy documents was non-
English- speaking background or “NESB”; in 
recent years, this has been supplanted by the 
acronym “culturally and linguistically diverse”. 
In relation to immigrant communities, the devel-
opment of services initially emphasized the 
importance of surmounting communication bar-
riers and an extensive system of interpreting ser-
vices was developed, with public health 
information available in many languages. Both 
the national- and state-level governments have 
mental health policies and programs designed to 
respond to the fact of cultural diversity. Refugees 
and those seeking asylum have constituted a 
more contentious category of cultural “Other” 
and have met with harsh policies aimed at deter-
ring migration (Silove, Steel, & Watters,  2000 ). 
There has also been a very active network of cen-
ters involved in the treatment of survivors of tor-
ture and strong advocacy for the plight of asylum 
seekers held in detention (Cleveland & Rousseau, 
 2012 ; Kronick, Rousseau, & Cleveland,  2011 ; 
Silove, Austin, & Steel,  2007 ). 

 In Canada, multiculturalism was made an offi -
cial policy in 1971 with the explicit aim of main-

taining ethnic languages and cultures and 
combating racism (Kamboureli,  1998 ). 
Subsequent legislation has attempted to promote 
pluralism and diversity in the workplace and 
insure equal access to health care services. In a 
sense, everyone in Canada—with the crucial 
exception of Indigenous peoples—is an immi-
grant, so the sharp distinction between newcom-
ers and those of older stock is hard to sustain. 
There is a tendency to view culture and ethnicity 
in positive terms, and it is common for people to 
identify themselves as “hyphenated” Canadians, 
including mention of their country of origin or 
heritage (Mackey,  1999 ). This rosy picture is 
challenged, however, by the history of selective 
migration policy infl uenced by racist efforts to 
maintain a “White Canada” (Ward,  2005 ) and, 
more explicitly, by the ongoing struggle of 
French Canadians to assert their distinct identity 
as a founding people rather than a linguistic 
minority (Bibeau,  1998 ). Perhaps as a result, 
compared to Australia, there has been less devel-
opment of interpreting in health services in much 
of Canada. This has begun to change with the 
infl ux of large numbers of Chinese and other 
Asians to Vancouver and Toronto. In response to 
the size of these communities, ethnospecifi c ser-
vices have been developed in Toronto and 
Vancouver, often with funding from ethnocul-
tural minority communities (Ganesan & Janze, 
 2005 ; Lo & Chung,  2005 ). Nevertheless, the 
dominant approach to cultural diversity in mental 
health care has been to apply standard models, 
with limited efforts to consider the impact of eth-
nicity on illness experience. Although the goal of 
multicultural health care remains treating every-
one in mainstream settings with due recognition 
of their cultural background, this is honored more 
often in the breach. Recently, the Mental Health 
Commission of Canada ( 2009 ) produced a frame-
work for transformation of the mental health care 
system in Canada that includes responding to 
diversity as one of seven key principles. The 
resultant mental health strategy for Canada iden-
tifi es six strategic directions which include (1) 
attention to diversity and disparities in the mental 
health of immigrants, refugees, ethnocultural 
communities, and racialized groups and (2) the 
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mental health of Indigenous peoples (First 
Nations, Inuit, and Métis) (Mental Health 
Commission of Canada,  2012 ). Although the 
strategy lays out a set of priorities in each of these 
areas, it remains unclear whether and how this 
will be translated into actual policy and practice. 

 Within Canada, the design and delivery of 
health care services is under provincial jurisdic-
tions, and there are some important regional dif-
ferences in how services are addressing cultural 
diversity. In Quebec, concern about maintaining 
French language and culture in the context of the 
dominance of English in North America has led 
to a rejection of the tenets of multiculturalism, in 
favor of the construct of “interculturalism.” On 
one interpretation, interculturalism stands for the 
recognition that when cultures encounter each 
other, they infl uence each other and are both 
transformed. The outcome is not a society com-
posed of multiple islands or ghettos of ethnocul-
tural groups but a vibrant exchange in which new 
cultural forms are created. In reality, because 
French Quebecois are a local majority but a small 
minority in the sea of Canadian and American- 
Anglo culture, interculturalism has been trans-
lated into policies of selective immigration, 
obligatory French-language education for new-
comers’ children, and tests of professionals’ lan-
guage competency that strive to maintain French 
as a working language and priority in health care 
institutions. Concerns about the extent to which 
Quebec society should adapt to the needs and 
values of newcomers have been framed as a prob-
lem of “reasonable accommodation” (Bouchard 
& Taylor,  2008 ), and discussed in relation to the 
need to protect and promote French language as 
central to Quebecois identity and culture. 

 The United States shares elements of republi-
can and multicultural models. It is an immigrant 
society but has been profoundly marked by its 
history of slavery and racism. Despite a policy of 
assimilation, successive waves of migration have 
resulted in the presence of large distinct groups 
defi ned by race, ethnicity, and language. This has 
been framed in terms of ethnoracial blocs group-
ing together African-Americans, Asian and 
Pacifi c Islanders, Hispanics or Latinos, American 
Indians and Alaska Natives, and Caucasians or 

Whites (Hollinger,  1995 ). This way of demarcat-
ing major groups has led to recognition of marked 
disparities in health and access to services 
(Smedley et al.,  2003 ; Surgeon General,  2002 ). 
The response has been the development of ethno-
specifi c clinics where patients can be treated by 
clinicians with requisite language skills and cul-
tural knowledge and more general implementa-
tion of training and practice models to achieve 
“cultural competence” (Betancourt, Green, 
Carrillo, & Ananeh-Firempong,  2003 ; Yang & 
Kagawa-Singer,  2007 ). Both the American 
Psychiatric Association and the American 
Psychological Association have developed stan-
dards for cultural competence in professional 
training and quality assurance in service delivery. 
Initiatives at the level of federal and state govern-
ments are addressing mental health service deliv-
ery issues for diverse populations. For example, 
California has established regulations requiring 
community health clinics to have staff capable of 
working in any language present in the commu-
nity above a specifi ed threshold. Managed care 
companies are increasingly concerned to demon-
strate their responsiveness to cultural issues in 
order to meet the needs of a diverse population. 
Cultural competence in the USA has been framed 
largely in terms of the composition of the profes-
sional work force, and this speaks directly to 
issues of political representation. 

 Commitments to multiculturalism may 
develop even in formerly nonimmigrant societ-
ies. For example, Swedish society, which was 
relatively homogeneous until the 1940s (aside 
from the indigenous Sami population and such 
ethnocultural minorities as Finn-Swedes and 
Romani), received many immigrants after WWII, 
so that approximately 15 % of Swedes are fi rst- 
or second-generation immigrants and one-third 
of these are non-European. Since the mid-1970s, 
newcomers to Sweden have been almost exclu-
sively refugees, and Swedish efforts in cultural 
psychiatry have focused on research and services 
that address the sequelae of trauma. Swedish 
immigrant policy since 1975 has been based on 
three major principles: (1) equality (providing 
immigrants the same standard of living as 
Swedes), (2) freedom of choice (giving members 
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of ethnic minorities the opportunity to retain their 
cultural identity or adopt Swedish cultural iden-
tity), and (3) partnership (promoting working 
together) (Bäärnhielm, Ekblad, Ekberg, & 
Ginsburg,  2005 ). The protection of Swedish as a 
minority language in the European and global 
context is coupled with the protection of minority 
languages. Current language policy in Sweden 
recognizes fi ve offi cial minority languages: 
Finnish, Meänkieli, Sami, Romani, and Yiddish. 
Everyone has the right to language—specifi cally, 
to learn Swedish and to use one’s mother tongue 
or minority language. 2  Despite the policy of free-
dom of choice and partnership, immigrants are 
underrepresented among health care and social 
work professionals. In 1999, the County Council 
of Stockholm sponsored the development of a 
Centre for Transcultural Psychiatry, which pro-
vides specialized clinical consultations and train-
ing programs to improve the quality and 
accessibility of mental health services for the 
immigrant and refugee population. The center 
has worked to raise awareness of issues of diver-
sity and recently published guidelines on the 
treatment of asylum seekers that argue for the 
provision of psychiatric services as an issue of 
human rights. 

 Each of these models of mental health service 
is a refl ection of local political and social factors 
that have mandated particular forms of recogni-
tion and response. Each society defi nes certain 
groups as “Other” and certain forms of otherness 
as worthy of formal recognition and investment 
of resources; more marginal groups are excluded, 
ignored, or expected to fi nd their own way 
through the maze of available services. Common 
across all of these settings is the tendency to view 
the norms, values, and standards of the dominant 
social group not as “culture” but simply as “the 
proper way to do things” or common sense. This 
use of the rhetoric of common sense to obscure 
the cultural basis of the practices of the dominant 
group is compounded in medicine by appeals to 
evidence-based practice. In the larger society, 
appeals to common sense and technocratic ratio-

nality are often part of claims that public space is 
somehow culturally (and religiously) neutral. 
Unfortunately, most of the available evidence in 
mental health has been developed and evaluated 
on samples of patients that are not representative 
of the diversity of the population in terms of gen-
der, ethnicity, and the social contexts of their 
problems (Whitley, Rousseau, Carpenter Song, & 
Kirmayer,  2011 ). Despite this limitation, there is 
a strong tendency to assume that the available 
evidence is suffi cient and that standard clinical 
methods and interventions can be applied across 
cultures and settings without questioning their 
appropriateness, effi cacy, and effectiveness. 
Moreover, even when methods of assessment or 
intervention have been culturally adapted, most 
have not been subjected to systematic evaluation. 
Absence of evidence is not evidence of no bene-
fi t. There are many reasons to believe that sys-
tematic attention to culture can improve the 
accessibility, acceptability, quality, and outcomes 
of mental health services. Some of the clearest 
demonstrations come from the work of the 
Cultural Consultation Service (CCS) on individ-
ual cases where cultural knowledge becomes piv-
otal to effective care.  

    Cultural Consultation as a Response 
to Diversity 

 In this book we present cultural consultation as 
one approach to addressing cultural diversity in 
mental health services. The CCS that we will 
describe was developed in the specifi c context of 
Montreal, within the bilingual province of 
Quebec, which has its own distinct history, 
demography, patterns of migration, confi gura-
tions of community, and politics of identity. 
However, we believe that the CCS model is 
widely applicable because it was developed in a 
culturally diverse metropole, is highly adaptable, 
and makes few assumptions about the patient 
population, the nature of the health care system, 
or larger political contexts. Indeed, all of these 
dimensions of patients’ experience and the con-
text of care can become the explicit focus of the 
consultation process. 2       See   www.sprakradet.se/about_us    .  
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 The CCS sees cases referred from primary care 
and other health or mental health practitioners 
(   Kirmayer, Groleau et al.,  2003 ). In the CCS 
approach, patients are referred by clinicians who 
believe that issues of cultural difference are com-
plicating their care, either in terms of diagnostic 
assessment, treatment planning, and adherence or, 
most basically, in the unfolding of the clinician–
patient relationship itself. The aim is to provide a 
more comprehensive assessment to identify rele-
vant social and cultural dimensions of the case and 
so to assist the referring clinician and, ultimately, 
the patient. The CCS assessments use interpreters 
and culture brokers to collect background 
 information necessary to understand the patient’s 
narrative and experience in cultural context. 
Information is collected and organized with the aid 
of the cultural formulation. The case is discussed 
at a multidisciplinary conference, and the resulting 
assessment, recommendations, and potential 
resources are conveyed to the referring clinician. 

 Several key orientations distinguish the 
orientation of cultural consultation from that of 
conventional psychiatric practice (Table  1.1 ). 
Most of these are consistent with the principles 
of person- centered, systemically oriented mental 
health care, but they differ substantially from the 
focus on diseases and disorders that currently 
dominates psychiatric care in North America. 
While cultural consultation often produces infor-
mation about symptoms, signs, and behaviors 
that result in a revision of conventional psychiatric 
diagnoses (see Chapter   2    ), it also addresses the 

broader dimensions of life predicaments that 
are among the real reasons that patients consult 
clinicians and the social, structural, and contex-
tual problems that are some of the most impor-
tant causes of illness severity, disability, and 
chronicity.

    Focus on social and cultural contexts . People 
come for help not only to diagnose symptoms or 
treat disorders but also to understand and deal 
with predicaments. Cultural consultation aims to 
understand these predicaments by adding atten-
tion to social and cultural dimensions that are 
often missing in conventional mental health prac-
tice. Mental health emerged as a psychological 
and psychiatric discipline with a focus on indi-
vidual psychopathology. Whether this is attrib-
uted to biological or psychological characteristics 
of the individual, this tends to ignore the local 
and global social contexts of family, community, 
and wider networks in which individuals live. 
Understanding these social contexts is essential 
to appreciate the developmental trajectories and 
interactional processes that contribute to mental 
health problems as well as the potential sources 
of help and pathways to healing and recovery. 

  The ubiquity of culture . Culture is the backdrop, 
matrix, and medium of all experience. In clinical 
work, therefore, culture is an essential dimension 
of patients’ illnesses and clinicians’ responses, 
both at the level of their own identities and in the 
social roles and practices they draw from. 
Recognizing the ubiquity of culture works against 
the tendency to view culture as a defi ning feature 
of the other—while our own ways of doing things 
are taken for granted, viewed as commonsense, 
or seen as grounded in science and rationality. 
Cultural consultation looks at culture in the 
everyday thinking of clinicians and the function-
ing of institutions. Misunderstandings and con-
fl icts can occur because of different values and 
perspectives between patients and clinicians, and 
this requires a two-sided analysis of the divergent 
assumptions and expectations. 

  Culture as embodied and enacted . Culture 
involves explicit knowledge, values, attitudes, 
beliefs, and behaviors that individuals can 

   Table 1.1    Key features of the cultural consultation 
approach   

 •  Focus on the social context of the patient’s 
predicament and the clinical encounter 

 •  Recognize the ubiquity of culture in the lives of 
patients, clinicians, and institutions 

 •  Explore culture as explicit knowledge, values, and 
practices but also as implicit, embodied, and enacted 

 •  Use a systemic and self-refl exive view of mental 
health problems 

 •  Emphasize issues of power, position, and 
communication 

 •  Consider culture and community as resources for 
helping and healing 

 •  Work within the system while attempting to challenge 
and change it through advocacy, education, and 
critique 
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describe. But culture also involves embodied 
practices or ways of doing things that individuals 
may fi nd diffi cult to describe because they have 
become part of habits and routines that occur out-
side of awareness or automatically. Culture 
includes procedural knowledge that may be dif-
fi cult to put into words, like knowing how to ride 
a bike, dance, or cook a meal. Much of culture 
depends on the knowledge of others in the social 
world and on familiar contexts that put specifi c 
tools and resources ready to hand. Cultural 
knowledge and practices are built into institu-
tions and social environments in ways that call 
forth particular responses from individuals. 
Recognizing these tacit, embodied, enacted, and 
interactional dimensions of culture requires 
observation of actual behavior in family, commu-
nity, and other social contexts. 

  Systemic ,  interactional ,  and self - refl exive view . 
Cultural consultation emphasizes a systemic- 
interactional view. The social contexts in which 
people live consist of webs of interaction with 
others within families, communities, and social 
institutions. Many mental health problems may 
be caused, exacerbated, or maintained by vicious 
circles of interpersonal interaction. These sys-
temic patterns can cause a potentially transient 
problem to become chronic and refractory to 
treatment. Identifying the family, community, or 
wider social dynamics that contribute to prob-
lems is essential to devising an effective interven-
tion. Clinicians, health care institutions, and the 
cultural consultation team itself are all part of the 
system that includes the identifi ed patient. 
Systemic thinking therefore requires self-refl ex-
ivity in which clinicians and consultants consider 
their own roles in the ongoing interactional 
dynamics of illness and healing. 

  Emphasis on power ,  position ,  and communica-
tion . Historically, cultural differences have been 
used to create and justify systems of power and 
domination in which some groups experience 
privilege while others suffer disadvantage, dis-
empowerment, and silencing. Cultural consulta-
tion aims to recognize the current positions of 
power, domination, and subordination relevant to 

patients’ predicaments. This may involve tracing 
the historical roots of constructions of identity 
and difference that shape current relationships 
between ethnocultural groups. This leads to 
another level of self-refl exivity in which we rec-
ognize the ways in which our position in the 
health care system, and as individuals with par-
ticular ethnocultural backgrounds, is part of a 
larger history that may maintain structural 
inequalities, evoking explicit as well as implicit 
and unconscious attitudes that infl uence the clini-
cal interaction. 

  Culture and community as resources . Culture is 
not simply a source of idiosyncratic ideas about 
illness that constitute a challenge or barrier to the 
delivery of routine mental health care. Culture 
and community provide crucial sources of mean-
ing, identity, and resilience for individuals and 
families. Such resources may include religious 
congregations, spiritual traditions, and many 
other forms of collective belonging and meaning 
making. Cultural consultation approaches culture 
as an essential resource, exploring with the 
patient strategies for accessing social support, as 
well as specifi c forms of self-help, coping, and 
both lay and professional interventions that can 
foster healing and recovery. 

  Working with and within the system . Cultural 
consultation works with the existing health care 
system while challenging it through advocacy, 
education, and critique. The goal is to improve 
the quality of clinician–patient interaction. As 
engaged practitioners, we are interested in trying 
to make an immediate difference for our clients, 
who include both patients and their families, as 
well as other clinicians who are struggling to pro-
vide humane and effective care. At the same 
time, cultural consultation often identifi es struc-
tural and systemic problems of inequality, dis-
crimination, and violence that demand a more 
political response to impel social change. We 
contribute to this by using individual cases as 
opportunities for broader education and advo-
cacy and through research, documentation, and 
knowledge translation activities that attempt to 
infl uence health and social policy. 
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 Throughout this volume we will use clinical 
vignettes to illustrate the basic issues in cultural 
consultation. The following brief examples illus-
trate some of the great variety of cases referred 
and the diverse interpretive strategies and inter-
ventions developed through the process of cul-
tural consultation:
•    A woman is referred from a psychiatric clinic 

because her depression is not improving 
despite treatment with many antidepressant 
medications. A family interview in her mother 
tongue reveals that she is caught in a feud over 
family honor that has cut her off from all con-
tact with her daughter and granddaughter. 
Simply bringing this predicament to light in a 
family session opens up communication and 
improves her condition.  

•   A man is brought to the emergency room by 
police after loudly declaiming his religious 
concerns in a public place. He is initially 
treated for psychosis. Evaluation reveals that 
his behavior was not psychotic but rather a 
dissociative episode and that he is actually 
depressed. His treatment is changed to antide-
pressant medication and he recovers.  

•   An adolescent is referred by a family physi-
cian concerned that her parents are preventing 
her from having a normal social life, dating 
boys, and developing greater autonomy. 
Through the consultation, the referring physi-
cian is helped to enlarge his    one-sided view of 
the intergenerational issues and to understand 
what is at stake for this young woman, who 
risks estrangement from her family and com-
munity. He is thus better able to help her think 
through her predicament.  

•   The parents of a young man with a psychotic 
illness want to take him to see a traditional 
healer. The psychiatrist is adamantly opposed, 
convinced that this will cause a relapse in his 
condition. A culture broker from their own 
background is able to explore the family’s 
concerns and convince the psychiatrist that the 
treatment options do not have to be framed as 
either/or. The family takes the young man to 
the healer and he improves.  

•   A woman facing eviction from her home 
because of her “paranoid” behavior is assessed 

and the consultant fi nds she is suffering from 
the effects of racism in her community. He
   writes a letter to the court to raise this issue as 
a mitigating circumstance.  

•   A social service organization requests advice 
on how to help families concerned about their 
youth deal with racism in Canadian society. 
They are linked with the organizations of 
other ethnocultural communities to discuss 
strategies for helping youth adjust to the North 
American context.  

•   A person seeking asylum is referred for 
assessment because of episodes in which he
   became disoriented and incoherent. The con-
sultant writes a letter to the immigration 
review board indicating that his diffi culty in 
narrating his personal history refl ects the 
effects of psychological trauma and does not 
imply he is lying.    
 The patients in these stories had migrated 

from Ethiopia, Haiti, India, Pakistan, Rwanda, 
Sri Lanka, and Trinidad. Even from these brief 
vignettes, it is clear, however, that the cultural 
dimensions of their diffi culties stem as much 
from features of Québec society and its health 
care system as they do from any distinctive 
aspects of their cultures of origin. 

 These examples show that the intercultural 
clinical encounter requires enlarging the role of 
psychiatric expertise to include technical inter-
ventions (reassessing complex cases, revealing 
biases in diagnosis), psychoeducation (articulat-
ing multiple perspectives drawing from social 
sciences and the expertise of culture brokers from 
the community), mediation (negotiating inter-
ventions with other health care institutions, 
schools, employers, and community agencies), 
and advocacy (representing the patients’ interests 
in juridical and other institutional settings like the 
immigration review board). The resources 
brought to bear to improve the care of these 
diverse patients include bilingual/bicultural clini-
cians, interpreters, culture brokers or mediators, 
religious and community leaders, anthropolo-
gists, and reviews of relevant social science and 
ethnographic literature. 

 One of the signifi cant effects of the CCS has 
been the recognition of the language skills and 
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cultural knowledge of clinicians and culture bro-
kers who are themselves from diverse back-
grounds. By addressing cultural and linguistic 
differences as both technical issues of understand-
ing the impact of social processes on mental health 
and illness and also as political issues of voice and 
representation, the CCS creates a professional 
context in which clinicians can use their cultural 
knowledge for advocacy without risking being 
stereotyped or marginalized themselves. The CCS 
thus works to increase the representation of 
diverse voices within the health care system. 

 Many of the cases seen by the CCS involve dif-
fi culties that the referring clinicians are having in 
understanding the logic or imagining the  rationale 
for patients’ behavior. Meaningful communica-
tion requires a common language and shared 
background knowledge. To the extent this is miss-
ing, it must be developed, either from within the 
clinical conversation over time, building on areas 
of mutual understanding, or by an outside media-
tor or culture broker who supplies the missing 
contextual information needed to help patient and 
physician understand each other. This mutual 
understanding may not always resolve differ-
ences, but it allows them to be clearly articulated, 
setting the stage for meaningful negotiation. 

 Many problems that are initially attributed to 
characteristics of patients or their family are better 
understood in terms of the biases or assumptions 
of biomedicine; these biases include the tendency 
to view help seeking and treatment as either/or 
(traditional or biomedical), rather than as using 
many sources in a complex hierarchy of resort, 
depending on the perceived nature and severity of 
the problem; a view of religion and spirituality as 
irrelevant or pathological rather than sources of 
comfort, strength, and resilience; and the tendency 
to stereotype others rather than understanding 
their stories as unique or, on the contrary, to treat 
each individual’s story as wholly personal rather 
than understanding it as culturally embedded. 

 Elaborating the cultural meanings of individ-
ual identity, illness experience, coping, and adap-
tation goes beyond linguistic translation to 
include an appreciation of the impact of collec-
tive history and current social context. The addi-
tional information and perspectives generated 

through cultural consultation serve to enlarge the 
clinical imagination, enabling the professional to 
understand the patient’s predicament in new 
ways. This, in turn, opens up new lines of action, 
expanding the clinician’s repertoire and introduc-
ing an element of pluralism into a monolithic 
medical system.  

    What Culture Adds to Clinical 
Assessment 

 The clinical encounter is a situation of unequal 
power and authority. The patient is usually in a 
state of vulnerability and uncertainty, dependent 
on the clinician for information, clarifi cation, 
legitimation, comfort, and care. The clinician is 
operating in a context defi ned by institutional and 
professional authority and technical expertise. 
Research on doctor–patient interaction makes it 
clear that physicians tend to dominate the clinical 
encounter, directing the conversation, limiting 
patients’ ability to present aspects of their illness 
experience and lifeworld that the clinician deems 
irrelevant to the task of diagnosis (Mishler,  1984 ). 
The refi nement of psychiatric nosology that 
began with DSM-III has exacerbated this prob-
lem, because symptom reports are now viewed 
not as ways to get a picture of the person’s illness 
experience but simply as criteria for diagnosis. At 
its worst, the exploration of patients’ illness 
experience is replaced by the routinized collec-
tion of symptoms and signs. 

 While psychiatric diagnosis provides a way to 
explain symptoms and suffering, it differs in 
important ways from the biographical and social 
accounts that are common in everyday explana-
tions of misfortune. Psychiatric diagnostic sys-
tems contain information about diseases and 
disorders. The act of diagnosis maps the patient’s 
individual story and clinical presentation onto a 
generic set of categories. The clinician making a 
diagnosis does this by identifying the relevant 
details in the patient’s history of the illness and 
clinical presentation, ignoring irrelevant details, 
as well as most idiosyncrasies of illness behavior 
or narration. The result is a diagnostic label that 
names a pathological process that is associated 
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with a specifi c treatment and prognosis. Of 
course, specifying the precise treatment and 
prognosis usually requires considering additional 
information about the patient’s life context. 

 To convey a meaningful diagnosis to a patient 
and plan an appropriate clinical response, the cli-
nician must link the diagnosis to explanations 
that make sense in terms of language, culture, 
and context. Often, however, clinicians simply 
present a generic story to patients and hope this is 
intelligible. Insofar as the patient’s experience 
does not fi t the generic textbook account, the dis-
crepancies may be viewed as irrelevant or the 
patient may be viewed as an unreliable historian, 
unable to give a clear account of their condition 
or understand its true nature (Kirmayer,  1988 ). 
Unfortunately, this reduction of illness experi-
ence to diagnostic categories does not fulfi ll the 
basic mandate of medicine. There is little place in 
this scheme for identifying problems (or solu-
tions) that reside primarily or exclusively in the 
interpersonal or social world. By ignoring social 
context, crucial elements of the clinical presenta-
tion and underlying problems may be missed.  

    The Contextual Framing 
of Psychiatric Disorders 

 A basic assumption of current psychiatric nosol-
ogy is that there is a straightforward link between 
pathophysiological mechanisms and clinical 
symptomatology. Hence, one can work backward 
from the clinical interview to identify core syn-
dromes or disorders and, ultimately, underlying 
mechanisms. However, there is much evidence 
that the translation of physiopathology and psy-
chopathology into specifi c symptoms and behav-
iors is mediated by cognitive and social 
interactional processes that refl ect specifi c cul-
ture models and practices (Kirmayer & Sartorius, 
 2007 ). Patients focus on specifi c aspects of illness 
experience because cultural models or narratives 
make them salient or because they fi t with expec-
tations in the health care system. As a result, cul-
tural context affects both the pragmatics of 
diagnosis and the basic architecture of the sys-
tem. Some brief examples of types of problems 

commonly seen among patients referred to the 
CCS will serve to illustrate how social and cul-
tural context makes a difference to illness experi-
ence, diagnosis, and treatment. 

 Many patients in primary care present with 
bodily symptoms for which there is no clear med-
ical explanation (Kirmayer, Groleau, Looper, & 
Dao,  2004 ). In DSM-IV-TR or ICD-10, these are 
classifi ed as somatoform disorders, implying a 
specifi c form of psychopathology. In fact, somatic 
symptoms accompany most forms of emotional 
distress (Simon, VonKorff, Piccinelli, Fullerton, 
& Ormel,  1999 ). Many common symptoms 
refl ect cultural idioms of distress used to express 
a wide range of personal concerns (Kirmayer & 
Young,  1998 ). People in many parts of the world 
employ sociosomatic theories that link adverse 
life circumstances to physical and emotional ill-
ness (Groleau & Kirmayer,  2004 ). However, 
patients’ disclosure of the emotional and social 
dimensions of their predicament depends on cul-
tural concepts of the person and views on what is 
appropriate to express to others within the family, 
in the community, and in health care settings. 
Social and emotional dimensions of distress may 
be suppressed or hidden because of the potential 
for social stigmatization. The category of somato-
form disorders, which is applied to any somatic 
condition for which there is no clear physiologi-
cal explanation on the assumption that psycho-
logical factors must therefore account for the 
condition, refl ects both the mind-body dualism of 
biomedicine and the clinician’s diffi culty in 
accessing the social meanings of the patient’s 
suffering (Kirmayer,  2000 ; Mayou, Kirmayer, 
Simon, Kroenke, & Sharpe,  2005 ). Instead of 
simply identifying a somatoform disorder, we 
can go further in assessing and treating persistent 
somatic symptoms—medically explained or 
not—by understanding the meanings and conse-
quences they have in couple, family, community, 
and health care systems that shape illness behav-
ior and experience (Kirmayer & Sartorius,  2007 ). 

 The CCS sees a number of patients with dis-
sociative symptoms that may resemble psychotic 
disorders but that follow cultural scripts that 
invoke distinctive notions of possession by spirits 
or other agents. Contemporary psychiatry under-
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stands these symptoms as indications of dissocia-
tive disorders, which include recurrent experiences 
of derealization and depersonalization, psycho-
genic amnesia, and dissociative identity disorder. 
Across cultures, however, dissociative experi-
ences are extremely common and, when they 
occur in culturally prescribed times and places, 
usually do not indicate individual pathology 
(   Kirmayer,  1994a ). Trance and possession com-
monly occur as part of  religious cults and healing 
practices, where such behavior is expected and 
follows cultural scripts (Seligman & Kirmayer, 
 2008 ). In spiritual or religious contexts, dissocia-
tion demonstrates that the person is being con-
trolled by or speaking for a god, spirit, or ancestor. 
Dissociative behavior therefore can serve to com-
municate feelings of distress, powerlessness, or 
lack of control that arise from rigid and oppres-
sive social circumstances (Kirmayer & 
Santhanam,  2001 ). Dissociation may be patho-
logical when it persists outside the bounds of 
locally accepted behavior and disrupts adaptation. 
The diagnosis of pathological dissociation there-
fore requires careful consideration of social con-
texts, including when and where the behavior fi rst 
emerged, how others responded to it, and what 
social consequences followed. Dissociative 
symptoms may be readily misdiagnosed as psy-
chotic in cross-cultural settings, complicating the 
recognition of other co- occurring conditions. 

 Many of the patients referred to the CCS have 
been exposed to civil war, genocide, torture, or 
other forms of violence. Posttraumatic stress dis-
order (PTSD) has become a common way to 
identify some of the lasting effects of psychologi-
cal trauma. However, traumatic situations evoke 
a wide range of responses not captured under the 
rubric of PTSD (Kirmayer, Lemelson, & Barad, 
 2007 ). Silove ( 1999 ) identifi ed several distinct 
biobehavioral and biosocial systems that may be 
affected by exposure to torture and massive 
human rights violations including systems regu-
lating safety, attachment, sense of justice, exis-
tential meaning, and identity. The same events 
that cause intense fear, however, may also be 
associated with the loss of loved ones, home, and 
community. These ruptures of attachment can 
lead to grief, nostalgia, homesickness, and 

depression. Capricious violence, torture, and 
genocide can also radically disrupt the sense that 
one lives in a just world, leading to mistrust, sur-
vivor guilt, and persistent anger. Torture and cha-
otic violence directly attack the individual’s 
sense of coherence, trust, and connection to oth-
ers, creating feelings of alienation and emotional 
isolation. These effects of violence refl ect the 
impact on adaptation of social and psychological 
predicaments that are not explicitly included in 
current psychiatric nosology. Yet for many refu-
gees or survivors of torture, they may be among 
the most important clinical concerns and deter-
minants of long-term adaptation. 

 Major depression and anxiety disorders are 
among the most common mental health problems 
around the world, but there are signifi cant varia-
tions in the symptoms, clinical presentation, and 
ways of coping (Kirmayer,  2001 ). Clinical 
depression and anxiety may occur due to psycho-
logical and interpersonal processes and be effec-
tively resolved with cognitive or interpersonal 
therapy that focuses on interactions with others 
(Bass et al.,  2006 ). Grief after bereavement is 
presumably a normal response to an inevitable 
aspect of the human condition, but it has been 
increasingly pathologized in psychiatry (Horwitz 
& Wakefi eld,  2007 ). In many cultural contexts, 
depressed mood and anxiety may be viewed not 
as forms of illness that warrant help seeking or 
treatment with medication but as moral or char-
acter development that requires self-mastery and 
endurance (   Kirmayer,  2002a ). Our understanding 
of the nature of depression and anxiety and their 
appropriate treatment has been infl uenced by the 
economic contexts of psychiatric practice (Healy, 
 2004 ; Tone,  2009 ). The promotion of medication 
treatments of depression has been heavily subsi-
dized by the pharmaceutical industry, and this 
has lead to broadening of the category of depres-
sion and exaggerations of the evidence for medi-
cation effi cacy (Horwitz & Wakefi eld,  2007 ; 
Kirsch et al.,  2008 ). Across cultures there are a 
wide range of strategies for mood and anxiety 
regulation that are incorporated in local forms of 
healing or religious practice and that may provide 
therapeutic options for patients from diverse 
backgrounds. 
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 There is evidence that the prevalence, course, 
and outcome of schizophrenia and other psy-
chotic disorders are strongly infl uenced by social 
and cultural factors (Cantor-Graae,  2007 ; 
Morgan, McKenzie, & Fearon,  2008 ). The 
unusual or bizarre experiences of initial psycho-
sis often prompt an intensive search for meaning. 
Biomedical explanations of psychosis in terms of 
brain pathology may result in loss of self-esteem, 
confl ict with others, and social stigmatization 
and so may contribute to chronicity. In contrast, 
some religious or cultural systems of meaning 
may give positive meaning to psychotic experi-
ences, allowing the person to maintain self- 
esteem and social integration, and therefore 
contribute to better outcome (Kirmayer, Corin, & 
Jarvis,  2004 ). The clinician’s ability to negotiate 
shared meaning with the patient depends not only 
on the quality of the clinical alliance but also on 
the cultural fi t of the illness explanation for the 
patient and for others in the patient’s family or 
entourage (Tranulis, Corin, & Kirmayer,  2008 ).  

    Empathy and the Politics of Alterity 

 Attention to culture and context is not only essen-
tial for accurate diagnostic assessment and effec-
tive treatment; it is at the root of clinical practice 
based on an ethics of recognition (Kirmayer, 
 2012a ). Recognition of cultural identity may be 
essential for well-being and allowing individuals 
to realize their cultural identities is a basic human 
right (Kirmayer,  2012b ). At the political level, 
this recognition requires tolerance of diversity 
and pluralism. At the interpersonal level, it 
requires a particular ethical stance that is most 
evident when we face someone whom we experi-
ence as radically other. 

 As the philosopher Emmanuel Levinas ( 1998 ; 
Lévinas & Poller,  2003 ) argued, the vulnerability 
of the other calls forth from us moral conscious-
ness, conscience, and responsibility. This insight 
can be applied to the pragmatics of intercultural 
encounter through the recognition that each life 
draws its texture from the minute particulars of 
cultural and personal history. Translating our 
awareness of the other’s vulnerability into com-
passionate action demands detailed knowledge of 

their predicament and the ability to shift perspec-
tive. Empathy is both a motive and a vehicle for 
acquiring this knowledge. But, even in the absence 
of empathy, Levinas insists we must acknowledge 
our responsibility for the other. Indeed, it is pre-
cisely where empathy fails that this injunction has 
its greatest ethical implication. 

 Empathy has both affective and cognitive pre-
requisites: affectively, it depends on creating 
safety to allow us to feel the other and to enter the 
diffi cult places where they dwell; cognitively, 
empathy demands that we acquire detailed infor-
mation about the other’s lifeworld in order to 
imaginatively reconstruct their experience. Thus, 
empathy is not an automatic consequence of our 
capacity for vicarious emotion in the presence of 
another person; it depends on detailed knowledge 
and understanding as well as a nondefensive, 
open stance and effort to engage. As such, empa-
thy contributes to a way of being together that 
changes the quality of relatedness in everyday 
life. When others’ life experience is radically dif-
ferent, it may be diffi cult for us to empathize; 
when their experience is painful or threatening to 
us, we may suppress our own capacity for 
empathic understanding and turn away. In clini-
cal work with refugees and asylum seekers, we 
have noted how diffi cult it is for some clinicians 
to credit their patients’ stories of violence chaos 
and betrayal (   Kirmayer,  2001 ). The process of 
cultural consultation provides some of the back-
ground knowledge or “mental furniture” needed 
to construct a picture of the others’ world and a 
professional framework that calls the clinician to 
empathize with others having radically different 
or uncanny experiences (Kirmayer,  2008 ). 

 No amount of empathy or recognition can take 
the place of respect for the others’ agency, so plu-
ralism also demands a political process of creat-
ing social institutions that anchor, support, and 
valorize the other, recognizing the others’ voice 
and vision as an independent fact and imperative. 
This recognition has multiple effects on the 
patient, on the clinician, on their respective com-
munities, and on society as a whole. Taking the 
other seriously, listening to and working with 
them, allows us to explore new ways of being, 
both individually and collectively, exchanging 
knowledge, putting into play new ideas, values, 
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and concepts, that then circulate in the larger 
society. As they circulate, these new ideas begin 
to splice and recombine with other ideas creating 
hybrid forms of identity, new frameworks for 
moral reasoning, and new forms of healing. To 
give one prominent example, in recent years the 
spread of Buddhism to the West has encour-
aged the development of new strategies for 
the control of pain and anxiety and the preven-
tion of depression. Dialectical behavior therapy 
and mindfulness- based therapies have borrowed 
from Buddhism without wholesale adoption of 
Buddhist values or a monastic way of life. As this 
example illustrates, cultural hybridization, with 
the incorporation of specifi c ideas and tech-
niques, is reshaping clinical practice as social 
systems interact ever more rapidly and inten-
sively in our globalizing world. 

 Recently, there has been much critique in 
European countries of the idea of multicultural-
ism and concern that the efforts to accommodate 
newcomers from diverse backgrounds are erod-
ing civil society. Political leaders have declared 
that multiculturalism has failed. This is deeply 
ironic, since as an explicit political policy multi-
culturalism is very new, and in most of the coun-
tries where it has been said to fail, it has scarcely 
been tried. Multiculturalism is blamed for prob-
lems of social integration that might be more 
fairly attributed to a lack of recognition and dia-
logue, to postcolonial or historical legacies, and 
to ongoing structural inequalities both locally 
and in global society. Indeed, the critique of mul-
ticulturalism seems to be fueled by a broader atti-
tude of xenophobia aimed at justifying policies of 
exclusion (Ryan,  2010 ). This critique can also be 
seen as an indication that majorities are feeling 
threatened by globalization and by the shifts in 
power and privilege in the world, including in 
high-income countries. Collective fears have 
been shown to infl uence clinicians’ capacity to be 
empathic (   Rousseau & Foxen,  2010 ; Brunner, 
 2000 ) and this may fuel a reluctance to adapt ser-
vices to respond to cultural diversity. 

 When it takes culture and context seriously, 
the clinical encounter can work against these 
forces of xenophobia and social exclusion, enact-
ing and enabling pluralism in several ways: 
acknowledging the vulnerability and needs of the 

other as a moral imperative; creating bonds of 
empathy that allow one to feel with and under-
stand the other’s experience; reshaping institu-
tions to recognize the agency and voice of the 
other, but also acknowledging the fears associated 
with otherness and the hidden feelings of vulner-
ability of the majority; and so allowing multiple 
ways of knowing and being to coexist, imple-
menting forms of tolerance, hospitality, peaceful 
coexistence, and practical confl ict resolution.  

    Conclusion 

 In this introductory chapter, we have reviewed 
some ways in which different societies have 
responded to cultural diversity in mental health 
services, outlined some key principles of the cul-
tural consultation approach, illustrated the impor-
tance of cultural context for diagnostic assessment 
and treatment, and considered the ethical founda-
tion of attention to culture as a basic human right 
and need for recognition. Multicultural mental 
health care allows us to work toward dialogue, 
pluralism, and inclusion in society at large in sev-
eral ways: recognizing the other in our practice 
and our institutions, bearing witness to their suf-
fering, intervening in a differentiated way, carry-
ing the implications of their experience with us 
into the world, advocating for them in the larger 
sphere, ceding power and control of institutions to 
them or supporting their own efforts at building 
social institutions, and allowing ourselves to be 
changed and transformed. The last is the most pro-
found outcome because it means we must give 
something up but also that we transmute the mean-
ing of our own experience by hybridizing it with 
that of the other. This can only occur in a way that 
is not exploitative or mere appropriation if there 
has been some leveling of power. This requires 
active engagement with communities so that open 
discussion and negotiation of ways to meet the 
needs of the community occurs and health care 
institutions are driven not solely by technical or 
bureaucratic goals of effi ciency and effectiveness 
but by values that refl ect communal aspirations. 
This dialogue can begin in the clinical encounter, 
where it is naturally framed by attention to the 
individual’s most basic needs and concerns.   

1 Introduction: The Place of Culture in Mental Health Services



18

    References 

    Alegria, M., Atkins, M., Farmer, E., Slaton, E., & Stelk, 
W. (2010). One size does not fi t all: Taking diversity, 
culture and context seriously.  Administration and 
Policy in Mental Health, 37 (1–2), 48–60.  

    Anderson, B. R. (1991).  Imagined communities: 
Refl ections on the origin and spread of nationalism  
(Revisedth ed.). New York, NY: Verso.  

    Bäärnhielm, S., Ekblad, S., Ekberg, J., & Ginsburg, B. E. 
(2005). Historical refl ections on mental health care in 
Sweden: The welfare state and cultural diversity. 
 Transcultural Psychiatry, 42 (3), 394–419.  

    Banks, M. (1996).  Ethnicity: Anthropological construc-
tions . London, England: Routledge.  

    Bass, J., Neugebauer, R., Clougherty, K. F., Verdeli, H., 
Wickramaratne, P., Ndogoni, L., et al. (2006). Group 
interpersonal psychotherapy for depression in rural 
Uganda: 6-month outcomes: Randomised controlled 
trial.  The British Journal of Psychiatry, 188 , 
567–573.  

    Ben Jelloun, T., & Bray, B. (1999).  French hospitality: 
Racism and North African immigrants . New York, 
NY: Columbia University Press.  

    Betancourt, J. R., Green, A. R., Carrillo, J. E., & Ananeh-
Firempong, O., II. (2003). Defi ning cultural compe-
tence: A practical framework for addressing racial/
ethnic disparities in health and health care.  Public 
Health Reports, 118 (4), 293–302.  

    Bhugra, D., & Littlewood, R. (Eds.). (2001).  Colonialism 
and psychiatry . New Delhi, India: Oxford University 
Press.  

    Bhui, K., Ascoli, M., & Nuamh, O. (2012). The place of 
race and racism in cultural competence: What can we 
learn from the English experience about the narratives 
of evidence and argument?  Transcultural Psychiatry, 
49 (2), 185–205.  

    Bibeau, G. (1998). Tropismes Québecois. Je me souviens 
dans l’oubli.  Anthropologie et Sociétés, 19 (3), 
151–198.  

    Bouchard, G., & Taylor, C. (2008).  Building the future: A 
time for reconciliation (abridged report) . Quebec, 
Canada: Commission de consultation sur les pratiques 
d’accommodement relies aux differences cultural, 
Gouvernment du Quebec.  

    Brunner, J. (2000). Will, desire and experience: Etiology 
and ideology in the German and Austrian medical dis-
course on war neuroses, 1914–1922.  Transcultural 
Psychiatry, 37 (3), 295–320.  

     Cantor-Graae, E. (2007). The contribution of social fac-
tors to the development of schizophrenia: A review of 
recent fi ndings.  Canadian Journal of Psychiatry, 
52 (5), 277–286.  

    Cantor-Graae, E., & Selten, J.-P. (2005). Schizophrenia 
and migration: A meta-analysis and review.  The 
American Journal of Psychiatry, 162 (1), 12–24.  

    Castles, S., & Miller, M. J. (1998).  The age of migration: 
International population movements in the modern 
world  (2nd ed.). New York, NY: Guilford.  

    Choudhury, S., & Kirmayer, L. J. (2009). Cultural neuro-
science and psychopathology: Prospects for cultural 
psychiatry.  Progress in Brain Research, 178 , 
261–281.  

    Cleveland, J., & Rousseau, C. (2012). Mental health 
impact of detention and temporary status for refugee 
claimants under Bill C-31.  Canadian Medical 
Association Journal, 184 (15), 1663–1664.  

    Corin, E. (1997). Playing with limits: Tobie Nathan’s 
evolving paradigm in ethnopsychiatry.  Transcultural 
Psychiatry, 34 (3), 345–358.  

    Eagleton, T. (2000).  The idea of culture . Oxford, England: 
Blackwell.  

    Elias, N. (1982).  The civilizing process . New York, NY: 
Pantheon Books.  

    Fassin, D., & Rechtman, R. (2005). An anthropological 
hybrid: The pragmatic arrangement of universalism 
and culturalism in French mental health.  Transcultural 
Psychiatry, 42 (3), 347–366.  

    Fernando, S. (Ed.). (1995).  Mental health in a multi-eth-
nic society: A multidisciplinary handbook . New York, 
NY: Routledge.  

      Fernando, S. (2005). Multicultural mental health services: 
Projects for minority ethnic communities in England. 
 Transcultural Psychiatry, 42 (3), 420–436.  

    Fernando, S. (2009). Meanings and realities. In S. 
Fernando & F. Keating (Eds.),  Mental health in a 
multi-ethnic society: A multidisciplinary handbook  
(2nd ed., pp. 13–26). London, England: Routledge.  

    Fredrickson, G. M. (2002).  Racism: A short history . 
Princeton, NJ: Princeton University Press.  

    Gaines, A. D. (1992). From DSM-I to III-R: Voices of 
self, mastery and the other: A cultural constructivist 
reading of U.S. psychiatric classifi cation.  Social 
Science & Medicine, 35 (1), 3–24.  

    Ganesan, S., & Janze, T. (2005). Overview of culturally-
based mental health care in Vancouver.  Transcultural 
Psychiatry, 42 (3), 478–490.  

    Gee, G. C., Spencer, M., Chen, J., Yip, T., & Takeuchi, D. 
T. (2007). The association between self-reported racial 
discrimination and 12-month DSM-IV mental disor-
ders among Asian Americans nationwide.  Social 
Science & Medicine, 64 (10), 1984–1996.  

    Gravlee, C. C. (2009). How race becomes biology: 
Embodiment of social inequality.  American Journal of 
Physical Anthropology, 139 (1), 47–57.  

    Groleau, D., & Kirmayer, L. J. (2004). Sociosomatic the-
ory in Vietnamese immigrants’ narratives of distress. 
 Anthropology & Medicine, 11 (2), 117–133.  

    Harwood, A. (Ed.). (1981).  Ethnicity and medical care . 
Cambridge, MA: Harvard University Press.  

    Healy, D. (2004).  Let them eat prozac: The unhealthy rela-
tionship between the pharmaceutical industry and 
depression . New York, NY: New York University Press.  

    Hollinger, D. A. (1995).  Postethnic America: Beyond 
multiculturalism . New York, NY: Basic Books.  

     Horwitz, A. V., & Wakefi eld, J. C. (2007).  The loss of sad-
ness: How psychiatry transformed normal sorrow into 
depressive disorder . New York, NY: Oxford University 
Press.  

L.J. Kirmayer et al.



19

    Kamboureli, S. (1998). The technology of ethnicity: 
Canadian multiculturalism and the language of law. In 
D. Bennett (Ed.),  Multicultural states: Rethinking dif-
ference and identity  (pp. 208–222). London, England: 
Routledge.  

    Kelly, B. D. (2005). Structural violence and schizophre-
nia.  Social Science & Medicine, 61 (3), 721–730.  

    Kirmayer, L. J. (1988). Mind and body as metaphors: 
Hidden values in biomedicine. In M. Lock & D. 
Gordon (Eds.),  Biomedicine examined  (pp. 57–92). 
Dordrecht, Netherlands: Kluwer.  

    Kirmayer, L. J. (1994a). Is the concept of mental disorder 
culturally relative? In S. A. Kirk & S. Einbinder 
(Eds.),  Controversial issues in mental health  (pp. 
1–20). Boston, MA: Allyn & Bacon.  

    Kirmayer, L. J. (2000). Broken narratives: Clinical 
encounters and the poetics of illness experience. 
In C. Mattingly & L. Garro (Eds.),  Narrative and 
the cultural construction of illness and healing  
(pp. 153–180). Berkeley, CA: University of 
California Press.  

    Kirmayer, L. J. (2001). Failures of imagination: The refu-
gee’s narrative in psychiatry.  Anthropology & 
Medicine, 10 (2), 167–185.  

    Kirmayer, L. J. (2002a). Psychopharmacology in a global-
izing world: The use of antidepressants in Japan. 
 Transcultural Psychiatry, 39 (3), 295–312.  

    Kirmayer, L. J. (2005). Culture, context and experience in 
psychiatric diagnosis.  Psychopathology, 38 (4), 192–196.  

     Kirmayer, L. J. (2006). Beyond the ‘new cross-cultural 
psychiatry’: Cultural biology, discursive psychology 
and the ironies of globalization.  Transcultural 
Psychiatry, 43 (1), 126–144.  

    Kirmayer, L. J. (2007). Psychotherapy and the cultural 
concept of the person.  Transcultural Psychiatry, 44 (2), 
232–257.  

    Kirmayer, L. J. (2008). Empathy and alterity in cultural 
psychiatry.  Ethos, 38 (4), 457–474.  

    Kirmayer, L. J. (2012a). Rethinking cultural competence. 
 Transcultural Psychiatry, 49 (2), 149–164.  

    Kirmayer, L. J. (2012b). Culture and context in human 
rights. In M. Dudley, D. Silove, & F. Gale (Eds.), 
 Mental health and human rights  (pp. 95–112). Oxford, 
England: Oxford University Press.  

    Kirmayer, L. J., Corin, E., & Jarvis, G. E. (2004). Inside 
knowledge: Cultural constructions of insight in psy-
chosis. In X. F. Amador & A. S. David (Eds.),  Insight 
in psychosis  (2nd ed., pp. 197–229). New York, NY: 
Oxford University Press.  

    Kirmayer, L. J., Groleau, D., Guzder, J., Blake, C., & 
Jarvis, E. (2003). Cultural consultation: A model of 
mental health service for multicultural societies. 
 Canadian Journal of Psychiatry, 48 (2), 145–153.  

    Kirmayer, L. J., Groleau, D., Looper, K. J., & Dao, M. D. 
(2004). Explaining medically unexplained symptoms. 
 Canadian Journal of Psychiatry, 49 (10), 663–672.  

    Kirmayer, L. J., Lemelson, R., & Barad, M. (Eds.). (2007). 
 Understanding trauma: Integrating biological, clini-
cal, and cultural perspectives . New York, NY: 
Cambridge University Press.  

    Kirmayer, L. J., & Minas, H. (2000). The future of cul-
tural psychiatry: An international perspective. 
 Cannadian Journal of Psychiatry, 45 (5), 438–446.  

    Kirmayer, L. J., & Santhanam, R. (2001). The anthropol-
ogy of hysteria. In P. W. Halligan, C. Bass, & J. C. 
Marshall (Eds.),  Contemporary approaches to the 
study of hysteria: Clinical and theoretical perspec-
tives  (pp. 251–270). Oxford, England: Oxford 
University Press.  

     Kirmayer, L. J., & Sartorius, N. (2007). Cultural models 
and somatic syndromes.  Psychosomatic Medicine, 
69 (9), 832–840.  

    Kirmayer, L. J., Weinfeld, M., Burgos, G., Galbaud du 
Fort, G., Lasry, J.-C., & Young, A. (2007). Use of 
health care services for psychological distress by 
immigrants in an urban multicultural milieu.  Canadian 
Journal of Psychiatry, 52 (4), 61–70.  

    Kirmayer, L. J., & Young, A. (1998). Culture and somati-
zation: Clinical, epidemiological and ethnographic 
perspectives.  Psychosomatic Medicine, 60 , 420–430.  

    Kirsch, I., Deacon, B. J., Huedo-Medina, T. B., Scoboria, 
A., Moore, T. J., & Johnson, B. T. (2008). Initial sever-
ity and antidepressant benefi ts: A meta-analysis of 
data submitted to the Food and Drug Administration. 
 PLoS Medicine, 5 (2), e45.  

    Kivisto, P. (2002).  Multiculturalism in a global society . 
Oxford, England: Blackwell.  

    Kleinman, A. M. (1980).  Patients and healers in the con-
text of culture . Berkeley, CA: University of California 
Press.  

    Kleinman, A., Das, V., & Lock, M. (Eds.). (1997).  Social 
suffering . Berkeley, CA: University of California Press.  

    Koenig, B. A., Lee, S. S.-J., & Richardson, S. S. (2008). 
 Revisiting race in a genomic age . New Brunswick, NJ: 
Rutgers University Press.  

    Kronick, R., Rousseau, C., & Cleveland, J. (2011). 
Mandatory detention of refugee children in Canada: A 
public health issue?  Paediatrics & Child Health, 
16 (8), e65–e67.  

    Kymlicka, W. (1995).  Multicultural citizenship . Oxford, 
England: Oxford University Press.  

    Levinas, E. (1998).  Entre nous: Thinking of the other . 
New York, NY: Columbia University Press.  

    Lévinas, E., & Poller, N. (2003).  Humanism of the other . 
Chicago, IL: University of Illinois Press.  

    Lindqvist, S. (1996).  Exterminate all the brutes . New 
York, NY: New Press.  

    Littlewood, R., & Lipsedge, M. (1982).  Aliens and alien-
ists . Harmondsworth, England: Penguin.  

    Lo, H. T., & Chung, R. C. (2005). The Hong Fook experi-
ence: Working with ethnocultural communities in 
Toronto 1982–2002.  Transcultural Psychiatry, 42 (3), 
457–477.  

    Lock, M., & Gordon, D. (Eds.). (1988).  Biomedicine 
examined . Dordrecht, Netherlands: Kluwer.  

    Lock, M., & Nguyen, V.-K. (2010).  An anthropology of 
biomedicine . Malden, MA: Wiley-Blackwell.  

    Mackey, E. (1999).  The house of difference: Cultural poli-
tics and national identity in Canada . London, England: 
Routledge.  

1 Introduction: The Place of Culture in Mental Health Services



20

    Mayou, R., Kirmayer, L. J., Simon, G., Kroenke, K., & 
Sharpe, M. (2005). Somatoform disorders: Time for a 
new approach in DSM-V.  The American Journal of 
Psychiatry, 162 (5), 847–855.  

    McNeill, W. H. (1986).  Polyethnicity and national unity 
in world history . Toronto, Ontario, Canada: University 
of Toronto Press.  

    Mental Health Commission of Canada. (2009).  Toward 
recovery and well-being: A framework for mental 
health strategy for Canada . Ottawa, Ontario, Canada: 
Mental Health Commission of Canada.  

    Mental Health Commission of Canada. (2012).  Changing 
directions, changing lives: The mental health strategy 
for Canada . Ottawa, Ontario, Canada: Mental Health 
Commission of Canada.  

    Mishler, E. G. (1984).  The discourse of medicine . 
Norwood, NJ: Ablex Publishing Corporation.  

    Morgan, C., McKenzie, K., & Fearon, P. (2008).  Society 
and psychosis . New York, NY: Cambridge University 
Press.  

    Nathan, T. (1986).  La folie des autres. Traité 
d’ethnopsychiatrie clinique . Paris, France: Dunod.  

    Nathan, T. (1991). Modifi cations techniques et conceptu-
elles récemment apportées à la psychopathologie par 
la clinique ethnopsychoanalytique.  Psychologie 
Française, 36 (4), 296–306.  

    Rose, N. S. (1996).  Inventing our selves: Psychology, 
power, and personhood . New York, NY: Cambridge 
University Press.  

    Rousseau, C., & Foxen, P. (2010). Look me in the eye: 
Empathy and the transmission of trauma in the refugee 
determination process.  Transcultural Psychiatry, 
47 (1), 70–92.  

     Rousseau, C., Hassan, G., Moreau, N., & Thombs, B. D. 
(2011). Perceived discrimination and its association 
with psychological distress among newly arrived 
immigrants before and after September 11, 2001. 
 American Journal of Public Health, 101 (5), 909–915.  

    Rousseau, C., Jamil, U., Hassan, G., & Moreau, N. 
(2010). Grandir et vivre ensemble dans un contexte 
de mondialisation confl ictuelle.  Enfances et Psy, 
48 (3), 56–63.  

    Ryan, P. (2010).  Multicultiphobia . Toronto, Ontario, 
Canada: University of Toronto Press.  

    Sargent, C., & Larchanche, S. (2009). The construction of 
“cultural difference” and its therapeutic signifi cance in 
immigrant mental health services in France.  Culture, 
Medicine and Psychiatry, 33 (1), 2–20.  

    Seligman, R., & Kirmayer, L. J. (2008). Dissociative 
experience and cultural neuroscience: Narrative, meta-
phor and mechanism.  Culture, Medicine and 
Psychiatry, 32 (1), 31–64.  

    Silove, D. (1999). The psychosocial effects of torture, 
mass human rights violations, and refugee trauma: 
Toward an integrated conceptual framework.  The 
Journal of Nervous and Mental Disease, 187 (4), 
200–207.  

    Silove, D., Austin, P., & Steel, Z. (2007). No refuge from 
terror: The impact of detention on the mental health of 

trauma-affected refugees seeking asylum in Australia. 
 Transcultural Psychiatry, 44 (3), 359–393.  

    Silove, D., Steel, Z., & Watters, C. (2000). Policies of 
deterrence and the mental health of asylum seekers. 
 Journal of the American Medical Association, 284 (5), 
604–611.  

    Simon, G. E., VonKorff, M., Piccinelli, M., Fullerton, C., & 
Ormel, J. (1999). An international study of the relation 
between somatic symptoms and depression.  The New 
England Journal of Medicine, 341 (18), 1329–1335.  

     Smedley, B. D., Stith, A. Y., Nelson, A. R., & Institute of 
Medicine (U.S.) Committee on Understanding and 
Eliminating Racial and Ethnic Disparities in Health 
Care. (2003).  Unequal treatment: Confronting racial 
and ethnic disparities in health care . Washington, DC: 
National Academy Press.  

    Spivak, G. C. (2006).  In other worlds: Essays on cultural 
politics . New York, NY: Routledge.  

    Sturm, G., Nadig, M., & Moro, M. R. (2011). Current 
developments in French ethnopsychoanalysis. 
 Transcultural Psychiatry, 48 (3), 205–227.  

     Surgeon General. (2002).  Mental health: Culture, race, 
and ethnicity . Rockville, MD: U.S. Department of 
Health and Human Services.  

    Tone, A. (2009).  The age of anxiety: A history of America’s 
turbulent affair with tranquilizers . New York, NY: 
Basic Books.  

    Tranulis, C., Corin, E., & Kirmayer, L. J. (2008). Insight 
and psychosis: Comparing the perspectives of patient, 
entourage and clinician.  The International Journal of 
Social Psychiatry, 54 (3), 225–241.  

     Walzer, M. (1997).  On toleration . New Haven, CT: Yale 
University Press.  

    Ward, W. P. (2005).  White Canada forever: Popular atti-
tudes and public policy toward orientals in British 
Columbia  (3rd ed.). Montreal, Quebec, Canada: 
McGill Queen’s University Press.  

    Waxler-Morrison, N. E. (1989).  Cross-cultural caring: A 
handbook for practitioners . Vancouver, British 
Columbia, Canada: University of British Columbia.  

    Weinfeld, M. (1999). The challenges of ethnic match: 
Minority origin professionals in health and social ser-
vices. In H. Troper & M. Weinfeld (Eds.),  Ethnicity, 
politics, and public policy: Case studies in canadian 
diversity  (pp. 117–141). Toronto, Ontario, Canada: 
University of Toronto Press.  

   Whitley, R., Rousseau, C., Carpenter Song, E., & 
Kirmayer, L. J. (2011). Evidence-based medicine: 
Opportunities and challenges in a diverse society. 
 Canadian Journal of Psychiatry, 56 .  

    Yang, J. S., & Kagawa-Singer, M. (2007). Increasing 
access to care for cultural and linguistic minorities: 
Ethnicity-specifi c health care organizations and infra-
structure.  Journal of Health Care for the Poor and 
Underserved, 18 (3), 532–549.  

    Ziguras, S. J., Stankovska, M., & Minas, I. H. (1999). 
Initiatives for improving mental health services to eth-
nic minorities in Australia.  Psychiatric Services, 
50 (9), 1229–1231.     

L.J. Kirmayer et al.



21L.J. Kirmayer et al. (eds.), Cultural Consultation: Encountering the Other in Mental Health Care, 
International and Cultural Psychology, DOI 10.1007/978-1-4614-7615-3_2,
© Springer Science+Business Media New York 2014

        In this chapter, we describe the development, 
implementation, and evaluation of the Cultural 
Consultation Service (CCS). We begin with some 
background on the development of intercultural 
services in Montreal. The next section describes 
the rationale for the CCS approach and the steps 
involved in setting up the service. The third sec-
tion provides an overview of the cases seen by the 
service in the fi rst decade of its operation, includ-
ing sources and reasons for referral, as well as 
sociodemographic and clinical characteristics. 
This provides a sense of the portfolio of cases 
from which vignettes are drawn throughout this 
book to illustrate key issues in cultural consulta-
tion. The remaining sections summarize fi ndings 
from qualitative process and outcome evaluations 
of the service. 

    Background 

 McGill University has a long history of 
involvement in cultural psychiatry, dating back 
to the 1950s when the Division of Social and 
Transcultural Psychiatry was established (Prince, 
 2000 ). In the early 1970s, under the leadership of 
H.B.M. Murphy at McGill and Guy Dubreuil at 
the Université de Montréal, an interuniversity 
research group on medical anthropology and eth-
nopsychiatry (GIRAME) fostered collaboration 
and exchange among social scientist (anthropolo-
gists and sociologists) and health professionals 
(psychologists, psychiatrists, doctors, and nurses) 
from universities in Quebec and other Canadian 
provinces. This group focused mostly on interna-
tional research in psychological and medical 
anthropology, to promote, coordinate, and dis-
seminate research and teaching concerning 
sociocultural factors in health (Bibeau,  2002 ). 
GIRAME published a bilingual (French/English) 
journal,  Santé / Culture / Health , which included 
much work in culture and mental health. Toward 
the end of its life as a network, the scholars asso-
ciated with GIRAME began to focus on the issues 
of providing effective mental health care for the 
population of Québec (Bibeau, Chan-Yip, Lock, 
& Rousseau,  1992 ; Corin, Bibeau, Martin, & 
Laplante,  1991 ). GIRAME refl ected the geopo-
litical and ethnocultural specifi cities of Montreal, 
a place of encounter of the Latin and the Anglo- 
Saxon world, and highlighted the richness 
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associated with the intermingling of European 
and North American academic and clinical tradi-
tions. The use of diverse languages and bilingual 
communication was at the center of GIRAME 
activities, in its conferences, seminars, and publi-
cations. This inclusion of diverse perspectives 
within an active interdisciplinary exchange is one 
of the important legacies of GIRAME for the 
Division of Social and Transcultural Psychiatry 
and the establishment of our clinical-academic 
programs including the CCS. 

 Montreal is a city of almost two million 
situated in the Province of Quebec in eastern 
Canada. 1  The city is located on an island in the 
St. Lawrence River. The greater metropolitan 
area, including many surrounding municipalities 
both on and off the island of Montreal, totals 
almost four million residents—almost half the 
population of the whole province. The population 
of greater Montreal includes a very diverse mix 
of people with about 21% of the population born 
outside Canada. A high proportion of those born 
outside the country (22%) are recent newcomers 
who arrived in the last 5 years, including both 
immigrants and refugees. The languages spoken 
at home include French for 70% and English for 
19%, but about 22% are allophones, a local term 
used to designate those with languages other than 
French or English. The most frequent mother 
tongues are French (66%), English (14%), Arabic 

(3.5%), Spanish (3%), Italian (3%), Chinese 
(2%), and Haitian Creole (1%). About 16% of the 
city are “visible minorities,” including 5% Black, 
2% Latin American, 2% South Asian, and 2% 
Chinese. In terms of ethnicity, the majority of 
Montrealers describe their origins as Canadian 
or French with the remaining top ten identities 
including Italian, Irish, English, Scottish, Haitian, 
Chinese, German, First Nations, Québécois, and 
Jewish. 2  

 Prior to the establishment of the CCS, 
Montreal was home to several specialized ser-
vices directed to immigrants and refugees. These 
included the transcultural program of the Hôpital 
Jean-Talon (HJT), the Montreal Children’s 
Hospital (MCH) program for immigrant and 
refugee children, a network of professionals 
involved in the treatment of individuals who 
have suffered organized violence (RIVO), and a 
provincial social service department for refugees, 
refugee claimants, and unaccompanied minors 
called SARIMM. This service was integrated 
into a community health center servicing immi-
grant neighborhoods, the CSSS de la Montagne, 
and changed its name to become PRAIDA. 
Because of the important mental health needs of 
its clientele, PRAIDA, which offers services to 
refugee families and has a supra-regional role, 
was an early partner of all of the transcultural 
programs including the CCS. In parallel, 
Montreal saw the emergence of programs and 
consultants offering training in intercultural work 
to professionals. 

 All of the services developed in response to 
demographic changes over the past 20 years in 
Montreal, which has seen a large increase in the 
cultural diversity of both the general and patient 

   1 The data in this paragraph refl ect the census metropolitan 
area of Montreal. Data on language (mother tongue and 
language spoken at home) is from the 2011 census 
(Statistics Canada,  2012 . Montréal, Quebec (Code 462), 
and Quebec (Code 24) (table). Census Profi le. 2011 
Census. Statistics Canada Catalogue no. 98-316-XWE. 
Ottawa. Released October 24, 2012.   http://www12.stat-
can.gc.ca/census-recensement/2011/dp-pd/prof/index.
cfm?Lang=E    ). Data on ethnicity and immigration was not 
available from the 2011 census, and the 2006 census was 
used (Statistics Canada, n.d.). Population by immigrant 
status and period of immigration, 2006 counts,  for 
Canada and census metropolitan areas and census 
agglomerations  - 20  %  sample data  (table). “Immigration 
and Citizenship.” “Highlight tables.” “2006 Census: Data 
products.”  Census . Last updated March 27, 2009.   http://
www.statcan.gc.ca/pub/12-591-x/2009001/02-step-etape/
ex/ex-census-recensement-eng.htm#a2     (accessed 
February 21, 2013).  

   2 Statistics Canada. No date.  Visible minority groups , 
 2006 counts ,  for Canada and census metropolitan 
areas and census agglomerations  - 20  %  sample data  
(table). “Ethnocultural Portrait of Canada.” “Highlight 
tables.” “2006 Census: Data products.”  Census . Last 
updated October 6, 2010.   http://www12.statcan.gc.ca/
census- recensement/2006/dp-pd/hlt/97-562/pages/
page.cfm?Lang=E&Geo=CMA&Code=01&Table=1&
Data=Count&StartRec=1&Sort=2&Display=Page     
(accessed February 21, 2013).  
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populations in the city. The MCH and HJT 
responded to increased diversity among the 
specifi c populations served (e.g., 50% of children 
seen at the MCH are allophone and 33% of the 
Jean-Talon catchment area is allophone, i.e., 
non- English or French mother tongue). The 
Côte-des- Neiges area, where the CCS is located, 
is one of the most ethnically diverse neighbor-
hoods in Montreal, with more than half the popu-
lation born outside Canada. As such, the services 
are rooted in the recognition of diversity as an 
important issue for health care because of con-
cern about inequities in access and in the delivery 
of culturally appropriate care. Indeed, there was 
evidence from our own work in this neighbor-
hood for underutilization of mental health ser-
vices due both to lower rates of referral from 
primary care and direct resort (Kirmayer et al., 
 2007 ). The CCS project was, in part, a response 
to this observation. 

 Each of the services was initiated by profes-
sionals with experience in cultural psychiatry, 
whose particular perspective shaped the orienta-
tion of services, along with input from other 
professionals and social scientists working with 
each group. Refl ecting the different backgrounds 
of the clinicians and their institutional settings, 
the services have followed different models of 
care. Despite the different orientations of the 
services, their common goal has been to work 
within the broader frameworks of psychiatry and 
collaborate with existing services. While the 
conceptual models of the services were initially 
tentative and open, all services have changed 
signifi cantly over time as they learned from and 
adapted to their milieu, patient populations, and 
institutional constraints. 

    RIVO 

 In 1984, a group of Quebec health professionals 
who were involved in different Latin-American 
countries founded “L’association Médicale pour 
l’Amérique Latine et les Caraibes” which was a 
group of professionals committed to fi ghting 
health inequalities in Quebec and in Latin 
America. The mental health committee of this 

association began to work on appropriate 
services for refugees, which, at the time, were 
largely coming from Central and South America. 
Reaching out to community organizations that 
were providing fi rst-line support to refugees, like 
the House of friendship founded by the Mennonite 
Church of Eastern Canada (  http://www.maison-
delamitie.ca    ), this group organized a network to 
provide care for the persons who had experienced 
organized violence in their countries of origin. 

 This network was formalized as “Le réseau 
d’intervention pour les personnes ayant vécu la 
violence organisée” (RIVO) with the following 
premises: (1) it explicitly avoided the notions of 
“victims” or “survivors” as a way of acknowledg-
ing that the experience of organized violence was 
not necessarily framed in those terms for those 
who suffer from it. In seeking alternate language, 
RIVO wanted to emphasize the agency and 
strength of refugees as persons, families, and 
communities and take a critical stance toward the 
dominance of trauma-centered approaches; (2) a 
politically committed clinical stance was central 
to its philosophy; (3) it was conceived as a broad 
network, bringing together professionals from 
different disciplines, in private practice or in 
institutions, with diverse clinical orientations, 
including practitioners of ethnopsychiatric, 
humanistic, cognitive-behavioral, and psychody-
namic psychotherapies. 

 RIVO has provided a referral network for 
patients seen in the community or various institu-
tional settings who required care that took into 
account their histories of exposure to violence, 
torture, and forced migration. The network has 
also served as professional support groups with 
peer supervision through case conferences and 
educational activities. Although the cultural 
dimensions of care were not at the forefront for 
all the clinicians affi liated with RIVO, the case 
discussion seminars always emphasized the 
interaction between traumatic context and the 
cultural background of patient and clinician. 
After a period of rapid growth during which 
RIVO was delivering therapy to more than 400 
persons each year, cuts in funds for refugee health 
care by the federal government in 2012 have 
severely constrained and jeopardized its mission, 
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illustrating the fragility of services which are not 
considered essential by the policy makers or 
mainstream health care institutions.  

    The Hôpital Jean-Talon Transcultural 
Clinic 

 The Jean-Talon Hospital Transcultural Clinic 
(HJTC) was created in 1993 to respond to the 
needs of the large immigrant population in the 
hospital’s catchment area. The clinic was estab-
lished by Dr. Carlo Sterlin, a psychiatrist origi-
nally from Haiti, who had worked in the area of 
transcultural psychiatry since the 1960s, starting 
at McGill (Sterlin,  2006 ). The origins of this 
clinic stemmed from the observation that many 
patients of Haitian origin who attended the out-
patient clinics of HJT spoke only Creole and had 
clinical manifestations that did not fi t conven-
tional psychiatric diagnostic frameworks. Despite 
the initial perception by others that the clinic 
focused solely on the Haitian population, the 
clinic grew into a well-established transcultural 
psychiatry service working with a broad diversity 
of immigrant and refugee patients. Six clinicians 
attached to the hospital formed the core staff. 
However, throughout its existence, the clinic has 
relied on volunteers, and three of the four active 
clinicians involved donated their services in return 
for the academic and professional stimulation of 
peer supervision and collegial support. The HJTC 
intervention model includes both consultation 
and clinical services. The service applied two 
models, one using a small group composed of a 
principal therapist and two or three co-therapists 
and the second involving a large group comprised 
of clinicians from different cultural backgrounds, 
culture brokers, and an interpreter, as well as 
members of the patient’s entourage. The clinic 
also provides training and community prevention 
and mental health promotion programs. 

 The clinic’s therapeutic approach was strongly 
infl uenced by the French ethnopsychoanalytic 
approach originated by Devereux ( 1970 ) and fur-
ther developed by Nathan ( 1991 ) and Rose-Marie 
Moro (Moro & Rousseau,  1998 ; Sturm, Nadig, & 
Moro,  2011 ). According to Nathan, the rationale 

for the large group method includes at least four 
distinctive features (Nathan,  1991 ,  1994a ,  1994b    ; 
Streit,  1997 ; Zajde,  2011 ):
    1.    It reassures families in crisis who come from 

collectivist or communalistic societies who 
may fi nd the group less threatening than a 
face-to-face dyadic clinical encounter.   

   2.    It is an effective method to limit the problems 
of personal and cultural countertransference.   

   3.    Through the intervention of the interpreter, it 
reduces the risk of misunderstanding the 
family.   

   4.    The different perspectives, questions, and 
interpretations of the multiple therapists pro-
vide a sort of “semantic bombardment” that 
unsettles the client, disengages them from 
their dominant systems of interpretation, and 
mobilizes their capacity to explore new modes 
of interpretation and action.    
  Despite this rationale, this group intervention 

strikes many as posing the threat of a power 
imbalance that could be unsettling to patients. 
Evaluations of this model to date have mainly 
involved detailed analyses of cases (Sturm et al., 
 2011 ; Zajde,  2011 ). In an effort to better under-
stand the perspective of patients who received 
treatment at the Jean-Talon clinic with this 
extended group psychoanalytic model, the initial 
CCS project supported an initial assessment of 
the service (Sterlin, Rojas-Viger, & Corbeil, 
 2001 ). The goal was to identify the acceptability 
and impact of the intervention from the patient’s 
point of view. This evaluation reviewed the 
experience of the HJTC with the 20 patients who 
had completed therapy at the clinic between 
November 1995 and September 2000. Most of 
the respondents appreciated the interventions and 
found the following aspects helpful: (1) it allowed 
them to express their suffering in their own lan-
guage, (2) it was useful to hear proverbs that 
recalled their countries of origin (cf. Bagilishya, 
 2000 ), and (3) it was helpful to speak about their 
countries and personal history in an atmosphere 
of attentive listening and respect, which encour-
aged them to refl ect on their past and consider 
how to refashion their future. 

 Although the clinical approach of the HJTC 
borrowed heavily from French ethnopsychiatric 
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models—thus trying to bridge traditional/cultural 
interpretations with a Western psychoanalytic 
dimension—the approach has remained fl exible. 
The emphasis is on presenting concepts that 
make sense to the patient, using only those defi -
nitions of “mental health” that fi t the client’s per-
spective. The HJTC team thus tries to incorporate 
psychodynamic intervention models with an 
anthropological approach that draws on the client’s 
cultural interpretation of the problem by creating 
a space for the interaction of multiple discourses. 
The clinic continues to welcome families and is 
an interesting setting to train professionals inter-
ested in cultural intervention.  

    The Transcultural Child Psychiatry 
Team of the Montreal Children’s 
Hospital  

 The transcultural child psychiatry team of the 
Montreal Children’s Hospital (MCH) was estab-
lished by Dr. Cécile Rousseau, who was also 
instrumental in setting up RIVO, and whose long 
involvement and contacts with community orga-
nizations working with refugees at multiple 
levels linked this service to a broad grassroots 
network and partnership. Rousseau had worked 
as a general practitioner in Central America and 
participated in several large community research 
projects in Montreal, examining issues including 
racism, access to institutional support, and the 
social exclusion of immigrants and cultural 
minorities. As a child psychiatrist, Rousseau saw 
the need for specialized services designed to 
meet the mental health needs of refugee and 
immigrant children and their families, in particu-
lar (but not limited to) those having lived through 
organized violence. The most salient aspects of 
this service were its commitment to responding 
to refugee mental health needs in social and polit-
ical context, integrating concern with socioeco-
nomic issues and broader power dynamics with 
close attention to the experience of children and 
their families. 

 The MCH team began with a very open man-
date and initially received referrals for a wide 
range of problems. Interventions included clinical 

assessments and ongoing therapy for refugee and 
immigrant children and their families. The model 
utilized a team approach toward clinical interven-
tion. The team was confronted with numerous 
complex cases that they were not equipped to 
manage but which included cultural issues, for 
example, developmental disorders among immi-
grant children. Because the team soon became 
overloaded, the MCH revised and limited its 
mandate to cover a circumscribed patient popula-
tion, in order to reduce patient load and increase 
effi ciency. Referrals to the MCH came primarily 
from schools, lawyers, a CLSC, or another clini-
cian. A priority was placed on refugee families, 
particularly those who have lived through orga-
nized or other forms of violence, though a large 
number of children with potential developmental 
and behavior problems (e.g., ADD) were also 
seen. In addition, the team worked closely with 
the psychiatric emergency ward and saw a num-
ber of patients with acute psychoses. Although 
the relevance of cultural issues in cases of psy-
chosis was initially more diffi cult for clinicians 
to appreciate (see Chapter   14    ), the team was able 
to work as consultants to the inpatient ward at 
the MCH to develop interventions with these 
families. 

 The evolution of the MCH service from 
broader grassroots accessibility to integration 
within the hospital also meant changing its 
practices to adapt to the norms and constraints of 
the institution. For example, given the hospital’s 
referral and triaging policies, the team had to 
shift from an informal word-of-mouth referral 
system from the community to the more formal 
process required by the psychiatry unit’s triage 
system. Because of reluctance among patients to 
speak initially with someone from outside the 
team, an administrative coordinator was hired 
on the team to take referrals and triage cases. 
In addition to clinical services, the MCH 
Transcultural Team was involved in a number of 
other institutional activities, including providing 
training for outside institutions (e.g., Department 
of Youth Protection) as well as working on pre-
vention programs in Montreal-area schools. 

 The MCH model utilized an eclectic and 
fl exible clinical model that incorporated various 
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theoretical streams in a hybrid “bricolage” of 
approaches including French ethnopsychiatry 
of Nathan ( 1994a ,  1994b ) and Moro ( 2000 ), 
North American medical anthropology, as in 
the work of Arthur Kleinman and Byron Good 
(e.g., Good,  1994 ; Kleinman & Good,  1985 ; 
Kleinman & Kleinman,  1996 ), and the political 
dimensions of collective and individual suffer-
ing recognized in some versions of Latin-
American psychoanalytic thinking and social 
psychiatry, for example, Marcelo and Maren 
Vinar ( 1989 ) and Elisabeth Lira (Lira & 
Weinstein,  1984 ). 

 As in the case of RIVO and the Jean-Talon 
Clinic, the nonpsychiatric clinical staff of MCH 
transcultural clinic were supported through com-
munity fund raising efforts. This provided the 
program with some freedom from institutional 
constraints but also made it precarious. The 
community- oriented foundations of the MCH 
developed into important partnerships and team 
members eventually moved from the MCH to a 
comprehensive community clinic where they 
continue work in close partnership with commu-
nity organizations, schools, health care institu-
tions, and social service organizations like Youth 
Protection. The work of the MCH team is 
described in more detail in Chapter   4    .   

    Origins of the Cultural Consultation 
Service 

 The CCS was developed in response to gaps in 
services identifi ed in earlier epidemiological 
work, a review of models of care, and a fortuitous 
research funding opportunity. 

 Earlier research in Canada identifi ed impor-
tant inequities in access to mental health ser-
vices (Beiser, Gill, & Edwards,  1993 ; Federal 
Task Force on Mental Health Issues affecting 
Immigrants and Refugees,  1988 ). Studies in 
Quebec also documented the importance of cul-
ture as a determinant of mental health needs and 
service use (Bibeau et al.,  1992 ; Rousseau & 
Drapeau,  2002 ,  2003 ,  2004 ; Rousseau, ter Kuile, 
et al.,  2008 ). In Montreal, a community epidemio-
logical study in 1995 examined help-seeking 

patterns and health care utilization among 
immigrant populations in the Côte-des-Neiges 
district (   the catchment area of the Jewish 
General Hospital and the local comprehensive 
community clinic, the CLSC Côte-des-Neiges) 
(   Kirmayer, Young et al.,  1996 ). The study compared 
newcomers from the Caribbean, Philippines, 
and Vietnam with Canadian-born English- and 
French-speaking residents in the same neighbor-
hood and found a high degree of unmet need 
for mental health services. In particular, the 
study documented underutilization of existing 
resources by new immigrants (Kirmayer et al., 
 2007 ). In many cases, this was attributed to the 
perception that they would be stigmatized by 
their community or would face barriers due to 
language, culture, religion, or racism and dis-
crimination in conventional mental care settings. 
Other epidemiological surveys have confi rmed 
the specifi cities of the needs of migrant and 
refugee communities in Quebec (Rousseau & 
Drapeau,  2002 ). Qualitative interviews revealed 
some of the complex issues of social stress and 
cultural meanings of symptoms that infl uenced 
help-seeking and referrals to mental health 
(Groleau & Kirmayer,  2004 ; Whitley, Kirmayer, 
& Groleau,  2006a ,  2006b ). 

 A site review of the Australian Transcultural 
Mental Health Network afforded the fi rst author 
the chance to see a variety of models in action 
in eastern Australia, including programs in 
Sydney, Melbourne, and Victoria, and web-based 
resources (Kirmayer & Rahimi,  1998 ). This led 
to an overview of approaches to culturally 
responsive services that linked models of care to 
local demography, patterns of migration, and 
political ideologies of citizenship that singled out 
specifi c groups as “others” worthy of attention in 
designing health care services (Kirmayer & 
Minas,  2000 ; see Chapter   1    ). This comparison 
made it clear that the ethnic matching or ethno-
specifi c clinic approach common in the USA did 
not fi t the Canadian context well. In Canada, the 
high level of diversity and constant immigration 
undercut any sharp distinction between newcom-
ers and established ethnocultural communities. 
The link between long-standing cultural and lin-
guistic communities and newer waves of migration 
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was solidifi ed in the policy of multiculturalism, 
which suggested that cultural diversity could be 
acknowledged and respected in mainstream 
social institutions. The goal then was to fi nd ways 
to improve the response to diversity across the 
mental health care system. 

 An opportunity to pursue this arose with a 
federal government program funding research 
aimed at improving continuity of care. The 
Health Transition Fund (HTF) was a $150-million 
fund administered by Health Canada (the federal 
Ministry of Health) from 1997 to 2001, which 
supported 140 projects across Canada to eval-
uate innovative ways to deliver health care ser-
vices. These projects were expected to generate 
evidence that policy makers in government, 
health  care providers, researchers, and others 
could use to make informed decisions that would 
lead to a more integrated health care system. The 
project “Development and Evaluation of a 
Cultural Consultation Service in Mental Health” 
(QC424) was funded from 1999 to 2001. This 
research grant provided the resources to 
develop the CCS and conduct a formative eval-
uation on its implementation and a review of 
the outcomes of the fi rst 100 cases referred to 
the service. Further grants insured the mainte-
nance of the CCS, but, as was the case for other 
cultural programs, funding cultural consultation 
within mainstream institutions has remained a 
challenge.  

    Implementing the CCS 

 Implementing the CCS involved a bootstrapping 
process that built on existing clinical programs, 
research projects, and training activities in cul-
tural psychiatry. The design and implementation 
of the project followed several steps as listed in 
Table  2.1 .

      Assessment of Need for the Service 

 In the process of preparing the grant proposal for 
the CCS project, meetings were held with key 
stakeholders in health and social services institu-

tions and the community, including colleagues 
within the Department of Psychiatry of the 
Jewish General Hospital (the host institution), the 
Montreal Children’s Hospital Transcultural Team 
and Multiculturalism Program, the Jean- Talon 
Hospital Transcultural Clinic, several CLSC’s 
(comprehensive community clinics) located in 
ethnically diverse neighborhoods that had links 
with the JGH, the regional refugee clinic (based 
at the local CLSC), the offi ce of the regional 
health authority responsible for the bank of 
interpreters and for issues of access to care for 
linguistic and cultural minorities, members of 
the RIVO, and community groups working with 
Caribbean and South Asian communities. These 
meetings identifi ed specifi c needs for services, 
and the organizations provided letters of support 
for the grant proposal. This also served to 
strengthen existing partnerships and collabora-
tions and to identify a steering committee for the 
project. 

 In the process of this initial assessment of 
local needs, a major issue identifi ed was the 
underutilization of interpreter services. Despite 
the availability of a bank of interpreters trained 
and made available by the Montreal regional 
health authority, hospitals were observed to make 
little use of this service. Hospitals had to pay for 
these services out of their general budget, so cost 
may have been one important barrier. However, 
efforts to reduce the cost, offering a discount for 
a period, had limited effect. Another issue identi-
fi ed was general lack of familiarity with cultural 
issues and a desire for more in-service training 
at community clinics and organizations. McGill 
faculty affi liated with Division of Social and 
Transcultural Psychiatry had done presentations 

   Table 2.1    Steps in implementation of the CCS   

 1. Assessment of need for the service 
 2. Selection of appropriate models for service delivery 
 3. Recruitment and training mental health professionals for 

intercultural work 
 4. Development of clinical procedures for consultation 
 5. Development of information resources for cultural 

consultations 
 6. Advertising and recruitment of patients 
 7. Evaluation of service 
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to community clinics and hospitals, but there was 
a need for more in-depth training to provide prac-
tical help with case management and skills to 
work with specifi c types of issues or cultural 
groups. These needs were identifi ed as priorities 
and considered in the design, staff recruitment, 
and work plan of the CCS.  

    Choosing the Appropriate Models for 
Service Delivery 

 As discussed in Chapter   1    , a variety of models 
have been developed to meet the challenge of 
culturally appropriate care:
    1.    The simplest approach is to insure access to 

standard care for all patients. At a minimum, 
this requires readily available interpreter ser-
vices. However, since many individuals from 
culturally diverse backgrounds are unaware of 
mental health services or experience signifi -
cant barriers, access must include elements of 
community outreach education. Moreover, 
health care providers must be trained, and 
quality assurance standards must be in place, 
to insure they make appropriate use of inter-
preters (see Chapter   5    ).   

   2.    A second approach relies on existing resources 
within cultural communities. In most commu-
nities of any size, there are professionals, reli-
gious leaders, traditional healers, elders, and 
other helpers who often deal with mental 
health problems. These people have intimate 
knowledge of the social norms and cultural 
history of their community. Their modes of 
intervention are culturally consonant and inte-
grated in the community. They may enjoy 
greater legitimacy and authority than biomed-
icine or formal mental health services which 
may be associated with stigma or fears of 
coercive treatment. Conventional health care 
services may refer people to such practitioners 
or work in close collaboration with them, each 
providing complementary aspects of patient’s 
care. However, for complex cases and major 
psychiatric disorders, community helpers may 
not have the requisite expertise and institu-
tional resources to provide all aspects of care.   

   3.    A third approach involves the development of 
specialized services to improve access and 
provide culturally appropriate care. This 
includes a wide range of models including 
ethnospecifi c clinics for specifi c populations 
(e.g., Hispanic clinics with Spanish-speaking 
staff). This model is practical in settings 
where there is a large population with shared 
cultural or linguistic background that can be 
addressed through matching. It has the advan-
tage of making expertise readily available by 
concentrating it at one site and creating an 
organizational structure that can institute 
some form of community control. The disad-
vantages include a potential lack of infl uence 
on the wider health care system and increased 
stigmatization as patients from specifi c back-
grounds are segregated at one location.    
  In the case of the CCS, the choice of an outpa-

tient consultation model was based on several 
considerations related to the composition of the 
hospital catchment area, health care policy in 
Quebec, and the larger values of multiculturalism 
and interculturalism (see Chapter   1    ):
•    The existing emphasis on primary care deliv-

ery of mental health services with psychiatry 
providing outpatient backup consultation or 
collaboration to strengthen the capacity of 
frontline services.  

•   The very high degree of cultural and linguistic 
diversity in the population making ethnospe-
cifi c services impractical.  

•   The relatively small size of communities with 
a high proportion of newcomers so that for 
many groups, only limited services were avail-
able within the community.  

•   The cultural values of multiculturalism and inter-
culturalism, which encourage interaction among 
ethnic groups in a shared social space rather than 
hiving off groups in specialized settings.  

•   The recognition that, despite the goal of inclu-
siveness through mainstreaming, the lack of 
specialized services means that minorities’ 
issues are often ignored or misunderstood in 
clinical intervention planning. Hence, there 
remains a need for bringing together a critical 
mass of expertise in culturally responsive ser-
vices both for adequate care and training of 
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professionals to improve their cultural compe-
tence and promote cultural safety throughout 
the health care system.    
 The CCS adopted an approach to clinical 

assessment and intervention that focused on 
knowledge transfer to primary care physicians or 
other referring clinicians. The aim was to use the 
consultation not only to address the needs for that 
specifi c case but also to transfer knowledge, atti-
tudes, and skills that could be used by the refer-
ring clinician to approach similar cases in the 
future. At the same time, the CCS could serve as 
a training center for mental health practitioners 
(psychiatry residents, psychology interns, social 
work, and nursing students) and a research site 
for work on refi ning methods of cultural formula-
tion and assessment.  

    Recruiting and Training Mental 
Health Professionals and Staff for 
Intercultural Work 

 The CCS built on available expertise in the 
McGill Division of Social and Transcultural 
Psychiatry and the wider network of colleagues 
at other institutions in Montreal. The founders of 
the CCS were psychiatrists (LJK and JG) with 
much experience in intercultural clinical work, 
training, and research. LJK brought research 
experience in medical and psychological anthro-
pology as well as clinical involvement in 
consultation- liaison psychiatry, behavioral medi-
cine, and indigenous communities. He trained in 
psychiatry at University California, Davis, in 
Sacramento in the late 1970s, where psychiatrist 
Henry Herrera, anthropologist Byron Good, and 
sociologist Mary-Jo Good had developed an 
innovative consultation program working collab-
oratively with local healers (Good, Herrera, 
Good, & Cooper,  1982 ). JG brought extensive 
experience in family systems-oriented child psy-
chiatry as well as psychoanalysis. Both took part 
regularly in the case conferences that provided 
models of systemic and cultural thinking for later 
work by colleagues and students. 

 The service recruited a clinical psychologist 
who functioned initially as the coordinator of the 

service. In addition to administrative support 
staff, other people recruited during the initial 
phase of the CCS included clinicians with con-
sultation experience from the target disciplines 
(psychiatry, psychology, family medicine, nurs-
ing, and social work) to act as consultants and 
trainers, a webmaster, and an IT person to main-
tain computer databases and Internet website 
resources, an evaluation researcher to work with 
the team to conduct a process evaluation (DG), 
and research assistants to collect outcome data 
from patients. 

 Because the staff involved were unfamiliar 
with the cultural consultation model—which 
was, in fact, a work in progress—we used weekly 
meetings of the service to forge a team, address 
organizational issues, and create a shared under-
standing and approach to the work of the service. 
Although these meetings centered on cultural 
formulations of referred cases or consultation to 
organizations, they also devoted time to logistics, 
discussed problems and dilemmas in the func-
tioning of the service, and identifi ed potential 
solutions for implementation. This process 
helped to clarify the role of the CCS and the type 
of knowledge translation and clinical tasks within 
its purview. 

 Building on the existing network developed 
by the MCH, the CCS established a bank of 73 
consultants, predominately psychologists, psy-
chiatrists, and social workers. In fact, a small 
number of consultants were used repeatedly, both 
because of the specifi c background of referred 
cases and because of the high level of skill they 
evinced. Consultants integrated directly into the 
team (as staff at the JGH, postdoctoral fellows, or 
trainees) were used most frequently. 

 Culture brokers were recruited as needed for a 
specifi c case. Preference was given to bilingual, 
bicultural clinicians with expertise in cultural psy-
chiatry or psychology. However, in most instances, 
brokers with all of these attributes were not avail-
able. As a result, the culture broker might be some-
one with limited mental health knowledge who 
was closely supervised by the CCS consultant 
throughout the process of data collection and for-
mulation. In effect, training occurred through this 
experience of on-the-job supervision. The culture 
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broker was required to prepare a cultural formu-
lation report following the Outline for Cultural 
Formulation in DSM-IV- TR (American Psychia-
tric Association,  2000 ). This was augmented with 
additional topics to address other aspects of iden-
tity, migration history, developmental experiences, 
illness models, and social structural problems (see 
Chapter   3    ). The culture broker’s work could then 
be assessed both by observation during the assess-
ment interview process, by their presentation of 
cultural information during the CCS case confer-
ence, and through the quality of their written 
report. This allowed the CCS consultants to iden-
tify culture brokers who were skilled, who would 
be invited to continue to work with the service, 
and those who were less skilled or biased, who 
would not be employed again. 

 With the end of grant funding, the service 
scaled back to a more streamlined model with a 
clinical director working closely with an admin-
istrative coordinator who is also highly skilled in 
interpersonal relations performing intake,  triage, 
and assigning consultants to cases. In addition to 
the CCS consultants   , culture brokers, and refer-
ring clinicians, the service allows selected stu-
dents and trainees from health and social science 
disciplines to take part in the weekly case confer-
ences contributing diverse perspectives to the 
discussion and insuring a lively exchange.  

    Development of Clinical Procedures 
for Consultation 

 The clinical procedures of the CCS were mod-
eled on outpatient consultation, with patients 
referred by primary care or other frontline clini-
cians seen by the CCS team at the Institute of 
Community and Family Psychiatry (the location 
of the outpatient psychiatry clinics of the Jewish 
General Hospital). The referring clinician or 
organization was invited to take part in the con-
sultation and subsequent cultural formulation 
case conference, though most clinicians were 
unable to attend because of their own schedules. 
On some occasions, consultants travelled to the 
referral site to see patients there or to present the 
results of the consultation to the referring team. 

 The key participants in the consultation 
included a CCS clinician (usually a cultural psy-
chiatrist or psychologist), an interpreter (when 
initial triage suggested one would be needed), 
and, usually, a culture broker with specifi c cul-
tural knowledge pertinent to the case. The CCS 
clinician played a supervisory role and usually 
took the lead in meeting the patient and organiz-
ing the assessment process. The culture broker 
played varying roles, sometimes taking part in 
the interview and on other occasions providing 
contextual information and comments on the 
case during the subsequent CCS case conference. 
In many instances, the culture broker prepared 
a written cultural formulation following an 
expanded version of the DSM-IV-TR Outline 
for Cultural Formulation (American Psychiatric 
Association,  2000 ; Kirmayer, Thombs, et al., 
 2008 ). A handbook was prepared for consultants 
and culture brokers working with the CCS team, 
which outlined basic procedures and provided 
guidelines for the cultural formulation and other 
resource materials (see Chapter   3    ).  

    Development of Resources 
for Cultural Consultations 

 Cultural consultation requires mobilizing 
relevant resources for specifi c cases. These 
resources may include interpreters, culture bro-
kers, community organizations, and clinicians 
or others with specifi c skills or expertise. To 
identify these resources, we canvased existing 
programs, services, and organizations to collect 
information on individuals and programs rele-
vant to the work of the service. We created 
databases of community organizations, profes-
sionals, and resource persons with expertise in 
culture and mental health and a website for 
access to this data and related information in 
cultural psychiatry. These databases were main-
tained by the CCS coordinator and updated 
regularly. 

 To facilitate cultural consultations, referrals, 
and identifi cation of appropriate clinical and 
community resources, we developed three data-
base resources: (1) a community organization 
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resource database; (2) a clinician, interpreter, and 
culture broker database; and (3) a bibliographic 
database and library of literature in culture and 
mental health (with about 1,500 books and 3,000 
articles). These databases were made available 
to CCS consultants and clients in multiple 
formats: over the Internet, in printed form, and 
by telephone, fax, or e-mail from the CCS. The 
CCS website served as a portal with links to 
online resources for clinicians and consultants, 
including (1) information on professional train-
ing activities and conferences in intercultural 
mental health; (2) bibliographies and references 
to online texts and technical documents; (3) 
patient information handouts, pamphlets, and 
other documents for users in multiple languages; 
and (4) information on community resources. 
This site evolved into the Multicultural Mental 
Health Resource Centre (  http://www.mmhrc.ca    ) 
with the support of the Mental Health 
Commission of Canada. 

 The community organization resource data-
base was based on earlier work by Heather Clarke 
and collaborators at the Montreal Children’s 
Hospital Multiculturalism Program who had 
produced a spiral-bound document of about 80 
pages listing organizations that were run by and 
provided services for specifi c ethnocultural 
communities. We transformed this document into 
a searchable database on a desktop computer. 
We developed a questionnaire to update the 
existing database requesting information about 
 community services being offered including the 
cultural populations served, availability of inter-
preters, social services (e.g., home visitors, 
support groups), and mental health-related 
services. The questionnaire was mailed to 87 
organizations in the greater Montreal area and 
followed up with telephone contact to collect 
up-to-date information. 

 We also created a database of clinicians, inter-
preters, and culture brokers who were available 
to participate in cultural consultations. The data-
base included contact information, areas of 
expertise (language, culture, specifi c patient pop-
ulations, or types of clinical issues), and our own 
notes on previous experiences working with that 
individual.  

    Advertising and Recruitment 
of Patients 

 To make use of the CCS, clinicians must be aware 
of the service, identify appropriate patients in 
their practice, and have a simple referral process. 
The CCS was devised as a regional service, with 
consultations available for patients from the 
greater Montreal area. The information resources 
and referral activities were available more widely, 
across the province of Quebec, by telephone, fax, 
or e-mail. 

 To make clinicians aware of the CCS when it 
was fi rst launched, a brochure announcing the ser-
vice was prepared and distributed to the mailing 
lists of the Quebec Corporation of Psychologists 
and the Quebec Psychiatric Association (see 
Fig.  2.1 ). The brochure described the service and 
stated: “a cultural consultation is best reserved for 
cases where there are diffi culties in understand-
ing, diagnosing and treating patients that may be 
due to cultural differences between clinician and 
patient. Such differences can occur even when 
patient and clinician are from similar background 
because of wide variation within social and cul-
tural groups.”

   Initial referrals to the service were asked how 
they heard about the service. It appeared that few 
referrals came about as a result of this mailing. 
Instead, referrals tended to come from clinicians 
familiar with the core group of CCS consultants 
because of either previous work, in-service train-
ing, or presentations at hospitals and institutions 
in the region. As the usefulness of the service 
became apparent, further referrals came from the 
same sources and gradually spread by word of 
mouth to colleagues both locally and at other 
clinical, social service, and community centers. 
Hence, the referral sources grew in concentric 
circles geographically and by collegial links.   

    Evaluation of the CCS 

 Evaluation is essential for any new service to 
determine its effectiveness and limitations and to 
provide a basis for refi nement and justify its 
place in a health care system that faces ongoing 
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fi nancial constraints. From its inception, the CCS 
has been a research setting and a variety of stud-
ies have been conducted that shed light on the 
implementation, impact, and effectiveness of the 
service. The following sections present the results 
from the initial evaluation of the CCS, which 
included a formative process evaluation of the 
implementation of the service and a basic out-
come assessment. The goal of the process evalu-
ation was to document the development of the 
service to identify facilitating factors and barriers 
to implementation. The process evaluation used a 
model of participatory action research with a 
research anthropologist (DG) working as a par-
ticipant observer in close collaboration with the 
clinical teams. 

 The outcome evaluation of the services 
involved assessing the consultations in terms of 
(1) patterns of referral from specifi c institutions 
and professionals, (2) reasons for consultation, (3) 
sociodemographic and clinical characteristics of 
cases referred, (4) use of specifi c professional and 
community resources including interpreters and 
culture brokers, (5) consultation diagnosis and 
treatment recommendations, (6) themes in cul-
tural formulations, (7) referring clinician satisfac-
tion with the consultation, and (8) concordance 
with the recommendations. Efforts to assess 
patient outcomes in terms of symptoms and 
 functioning and cost-effectiveness analysis were 
stymied by the great heterogeneity of the cases 
seen and the need to minimize intrusiveness in the 
consultation context, which sometimes did not 
involve seeing the patient but only meeting with 
the referring clinician. This is a common problem 
in evaluations of consultation services.  

    Quantitative Evaluation 

 Over the 13-year period from 1999 to 2012, the 
CCS service received 636 requests for consulta-
tion and completed 491 consultations. Of these, 
455 cases were directly assessed by a CCS con-
sultant, and 36 cases were only discussed at a 
CCS case conference. The majority of consulta-
tion requests concerned individuals (86%), but 
some involved couples or families (12%). A few 

cases (2%) involved requests from organizations 
to discuss issues related to their work with a 
whole ethnocultural group or community. The 
CCS also received frequent requests for informa-
tion and links to resources. 

 Table  2.2  summarizes the referring institu-
tions and professionals. 3  Referrals came from the 
whole range of health and social service profes-
sionals based at hospitals (40%) and comprehen-
sive community clinics (CLSC, 33%). Smaller 
numbers came from private practitioners (12%), 
government agencies (5%), and community 

     Table 2.2    Sources of referral of CCS individual cases 
( N  = 406) a    

  n   % 

  Referral source  
 Community health clinic (CLSC)  135  33 
 Hospital outpatient psychiatry clinic  84  21 
 Hospital outpatient clinics (nonpsychiatric)  37  9 
 Hospital inpatient (medical and psychiatric)  35  9 
 Private practitioner  48  12 
 Government agency  19  5 
 Community organizations  16  4 
 Rehabilitation center  13  3 
 School  7  2 
 Hospital emergency room (including 
ER psychiatry) 

 6  1 

 Medical clinic (nonhospital)  5  1 
 Law fi rm  1  0 

  Referring professional  
 Physician (primary care, specialty 
medicine) 

 126  31 

 Social workers  97  24 
 Psychiatrist  78  19 
 Psychologist/psychotherapist  67  17 
 Nurse/mental health care nurse  22  5 
 Other health care professional 
(nutritionists, OTs, etc.) 

 7  2 

 Organization  1  0 
 Other (legal and lay persons, teachers, 
interpreters) 

 8  2 

   a Only individual cases directly assessed by a CCS consul-
tant are represented in Tables  2.2 ,  2.3 ,  2.4 ,  2.5 ,  2.6 ,  2.7 , 
 2.8 , and  2.9   

   3 Tables  2.2 ,  2.3 ,  2.4 ,  2.5 ,  2.6 ,  2.7 ,  2.8 , and  2.9  present data 
on individual cases seen by CCS consultants; couples and 
families and cases not seen directly by a consultant are not 
included.  
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organizations (4%). The majority of cases were 
referred by physicians, mental health practitio-
ners, or other health professionals. Almost one in 
four cases was referred by social workers (24%). 
Most ( n  = 223, 55%) of the referring clinicians 
indicated at the time of referral that an interpreter 
would be required for the consultation. Of these, 
only 60 had used an interpreter with the index 
patient in the past.

   As seen in Table  2.3 , the most common rea-
sons for consultation were requests for help with 
clarifying a diagnosis or the meaning of specifi c 
symptoms or behaviors (79%), treatment plan-
ning (68%), problems with clinician–patient 
communication (22%), requests for help with 
issues related to immigration status (18%), treat-
ment adherence (13%), or other cultural prob-
lems (e.g., better understanding of culture of 
psychosocial factors, assess ability to return to 
work) (19%). Three quarters of all cases had mul-
tiple reasons for requesting consultation refl ect-
ing the complexity and interrelatedness of issues. 
Based on intake assessment, the majority of 
referrals were classifi ed as either ASAP ( n  = 167) 
or Urgent ( n  = 136), comprising over 75% of the 
cases.

   Sociodemographic characteristics of the cases 
are summarized in Table  2.4 . The mean age of 
patients referred was 36.7 years. The overall edu-

     Table 2.3    Reasons for referral and expectations for con-
sultation ( N  = 406)   

  n   % 

  Reasons for referral  
 Clarify diagnosis or meaning of 
symptoms and behaviors 

 320  79 

 Help with treatment plan  277  68 
 Problems with clinician–patient 
communication 

 90  22 

 Help with refugee claim/immigration 
status 

 75  18 

 Problems with treatment adherence  54  13 
 Other cultural problems  79  19 

  Expectations for consultation  
 One-time consultation  341  84 
 Follow-up by CCS  70  17 
 Provide ongoing treatment  27  7 
 Help locating resources for patient  138  34 
 Other  33  8 

     Table 2.4    Sociodemographic characteristics of CCS 
individual cases ( N  = 406)   

  n   % 

  Age  
 0–13  4  1 
 14–21  37  9 
 22–40  203  50 
 41–64  152  37 
  > 65  10  3 

  Gender  ( female )  210  52 
  Marital status  

 Never married  148  37 
 Married  145  36 
 Living as though married  18  4 
 Separated  39  10 
 Divorced  36  9 
 Widowed  18  4 
 N/A a   2  0 

  Education level  
 No formal education  13  3 
 Primary  33  8 
 Secondary  139  34 
 Post-secondary  147  36 
 N/A a   74  18 

  Employment status  
 Unemployed  224  55 
 Employed/full time  58  14 
 Employed/part time  11  3 
 Student  37  9 
 Homemaker  39  10 
 Disability/sick leave  13  3 
 Maternity leave  2  0 
 Retired  6  2 
 Welfare  6  1 
 Other  3  1 
 N/A a   7  2 

  Immigration status  
 Refugee or asylum seeker  167  41 
 Landed immigrant/permanent resident  85  21 
 Citizen  123  30 
 Other (student visa, status Indian)  15  4 
 N/A a   16  4 

  Year of arrival in Canada  
( of N  = 377  not born in Canada ) 

 1950–1959  4  1 
 1960–1969  3  1 
 1970–1979  10  3 
 1980–1989  39  10 
 1990–1999  104  28 
 2000–2009  205  54 
 2010–2013     10  3 
 N/A a   2  0 

   a N/A: Data that were not recorded at intake were catego-
rized as “Not available”  
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cational level of patients was high with 36% hav-
ing completed at least some post-secondary 
education. However, over half of the patients 
were unemployed at the time of referral. Of the 
patients who were born outside of Canada, 104 
arrived between 1990 and 1999 and 215 arrived 
between 2000 and 2012. The earliest year of 
arrival was 1951. Non-Canadian-born patients 
had spent a mean of 7.5 years (range 0–58 years, 
median 4 years, mode 1 year) in Canada, between 
arrival and referral. A large proportion of the 
cases seen (41%) were asylum seekers or refugee 
claimants. This refl ects the fact that the CCS is 
located near the regional refugee clinic, which is 
a federally funded service that provides basic 
medical care while claimants are awaiting deter-
mination of their status. Although they are very 
experienced in providing medical and psychoso-
cial care for this population, staff at the clinic call 
on the CCS for help with complex diagnostic and 
management issues as well as help with assess-
ments related to claimants’ appearance before the 
Immigration Review Board (see Chapter   12    ).

   The cases represented enormous diversity in 
terms of countries of origin, languages, ethnocul-
tural groups, and religions as summarized in 
Table  2.5 . Patients came from 70 different coun-
tries, with the largest numbers coming from India 
( n  = 51), Pakistan ( n  = 34), and Sri Lanka ( n  = 25). 
When grouped by region of origin, 147 patients 
(36%) originated from South-Central Asia, fol-
lowed by 61 patients from sub-Saharan Africa. 
The rest were distributed between North Africa, 
the Middle East, East Asia, Latin America, 
Europe, Southeast Asia, the Caribbean, and 
North America. Paralleling this geographic ori-
gin, the largest set of ethnicity groups was South 
Asian ( n  = 128, 31%), followed by Middle 
Eastern/North African (16%), sub-Saharan 
African (13%), and South or Central American 
(10%). Most patients self-identifi ed as belonging 
to two major religions, Christianity ( n  = 144, 
35%) and Islam ( n  = 120, 30%), with smaller pro-
portions belonging to Judaism, Sikhism, 
Hinduism, Buddhism, traditional indigenous reli-
gions, or no religion. Separate branches or sects 
of each religion are not identifi ed (e.g., both 
Sunni and Shia Muslims are included under the 
umbrella of Islam). Patients spoke a great variety 

     Table 2.5       Ethnocultural characteristics of CCS individual 
cases ( N  = 406)   

  n   % 

  Region of origin  
 South-Central Asia  147  36 
 Southeast Asia  12  3 
 East Asia  19  5 
 Middle East/North Africa  51  12 
 Sub-Saharan Africa  61  15 
 South or Central America  39  10 
 Caribbean  32  8 
 Europe  15  4 
 North America  30  7 

  Ethnicity  ( geographic grouping ) 
 South Asian  128  31 
 Southeast Asian  11  3 
 East Asian  25  6 
 Middle Eastern/North African  63  16 
 Sub-Saharan African  53  13 
 European  17  4 
 Latin American  35  9 
 Caribbean  28  7 
 Aboriginal  23  6 
 North American  1  0 
 N/A a   22  5 

  Religion  
 Buddhism  10  2 
 Christianity  144  35 
 Hinduism  27  7 
 Islam  120  30 
 Judaism  2  0 
 Sikhism  37  9 
 Traditional indigenous  7  2 
 Other  3  1 
 None  12  3 
 N/A a   44  11 

  Mother tongue  
 African languages  38  9 
 Arabic  27  7 
 Chinese (Mandarin, Cantonese)  19  5 
 English  38  9 
 French  13  3 
 European languages (other than French 
or English) 

 15  4 

 Middle Eastern languages (other than 
Arabic) 

 35  9 

 Spanish  46  11 
 South Asian languages (e.g., Hindi, 
Tamil, Urdu) 

 135  33 

 Southeast Asian languages (e.g., Khmer, 
Vietnamese) 

 8  2 

 Indigenous languages  3  1 
 Other  23  6 
 N/A a   6  2 

  a Data that were not recorded at intake upon referral were 
categorized as “Do not know”  
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of languages and dialects (76 recorded at intake), 
with the largest single number speaking Punjabi. 
When grouped by region, most patients spoke 
South Asian languages (33%), followed by 
Middle Eastern (e.g., Arabic, Farsi; 16%), 
Spanish (11%), African (9%), European (7%, 
including French), and East Asian languages 
(5%, mainly Chinese). Small numbers of patients 
spoke indigenous languages (e.g., Mi’kmaq, 
Lakota, Quechua) and other languages (e.g., 
Kreyol, Pidgin, and American Sign Language). 
Less than half ( n  = 167) of all patients spoke at 
least a little French, and 40% (67/167) of these 
were fl uent in French. Of importance for 
 understanding potential diffi culties in navigating 
the health care system, fully 47% ( n  = 192) of 
patients had no French language skills at the time 
of referral. However, almost 75% overall had at 
least some English language skills and 26% 
( n  = 106) were fl uent in English; 23% ( n  = 92) 
patients could speak no English at all.

   This culture and linguistic diversity demanded 
a wide range of resources in terms of consultants, 
interpreters, and culture brokers (Table  2.6 ). Some 
form of matching of the consultants’ background 
(language, ethnicity, or religion) with that of the 
patient was needed in 18% of cases, and some 
specifi c clinical skills (psychiatric expertise, 

family therapy training, experience working with 
trauma, refugees, somatization) was needed in 
69% cases. Because it was often not possible to 
fi nd a skilled clinician with the requisite language 
skills and cultural background knowledge, it was 
necessary to use both interpreters and culture 
 brokers to address the specifi c cultural and mental 
health issues raised by a case. Interpreters were 
employed in 38% ( n  = 153) of cases, and culture 
brokers in 49% (198); 15% of cases (59) had both 
interpreters and culture brokers. For smaller eth-
nocultural communities or more recent immi-
grants, it was sometimes diffi cult to fi nd a well-
trained interpreter or appropriate culture broker to 
work with a patient or family. Patients were some-
times reluctant to meet with a culture broker or 
consultant from their own background because 
the small size of the local community made confi -
dentiality diffi cult to maintain.

   Table  2.7  summarizes the intake and fi nal 
diagnoses of patients assessed by the CCS. The 
fi rst column presents the initial diagnosis as 
reported by the referring clinician at the time of 
intake to the CCS. Patients had an average of 
1.67 diagnoses at referral. The most frequent 
diagnoses at the time of intake were major 
depressive disorder, PTSD, psychotic disorders 
(including schizophrenia and psychotic symp-
toms NOS), and other anxiety disorders. The 
level of certainty of these diagnoses varied with 
the expertise of the referring clinician and the 
extent of previous evaluation. Of these intake 
diagnoses, on average 55% were confi rmed by 
the consultation. For most diagnostic categories, 
the level of confi rmation of intake diagnosis 
ranged from 40 to 76%, but low rates of confi r-
mation were found for some psychotic disorders 
as well as anxiety, adjustment, and dissociative 
disorders. The CCS evaluation made new diagno-
ses in 73% of cases ( n  = 295), with an average of 
2.00 diagnoses per case (1.46 new diagnoses per 
case overall). The fi nal column in Table  2.7  pres-
ents the proportion of fi nal diagnoses in each case 
that were new. Fully 61% of the fi nal diagnoses 
were produced by the CCS; put another way, 2/3 
of the fi nal diagnoses differed from the referral 
diagnoses. In particular, most diagnoses of 
 psychotic, anxiety, adjustment, and personality 

     Table 2.6    Resources needed for cultural consultation 
( N  = 406)   

  n   % 

  Matching of consultant  
 Ethnicity  51  13 
 Language  18  4 
 Religion  4  1 

  Specifi c clinical skills  
 Psychiatric (mental status 
examination, medication) 

 251  62 

 Social work expertise  8  2 
 Child and family therapy  6  1 
 Experience with refugees, trauma, 
and migration issues 

 5  1 

 Somatization  2  1 
 Other (e.g., drug abuse, medical 
complications) 

 7  2 

 Interpreters  153  38 
 Culture brokers  198  49 
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disorders as well as V-codes were made by the 
CCS. The increase in diagnoses of psychoses 
probably refl ects the specifi c expertise of cultural 
psychiatry in differentiating psychosis, dissocia-
tive disorders, and cultural variations in illness 
experience (Adeponle, Thombs et al.,  2012 ; see 
Chapter   14    ). The fact that the CCS was able to 
make diagnoses of personality disorders more 
frequently likely refl ects the ability to collect 
more information about past patterns of behavior 
and cultural norms. The increased diagnosis of 
adjustment disorder and the use of V-codes stem 

from the careful attention to situational or con-
textual issues including migration, acculturation, 
family systems, and other social stressors and 
predicaments. Overall, this table indicates that 
the CCS plays an important role in basic diagnos-
tic reassessment.

   Of course, psychiatric diagnosis is only one 
aspect of clinical assessment, and the cultural 
formulations produced by the CCS identifi ed 
many other issues or problems that required 
clinical attention. Table  2.8  lists the predomi-
nate themes in the cultural formulations many 

      Table 2.7    Intake and fi nal diagnoses of CCS cases ( N  = 406)   

 Diagnostic category 

 Diagnosis a  

 Intake  Confi rmed  New  Total  New/total 

  n    n   %   n    n   % 

 Affective disorder  198  143  72  100  243  41 
 Depression  173  132  76  87  219  40 
 Bipolar  25  11  44  13  24  54 

 Psychotic disorder  154  70  45  101  171  59 
 Schizophrenia/schizophreniform  43  25  58  22  47  47 
 Schizoaffective  13  5  38  15  20  75 
 Other psychotic  37  12  32  39  51  76 
 Psychotic symptoms  61  28  46  25  53  47 

 PTSD  109  81  74  59  140  42 
 Anxiety disorder  48  17  35  30  47  64 
 Adjustment disorder  12  4  33  46  50  92 
 Somatoform disorder  24  14  58  14  28  50 
 Personality disorder  20  8  40  43  51  84 
 Personality traits  16  5  31  44  49  90 
 Childhood disorder  3  0  0  15  15  100 
 Learning disorder  7  3  43  13  16  81 
 Eating disorder  5  0  0  2  2  100 
 Substance abuse  16  10  63  26  36  72 
 V-code  20  5  25  43  48  90 
 Other conditions  6  0  0  8  8  100 
 Cognitive disorders  13  7  54  15  22  68 
 Dissociative disorders  7  1  14  2  3  67 
 Factitious disorders  2  0  0  0  0  0 
 Impulse control disorders  1  0  0  7  7  100 
 Sexual and gender identity disorders  2  0  0  1  1  100 
 Sleep disorders  1  0  0  2  2  100 
 General medical condition  15  5  33  20  25  80 
 Total Diagnoses  679  373  55  591  964  61 
 Average Diagnoses per case  1.67  0.92  1.46  2.37 

   a  Intake  = Diagnosis by referring clinician provided at intake,  Confi rmed  = intake diagnoses confi rmed by CCS evalua-
tion,  New  = new diagnoses made by CCS evaluation,  Total  = Confi rmed + New CCS fi nal diagnoses in each category, 
 New / Total  = proportion of diagnoses in each category made by CCS evaluation  
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of which infl uenced diagnosis, treatment 
recommendations, treatment adherence, or con-
stituted clinical problems in their own right. 
These issues fall into several broad groups that 
are often closely related. The most frequent 
issues included:

•     Variations in family systems and structures 
(e.g., patriarchal families), including changes 
in age and gender roles (e.g., signifi cance of 
marriage, divorce, adolescence, or elder status 
for identity and social status of men and 
women) and notions of honor and shame as 
regulatory principles in family dynamics (see 
Chapter   7    ).  

•   The impact of exposure to violence and mas-
sive human rights violations (including civil 
war, genocide, torture and childhood and 
domestic violence), which may be experi-
enced prior to migration, on the journey to 
safety or after resettlement.  

•   The impact of migration itself (e.g., issues of 
identity, fracturing extended families, chang-
ing gender roles, eliminating communal sup-
ports and mediators, and creating tensions 
between generations); the stressful impact of 
the uncertainty and complexity inherent to 
the application process, waiting period, and 
review board hearing for asylum seekers 
(see Chapter   12    ); and the impact of pro-
longed family separation and reunifi cation 
(see Chapter   13    ).  

•   Issues related to changes in social roles, gen-
der relations, hybrid identities, and new con-
fi gurations of family and community.  

•   The impact of other social, economic, and 
structural issues including poverty, unemploy-
ment (or underemployment for migrants 
whose credentials are not recognized), as well 
as ethnic, religious, or racial stereotyping, 
prejudice, and discrimination, including 
everyday micro-aggression, institutional rac-
ism, and biases in provision of health and 
social services as well as interactions with 
mainstream institutions like the police, youth 
protection, and the justice system (see 
Chapters   11     and   13    ).  

•   The effects of cultural modes of expressing 
symptoms, models of illness, and expectations 
for treatment, including the prevalence of dis-
sociative symptoms leading to misdiagnosis 
of psychosis, experiences with health care and 
healing practices in country of origin, and the 
value of religious practices in coping and 
healing.    

     Table 2.8    Common themes in cultural formulations 
( N  = 283)   

  n   % 

 Family systems issues  77  27 
 Family and couple confl ict 
 Changes in confi guration of extended 
family 
 Intergenerational issues 
 Family honor and obligations 

 Exposure to trauma and violence  66  23 
 Impact of war, torture, and organized 
violence 
 Domestic violence 
 Effects of violence on development 
PTSD, depression, and other sequelae 

 Migration issues  71  25 
 Stresses and losses on migration 
trajectory 
 Uncertainty of refugee or immigration 
status 
 Family separation and reunifi cation 
 Homesickness and mourning for culture 

 Cultural identity, acculturation, and 
adjustment 

 123  43 

 Adjusting to life in host country 
 Shifting/hybrid cultural identity 
 Changing gender roles and relations 
 Changing social roles and community 

 Cultural models of illness and healing  47  17 
 Modes of symptom expression and 
idioms of distress 
 Illness explanatory models and causal 
attributions 
 Cultural infl uences on social determinants 
of health 
 Treatment choice and expectations 
for care 

 Other social, economic, and structural 
issues 

 129  46 

 Stereotyping, prejudice, and 
discrimination 
 Social isolation, marginalization 
 Poverty, socioeconomic uncertainty 
 Unemployment or underemployment 
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 The cultural formulation was presented as a 
narrative that identifi ed the salient issues and 
their interactions in an individual case. This was 
distilled into a brief clinical problem list that 
could be addressed with specifi c interventions, 
which was conveyed to the referring clinician. 

 To assess the usefulness of the CCS consulta-
tions, referring clinicians were contacted about 6 
months after the consultation and asked to respond 
to a brief questionnaire. Each of the recommenda-
tions in the consultation report was read to the 
clinicians, and they were asked whether the 
recommendation had been implemented and, if 
not, why. The questionnaire also asked questions 
about the clarity and feasibility of recommenda-
tions in this case and the effect of the consultation 
on client adherence to treatment and health care 
utilization as well as on the clinician– patient rela-
tionship. Finally, they were asked about their 
overall satisfaction with the service. 

 Outcome data are available on 134 referrals 
from 91 clinicians (Table  2.9 ). For the great 
majority of cases, the referring clinicians found 
the consultation recommendations clear 
( n  = 124, 93%) and feasible ( n  = 102, 76%). 
There was some evidence for impact on clinical 

care and service use, with 12% reporting the 
patient was better at keeping appointments and 
21% fi nding that the patient was more adherent 
to treatment. Out of the total 701 recommenda-
tions made to these clinicians, 59% ( n  = 414) 
were implemented, with a mean of 3.1 recom-
mendations/case. Table  2.10  summarizes the 
main reasons for not implementing specifi c 
recommendations. The most common reason for 
lack recommendation concordance was patient 
lost to follow-up, which occurred for 26% 
( n  = 75) of recommendations. This was followed 
by recommendations that were not implemented 
due to patient refusal (22%). The clinician dis-
agreed with the recommendation in 10% of the 
cases ( n  = 29), and the recommendation became 
irrelevant in 13% of the cases ( n  = 37). The cli-
nician forgot to implement the recommenda-
tion or did not remember if the recommendation 
was implemented in 13% of cases ( n  = 36). 
Patient-related reasons for not implementing a 

   Table 2.10    Reasons for non-implementation of CCS 
recommendations ( N  = 287)   

  n   % 

 Patient lost to follow-up  75  26 
 Patient refused or disagreed with 
recommendation 

 64  22 

 Clinician found recommendation 
inappropriate or irrelevant 

 29  10 

 New circumstances made recommendation 
irrelevant or inappropriate 

 37  13 

 Recommendation implemented but results 
unsatisfactory 

 2  1 

 Recommendation already implemented  6  2 
 Lack of systemic resources  6  2 
 Recommendation will be implemented 
in future 

 10  3 

 Patient unable to implement the 
recommendation 

 4  1 

 Clinician did not have opportunity  7  2 
 Third-party disagreed with recommendation  4  1 
 Recommendation too costly or diffi cult to 
implement 

 4  1 

 Recommendation arrived too late  5  2 
 Lack of communication with third-party 
needed to implement 

 2  1 

 Clinician forgot to implement or does not 
remember if implemented 

 36  13 

     Table 2.9    Referring clinician evaluation of consultation 
outcomes ( N  = 134)   

  n   % 

  Recommendations  
 Recommendations were clear  124  93 
 Recommendations were feasible  102  76 

  Impact of cultural consultation  
 Infl uenced the patient keeping 
appointments more regularly a  

 9  12 

 Infl uenced the patient’s treatment 
adherence a  

 16  21 

 Improved the clinician–patient relationship a   28  36 
 Infl uenced the use of other services  36  29 

  Referring clinician satisfaction  ( N  = 91) 
 Satisfi ed with the consultation  73  80 
 Helped to deal with patient’s problems  58  64 
 Recommend service to a colleague  86  95 
 Use service again  85  93 

   a Data only available for 78 cases because of a change in 
questionnaire  
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recommendation were reported in a total of 
49% of the recommendations. In most cases, 
referring clinicians reported that they were sat-
isfi ed with the consultation (80%) and indi-
cated that it had helped in the management of 
their patients (64%). Nearly all who used the 
service said they would use it again (93%) and 
would recommend that their colleagues use it 
(95%).

        Formative Process Evaluation 
of CCS Implementation 

 Given the innovative nature of the CCS, the 
principal objective of the qualitative evaluation 
was to document the process of its implementa-
tion. To promote the active participation of the 
service’s members in the evaluation process, 
the evaluator met with CCS clinical team on 
several occasions to determine the specifi c 
objectives of the evaluation, which included (1) 
developing a typology of intercultural clinical 
problems seen by the CCS, (2) identifying 
themes in the cultural formulations produced 
by the culture broker and the team, (3) identify-
ing barriers and facilitating factors for the 
implementation of the service, and (4) describ-
ing components of the service which changed 
as a result of the process evaluation. 

 The evaluation used a multiple case study 
method with overlapping levels of analysis (Yin, 
 2008 ). In case study designs, the explanatory 
power derives from the depth of case analysis, 
not from the number of units analyzed. The for-
mative evaluation was conducted during the ini-
tial grant-funded phase of the project and 
included the initial 52 cases seen by the CCS. 
The different levels of analysis used in the study 
were based on the perspectives and explanations 
of three members of the research team who 
included an anthropologist, two clinical psychol-
ogists, and psychiatrist. Two sources of data 
were used:
    1.    The CCS case fi les were reviewed to compile 

the following data: (a) the referring clinician’s 
stated (explicit) reasons for the referral, (b) the 
case notes of the clinical coordinator and CCS 

consultants from triage through completion 
of the consultation, (c) the complete text of 
the cultural formulation and clinical recom-
mendations for the case, and (d) the sum-
mary of clinical recommendations produced 
at the end of the consultation with the CCS 
team.   

   2.    Participant observation during the clinical 
case conference provided information on the 
case and on the process of interaction among 
consultants, culture brokers, and referring cli-
nicians. The evaluator and the clinical coordi-
nator participated in these meetings and took 
process notes. The meetings were also audio- 
recorded and transcribed so that they could be 
reviewed if needed.    
  Post-case conference research meetings were 

held immediately following each weekly CCS 
case conference meeting. The meetings were 
chaired by the lead evaluator (DG), an anthro-
pologist with graduate training in public health 
who was responsible for the evaluation. The other 
participants were usually the CCS clinical coor-
dinator (a clinical psychologist) and a participat-
ing mental health practitioner with experience in 
qualitative research. We used the technique of 
triangulation of perspectives in order to maxi-
mize the internal validity of the qualitative results 
(Denzin,  1989 ; Green & Thorogood,  2004 ). This 
group reviewed the participant-observation notes 
and refl ected on the assessment process and clini-
cal conference interactions. During these meet-
ings, these three participants aimed to address the 
specifi c research objectives by answering the fol-
lowing key questions:
    1.    What were the principal themes in the cultural 

formulation for the case?   
   2.    Did the consultation process identify addi-

tional problems related to the case that were 
not initially recognized at triage?   

   3.    Did the consultation process reveal implicit 
problems?   

   4.    Based on participant observation    during the 
clinical consultation, are there ways to 
improve the CCS process?   

   5.    Did the consultation identify training needs?    
  Discussion among the researchers continued 

until consensus was reached on each question.  
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    Cultural Issues Motivating 
Clinician’s Request for a Cultural 
Consultation 

 Referring clinicians’ explicit reasons for request-
ing a cultural consultation recorded at the time of 
triage are summarized in Table  2.11 . These rea-
sons for referral were stated directly by the clini-
cian or elicited with the help of the CCS 
coordinator during the triage process. Additional 
cultural issues that were uncovered later on dur-
ing the consultation are labeled “emergent.” 
Finally, some clinicians omitted to mention key 
reasons for referral that were clearly present at 
the time of referral and motivated the request but 
only became apparent during the course of the 
assessment. These unstated reasons for referral 
are labeled “implicit.” Most cases had multiple 
reasons for referral, and thus the categories are 
not mutually exclusive.

   The most common reasons for referral explic-
itly indicated by clinicians at the time of triage 
related to clinical issues they were experiencing 
with their patient such as cultural difference cre-
ating an uncertainty in the choice of treatment 
including medication choice (92%), uncertainty 
of diagnosis (50%), and experiencing problems 
with patient’s treatment adherence (40%). The 
second most important category of explicit rea-
sons presented at triage by referring clinicians 
involved problems related to clinical and inter-
personal communication (communication 71% 

and interpreter 12%). Intercultural communica-
tion issues occurred between clinicians and 
patient or between clinicians and the patient’s 
family. Interpreter issues usually involved issues 
of access or availability, but in some cases, there 
were communication diffi culties between clini-
cian and interpreter with misunderstandings or 
misalliances (see Chapter   5    ). Diffi culties experi-
enced by the referring clinicians themselves (e.g., 
feeling lack of skill or competence to deal with 
problem or emotionally overwhelmed by patient’s 
trauma history) were the explicit reasons for con-
sultation in about 1/3 of cases. 

 The third most frequent category of problem 
we termed  systemic . This involved issues related 
to bureaucratic procedures, practices, and 
demands of the health, social, educational, legal, 
or immigration systems. Systemic problems led 
in turn to other problems including the need for 
additional diagnosis, interpreters, and better 
intercultural communication. For example, a 
child who was having diffi culty adjusting to the 
French school system (a provincial legal require-
ment for immigrant children in Québec) needed 
an educational assessment to determine if he was 
suffering from a learning disorder that would 
give clinical grounds to make an administrative 
appeal to allow him to attend school in English. 

 The consultation process itself sometimes 
revealed additional issues that had not been iden-
tifi ed at triage that could account for the referral 
in about 1/3 of cases. These included issues the 
referring clinician was not aware of (termed 
 emergent  in Table  2.11 ) and those that the clini-
cian likely knew but did not explicitly declare 
(termed  implicit ). These results suggest that in 
many cases, the specifi c reasons for referral were 
too complex to identify at triage and required 
more assessment. For example, a consultation 
request was identifi ed at the moment of triage as 
a demand for clarifi cation of whether the diagno-
sis of depression was accurate. The patient was 
the father of a family that had escaped an ongoing 
war in their country of origin. During the consul-
tation process, the CCS team understood that the 
interpreter’s lack of training in mental health had 
contributed to the diagnostic confusion because 
he had concealed information due to his concern 

    Table 2.11    Reasons for referral to the CCS of initial 52 
cases   

 Explicit  Emergent  Implicit 

  n   %   n   %   n   % 

 Treatment choice  48  92  0  0  0  0 
 Diagnosis unclear  26  50  5  10  0  0 
 Treatment adherence  21  40  0  0  0  0 
 Communication  37  71  4  8  2  4 
 Interpreter problem  6  12  4  8  0  0 
 Systemic problems  12  23  10  19  7  13 
 Inherent to patient  0  0  2  4  0  0 
 Referring professional  18  35  0  0  1  2 
 Total  168  25  10 
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that the patient’s family would be harshly judged 
or stigmatized. Once the CCS consultant 
addressed the concerns of the interpreter, the 
information required to make a diagnosis was 
readily obtained. 

 While their reasons for consulting the CCS 
were genuine, some clinicians did not reveal 
some of the key reasons motivating their refer-
ral. These reasons became apparent as informa-
tion was collected on the case or, in some 
instances, because of general knowledge about 
changes in the health care system or obvious 
gaps in available services. We estimated that 
close to one- third of the requests for consulta-
tion at the CCS were also motivated by implicit 
reasons involving a hidden agenda. In most 
cases, it is likely that referring professionals did 
not disclose these reasons because they knew 
the CCS only accepted cases that clearly sug-
gested a cultural component and that it did not 
provide post-consultation treatment for patients. 
Among the cases presenting implicit reasons, 
the most frequent issues were associated with 
the referring professional or to the health care 
system. Problems associated with the referring 
professional involved situations where clini-
cians either lacked confi dence in their own 
ability to treat the patient or questioned the 
competence of another professional involved in 
the case. These issues were diffi cult for the cli-
nician to disclose at the time of referral because 
doing so would threaten their clinical authority 
or undermine professional solidarity. Other 
implicit problems associated with the referring 
clinician involved cases where clinicians were 
confronted with challenges to some of their own 
assumptions, stereotypes, or prejudices regard-
ing the cultural group of their patient. Clinicians 
may have been reluctant to reveal such biases 
because they are contrary to ethics or the profes-
sional ideal of affective neutrality (Williams, 
 2005 ). A second distinct category of implicit 
problem involved systemic issues. In all of these 
cases where they arose, implicit systemic prob-
lems were related to problems of accessibility to 
mental health services, particularly for asylum 
seekers or for those needing services in a spe-
cifi c language. 

 For 63% of cases, no new reasons were 
identifi ed during the consultation, suggesting that 
the triage process often was suffi cient to help 
the referring clinician accurately identify and 
articulate the basic needs for consultation. New 
reasons for consultation—of which neither the 
referring clinician nor the triaging psychologist 
had been aware—were identifi ed through the 
consultation process in the remaining 37% of 
cases. The most common type of new problem 
was systemic (10/19 cases), involving availabil-
ity of services, continuity of care, or dilemmas 
created by specifi c institutional practices. The 
systems involved included health and social ser-
vices, education, legal, and immigration. 

 The relative lack of recognition of systemic 
problems may have to do with the tendency to 
attribute diffi culties to characteristics of the 
patient rather than the system and to become 
habituated to or normalize everyday diffi culties 
with the system. In fi ve cases, new diagnostic 
issues were raised, including the need for special-
ized medical or neuropsychological evaluation to 
rule out organicity or intellectual impairment. 
Multiple new reasons (2–4) were identifi ed for 12 
cases (23%), indicating the complexity of issues 
that might have gone unrecognized without cul-
tural consultation. 

 Implicit reasons for consultation were identi-
fi ed in 15/52 (29%) of cases. The most common 
implicit reasons involved problems that con-
cerned referring clinicians themselves (10/15) or 
systemic issues (8/15). Implicit reasons for con-
sultation related to the referring clinician and 
usually involved their own lack of confi dence, 
comfort, or competence in dealing with the 
patient. In some cases, the referring clinician’s 
implicit concern was with the competence of 
another professional, and the cultural consulta-
tion was seen as a way to document inadequate 
care and mobilize an alternative. Subtler cases 
involved challenges to clinicians’ implicit 
assumptions about including cultural differences 
in gender roles, religious values, and issues of 
racism. Implicit problems related to systemic fac-
tors (found in 8/52 or % of cases) differed from 
those we identifi ed as new problems in that there 
was some reason for the clinician to downplay 
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or hide them. Generally, this was because the 
referring clinician was hoping to transfer the 
patient or obtain services for the patient that 
the CCS was not set up to provide, i.e., psycho-
therapy, long-term treatment, or case management. 
These cases are clear indicators both of problems 
in accessibility to services, lack of use of interpret-
ers, insuffi cient training in cultural competence for 
primary care or mental health practitioners, or 
other gaps in the health care system. 

 Cultural consultation often facilitated the ther-
apeutic alliance between the referring clinician or 
team and the patient. The referring clinicians’ 
effort to seek a consultation may have demon-
strated to the patient an interest in understanding 
the patient in his or her own cultural framework. 
The cultural formulation produced by the consul-
tation made sense of the patient’s puzzling or dis-
turbing symptoms and behaviors by placing them 
in social and cultural context. This clarifi ed the 
patient’s predicament and thus increased the clini-
cian’s empathy for the patient. These issues some-
times encouraged agencies or clinics to take an 
interest in knowledge transfer and training on cul-
tural competence as an underdeveloped agenda 
and broadened the use of existing community 
organizations working with minorities or provid-
ing additional skills to refugees or immigrants. 

 Cultural consultation also revealed the com-
plexity of the case, transforming clinician’s frus-
tration into an appreciation of the intellectual and 
professional challenges presented by the case and 
so increasing clinician’s interest and motivation 
to remain actively involved. Even where patients 
were not seen, the advice and reinterpretation of 
events provided by the CCS team worked to 
improve and maintain the referring clinician’s 
treatment alliance and refi ne their diagnostic and 
treatment approach.  

    Conclusion 

 The CCS model uses outpatient consultation to 
support primary care clinicians and frontline 
mental health workers with the aim of improving 

the response to diversity in mainstream services. 
The CCS consultations to individual practitioners 
as well as case conferences and in-service train-
ing to clinics and organizations promote knowl-
edge exchange. The CCS brought together local 
resources and, through a working group, devel-
oped an approach to cultural consultation built 
around the use of cultural consultants, culture 
brokers, and interpreters and organized in terms 
of a cultural formulation with specifi c recom-
mendations to the referring clinician. The CCS 
assessment often results in changes in diagnoses 
and identifi es important social and cultural issues 
that infl uence treatment and that may constitute 
important clinical problems in their own right. In 
general, referring clinicians fi nd the service help-
ful for understanding complex cases, and there is 
some evidence the consultations can improve 
treatment engagement and adherence. Although 
it has not proved possible to conduct a rigorous 
outcome assessment at the level of patients health 
status owing to the great heterogeneity of patients 
referred and the time-limited intervention the 
CCS provides, as illustrated throughout this 
book, cultural consultation can have a dramatic 
impact on individual cases. 

 The analysis of cases seen in the Cultural 
Consultation Service and other transcultural 
 clinics indicates that access to mental health 
care varies widely by linguistic and cultural 
 background. In a signifi cant number of cases, 
language barriers and the cultural complexity of 
the cases had prevented adequate assessment in 
conventional mental health care settings. The 
CCS was able to provide clinical reassessment 
and redirection of treatment in a substantial pro-
portion of cases, and these interventions have 
been well received by referring clinicians. 
Although cultural consultations require substan-
tial resources, in terms of specifi c expertise in 
cultural psychiatry as well as interpreters and 
culture brokers, the result of this intensive pro-
cess is often a change in diagnosis and treatment 
plan with signifi cant immediate and long-term 
consequences for patients’ functioning, use of 
services, as well as clinician satisfaction.     
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             Introduction 

 In this chapter, we describe the process of 
cultural consultations in terms of the specifi c 
steps from intake and triage, through interview-
ing and clinical data collection, to case formula-
tion, communication of recommendations, and 
follow-up. Our aim is to provide suffi cient detail 
about the nuts and bolts of cultural consultation 
and the actual process to help others wishing to 
set up similar services. 

 The CCS team works within the framework of 
the cultural formulation introduced with DSM-IV, 
to identify ways that cultural background and 
current contexts interact to shape the manifesta-
tions of illness, its course, and potential interven-
tions. The aim is to complement standard 
psychiatric evaluation by focusing on social and 
cultural dimensions that may be less familiar and 

that tend to get less attention in routine care. 
The CCS consultants use models drawn from 
cultural psychiatry and psychology, cognitive 
behavioral therapy, family systems theory, and 
ecosocial systemic approaches that emphasize 
the social embedding of illness experience as 
well as gender, racialized identity, and ethnicity 
(see Chapters   7     and   8    ). Cases are formulated in 
terms of the interplay of personal and social 
meanings and dynamics that include interactions 
with families, communities, health care, and sys-
tems. While the consultations use psychiatric 
diagnostic categories (as presented in DSM-5 
and ICD-10), they also explore the personal and 
social meanings of symptoms and include a 
broader problem list of social predicaments as 
well as sources of resilience and potential strate-
gies for healing and recovery. The cultural for-
mulation brings together psychiatric and cultural 
expertise in an integrated assessment and recom-
mendations for more effective patient care. 

 The fl ow of patients through the CCS is 
depicted in Fig.  3.1 . The process begins with an 
initial contact with the service by a referring 
clinician. The CCS coordinator does an intake 
and initial triage. The resource people needed to 
assess the case are assembled, and meetings are 
held with the patient and members of their entou-
rage. An initial report and cultural formulation is 
prepared, and preliminary recommendations are 
conveyed to the referring clinician. The case is 
presented at a weekly CCS meeting, where the 
cultural formulation and recommendations are 
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discussed and refi ned. The full consultation 
report is prepared and sent to the referring clini-
cian, and appropriate follow-up is arranged. In 
the sections that follow, we discuss each of these 
steps in detail.

      Before the Consultation Request 

 As discussed in Chapter   2    , when the CCS was 
established, the availability of the service was 
announced by sending a mailing to all psychiatrists 

and psychologists in the province and contacting 
regional comprehensive community clinics. 
Since that time, referrals to the CCS have come 
mainly from institutions located in highly diverse 
neighborhoods of the city that maintain ongoing 
links with the CCS. The good experiences of 
other practitioners in the institution are the most 
effective “advertising” for the service. Invited 
talks and presentations at health care and social 
service institutions and ongoing training activi-
ties also serve to make the service visible and 
stimulate referrals. 

  Fig. 3.1    Flow diagram of 
CCS procedure       
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 The CCS sees many patients referred by 
clinicians in the community who request clarifi -
cation of diagnosis and refi nement of treatment 
planning. The need for cultural consultation 
arises from perceived problems in clinical work 
with patients and their families. For example, a 
clinician may encounter a patient with linguistic, 
religious, or culture differences suffi cient to pose 
a dilemma for routine care or undermine the cli-
nician’s usual confi dence in making an accurate 
diagnosis or implementing appropriate treatment. 
Obtaining an outpatient consultation involves 
time and effort, and there is no fi nancial incentive 
for referring clinicians. In general, therefore, 
cases must be puzzling, severe, or worrisome 
enough to overcome the time pressures and con-
straints of routine clinical practice, which encour-
ages effi ciency rather than engaging in lengthy 
consultations. Hence, when a clinician decides to 
enlist the help of the CCS, the clinical dilemma 
usually has advanced to a critical point or 
impasse, and the clinician is casting about for 
new directions. As a result, referrals to the CCS 
often occur at a time of crisis and are conveyed 
with some urgency. Yet the problems are often 
long-standing and complicated, requiring careful 
inquiry to understand and address.  

   Intake and Triage 

 Initial inquiries about the CCS, as well as intake 
and triage of all cases, are handled by the CCS 
clinical coordinator. At the time of the establish-
ment of the CCS, the coordinator was a clinical 
psychologist who was able to provide informa-
tion and perform basic triage at the time of fi rst 
contact. In recent years, the initial contact has 
been with a nonclinical coordinator who has a 
clerical/administrative position, and the coordi-
nator has worked closely with the clinical direc-
tor (a cultural psychiatrist) who performs triage. 
The administrative coordinator uses a structured 
intake form to collect information necessary to 
open a case fi le and guide initial triage. Separate 
forms are used to collect information on referrals 
of individuals, couples and families, and groups 
(see  Appendix A ). 

 The goal of the initial intake is to document 
the nature of the request and to assess whether it 
qualifi es as an appropriate referral to the service. 
A standard procedure is followed to collect infor-
mation and triage all cases:
    1.    The referring clinician, individual, or organi-

zation requesting the consultation is identi-
fi ed along with their contact information, 
institutional affi liation, and profession.   

   2.    The identity (name, date of birth, migration 
status, country of origin, languages, ethnic-
ity) and contact information for the patient 
and, if appropriate, their immediate family 
are recorded.   

   3.    The primary case manager or practitioner 
following the patient in treatment is deter-
mined as a way of knowing to whom the rec-
ommendations should be directed and to 
ensure that the CCS can maintain its consul-
tative role.   

   4.    Other key people involved in the case are 
noted, e.g., social worker, lawyer, youth 
protection worker, and school contacts.   

   5.    The reasons for the consultation request are 
recorded in an open-ended way, with addi-
tional questions to clarify and complete 
information regarding the circumstances of 
the patient and referral.   

   6.    The referring clinician is then asked to spec-
ify the  cultural  reasons for which they were 
seeking consultation. If they are unclear, they 
may be read a list of options from which they 
can choose. They are encouraged to choose as 
many categories as apply to their request.   

   7.    Referring clinicians are asked what their 
expectations are with respect to how the 
service might assist them. Again, referring 
clinicians are read a list of options from 
which they can choose. If they indicate they 
are requesting that the service takes over 
treatment of the patient, it is immediately 
clarifi ed that our role is consultative.   

   8.    In cases where the request for a consultation 
is not appropriate, the reasons why the request 
falls outside the role of the CCS is clarifi ed, 
and the referring clinician is redirected to 
other resources. In some cases, the request 
can be addressed by providing information. 

3 The Process of Cultural Consultation
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For example, common requests involve 
locating an interpreter or community 
resources to provide some social support or 
help navigating bureaucratic systems. Such 
interventions are recorded on the Limited 
Intervention Form ( Appendix A ). The CCS 
maintains a database of information on these 
resources and can direct the caller to the 
appropriate service.   

   9.    If the consultation request falls within the 
scope of the CCS, the clinical coordinator 
clarifi es whether the patient is aware that this 
request is being made and whether the refer-
ring clinician feels that the patient under-
stands what the cultural consultation will 
involve. The clinical coordinator tells the 
referring clinician to advise the patient of the 
consultation and provides a brief description 
of the consultation process, as well as an indi-
cation of the length of time needed to arrange 
the consultation. A typical notifi cation 
includes the following:

  Thank you for having referred your patient to 
the Cultural Consultation Service. Before 
Mr./Ms. [name of patient] arrives, we need 
you to tell him/her a little about our service. 
Please explain that he/she will be meeting 
with an evaluation team that may include a 
psychiatrist, an interpreter, and someone 
knowledgeable about your patient’s culture to 
help us understand him/her better. There may 
be a student in attendance. The Cultural 
Consultation Service is a research clinic and 
periodically evaluates its effectiveness. In a 
few months, a research assistant will contact 
you to ask a few questions. 

   This procedure is essential to allow the 
coordinator to contact the patient to 
schedule an appointment as trouble free 
as possible.   

   10.    Once the intake information has been gath-
ered, the CCS coordinator contacts the patient 
by telephone to set up an appointment for the 
assessment. At this time, the coordinator out-
lines the steps in the consultation, indicates 
who will be present, and reassures the patient 
about confi dentiality. The coordinator also 
greets patients when they arrive for their 
appointment and introduces patients and their 

families to the consulting team. At the end of 
the evaluation session, the research assistant 
is introduced to the patient to obtain informed 
consent and collect preliminary information 
for the ongoing evaluation of the CCS. The 
coordinator sets up follow-up appointments 
as needed. If at any stage, either the referring 
clinician or the patient no longer wishes to 
proceed with the consultation, the reasons for 
the refusal are recorded.     

 Based on the referral request, the clinical 
director determines the type of cultural consulta-
tion needed. Cultural consultations generally 
take one of three forms:
    1.    A direct assessment of a patient by a cultural 

consultant, interpreter, and/or culture broker 
preferably with the participation of the refer-
ring clinician. A complete assessment usu-
ally involves 1–3 meetings with the patient, a 
brief written report transmitting initial pre-
liminary recommendations, followed by a 
clinical presentation to the team for discus-
sion, and a longer cultural formulation report 
with a summary of fi nal assessment and 
recommendations.   

   2.    The second major form of consultation occurs 
strictly between the referring clinician and the 
cultural consultant, without the patient being 
seen directly. Typically, the referring clinician 
presents the case and the specifi c questions or 
concerns to be addressed during a clinical 
meeting in which the CCS team members 
and the invited consultant discuss the case to 
clarify social context, identify cultural issues, 
and develop recommendations for culturally 
appropriate clinical management and treat-
ment interventions.   

   3.    Some consultations involve recurrent problems 
affecting a series of cases, systemic or institu-
tional issues, or the relationship of an orga-
nization to a cultural community. In this type 
of consultation, the focus may be on broader 
systemic issues rather than an individual 
case. The formulation, in these cases, aims 
to identify institutional strategies that can be 
used to improve cultural competence and 
safety.      
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   Assembling the Consultation Team 

 Depending on the type of cultural consultation and 
details of the case obtained at the time of triage, 
the coordinator and director determine the specifi c 

resources needed for the case. These may include 
clinical consultants, interpreters, culture brokers, 
and other professionals or resource people from 
the community. Guidelines for working with inter-
preters and culture brokers are present in Table  3.1  
and discussed in more detail in Chapters   6     and   7    .

    Table 3.1       Guidelines for working with interpreters and culture brokers   

  Before the interview  
 • Explain the goals of the interview to the interpreter or culture broker 
 • Clarify the roles of interpreter, culture broker, and clinician (to free the culture broker from language translation, 

an interpreter participates as well) 
 • Explain that the culture broker may ask questions during the evaluation depending on need but may also simply 

observe and provide background information and interpretation afterward during the debriefi ng or case conference 
outline the conduct of the interview (sequence of topics, tasks, etc.) 

 • Discuss the social position of the interpreter or culture broker in their country of origin and in local community in 
so far as it may infl uence the relationship with the patient 

 • Explain the need for literal translation in the mental status examination (e.g., to assess thought disorder, emotional 
range and appropriateness, suicidal intent) 

 • Ask for feedback when something is hard to translate 
 • Discuss etiquette and cultural expectations relevant to the interview process 
  During the interview  
 • Arrange seating (usually in a triangle) 
 • Introduce yourself and the interpreter or culture broker to the patient 
 • Discuss confi dentiality and ask for patient consent to have the interpreter, culture broker, or others present 
 • Look at and speak to the patient; use direct speech (“you” instead of “she/he”) 
 • Use clear statements in everyday language 
 • Slow down your pace; speak in short units 
 • Clarify ambiguous responses (verbal or nonverbal) 
 • Ask the patient for feedback to insure that crucial information has been accurately communicated 
 • Give the culture broker ample opportunity to seek clarifi cation for issues that have not been addressed 
 • Give the patient ample opportunity to ask questions or express concerns that have not been addressed 
 • Some culture brokers may take over the interview in an inappropriate manner. In such cases, the lead clinician 

should call for a break in the interview to clarify the roles of the clinician and culture broker 
  After the interview  
 • Debrief the interpreter or culture broker to address any emotional reactions and concerns 
 • Discuss the process of the interview, any signifi cant communication that was not translated, including 

paralanguage 
 • Assess the patient’s degree of openness or disclosure 
 • Consider translation diffi culties, misunderstandings 
 • Respond to questions the culture broker may have about the cultural formulation 
 • Review and itemize salient cultural themes with the culture broker for future reference 
 • Ask the culture broker if another meeting with the patient and family would be helpful 
 • Determine if future meetings would be best with the culture broker alone to foster open, uninterrupted 

communication with the patient and family 
 • Encourage the culture broker and address any doubts or discomfort about the intercultural work that must be done 
 • Explain to the culture broker that an honest evaluation of the patient’s problems is crucial even if it portrays the 

culture of origin in a negative light 
 • Plan future interviews 
 • Work with the same interpreter/culture broker for the same case whenever possible 

  Adapted in part from    Kirmayer, Rousseau et al. ( 2008 )  
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   When possible, the CCS team identifi es a 
bilingual, bicultural mental health professional 
from a background similar to the patient to par-
ticipate in the consultation process. Having a 
mental health expert who can communicate 
directly with the patient and provide the cultural 
context for illness, symptoms, and behaviors 
streamlines the process of clinical communication 
and cultural formulation. However, this only works 
when the clinician has a good understanding of 
the theory and conceptual models of cultural psy-
chiatry and psychology so that they can link the 
clinical data with relevant aspects of the social 
and cultural context. Tacit knowledge of culture 
is not suffi cient to work as a cultural mediator 
because cultural issues may be taken for granted, 
distorted, or ignored due to unexamined biases of 
the clinician. Hence, not every bilingual, bicul-
tural clinician is equipped to contribute to cultural 
consultations. Moreover, given the high level of 
diversity among patients referred and the fact that 
many patients are from newer, smaller communi-
ties, patients often cannot be ethnically matched 
to a clinician. As a result, the CCS depends on a 
lead consultant who has broad knowledge of cul-
tural psychiatry and who can work closely with an 
interpreter and culture broker throughout the con-
sultation process. 

 As discussed in Chapter   5    , language interpret-
ing is essential for effective intercultural work 
and is an ethical imperative in health services. 
Information on language fl uency is gathered for 
each patient at intake and reassessed during the 
consultation. As a matter of course, the CCS uses 
professional interpreters whenever it appears that 
the patient has less than perfect fl uency in English 
or French. In fact, interpreters are offered even if 
patients prefer to conduct the interview in limited 
English or French unless they refuse outright. 
The availability of interpreters signals to the 
patient that they have options for communica-
tion. They may fi nd it easier to express complex 
issues in their mother tongue, and in families 
with varying levels of language profi ciency, the 
presence of the interpreter increases the likeli-
hood that previously silent members of the fam-
ily system will speak up. Throughout the health 
care system, interpreters are underutilized, and 

for many patients seen by the CCS, this is the fi rst 
opportunity to speak to professionals in their fi rst 
language. Some patients have been moved to 
tears when fi nally offered services in a language 
of their choice. 

 There are many reasons for using professional 
interpreters rather than family members or other 
volunteers. Family members or other ad hoc or 
informal interpreters may not know how to trans-
late language affected by severe symptoms, such 
as psychosis, and this can impede the diagnostic 
assessment. Nonprofessional interpreters may be 
embarrassed by material brought forward in the 
interview and may elect not to translate items that 
they feel should remain private. Even profes-
sional interpreters may be deeply affected by 
reports of trauma, suicide, marital infi delity, or 
aggression. Finally, it is possible that family mem-
bers may be the direct cause of the patient’s symp-
toms and have a stake in hiding their involvement, 
as in cases of domestic violence. Despite these 
issues, volunteer interpreters of convenience are 
frequently used in hospital settings. A key contri-
bution of the CCS is the systematic use of profes-
sional interpreters who, over time, are well known 
to the service and can collaborate closely in the 
assessment process. 

 Cultural consultation often requires informa-
tion about culture and social context that goes 
beyond what the patient and their family can 
provide even with the help of an interpreter. 
To provide this more detailed contextual infor-
mation, the CCS employs culture brokers for 
most cases (see Chapter   6    ). Culture brokers or 
mediators are people with inside knowledge of 
the patient’s culture of origin as well as some 
understanding of the concerns of mental health 
professionals and the local health care system. 
Often, culture brokers are professionals with a 
similar background to the patient. Sometimes 
they are academics (e.g., anthropologists, other 
social scientists) with extensive knowledge of the 
culture of specifi c geographic regions, ethnic 
groups, or communities. It is essential that they 
know about the current local context of the relevant 
migrant community rather than rely on idealized 
portraits drawn from the ethnographic literature. 
Culture brokers are important contributors to the 
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consultation process, providing crucial background 
information and insights that help to situate the 
case in social and cultural context. Depending 
on their level of expertise, they may be asked to 
prepare the cultural formulation, which then 
becomes part of the overall assessment by the 
clinical consultant. 

 In some cases, the CCS contacts other com-
munity resource people including members of 
community organizations, religious or spiritual 
leaders, or others to provide additional back-
ground information or identify potential solutions 
for clinical problems. To protect confi dentiality, 
this may involve a general inquiry or discussion 
without mentioning any details of a specifi c case. 
If clinical details need to be discussed, this con-
tact is done with the express permission of the 
patient. Some patients may want to invite com-
munity or religious leaders to the consultation so 
that their interests and views may be better 
represented.  

   Meeting the Patients and Their 
Entourage 

 The CCS coordinator contacts the patient to set 
up a meeting time convenient to them and to the 
consulting team. Usually these meetings are held 
at the Institute for Community and Family 
Psychiatry, a separate building which houses the 
outpatient psychiatry department of the Jewish 
General Hospital, including the CCS. The CCS 
coordinator greets the patients and brings them to 
the offi ce or meeting room of the consultant. 
After the fi rst interview, the coordinator, or a 
research assistant, obtains consent for inclusion 
of the patient’s information in the ongoing 
research program of the CCS. 

 The consultant comes to the meeting with a 
general notion of the consultation request (which 
may have been clarifi ed by contact with the refer-
ring clinician), the sociodemographic background 
of the patient as conveyed through the triage pro-
cess, the presenting problems, and a variable 
amount of history depending on the detail of the 
referral notes. This information has already been 
used to identify the appropriate interpreter and 

culture broker or other resource people to participate 
in the assessment interview. However, much of 
this information may be imprecise and requires 
clarifi cation with the patient. 

 Whenever possible, the consultant meets with 
the referring clinician, interpreter, and culture 
broker before seeing the patient to clarify their 
roles and modes of collaboration in the interview 
process. This is particularly important when the 
interpreter or culture broker has not worked with 
the CCS in the past. In some cases, the interpreter, 
culture broker, or a member of the referring clini-
cal team has accompanied the patient to the inter-
view, and the clinician usually will see them at the 
start to determine if there are specifi c issues to 
clarify or, less commonly, proceed immediately 
to introduce the patient to the evaluating team to 
insure they are comfortable with everyone present. 
Table  3.1  provides an overview of how to work 
with interpreters and culture brokers. 

 The initial discussion with the patient explains 
the nature of the CCS and the consultation pro-
cess and explores their own understanding of the 
reasons for referral. This leads naturally to a dis-
cussion of patients’ major concerns. Establishing 
the patients’ own concerns and desire for help 
(which may differ substantially from the issues 
identifi ed in the referral) is a crucial step in build-
ing a working alliance and the level of trust 
needed to collect information and, eventually, to 
convey recommendations to the patient and the 
referring clinical team. At the same time, patients 
are reminded that the consultation is confi dential 
and nothing will be sent to other professionals 
without their consent. 

 Families play a central role in help-seeking for 
patients from many backgrounds. Although 
health care in North America tends to be focused 
on patients as individuals, engaging the family is 
essential both for proper assessment and to insure 
that interventions are acceptable and effective. 
Entering, engaging, and joining with the family 
are clinical skills derived from family therapy 
that are essential for the assessment process in 
cultural consultation (see Chapter   7    ). 

 Members of the referring treatment team are 
encouraged to accompany the patient to the 
consultation. These clinicians have essential 
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information needed to understand the reasons for 
consultation and to develop solutions. They often 
have long-standing and complex relationships 
with the patient and, at times, have their own 
agendas that may confl ict with or eclipse the 
patient’s primary concerns. It is important to 
strike a balance between collaborating with the 
referring clinician—see   ing the case from their 
point of view, since they are, in a sense, the client 
in the consultation and one of the principal aims 
of consultation is to increase their cultural com-
petence—and recognizing that the referring clini-
cian and team are part of an interactional system 
with its own dynamics (see, e.g., Chapters   13     and 
  15    ). Sometimes the problems identifi ed in cul-
tural consultation are located in interactions of 
the referring team or institution with the patient 
or even in the referring team’s internal dynamics. 
These systemic issues must not be misattributed 
to the patient, but they must be explored in a way 
that is respectful and nonthreatening for the 
 clinicians who may be implicated and whose 
involvement will be important for any subsequent 
intervention.  

   Culturally Oriented Interviewing 

 DSM-IV introduced an outline for cultural for-
mulation listing key areas of information useful 
in clinical assessment (American Psychiatric 
Association,  2000 ). This outline is organized in 
terms of four broad areas: (1) cultural identity of 
the individual, (2) cultural concepts of illness and 
help-seeking, (3) cultural dimensions of func-
tioning and psychosocial stressors and supports, 
and (4) the clinician–patient relationship. 
Information about these areas is integrated into a 
case formulation with implications for diagnosis, 
prognosis, and treatment. The CCS has employed 
a modifi ed version of this outline with additional 
issues addressing developmental history, migra-
tion trajectory, the role of religion and spiritual-
ity, and social structural adversities. Table  3.2  
presents the current version of this outline. The 
outline serves as a useful reminder of key areas to 
explore in clinical assessment and a standard way 
to present the fi ndings. However, the sequence in 

which specifi c topics are addressed and the way 
they are phrased will vary depending on the char-
acteristics and concerns of the patient and con-
sultant as well as the unfolding process of the 
interview.

     Cultural Identity of the Individual 

 This fi rst section of the cultural formulation 
describes the individual’s main ethnic, linguistic, 
religious, or cultural reference groups. This 
includes the patient’s self-identifi cation and affi l-
iation as well as personal and family background 
(which they may no longer identify with or, 
indeed, may be at odds with) and also categories 
that others may use to label or characterize the 
patient. Identity may be rooted in place of birth of 
self or family, religion, caste, spirituality, sexual 
orientation, occupation, or other affi liations. For 
migrants and racialized or ethnic minorities, the 
level of identifi cation and involvement with the 
culture of origin and with the host culture or 
majority culture are both important. Answers to 
questions about identity are relative to the con-
text and the patient’s perception of the interlocu-
tor. Thus, someone may identify as “Caribbean” 
or “West Indian” to a Euro-Canadian interviewer, 
but give more detail in terms of country, region, 
or parish to others from the same background. 
Identity is relevant to clinical care because it may 
infl uence patients’ relationships with others in 
local social worlds, links to communities, access 
to resources, as well as developmental pathways 
and current predicaments. Language abilities, 
preferences, and patterns of use are especially 
important for identifying potential barriers to 
care, social integration, and the clinical need for 
an interpreter.  

   Cultural Conceptualizations 
of Distress 

 This section of the cultural formulation describes 
personal and cultural modes of expressing 
 distress and symptoms, models of illness, and 
patterns and expectations for help-seeking. 
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Patients may use a variety of illness models to 
think about illness, including simple recollec-
tions of past experience, prototypes based on per-
sonal and popular examples, and explicit notions 
of causal mechanisms. Cultural models may be 
rooted in particular ontologies that include the 
role of spirits, ancestors, or other active agents in 
causing illness or promoting healing. These 
explanations or attributions infl uence help-seek-
ing and expectations for care. Coping and help-
seeking with persistent symptoms commonly 
involve the use of multiple resources including 

health care professionals as well as practitioners 
of traditional, alternative, or complementary 
medicine, religious and spiritual practices, and 
community organizations.  

   Psychosocial Stressors and Cultural 
Features of Vulnerability and 
Resilience 

 The third section of the cultural formulation 
identifi es key stressors and supports in the 

    Table 3.2    Outline for cultural formulation   

   I .  Cultural identity of the individual  
 • Racial, ethnic, or cultural reference groups that may infl uence the patient’s relationships with others, access to 

resources, and developmental and current challenges, confl icts, or predicaments 
 • For migrants, the degree and kinds of involvement with both the culture of origin and the host culture or 

majority culture should be noted separately 
 • Language abilities, preferences, and patterns of use are relevant for identifying issues access to care, social 

integration, and the need for an interpreter 
 • Other clinically relevant aspects of identity including religious affi liation, socioeconomic background, 

personal and family places of birth, and growing up, migrant status, and sexual orientation 
   II .  Cultural conceptualizations of distress  

 • Cultural constructs that infl uence how the patient experiences, understands, and communicates their symptoms 
or problems to others 

 • Cultural syndromes, idioms of distress, and explanatory models or perceived causes 
 • Level of severity and meaning of the distressing experiences should be assessed in relation to the norms of the 

person’s cultural reference groups 
 • Coping and help-seeking experiences including the use of professional as well as traditional, alternative, or 

complementary sources of care 
  III .  Psychosocial stressors and cultural features of vulnerability and resilience  

 • Key stressors and supports in the individual’s social environment (which may include both local and distant events) 
 • Experiences of racism and discrimination in the larger society 
 • Role of religion, family, and other social networks (e.g., friends, neighbors, co-workers) in providing 

emotional, instrumental, and informational support 
 • Cultural norms for family structure, developmental tasks, and community relationships 
 • Levels of functioning, disability, and resilience in relation to cultural norms and expectations for patient’s 

gender, age, and social roles and status 
  IV .  Cultural features of the relationship between the individual and the clinician  

 • Expectations for care and models and metaphors of helper or healer roles 
 • Differences in culture, language, and social status between a patient and clinician that may cause diffi culties in 

communication and infl uence diagnosis and treatment 
 • Experiences of racism and discrimination in the larger society that may impede establishing trust and safety in 

the clinical diagnostic encounter 
 • Unrealistic expectations of the clinician by the patient and family 

   V .  Overall cultural assessment  
 • Implications of the components of the cultural formulation identifi ed in earlier sections of the outline for 

diagnostic assessment and treatment 
 • Other clinically relevant issues or problems as well as appropriate management and treatment intervention 

  Adapted from the CCS Handbook, Mezzich et al. ( 2009 ) and DSM-5 ( 2013 )  
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individual’s social environment (which may 
include local and distant events) and the role of 
religion, family, and other social networks (e.g., 
friends, neighbors, co-workers) in providing 
emotional, instrumental, and informational sup-
port. Social stressors and social supports refl ect 
specifi c expectations and demands associated 
with culturally prescribed developmental tasks, 
family structure, and life cycle rituals. Levels of 
functioning, disability, and resilience should be 
assessed in light of the person’s cultural refer-
ence groups and age- and gender-related norms.  

   Cultural Infl uences on the 
Relationship Between the Individual 
and the Clinician 

 This section of the cultural formulation addresses 
the impact of culture and context on the clinician– 
patient interaction. Consultant and patient each 
brings their identities in the larger social world 
into the consulting room, and their perceptions of 
each other infl uence the working alliance. 
Differences between patient and clinician in 
social status, ethnicity, religion, and racialized 
identity may cause diffi culties in communication 
and impede establishing the trust and open com-
munication needed for accurate diagnosis and 
effective treatment. Patients’ views of the clini-
cian may be infl uenced by past experiences with 
institutions and other health care systems, as well 
as cultural models of the appropriate role of a 
helper or healer.  

   Overall Cultural Assessment 

 The overall assessment summarizes the implica-
tions of the information collected in earlier sections 
of the outline for psychiatric diagnosis as well as a 
broader problem list of clinically relevant issues. 
The formulation includes considerations of how 
best to approach the patient, social implications 
of the illness, resources of healing and recovery, 
as well as appropriate management and treatment 
strategies. Examples of a brief and full formula-
tion are presented in Appendices  B  and  C . 

 Although it was introduced over 20 years ago, 
the cultural formulation has not become a routine 
aspect of psychiatric assessment and care in most 
settings. In part, this may be because it was 
presented as an outline with little indication of 
how to use it. To promote the use of the cultural 
formulation, DSM-5 has introduced a brief cul-
tural formulation interview (CFI) with 16 ques-
tions that provide a simple way to begin this type 
of inquiry (American Psychiatric Association, 
 2013 ). There is also a version of the CFI designed 
to elicit similar information from a key informant 
or accompanying person. A series of supplemen-
tary modules explore dimensions of the cultural 
formulation in more depth, giving examples of 
ways to inquire in more detail about explanatory 
models of illness, levels of functioning, social 
networks, psychosocial stressors, religion and 
spirituality, cultural identity, coping and help-
seeking, and the patient–clinician relationship. 
Three modules address specifi c populations, with 
versions for children and adolescents, the elderly, 
and immigrants and refugees. A fi nal module is 
addressed to caregivers and aims to elicit their 
own concerns as well as pertinent information 
about the context of caregiving and social support 
for the patient. 

 CCS consultants contributed to the develop-
ment of the CFI in DSM-5, incorporating elements 
of the interview methods used in conducting 
cultural consultations. In general, the aim of cul-
turally oriented interviewing is to explore each 
dimension of cultural identity, background, 
illness experience, help-seeking, coping, and 
adaptation. While many patients appreciate clini-
cians’ interest in their background and history, it 
may not be immediately obvious to patients why 
these contextual details are relevant to their care. 
When patients have experienced stigma or dis-
crimination or seen negative portrayals of their 
ethnic group or collective identity in the media, 
they may view questions about their background 
as invasive and threatening. The clinician should 
be prepared to explain why a particular aspect of 
the patient’s background is potentially important 
for clinical care. 

 Generally, it is best to begin the assessment 
with questions about the patient’s presenting 
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problems, concerns, and reasons for referral. 
Understanding this in detail will clarify the goals 
of the consultation, establish a common ground 
for further inquiry with the patient, and lead natu-
rally to questions about the wider context. For 
example, exploring experiences of somatic symp-
toms or emotional distress leads naturally to 
questions about coping, the responses of others in 
the family or other social settings, past experi-
ences with help-seeking and treatment, and con-
cerns about the future. Furthermore, listening 
attentively to the patient’s concerns, and display-
ing sincere interest and intention to help in a safe 
and confi dential setting, establishes a trusting 
clinical alliance that can facilitate open discus-
sion of sensitive topics. 

 The CCS inquiry aims to provide a clear 
picture of the patient’s problems and potential 
solutions in social context. To that end, it is 
important that the clinician clarify unfamiliar or 
obscure details with the patient or others. This 
requires lines of questioning specifi c to each 
case, but the effort to clarify and understand must 
always be mindful of the patient’s comfort and 
confi dence in the clinician–patient relationship. 

 Areas of ambiguity usually remain, even after 
much inquiry, for reasons related to the clinician, 
the patient, and the context. The clinician may 
lack enough familiarity with the patient’s back-
ground or lifeworld to know what questions to ask 
or may assume similarity or shared experience 
when there are actually differences. Intercultural 
work requires great patience and a high degree of 
tolerance for ambiguity and uncertainty. Clinicians 
may fi nd this uncertainty threatening to their 
sense of competence and may push for clarity and 
closure before suffi cient information has been 
collected. Finally, clinicians may fi nd certain 
issues like racism or religious practices diffi cult 
to broach because of concern for patients’ feel-
ings or their own unexamined attitudes. All of 
these areas require training to attain a level of 
self-knowledge and skill needed to conduct the 
cultural assessment. 

 For their part, patients may fi nd it diffi cult to 
clarify crucial elements of their cultural back-
ground and current context for similar reasons. 
They may not realize that the clinician does not 

share some of their experiences or that certain 
terms or concepts have different meanings across 
cultures. They may fi nd certain lines of inquiry 
diffi cult to respond to because of strong emo-
tions, fear of public exposure, and embarrass-
ment or humiliation. Much cultural knowledge 
is tacit, so that patients may not be able to articu-
late the underlying conceptual models or values. 
Moreover, we are all embedded in social 
 structures which may be hidden or taken for 
granted but that powerfully shape our experience. 
These structural dimensions are often crucial to 
understanding the social determinants of health. 
For example, hierarchies of power and inequities 
in health associated with racialized identities, 
caste, gender, and religious authority may all be 
viewed as simple facts about the world. Cultural 
ideologies may actually obscure rather than 
reveal these structural issues, since one function 
of culture is to normalize, legitimate, and main-
tain existing social arrangements. Adequate 
understanding of these structural dimensions of 
experience must then come from refl ection by 
those who stand with one foot outside the system 
and can offer a self-critical perspective. For this 
reason, cultural consultation benefi ts from multi-
ple perspectives and requires models of the deter-
minants of health derived from research and 
critical analysis. 

 The third set of challenges in clarifying the 
nature of social and cultural issues in consulta-
tion stem from institutional constraints. Inquiry 
into social and cultural issues can be time con-
suming and resource intensive, requiring specifi c 
expertise and the use of interpreters, culture bro-
kers, and others in multiple meetings with 
patients, their families, and service providers. 
Moreover, institutions may resist efforts to 
include attention to their own internal dynamics 
or position in the larger society as an essential 
component of the patient’s predicament.   

   Preparing a Cultural Formulation 

 Cultural consultation aims to collect information 
needed to situate the patients’ problems and con-
cerns in social and cultural context. The cultural 
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formulation brings this information together in a 
narrative with a summary that identifi es key 
issues and implications for diagnosis, prognosis, 
and intervention. In routine care, the cultural 
formulation may be integrated into the text of 
standard medical reports with elements in the 
history of present illness; past medical history; 
developmental, family, and social histories; and 
the mental status examination. The relevant cul-
tural issues can then be brought forward in the 
case formulation. At the CCS, this format is 
sometimes used by bilingual, bicultural consul-
tants who do not need a culture broker and who 
weave the cultural information throughout their 
psychiatric evaluation. 

 More often, the CCS presents the cultural 
formulation as a separate report that accompa-
nies a standard psychiatric evaluation. The report 
follows the outline for the cultural formulation 
(Table  3.2 ) and ends with the summary of key 
issues. During the clinical case conference, the 
formulation is integrated with fi ndings from the 
general psychiatric evaluation to reach specifi c 
diagnostic impressions and treatment recommen-
dations for the referring clinician. 

 The formulation is not simply a list of salient 
features of the patient’s cultural background and 
current context but focuses on specifi c issues rele-
vant to diagnosis, prognosis, and treatment. Some 
cultural information is important because it is cen-
tral to patients’ self-understanding and therefore 
plays an essential role in person- centered care 
(Mezzich et al.,  2010 ). Acknowledging the patient’s 
own models of illness and core cultural values and 
allegiances is essential to insure a sense of recogni-
tion and responsiveness in the clinical encounter 
and provide a basis for collaboration and negotia-
tion of clinical goals. Consultation work also 
requires close attention to the concerns of the refer-
ring clinician. There may be aspects of culture that 
are issues for the clinician but not the patient. 
For example, clinicians may fi nd the patient’s 
behavior hard to understand, and the consultation 
aims to explain these by putting them in context 
(see Chapter   15    ). 

 However, the clinically relevant facets of cul-
ture and context include issues that are important 
not because of their salience for the patient or the 

referring clinician but because they may play a 
role in specifi c processes that contribute to psy-
chopathology, disability, healing, and recovery. 
Although a sensitive clinician can elicit the 
patient’s concerns, cultural formulation requires 
attention to a broad range of contextual issues, 
some of which may be outside of the patient’s 
awareness. Recognizing which elements are 
 relevant depends on knowledge of the role of 
social and cultural factors in psychopathology. 
This requires familiarity with the research litera-
ture on cultural psychiatry, which can be found in 
scientifi c journals and textbooks. To produce a 
clinically useful formulation, cultural information 
must be organized and interpreted in terms of 
models of psychopathology and healing. These 
may be framed in terms of developmental pro-
cesses, the dynamics of family systems, narrative 
and discursive processes of self-fashioning, and 
social contextual factors that infl uence identity 
and adaptation. The cultural consultant uses 
knowledge of the relevance of specifi c social and 
cultural determinants of health to guide the clini-
cal inquiry and to construct a problem list and 
formulation that relates the particulars of the 
patient’s cultural background and current social 
context to their health problems and potential 
solutions.  

   The Case Conference 

 Almost all cases referred to the CCS are dis-
cussed at a weekly multidisciplinary case confer-
ence. In addition to the consultant, the meeting 
usually includes the culture broker and students 
or trainees from psychiatry, psychology, nursing, 
social work, and social sciences. The referring 
clinician and their team are invited but are not 
often able to attend. This meeting allows the con-
sultant to obtain the perspectives of participants 
from different personal and professional back-
grounds to refi ne the cultural formulation. When 
the referring clinician or members of the patient’s 
treatment team are present, the meeting also 
serves as an opportunity for clarifying details 
about the case, more general knowledge exchange 
and learning about the referring clinicians’ per-
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spectives, addressing their concerns, and engaging 
them in developing a treatment plan. 

 The clinical director, or other senior consultant, 
chairs the CCS case conferences. The format of 
the meeting usually involves an introduction of 
people present. The referring clinician or repre-
sentative of the clinical team, if present, may then 
be asked to outline the reasons for consultation. 
They may also add clinical updates about the 
patient since the last CCS evaluative session. 
When the referring clinician is not present, the 
CCS consultant presents the case following 
the usual format of a medical or psychiatric case 
history. The consultant or the culture broker then 
presents the fi ndings of the cultural formulation. 
The referring clinician, if present, may ask ques-
tions or make clarifi cations throughout this 
process. The implications for diagnosis and the 
specifi c referral questions (e.g., understanding 
specifi c symptoms, improving the clinical alli-
ance, or addressing obstacles to treatment adher-
ence) are then discussed. The chair of the meeting 
then summarizes the main fi ndings and conclu-
sions and outlines the fi nal diagnosis and recom-
mendations to be sent to the referring clinician. 

 When the referring clinician is present, the 
meeting process is more complicated and has ele-
ments of an intervention. The chair of the meet-
ing must pay close attention to the dynamics of 
the meeting, insuring that the referring clinician 
is engaged, their concerns elicited, and their 
questions addressed which being overwhelmed 
with extraneous detail or emotionally challeng-
ing material. Because the systemic analysis of 
cases often implicates interactional issues 
between clinician and patient or within the health 
care system, the referring clinician may feel chal-
lenged or even criticized. It is essential that any 
critique be presented in a respectful way so that 
the clinician feels empowered and enabled to 
respond adequately to the situation. The aim of 
the CCS is not to take over the care of patients but 
to enable the referring clinical team to provide 
culturally appropriate care and to increase their 
capacity to deal with similar cases in the future. 

 Although the CCS clinical director, a psychia-
trist, chairs the meetings, the use of the cultural 
formulation as a framework for presenting infor-

mation and the focus of the CCS on social and 
cultural context gives a prominent place in the 
discussion to the perspectives of participants 
from other disciplines, like nursing and social 
work, that focus on experiential and social con-
textual issues (Dinh, Groleau, Kirmayer, 
Rodriguez, & Bibeau,  2012 ). The CCS case 
 conference thus shifts the usual dominance of 
psychiatric perspectives toward a broader view 
that generates a clinical problem list that includes 
practical social issues and predicaments central 
to the patient’s health and well-being. The cul-
tural formulation provides a way to think about 
systemic issues in the health care system and 
encourages participants to identify gaps and 
issues that can be addressed through changes in 
policy and practice (see Chapter   16    ). 

 The CCS case conferences also serve an 
 educational function for participants. We encour-
age students in health and social sciences to attend. 
Listening to the discussion helps them to under-
stand clinical styles of reasoning and the challenges 
of applying social science perspectives to everyday 
clinical practice. Finally, the case conference meet-
ings are audio-recorded (with the consent of all 
participants) and transcribed for ongoing research 
on cultural formulation (   Adeponle, Thombs et al., 
 2012 ; Dinh et al.,  2012 ).  

   Communicating with Referring 
Clinicians 

 Cultural consultation can be a lengthy process. 
To meet the needs of referring clinicians, CCS 
consultants prepare a brief preliminary report after 
the initial assessment of the patient (see  Appendix 
B ). This is usually less than one page in length and 
consists of key fi ndings, preliminary diagnosis, 
and immediate recommendations. Giving this ini-
tial information to the referring clinician allows 
them to address urgent issues and sets the stage 
for the more detailed consultation that may follow 
weeks later ( Appendix C ). 

 As mentioned, referring clinicians are encour-
aged to participate in the CCS assessment inter-
views and the case conference. Taking part in the 
assessment interviews provides many benefi ts for 
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the referring clinician. They can ask their own 
questions and clarify any issues that are unclear. 
They become more familiar with the use of inter-
preters and culture brokers and establish their 
own links with these resources. Finally, their 
presence signals engagement in the case and may 
allow the consultation process to strengthen the 
working alliance. Of course, the presence of the 
referring clinician also complicates the interac-
tion, and the consultant must manage the multi-
ple and sometimes confl icting agendas of 
members of the referring clinical team, the 
patient, and their entourage. When the clinician 
takes part in the assessment, the CCS consultant 
usually meets with them immediately before the 
evaluation to clarify the reason for referral and 
afterward for debriefi ng. 

 Referring clinicians are also encouraged to 
take part in the CCS case conference, and this also 
affords them an opportunity to raise further ques-
tions and concerns. Often the primary care physi-
cian involved in the case cannot attend because of 
other time pressures, but one or more representa-
tives of the team working with the patient are 
present. This allows the CCS consultant a chance 
to further assess systemic and institutional issues 
during the case discussion. Throughout, the aim 
is to understand the patient’s problems in context 
and support the frontline workers in developing 
more culturally appropriate care rather than to 
critique the work of community clinicians.  

   Follow-Up 

 Most often the CCS consultation process involves 
only a single encounter with the patient and their 
entourage or, when more extensive assessment is 
needed, a series of two to three meetings over a 
short period of time. The service does not have 
the mandate or resources to provide ongoing ser-
vices. Rarely, however, the CCS may be involved 
in repeated consultations or short-term treatment. 
This occurs when there is a good fi t between the 
consultant and patient (e.g., ethnocultural match), 
and no other resources are available. On some 
occasions, this has led to long-term treatment of 
complex cases (see, e.g., Chapters   7     and   8    ). 

 The CCS remains available to support the 
referring clinician. This usually involves brief 
telephone contacts to provide specifi c information 
or suggestions. The clinician may also arrange to 
attend a CCS case conference to  present new 
information and discuss the implications. When 
there are signifi cant changes in the patient’s 
condition or an unsatisfactory outcome from the 
initial consultation, a follow-up consultation may 
be arranged to clarify the issues. In some cases, 
complicated problems persist, and a patient is 
referred multiple times for follow-up consulta-
tions. As a result, the CCS may stay involved with 
some cases for several years. 

 A major goal of the CCS is to improve the cul-
tural competence of frontline clinicians, mental 
health practitioners, and institutions. To that end, 
the CCS provides in-service training and uses con-
sultations as opportunities for knowledge exchange. 
When certain types of problems recur in a particu-
lar organization or institution setting, the CCS may 
offer or be asked to provide in-service training to 
address relevant issues. These consultations aim 
to support organizational cultural competence 
and cultural safety (Brascoupé & Waters,  2009 ; 
Fung, Lo, Srivastava, & Andermann,  2012 ). 

 Evaluation of clinical services is also an essen-
tial component of the work of the CCS as we 
strive to establish the utility of cultural consulta-
tion in terms of its impact on patient care, clini-
cian and organizational cultural competence, and 
health outcomes. Chapter   2     presents the fi ndings 
from the initial evaluation of the CCS. This work 
is ongoing and integrated into the protocols and 
procedures of the service.  

   Dilemmas in Cultural Consultation 

 Obtaining a consultation through the CCS can be 
a slow process, sometimes taking weeks to orga-
nize. Referring clinicians, family members, lan-
guage interpreters, and culture experts must be 
identifi ed, contacted, recruited (by explaining 
what the CCS does and the specifi c role they are 
being asked to play in the consultation), and 
offered a mutually convenient time to meet 
together. The setting of the evaluation may need 
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to be negotiated according to the needs of the 
patient and the family. Along the way, treating 
clinicians may not see the utility of attending the 
consultation and may prefer that it takes place 
without them, or the patient may suddenly cancel 
the appointment at the last moment for reasons 
that are often unclear. Each disruption adds time 
to the already lengthy and sometimes frustrating 
procedure. Once the fi rst evaluation takes place, 
further disruptions are common: patients or fam-
ily members may arrive late, up to hours or even 
days after the scheduled time; patients may feel 
uncomfortable having interpreters or other mem-
bers of the consultation team in attendance; or the 
patient’s distress may be so overwhelming as to 
preclude meaningful assessment. After the evalu-
ation begins, working through an interpreter may 
slow the clinical work down considerably, adding 
to the time of a regular evaluation (National 
Association of Community Health Centers, 
 2008 ). Often, after interviewing a patient the fi rst 
time, it becomes clear that key family members 
or other informants are missing, thereby requir-
ing a follow-up meeting and starting the whole 
process over again. All of these factors work 
against the model of routine psychiatric consulta-
tions that take place according to a predictable 
   50-minute hour. 

 While a basic cultural formulation should be 
part of routine clinical care, the cases seen by 

the CCS usually demand more in-depth work. 
The intensive nature of cultural consultation in 
terms of personnel, time, and resources and the 
high level of clinical skill needed to provide 
effective consultation are challenges to its imple-
mentation. Institutions may be reluctant to com-
mit resources to clinical services perceived to be 
peripheral to the core tasks of mental health care. 
However, as illustrated in many of the clinical 
vignettes throughout this volume, the CCS works 
with very challenging cases where there are 
serious impasses. The time and effort required to 
understand the problem in context are well repaid 
when seemingly intractable problems are 
resolved and clinicians are empowered to respond 
more effectively to diversity.  

   Conclusion 

 We have outlined the process of cultural consulta-
tion in some detail to give a clear sense of what is 
involved. The approach we describe is pragmatic 
and can be adapted to a wide variety of settings 
based on demand and available resources. Other 
chapters in this book show how this process can 
give rise to new insights and reformulation of 
complex cases in ways that enhance clinicians’ 
cultural competence, while improving the quality 
of care and clinical outcomes for patients.      

3 The Process of Cultural Consultation



62

     Appendix A: CCS Intake Information 
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           Appendix B: Example of a Brief Consultation Report 

       

CCS Preliminary
Recommendations

          

Name of Patient: SMITH, George
Date of Birth: 
Medicare No.: 
CCS Case #:

  

  Date of Referral:  
  Referred by:   Dr. X, Psychiatrist, Hospital Y (Department Z) 
  Reason for 
Referral:  

 Clarify contribution of cultural and religious beliefs to patient’s symptoms and help-seeking 
behavior. 

    Impression:  
  Mr. Smith is a 31-year-old married, Haitian, 
Baptist man suffering from recently decreased 
sleep and an exacerbation of somatic and per-
secutory delusions, likely somatic illusions 
and/or hallucinations, and possible visual 
illusions.  

  There is a history of command auditory 
hallucinations although the patient denies 
auditory hallucinations today. He has been 
hospitalized twice previously, initially in 
2012, with diagnoses including schizophreni-
form disorder, schizophrenia, schizoaffective 
disorder, and depression with psychotic fea-
tures, with the most recent diagnosis being 
psychosis NOS. Previous chart notes indicate 
a limited functional capacity since the onset of 
illness, with abilities confi ned to caring for his 
home, and at least one illness exacerbation in 
the context of his children returning home 
from foster care.  

  Ms. Smith understands his problem as 
related to Vodou and believes the solutions 
available to him are prayer, Vodou-related 
treatments, and biomedicine. He describes 
his wife and their church in Montreal as iden-
tifying with a Baptist view of healing and 
says that they see his beliefs as evidence of 
mental illness, while family in Haiti seems to 
be more accepting of the idea that Vodou is 
contributing to his illness, although it is 

unclear to what extent they use that explana-
tory framework to understand all of the 
patient’s symptoms.  

  Exacerbating factors may include a recent 
move, a change in his treatment team with less 
intensive follow-up, and possibly a change in 
medication. There may also be stress within 
the family, given the disagreements about the 
etiology of his symptoms and the appropriate-
ness of various treatments.  

  It is important to note that Vodou in Haiti, 
while being tolerated to some degree by the 
Catholic Church, is eschewed as evil by most 
Protestant groups. This might be a source of 
family confl ict and distress for the patient, 
exacerbating his symptoms.  

  The current working diagnosis is acute 
psychosis, due to exacerbation of paranoid 
schizophrenia.   

   Recommendations:  
   1.    We will follow- up with the patient and his 

wife, to clarify her understanding of his ill-
ness, current functioning at home, premorbid 
functioning, their migration history, and 
whether he has any medical conditions that 
may need further medical attention.   

   2.    Clarify current medication dosage (chart not 
available to us). We suggest increasing the dos-
age or switching to a different medication to 
control the patient’s symptoms. He  previously 
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responded to risperidone 3 mg, but this was dis-
continued due to hyperprolactinemia.   

   3.    We recommend more intensive follow-up of the 
patient and his family by the referring team.   

   4.    We will explore with the patient and her wife 
a possible renegotiation of illness explanatory 

frameworks and help-seeking behaviors, in 
order to ameliorate communication within the 
family and with the larger community and to 
facilitate coping.    
   Date of Consultation:  
  Consultant:  (Signed) __________________    
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     Appendix C: Example of a Cultural Formulation 

     Cultural Consultation Service  
  Cultural Formulation  
  Name:   SMITH, George 
  Address:  
  Telephone No.:  
  Date of Birth:  
  Medicare No.:  
  Date Seen:  

     A.      Cultural Identity 
   1.     Cultural reference group(s)  
  Mr. Smith self-identifi es as a Haitian, 

Baptist. His mother converted from 
Catholicism to Protestantism following an 
illness, after which her children converted 
as well. Mr. Smith’s wife, however, is 
Protestant from birth. Mr. Smith says that 
while his mother sometimes left 
Protestantism, she herself “never did.”   

  2.     Language(s)  
  Mr. Smith speaks Haitian Creole and 

French; he has a secondary 3 equivalent 
education in Creole.   

  3.     Cultural factors in development  
  Mr. Smith immigrated to Canada in 2004. 

No other information available on develop-
mental milestones or education.   

  4.     Involvement with culture of origin 
   a.     Contact with family or friends in 

country of origin  
  Mr. Smith has regular phone contact 
with his family of origin in Haiti. 
Friends, relatives, and members of their 
congregation visit the family frequently 
to help with his diffi culties. 

 Diaspora Haitians often interact 
closely with family members back 
home. Many have relatives living in 
high-income countries, and the diaspora 
sends more than US$800 million annu-
ally to family and friends in Haiti. Mr. 
Smith says he sends money back home, 
but, in his case, he does not feel this is 
an obligation.   

  b.     Involvement with community 
organizations  
 Nil—see below   

  c.     Does patient attend a group with 
peers of his culture of origin (e.g., 
religious  organization or leisure 
setting)?  
 Mr. Smith participates actively in a 
Baptist Church, both religious services 
and some social activities. He has con-
siderable contact with other congre-
gants. The pastor calls on his home 
regularly to see how he is doing.   

  d.     Does patient have friends from his 
culture of origin?  
 Mr. Smith mostly socializes with 
Haitians and has many acquaintances in 
the community; he does not have close 
friends.   

  e.     Does patient socialize with extended 
family members?  
 He has a large extended family with 
whom he speaks with regularly and has 
aunts in a nearby city that he sees 
occasionally.   

  f.     What is patient’s perception of his 
culture of origin?  
 Mr. Smith appears to identify positively 
with being Haitian.    

     5.     Involvement with host culture  
 Besides attending hospital appointments 
and group therapy sessions, Mr. Smith 
does not interact in a sustained fashion 
with the host culture. These interactions 
are relatively superfi cial. Prior to his ill-
ness, he worked at a car wash, in a ware-
house, and a convenience store, all of 
which include other employees from 
diverse backgrounds. There is no evidence 
of a negative perception or experiences 
with the host culture. 

 The patient’s wife is more extensively 
involved in the host culture. She has 
worked as a cashier and as a hairdresser. 

3 The Process of Cultural Consultation



66

 Although there is racism against people 
of African descent in Quebec, there is also 
a fairly close relationship and affi nity 
between Quebec and Haiti, based to some 
extent on a common language (French). 
Quebec has a relatively large Haitian popu-
lation with about approximately 100,000 
Haitians in Montreal (Lecomte & Raphaël, 
 2011 , p. 4). There is also a fairly close rela-
tionship between Canada and Haiti: a for-
mer governor general of Canada (Michaëlle 
Jean) was born in Haiti, and Haiti is second 
after Afghanistan in the amount of devel-
opment assistance received from Canada.    

      B.     Cultural Explanations of the Illness 
   1.     Predominant idioms of distress and 

illness categories and perceived causes 
and explanatory models (mechanism, 
treatment)  
 Mr. Smith’s narrative is that “un mauvais 
esprit” has been waking him up at mid-
night, persecuting him, by walking around 
in his throat and stomach. He says she saw 
a cockroach—which is an embodiment of 
the evil spirit—coming out of his tongue as 
he was brushing it. Mr. Smith believes that 
a woman, with whom he used to be friends, 
wants him to die and made him mentally 
ill. Mr. Smith’s problems seem to have 
been exacerbated by the fact that this friend 
lived with his family for a while. Mr. Smith 
says that he is fi ghting this but that the 
woman was jealous and acquired power 
over the patient by taking his clothes and 
letting his sweat touch her skin. In retro-
spect, the patient believes that during the 
period of time when this woman lived with 
him, she gave him potions to drink that 
made him ill and unable to gain weight 
from food. When the family went to Haiti 
together recently, Mr. Smith underwent 
 lavements  (cleansings) given by a 
Protestant group. These  lavements  helped 
him—he defecated bad things, an evil 
spirit, and the whole family believed he 
was healed. Mr. Smith believes he was vic-
torious in his fi ght against the woman who 
had been harassing him, and therefore, he 

had no persecution for 2 years. In 2010, 
there was a recurrence of persecution. He 
thinks the same woman as before took his 
“bon ange,” wanted to make him a  zombie . 
She moved the neurons in his head, making 
her mentally ill and provoking his fi rst hos-
pitalization. He says the medication helped 
to move away the evil spirits and replace 
her neurons when she was “ill in the head” 
in the hospital; however, they do not help in 
any other way. Currently, the spirits come 
every 3 h during the day and all night. He 
needs to rub salt or lemon on his skin to get 
the spirits to leave. He also rubs mayon-
naise to soothe her skin—as per recom-
mendations from family members in Haiti. 
He is praying with the Bible and other peo-
ple are praying for her and telling her to 
pray (a pastor from Haiti, her father-in-law, 
her husband), but this is not suffi cient. 
Healers may be helpful as well. However, 
she does not want to go to Haiti to fi nd such 
healers because it would imply a lesser trust 
in God’s powers. She believes this persecu-
tion will not kill her because she herself 
never harmed the other woman, even when 
she was living in the same house. 

 Mr. Smith uses various illness categories 
and explanatory frameworks: (1) Vodou in 
the religious sense and as referring to the 
common cultural beliefs in Haiti, (2) protes-
tant belief in the power of God to heal, and 
(3) mental illness (mental health in Creole is 
“bien nan tèt” or being well in the head). 

 According to the literature, the belief in 
illness being “sent” is not limited to those 
who believe in Vodou, but is rather an over-
arching Haitian understanding of illness 
attribution: “Vodou is based on a vision of 
life in which individuals are given identity, 
strength and safety in a dangerous world 
through the thick fabric linking them 
together with other human beings, as well 
as spirits and ancestors. For this reason, dis-
turbances in health or luck are a sign that 
relationships have been disrupted and may 
need to be mended. Vodou rituals heal indi-
viduals and groups by strengthening and 
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mending relationships among the living, the 
dead, and the spirits” (Pierre et al.,  2010 ). 

 Mental health problems are often attrib-
uted to supernatural forces. Mental illness, 
problems in daily functioning, and aca-
demic underachievement may all be seen as 
the consequences of a spell, a hex, or a 
curse transmitted by a jealous person. In 
such cases, people generally do not blame 
themselves for their illness or see them-
selves as defective. Indeed, the sense of self 
may even be enhanced as a curse is often 
aimed at a person deemed to be attractive, 
intelligent, and successful. Mental illness is 
also sometimes attributed to failure to 
please spirits ( lwa s,  zanj s, etc.), including 
those of deceased family members. 

 In Haiti, Vodou, while being tolerated to 
some degree by the Catholic Church, is 
eschewed as evil by most Protestant groups, 
although the language of Vodou may per-
sist, even among Protestants, as seen above. 
Protestants that have emigrated may be 
more likely to look down upon traditional 
Vodou beliefs. 

 Mr. Smith believes that he needs to use 
a combination of treatment methods. This 
use of multiple sources is common in Haiti 
(as elsewhere) and in the Haitian commu-
nity in Montreal. Some types of treatment 
methods are viewed more appropriate to 
certain circumstances. He has used Vodou 
spiritual healing, although he does not want 
his wife to know about this, because as a 
long-standing Protestant, she rejects this 
and would be angry with him if he knew. 
He uses folk “natural” healing methods 
like the  lavements  she received from the 
Church group and the ointments he uses on 
her skin. He also prays. In his belief sys-
tem, God is the supreme healer. Finally, he 
also accepts biomedicine for mental ill-
ness, but his understanding of what mental 
illness is limited.   

  2.     Meaning and severity of symptoms in 
relation to cultural norms 
   a.     Of cultures of origin  

 Mr. Smith’s beliefs about this other 
woman’s powers and her persistent, 

preoccupied interpretation of his bodily 
symptoms are a delusional elaboration 
of Vodou beliefs, even according to 
Haitian beliefs, as confi rmed by the cul-
ture broker. 

 We were unable to speak with his fam-
ily of origin to corroborate this informa-
tion with them. They may be less aware 
of the severity of his symptoms given that 
they are in another country. However, his 
preoccupations are persistent, unlike the 
usual situation in illness caused by a spirit 
which presents as an acute crisis. Most 
people in his congregation understand his 
beliefs as related to mental illness. He is 
aware of this and states that the congrega-
tion members do not understand him and 
that friends tell him to “forget about the 
Vodou.” The pastor “always prays” for 
him and has said that if she is “100 % 
with God,” then the bad spirits will not be 
able to have power over him. According 
to Mr. Smith, his wife does not want to 
hear anything about evil spirits as she 
does not believe in them. She sometimes 
tells him it is “in your head.” She believes 
medication and stress reduction, as well 
as prayer, will help him. Mr. Smith also 
says he has an aunt in Montreal who tells 
him to go to the hospital, take his medica-
tion, and pray.   

  b.     Of host culture  
 Within the biomedical, North American 
host culture, Mr. Smith’s beliefs are 
considered delusional. It is not clear to 
what extent his Haitian background was 
taken into account in previous treatment 
of his condition.    

     3.     Help-seeking experiences and plans  
 Mr. Smith’s help-seeking refl ects his own 
beliefs as well as his social networks. He 
goes to certain helpers because it is pre-
scribed by doctors, people in authority like 
his pastor, his friends and extended family, 
and his wife. He avoids certain healers 
because it is proscribed (again, by her pas-
tor, her husband), and fi nally he also fi nds 
ways to integrate her own beliefs about eti-
ology and about what will be helpful.
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   a.     With the formal health care system  
 Mr. Smith was hospitalized in psychiatry 
for the fi rst time in Montreal. He is cur-
rently followed at a psychiatric outpatient 
department. He believes some of this 
health care system is helpful. However, 
he is using it mainly because he needs to 
keep the peace at home and also because 
it is something “to do… to keep me busy.” 

 He believes the medications he takes 
are helpful only to improve sleep. He 
agrees that medication helped him when 
she was ill in hospital because his perse-
cutor had made him mentally ill by affect-
ing his brain (“a deplacé des neurones 
dans ma tête,” lit. “moved the neurons in 
my head”). He does not believe that med-
ication can help protect him from Vodou 
or help with the spirits. He has daytime 
sedation and a dry mouth and does not 
like the idea of increasing the dosage. 

 He comes to therapy groups because 
it is “something to do.” At the groups, he 
is not introspective nor does he use them 
to better understand how mental illness 
affects him.    This lack of self-refl ection 
may partly refl ect cultural values and 
style of coping that suggest it is not 
appropriate to dwell on one’s ills but 
best to be active and to distract oneself.   

  b.     With traditional healers and alterna-
tive services  
 Although the couple has different views 
about the appropriate use of traditional 
healers and other sources of help, they 
generally negotiate this without overt 
confl ict. 

 Mrs. Smith states outright that, 
although prayer has a place in both their 
lives, the etiology of her husband’s dis-
tress, and therefore the solution, is not 
solely religious, but is related to mental 
illness and is clearly exacerbated by 
stress. She therefore believes medica-
tions are the primary treatment he needs. 
She adds that most of the family and 
church community agree with her. 
Religion may help them to cope and 

prayer may help to distract Mr. Smith, 
and he receives support through the pas-
tor’s regular telephone calls. 

 Her attitude is refl ective of the tension 
between Protestant beliefs and Vodou 
beliefs, which are more tolerated by the 
Catholic Church, but that also persist as 
an idiom of distress (rather than as reli-
gious belief) among most Haitians. Her 
perception that Mr. Smith’s symptoms 
are signs of mental illness may be also 
related to the psychoeducation sessions 
in Montreal after her husband became ill. 

 While Mr. Smith has used Vodou spir-
itual healing in the past, he does not talk 
to his wife about it. He uses folk “natural” 
healing methods, as recommended by 
family in Haiti and applied by his chil-
dren. He refuses to go search out a healer 
in Haiti, as suggested by some family 
members, in part, because this would be a 
potential source of confl ict with his wife. 

 His need to pray when he experiences 
“persecution” is consistent with his Baptist 
background, as is his belief that God is the 
supreme healer. His desire to use Vodou 
techniques and herbal remedies is also cul-
turally appropriate, but he makes exces-
sive use of these remedies and attributes 
more extensive powers to substances like 
lemon and garlic than commonly seen.        

      C.     Cultural Factors Related to Psychosocial 
Environment and Levels of Functioning 
   1.     Social stressors  

 None identifi ed in country of origin. 
Stressors related to immigration and diffi -
culty adjusting to host country include:
 –    Possible racism, although this has not 

been reported by the patient or his wife  
 –   Concerns about fi nding adequate 

employment and feelings of embarrass-
ment about his lack of self-suffi ciency  

 –   Financial stress      
  2.     Social supports  

 For Mr. Smith, his wife and extended fam-
ily in Haiti, as well as the pastor in his 
Church in Montreal, seem to be the most 
signifi cant social supports.   

L.J. Kirmayer et al.
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  3.     Levels of functioning and disability  
 Mr. Smith is not able to work. He functions 
best at home, where he does some house-
hold chores.    He is not able to do much 
childcare and relies on his wife to look 
after the children and provide discipline. 
He does participate in religious services 
but does not play other social roles. 

 It is not certain to what degree his func-
tioning is limited as a result of accultura-
tion diffi culties, but it seems likely that a 
large component of his functional impair-
ment is related to his mental illness. Further 
history is needed to be obtained to deter-
mine his functioning prior to the onset of 
the illness as well as regarding her func-
tioning prior to the current exacerbation, in 
order to fully answer this question.    

      D.     Cultural Elements of the Clinician–Patient 
Relationship at Assessment 
   1.     What is the clinician’s ethnocultural 

background?  
 The consultant in this case was a female 
psychiatrist who immigrated to Canada 
from Eastern Europe as a child. She has a 
personal appreciation of the challenges and 
hardships associated with immigration. The 
culture broker was a Haitian-Canadian 
graduate student in psychology. She has 
ambivalent feelings about Vodou as a heal-
ing practice, but she was able to refl ect on 
her own attitudes and convey an attitude of 
interest and respect throughout the assess-
ment. Mr. Smith clearly appreciated the 
opportunity to speak with the culture broker 
who he felt understood his background.    

      E.     Overall Cultural Assessment
    Mr. Smith is suffering from a paranoid psy-
chotic disorder. However, part of Mr. Smith’s 
diffi culties can be conceptualized as a reli-
gious confl ict within his family. He negotiates 
the divergent beliefs, which are common of 
Haiti, in ways that preserve family harmony. 
To some extent, his wife may discount his 
ideas about Vodou because she views him as 
mentally ill, and this may reduce the potential 
for confl ict. Mr. Smith makes effective use of 
local religious resources as well as some sup-
port from extended family. Other sources of 

support are limited. Psychoeducation does not 
appear to be engaging Mr. Smith’s main con-
cerns or preferred mode of coping. He is more 
interested in participatory, social activities, 
preferably in the Haitian community. Such 
activities would be more appropriate for Mr. 
Smith and may be more therapeutic.          
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        This chapter provides an overview of cultural con-
sultation in child psychiatry. We will fi rst outline 
the mental health needs of immigrant and refugee 
youth. Next, we will describe ways in which child 
psychiatric practice has been adapted to address 
the cultural context of children and families. We 
then describe two transcultural child psychiatry 
clinics in Montreal and Paris to illustrate how 
transcultural child psychiatry is practiced in dif-
ferent contexts with clinical examples exemplary 
of the work of each clinic. In addition to outlining 
practical strategies for consultation and interven-
tion, our aim is to show how the work of these 
clinics depends on local cultures and resources as 

well as each country’s history and attitudes 
towards immigration and minority ethnocultural 
groups. The chapter concludes with some refl ec-
tions on how sociocultural context infl uences the 
practice of transcultural child psychiatry. 

    The Mental Health Needs 
of Immigrant and Refugee Youth 

 In Canada, the health of immigrants tends to be 
better than that of the general population in both 
sending and receiving countries, while over time, 
immigrants’ health tends to worsen to match that 
of the general population (Kirmayer, Narasiah 
et al.,  2011 ; McDonald & Kennedy,  2004 ). For 
children, a review of 20 international studies of 
immigrant children living in the Netherlands, 
Norway, Sweden, Greece, the UK, the USA, 
Canada, Australia and Israel found both higher 
and lower levels of problem behavior when com-
pared to host-country youth (Stevens & 
Vollebergh,  2008 ). The authors noted that the 
development of problem behavior varied with the 
group studied, possibly due to differences in 
socioeconomic status, family stress and original 
culture between immigrant groups. 

 Refugee children have traditionally been 
 considered at greater risk for mental health diffi cul-
ties than immigrant youth, given the catastrophic 
life experiences that most have lived through. 
Diffi culties include the development of posttrau-
matic stress disorder and depression (Attanayake 
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et al.,  2009 ). In addition, refugee children have 
been found to suffer from other internalizing and 
externalizing diffi culties including adjustment dis-
orders, sleep disturbances, nightmares, grief reac-
tions, inattention, social withdrawal and 
somatization (Geltman, Grant-Knight, Ellis, & 
Landgraf,  2008 ; Lee, Shin, & Lim,  2012 ; 
Montgomery,  2011 ; Morgos, Worden, & Gupta, 
 2007 ). 

 Key risk and protective factors for immigrant 
and refugee children have recently been reviewed 
in the literature and are summarized in Tables  4.1  
and  4.2  (Fazel, Reed, Panter-Brick, & Stein, 
 2012 ; Kirmayer, Narasiah et al.,  2011 ).

    Research conducted among children at high 
risk has nevertheless found that many are in good 
mental health. For example, a Quebec study of 
refugee children demonstrated positive mental 

health compared to Canadian-born peers, indicat-
ing that, despite exposure to stressors, there is 
much potential for well-being (Rousseau, Drapeau, 
& Platt,  2000 ). On the other hand, while it is often 
assumed that immigrant families have a lower rate 
of exposure to migration-related risk factors, this 
is not always the case. A study of mental health 
among immigrants in Montreal found that many 
families had faced organized violence prior to 
migration (Rousseau & Drapeau,  2004 ). Similarly, 
a study conducted in the USA among newly 
arrived immigrant school children found that a 
substantial proportion of youth had mental health 
diffi culties such as posttraumatic stress disorder 
and depressive symptoms, with a number report-
ing exposure to premigration as well as postmigra-
tion violence (Jaycox et al.,  2002 ). 

 The postmigration environment is increasingly 
found to be a key factor affecting the well- being 
of immigrant and refugee youth. For example, a 
longitudinal study of refugee youth in Denmark 
found that stresses experienced by young refu-
gees during their exile and after their migration 
were more predictive of psychological problems 
than were the adverse experiences they had expe-
rienced before their arrival (Montgomery,  2008 ). 

 In summary, immigrant and refugee youth 
experience a variety of migratory trajectories, so 
that risk and protective factors experienced 
before, during and after migration affect their 
mental health in complex ways. The conclusion 
of Beiser, Dion, Gotowiec, Hyman, and Vu 
( 1995 ) continues to hold true:

  Although migration and resettlement probably affect 
development, contingencies such as selection poli-
cies, premigration experiences and the interaction 
between migrant characteristics and the welcome 

   Table 4.1    Factors related to migration that affect children’s mental health   

 Premigration  Migration  Postmigration 

 Age and developmental 
stage at migration 

 Separation from caregiver  Stresses related to family’s adaptation 

 Disruption of education  Exposure to violence  Diffi culties with education in new language 
 Separation from extended 
family and peer networks 

 Exposure to harsh 
living conditions 
(e.g., refugee camps) 

 Acculturation (   e.g., ethnic and religious identity, 
gender role confl icts, intergenerational confl ict within 
the family) 

 Poor nutrition  Discrimination and social exclusion 
(at school or with peers)  Uncertainty about future 

  Adapted from Kirmayer, Narasiah et al. ( 2011 )  

   Table 4.2    Factors infl uencing mental health outcomes 
in forcibly displaced children   

 Risk factors 

 Exposure to premigration violence 
 Female sex 
 Unaccompanied 
 Perceived discrimination 
 Exposure to postmigration violence 
 Several changes of residence in host country 
 Parental exposure to violence 
 Poor fi nancial support 
 Single parent 
 Parental psychiatric problems 

 Protective factors 
 High parental support 
 Family cohesion 

 High perceived peer support 
 Positive school experiences 

  Adapted from Fazel, Reed et al. ( 2012 )  
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accorded by the host country determine whether or 
not immigration is followed by maladaptation or the 
realization of potential. (Beiser et al.,  1995 ,    p. 67) 

       Models of Mental Health Service 
for Immigrant and Refugee 
Children and Families 

 Mental health service underutilization is an issue 
for all children and a particular problem for 
immigrant and refugee children. Barriers to care 
including ethnic community factors, service 
 system factors and societal factors all may impede 
youth’s access to services. Different models of 
mental health service provision have emerged to 
address this, including ethnic-specifi c services 
and the delivery of more culturally responsive 
services in mainstream institutions (DeAntiss 
et al.,  2009 ). Research conducted in the UK has 
shown that refugee children who receive cultur-
ally and linguistically adapted services in main-
stream clinics are no more likely to drop out of 
treatment than host-country youth (Howard & 
Hodes,  2000 ). Children and families have also 
been offered preventive services and treatment in 
schools in the UK and Canada (Fazel, Doll, & 
Stein,  2009 ; Rousseau, Benoit, Lacroix, & 
Gauthier,  2009 ; Rousseau & Guzder,  2008 ). 

 Ecological models that take into account both 
social and mental health needs of refugee and 
minority families are increasingly employed. The 
Inter-Agency Standing Committee (IASC) rec-
ommends that emergency mental health and psy-
chosocial support for refugee children should be 
implemented in a tiered manner; this can be visu-
alized as a pyramid with universal provision of 
services at the base to ensure basic safety for all, 
and then allocation of services in a more targeted 
fashion, with interventions aimed at strengthen-
ing community and family supports, followed by 
the provision of focused nonspecialized support 
to a smaller number of people, and fi nally the 
provision of specialized mental health services to 
individuals with the greatest mental health needs 
forming the pyramid’s top (Inter-Agency 
Standing Committee [IASC],  2007 ). All of these 
interventions are ideally implemented concur-
rently and with intersectorial collaboration. 

 The American Psychological Association has 
recently made recommendations for the provision 
of culturally competent multisectorial mental 
health services to refugee children in the USA 
(American Psychological Association [APA], 
 2010 ). School staff, primary care providers and com-
munity workers are often the fi rst to learn of these 
children and their families’ needs and thus repre-
sent a critical entry point for accessing services. 
Collaborative mental health care with community- 
and school-based services can provide key avenues 
for the delivery of culturally informed care for 
immigrant and refugee children and their families.  

    Transcultural Child Psychiatry 
Clinics in Montreal and Paris 

 Clinics have been set up by transcultural child 
psychiatric practitioners in Montreal, Canada and 
Paris, France to respond to the needs of minority 
and newcomer child and family patient popula-
tions. In Montreal, Cécile Rousseau and col-
leagues established the Transcultural Child 
Psychiatry Team in the outpatient child psychia-
try department of the Montreal Children’s 
Hospital (MCH). This clinic eventually moved 
out of the hospital to become a community- based, 
tiered collaborative care service operating out of 
primary health and social service community 
clinics in inner city neighborhoods. In Paris, 
Marie Rose Moro and colleagues organized an 
ethnopsychiatry clinic for children at the 
Avicenne Hospital in a northern suburb of the 
city. Each of these clinics emerged in a particular 
geographic and political context, and as a result 
each has developed assessment and treatment 
models that refl ect the social and cultural circum-
stances of the countries, local communities and 
the health care systems in which they are based.  

    The McGill Transcultural Child 
Psychiatry Team 

 The development of the Transcultural Child 
Psychiatry Team of McGill University was infl u-
enced by the dual institutional foundations of 
McGill University’s Division of Social and 
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Transcultural Psychiatry, fi rst set up as a joint 
venture between the Departments of Psychiatry 
and Anthropology in 1955, and by its hospital 
base, the MCH, one of two pediatric tertiary care 
hospitals in Montreal that provides services to the 
city and its surrounding regions. The hospital had 
a well-established Multiculturalism Programme 
to address the needs of its diverse staff and patient 
population (Clarke,  1993 ), when the team was 
created, and this helped the team to develop a 
specialized hospital-based service for immigrant 
and refugee children and their families. 

 The MCH Multiculturalism Programme began 
in 1986 in response to a request from frontline 
staff who felt they needed to better understand 
the cultures of their patients. As a hospital with 
one of North America’s busiest pediatric emer-
gency rooms, the MCH serves a very large and 
diverse clientele. In 1986, about one-third of the 
hospital’s patients spoke French at home, one- 
third spoke English and the remainder spoke 
other languages. The hospital’s employees were 
equally diverse, coming from 45 different ethnic 
groups and speaking more than 50 languages and 
dialects. The objectives of the Multiculturalism 
Programme were to encourage understanding 
and respect for cultural values, beliefs and prac-
tices throughout the hospital community; to 
develop resources and educational programs to 
assist the hospital in meeting the needs of its cul-
turally diverse community; to improve the liaison 
between the hospital and cultural communities 
by promoting hospital use of community 
resources and encouraging community participa-
tion in the hospital; and to promote cross-cultural 
sensitivity in other health and social service insti-
tutions. To achieve these goals, the program set 
up a number of services, including cross- cultural 
staff development programs; coordination of 
interpretation services within the hospital; an 
information, consultation and referral service; 
and a multimedia library specializing in cultures, 
cross-cultural health care issues and intercultural 
staff development. The program also organized 
activities for staff and the public with a focus on 
cultural communities. 

 The Transcultural Child Psychiatry Team was 
based at the MCH for an 8-year period, from 1999 

to 2007. During that time, fi rst- and second- 
generation immigrant and refugee children made 
up approximately 50 % of the school-aged popu-
lation in Montreal (Sévigny, Viau, & Rabhi,  2002 ). 
In terms of the demography of recent immigrants 
to Montreal during the period spanning 1996–
2001, the top ten countries of origin of the 114,180 
newcomers were Algeria (9 %), China (8 %), 
France (7 %), Haiti (5 %), Morocco (5 %), India 
(4 %), Romania (4 %), Sri Lanka (3 %), the 
Philippines (3 %) and the Russian Federation 
(3 %) (Citizenship & Immigration Canada,  2005 ). 

 Children and youth who had experienced war 
or migration trauma were considered a priority for 
referral to the Transcultural Child Psychiatry 
Team. In addition, children who had experienced 
family separation and reunifi cation as a result of 
the migration process, unaccompanied refugee 
minors and newly arrived children who were 
adjusting to a new schooling and social context 
were also seen at the clinic. Finally, the team wel-
comed referrals from families or service providers 
where assistance in elaborating cultural issues was 
identifi ed as an important aspect of the medical or 
mental health diagnostic and treatment process. 

 A review of all 239 cases referred from 1996 
through 2000 gives a picture of the work of the 
clinic (Measham et al.,  2001 ). As seen in 
Table  4.3 , the clinic responded to requests from 
diverse sources both within and outside the hos-
pital. Clinic clientele were less likely to be self- 
referred, with only 5.4 % self-referring, than to 
be referred by a helping professional already 

   Table 4.3    Referrals to the McGill Transcultural Child 
Psychiatry Team, 1996–2000   

 Referral source  % 

 School or community social worker 
or psychologist 

 26.8 

 MCH multicultural medical health clinic  21.3 
 Hospital-based psychiatrist or psychologist  15.5 
 Community health and social services 
for immigrants and refugees 

 9.6 

 Family physician or pediatrician  8.7 
 Family  5.4 
 Immigration services or immigration lawyer  2.5 
 Other  1.7 
 Unknown  8.4 
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involved with the family (86.2 %). The largest 
source of referrals to the clinic came from social 
workers and psychologists working in schools 
and in the city’s community-based primary health 
care clinics, called Local Community Service 
Centers (in the French acronym, CLSC).

   During those 4 years, the team provided ser-
vices to children from over 70 countries. The vast 
majority of patients referred to the clinic were 
newcomers to Quebec. They came from a wide 
range of countries, the majority of which had 
recently experienced or were currently experi-
encing armed confl ict. An exception was the chil-
dren referred from Quebec’s Cree community, 
members of Canada’s First Nations communities 
in Quebec whose presence predates the coloniza-
tion of Canada by Europeans. 

 Serious stressors and traumatic events 
occurred frequently in the histories of the clinic’s 
clientele. Over half of the patients experienced 
separation from family members (56.1 %), 
largely as a result of the family’s experience of 
armed confl ict and/or the result of their migratory 
trajectory. Over half of the patients (52.7 %) had 
experienced organized violence. Finally, 6.7 % of 
the clinic’s population experienced a refusal of 
their request for asylum. These numbers are all 
likely underestimates, as information was lack-
ing for 15 % of patients referred to the clinic who 
did not attend their fi rst appointment. 

 Children of all age groups were referred to the 
clinic. The mean age of children referred was 10, 
with equal numbers of children aged 5–9 and 
10–14 being referred, at 32.2 % each, while 
22.2 % of children referred were adolescents and 
13.4 % were under the age of 4. More boys were 
referred than girls, with just under two-thirds of 
referrals being boys. 

 Children were seen in assessment and then 
provided services at the clinic. The initial 
assessment consisted of an evaluation of the 
presenting problem by the multidisciplinary 
team, which comprised professionals with 
diverse cultural identities and disciplines, 
including psychiatry, psychology and the cre-
ative arts therapies (   Rousseau,  1998 ). The 
referring clinician, the patient and his or her 
family and other persons considered important 

in their support network were invited to this 
 initial evaluation. A professional interpreter 
was always offered to the family and invited 
with the family’s permission. Interpreters 
assisted in the assessment in order to help 
understand both cultural and  language issues. 

 The child and family psychiatric assessment 
took into account specifi c contextual and cultural 
issues. The team prioritized establishing a work-
ing alliance and a sense of safety in the clinical 
space prior to exploring topics that were consid-
ered particularly delicate such as traumatic 
issues, explanatory models of the illness and tra-
ditional healing practices. The presenting diffi -
culty was explored from the vantage points of the 
child, his or her family members and the referring 
clinician, in order to take into account multiple 
viewpoints on how problems were perceived, 
understood and responded to and to acknowledge 
the fl uidity of culture and acculturation processes 
within and across generations. Viewpoints 
explored included individual, collective, profes-
sional, spiritual, traditional and sociopolitical 
perspectives. The team inquired about these 
diverse perspectives on the assumption that fami-
lies and individuals could hold multiple (and 
sometimes confl icting) views and have shifting 
identities. During the assessment process, team 
members refl ected on the information being dis-
cussed with all parties present in order to help 
understand and fi nd solutions to the problem at 
hand (Measham, Guzder, Rousseau, & Nadeau, 
 2010 ). Particular attention was paid to the nego-
tiation and mediation of possible underlying ten-
sions occurring in the therapeutic encounter 
(Measham, Rousseau, & Alain,  2003 ). Both 
assessment and treatment were conceptualized as 
offering a transitional space where therapeutic 
possibilities could be explored, allowing both 
ambivalence and uncertainty to be addressed as 
families negotiated their diffi culties and found 
their own unique ways of healing. 

 Referring professionals often had diffi culties 
evaluating whether children had a psychiatric dis-
order, with particular diffi culty addressing cul-
tural norms of child development and patient’s 
explanatory models. Intergenerational differences, 
divergent methods of parenting and disciplining 
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and questions about the applicability of DSM-IV 
diagnoses to their patients also led to requests for 
transcultural consultation. Questions for referral 
often were formulated in terms of specifi c con-
cerns about the presence of posttraumatic stress 
disorder, attention-defi cit/hyperactivity disorder 
and learning problems, as well as depression, sui-
cidality, social withdrawal and aggressive behav-
ior. Common concerns included the role of 
cultural issues in the evaluation of developmental 
delays and of medical symptoms, as well as refer-
rals for the evaluation and treatment of psychotic 
symptoms. Finally, referrals were sometimes 
made after a professional involved with a family 
learned of the patient or their family member’s 
experience of catastrophic events including geno-
cide, whether or not the patient or family members 
themselves initially expressed a need for mental 
health services. 

 The evaluation involved an elaboration of the 
explanatory models of illness of the patient, fam-
ily and institution (Kleinman,  1980 ; Kleinman, 
Eisenberg, & Good,  1978 ). This was comple-
mented by a DSM-IV diagnosis and an integrated 
formulation and treatment plan addressing indi-
vidual, family, social and cultural aspects of the 
child and family’s well-being. Feedback was 
given to the patient, their family and the referrer 
at the time of the evaluation, with the referring 
party being included in the treatment planning. 

 The initial assessment meeting usually took 
about 3–4 h, particularly if an interpreter was 
present. At the start, team members would meet 
with the family and referring clinician together. 
Opportunities were provided to meet with identi-
fi ed patients and parents separately. The team 
paid particular attention to the role of trauma dis-
closure in the evaluation, taking note of the 
developmental status of the children and the 
readiness of the child and family to discuss issues 
related to their traumatic past, as well as individ-
ual and collective values around the perceived 
helpfulness of trauma disclosure (Measham & 
Rousseau,  2010 ). Following the assessment inter-
view, the team took 15 min with the referring cli-
nician to formulate their initial assessment and 
treatment recommendations. The diagnostic 
impression and treatment recommendations were 

then shared with the family and referring party as 
a point of departure to begin to co-create a treat-
ment plan, and an agreement was then made for 
further appointments. 

 The type of follow-up offered to the family 
and referring party consisted of either liaison 
with primary care providers (collaborative care), 
the provision of open-ended individual or family 
therapy or brief crisis-oriented intervention with 
the possibility of ongoing care in the future as 
needed. Early efforts were made to link the fam-
ily with nonprofi t organizations in their commu-
nities and with their local community clinics to 
address psychosocial stressors and to increase 
social support. Families also frequently encoun-
tered barriers in accessing primary medical care, 
and the clinic worked collaboratively with the 
hospital’s multicultural health clinic, which 
offers a specialized pediatric care clinic to new-
comer children, as well as with a community- 
based clinic (CLSC) which offers medical 
services to newcomer youth and their families. 

 Conventional psychotherapy and pharmaco-
therapy were offered by the Transcultural Child 
Psychiatry Team to children and their families, as 
well as interventions that were specifi cally devel-
oped for the clinic’s clientele. Treatment gener-
ally started with individual and family therapy 
with an initial focus on strengthening individual 
and family protective factors and resilience by 
exploring nontraumatic elements of the family’s 
past and current functioning. For example, treat-
ment might focus on exploring family traditions 
in their homelands, spiritual teachings and 
 individual and family experiences of well-being. 
As treatment progressed, it could also include 
more direct exploration of traumatic issues. 

 Individual and family interventions that were 
frequently used included creative arts therapies 
and traditional storytelling therapy (Bagilishya, 
 2000 ; Heusch,  1998 ; LaCroix,  1998 ), as well as 
psychodynamically oriented individual psycho-
therapy and family therapy. Modifi cations of 
family therapy included the use of culture bro-
kers and extended family councils, as well as the 
introduction of transnational social networks 
both in the imaginal space of therapeutic conver-
sation and also, if desired and feasible, by letter, 
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email or telephone conference. The inclusion of 
multiple team and family members in the therapy 
setting allowed the therapeutic space to represent 
and acknowledge multiple perspectives and 
worldviews relevant to understanding the mean-
ings of children’s diffi culties and the actions 
needed to alleviate their distress. 

 The team directly addressed issues of social 
exclusion and discrimination and considered 
mediation and advocacy for patients’ needs a cru-
cial part of its mandate. In addition to working 
directly with children and their families, team 
members mediated and advocated with institu-
tions, including schools, health and social service 
providers and immigration services with the fam-
ily’s consent. This could occur by having joint 
meetings with the family and the other profes-
sionals present or by offering meetings or phone 
calls to discuss psychosocial issues impacting on 
a child’s care and well-being. 

 To support applications for asylum, the team 
provided letters describing a child’s treatment 
with the service and their experience of war 
trauma. Requests were also made to have chil-
dren abstain from participating in asylum hear-
ings when participation was considered to be 
potentially damaging to their mental health (e.g., 
because of the risk of repeated exposure to their 
parents’ retelling of traumatic experiences 
including rape and torture). 

 Where disagreements between families and 
host-country institutions appeared to be impor-
tant contributors to a child’s symptoms, the team 
would offer its services as a potential mediator to 
address these confl icts. Examples of disagree-
ments with social service providers that the con-
sultation team helped to mediate included 
divergent concepts of corporal punishment and 
physical abuse and defi nitions of children’s social 
support networks, for example, recognizing the 
parental authority of kinship relatives when these 
relatives did not have legal rights in Canada as 
parental authorities. Meetings with medical ser-
vices included negotiating concepts of illness and 
treatment recommendations, as well as concerns 
about treatment adherence. 

 These clinic meetings with social and medical 
services frequently improved trust and under-

standing among all parties, as previously  confusing, 
disturbing or misunderstood symptoms and 
behaviors were reinterpreted in the light of the 
cultural background and traumatic migratory 
pathway of child and family. Schools, medical 
and social services frequently elaborated innova-
tive plans to accommodate and support children 
and their families. Where interventions that were 
considered stigmatizing and unwanted by fami-
lies were suggested, such as specialized educa-
tional instruction or the intervention of child 
protection services, the team attempted to provide 
a space for dialogue to address parental and pro-
fessional concerns and identify areas of common 
ground centered on the best interests of children. 

 Outcome was judged by therapists in terms of a 
global rating of improvement in symptoms and 
functioning rated as good, moderate or poor. No 
outcome scores were available for 30 % of patients, 
who were either seen only once in consultation or 
lost to follow-up. For patients with follow-up, out-
come was judged as good in 57 % of cases, moder-
ate in 28 % and poor in 15 %. In general, cases with 
poor outcome shared a heavy burden of cata-
strophic stressors, with worsening of symptoms in 
the context of severe diffi culties between families 
and host-country institutions in establishing a cli-
mate of trust and a shared vision of the child’s best 
interests. In a number of these cases, the 
Transcultural Service failed in its attempts to act as 
mediator of divergent values between the family 
and the host-country institutions. A review of the 
cases referred to the service revealed that few treat-
ments ended in a formal disengagement from ther-
apy with a concomitant administrative “closure” of 
a fi le. In general, treatment and outcome were con-
sidered to be an ongoing and interlocking process, 
with the child’s symptoms strongly infl uenced by 
the resolution of ongoing stressors including the 
reunifi cation of families and the granting of asy-
lum. The imposition of further stressors, including 
the rejection of requests for asylum, led to renewed 
treatment efforts as families attempted to cope with 
that event. Parallel to the process of treatment were 
the efforts of child and family to rebuild social ties 
during the resettlement process. To compensate 
for their ongoing tenuous circumstances, efforts 
were made to remain available to families for 
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follow-up consultation and, when children turned 
18, to insure referral to appropriate adult service 
providers. 

  This case illustrates the importance of address-
ing war trauma in a progressive way in a family 
context. Frequently, when children are referred 
for assessment and treatment, their parents are 
suffering equally, although they may not 
acknowledge this or wish for treatment. Family 
members need to address war trauma at their own 
pace, which may not be the same for different 
individuals within the family system. In this exam-
ple, the children pressed for disclosure while 
their mother avoided it. The case also illustrates 
the complexity of ethnic matching as illustrated 
by the choice of interpreter. Mother asked for an 
interpreter from the dominant ethnic group, 
which she considered had persecuted her com-
munity. One might have thought that an inter-
preter from her own linguistic community would 
have been more appropriate. However, her mater-
nal language represented too much proximity to her 
losses, and she was able to fi nd a more manage-
able emotional distance at the beginning of ther-
apy by using another language. Once an alliance 
had been established, mother began to talk about 
the civil unrest that had led to the family’s migration. 

 Case Vignette 4-1 
 Tania was a 10-year-old newcomer to 
Quebec who attended a “welcoming class” 
in French public school in order to learn 
French. She was referred to the McGill 
Transcultural Child Psychiatry Team by her 
school because she was anxious and had 
extremely poor school attendance, as did 
her older sister. The family had migrated to 
Canada from the Balkan region, during the 
civil war. Prior to setting up the fi rst 
appointment, the team offered to provide an 
interpreter, and    Tania’s mother asked for 
one interpreter who spoke the language of 
the dominant group in their country of ori-
gin rather than the language of the family’s 
minority community. During a fi rst family 
meeting, the children reported that they had 
a lot of anxiety symptoms whenever they 
left home. Tania’s mother identifi ed a treat-
ment goal of decreasing her children’s anxi-
ety and improving their school performance 
and stated that she did not wish to discuss 
the family’s past. An agreement was made 
to continue with a series of family meet-
ings. Several sessions later, after some trust 
had been established, Tania’s mother 
revealed that she had lost close relatives in 
her country’s civil unrest and she found it 
unbearable to speak in her own mother 
tongue because it reminded her of her 
losses. She noted that her children were 
increasingly pressuring her to talk about 
their homeland and that she did not know 
how to manage this. She acknowledged 
both depressive and posttraumatic symp-
toms but initially refused any help for her-
self. The therapeutic work involved fi nding 
an aspect of the family’s past that mother 
felt comfortable sharing that could provide 
some structure and meaning to the therapy 
and help support them during their current 

distress. Tania’s mother began to talk about 
her own childhood and brought traditional 
sayings about child-rearing that her mother 
had shared with her in her own mother 
tongue, which she in turn shared with her 
daughters. Later in the course of her treat-
ment, mother began to discuss the civil con-
fl ict that had led to the family’s migration. 
A crisis presented late in the therapy, when 
mother reported suicidal ideation. A plan 
was made with child welfare services to 
accompany Tania’s mother to the general 
hospital emergency room for psychiatric 
evaluation and to help her access mental 
health services. She began her own treat-
ment for depression and posttraumatic 
symptoms, while family therapy continued 
with the Transcultural Child Psychiatry 
Team. The children’s anxiety symptoms 
lessened, and their school attendance and 
performance improved dramatically. 
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Finally, the therapeutic space provided mother 
with an opportunity to bring elements of the fam-
ily’s history into the present, sharing comforting 
aspects of the past in the form of traditional say-
ings with her children. The case also illustrates 
the potential diffi culty of providing mental health 
care in a specialized setting that does not offer 
mental health and social services for all family 
members. When mother required mental health 
services, it was necessary to refer her to the emer-
gency room at another hospital in order to access 
services. Finally, while the Transcultural Child 
Psychiatry Team addressed the children’s mental 
health symptoms, the family’s social isolation 
remained prominent. 

 The Transcultural Child Psychiatry Team oper-
ated at the MCH for a decade, from 1996 until 
2007. Its location within a university teaching 
hospital dedicated to the care of children allowed 
it to develop novel approaches to mental health 
care for immigrant and refugee youth. This was a 
particularly fecund period for the team’s develop-
ment, as students and researchers from many dis-
ciplines and clinicians were able to gather at one 
site, providing a rich environment for exchange. 
At the same time, the hospital- based model meant 
that referring professionals and families often had 
to travel long distances to the clinic, and the 
child’s diffi culties were addressed in a setting far 
removed from their local community. 

 To address this issue, the team began to offer 
more direct and indirect consultations and sup-
port to children and their families in proximity to 
their local neighborhoods. Preventive mental 
health services were also offered using creative 
arts techniques in some of Montreal’s highly 
multiethnic schools, and direct consultations and 
indirect case discussions were held in community 
clinics, where practitioners from different envi-
ronments (e.g., schools, child welfare centers, 
community clinics, and community groups) 
began to share their perspectives and collaborate 
in working with their clients (DePlaen et al., 
 2005 ;    Rousseau & Alain,  2003 ). 

 The Transcultural Child Psychiatry Team was 
closed at the MCH in 2007, when service deliv-
ery at the hospital’s department of psychiatry was 
organized into tertiary care specialty clinics, 

largely defi ned by diagnostic category (e.g., 
Autistic Spectrum Disorders and Anxiety 
Disorders). This change coincided with a provin-
cial governmental reform of mental health ser-
vice delivery, in which community-based health 
and social service institutions, called CSSSs 
(which incorporated previously established 
neighborhood-based Local Community Service 
Centers, or CLSCs) were designated as the entry 
point into the mental health system. The goals of 
this reform were to improve access to services 
and increase the capacity of primary care and 
social services to provide mental health care. The 
plan also included a role for consulting psychia-
trists, or “psychiatres repondantes,” to provide 
support to primary care providers in the commu-
nity and help with referral to hospital-based 
tertiary care services when necessary. 

 The three child psychiatrists who worked at 
the McGill Transcultural Child Psychiatry Team 
shifted their work to a new community-based set-
ting, the CSSS de la Montagne, located in one of 
the most multiethnic regions of Montreal. At the 
CSSS, the transcultural child psychiatrists work 
as consultants in a collaborative mental health 
care model with the CLSC’s Youth Mental Health 
Teams (see Chapter   9    ), which in turn provide 
direct mental health care to children and families, 
and also support other teams in the community 
clinics that deliver general health and psychoso-
cial care to families, schools, daycares and com-
munity groups in the CSSS’s territory (Rousseau, 
Measham, & Nadeau,  2012 ). The catchment area 
of this CSSS had the largest number of newcom-
ers arriving in Montreal between 2001 and 2006, 
as well as the largest number of persons who did 
not speak either English or French as their pri-
mary language (Agence de la santé et des ser-
vices sociaux de Montréal,  2011 ). The three 
CLSCs in this CSSS’s territory provide services 
to several inner city neighborhoods where 80 % 
of the children are either fi rst (35 %) or second 
(45 %) generation immigrants or refugees. 

 Requests for consultation are welcomed from 
any practitioner in the CSSS, who acts as case 
manager for the child and family. The transcul-
tural child psychiatrists and their trainees travel 
on a weekly basis to the different community 
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clinics for consultations. The assessment team 
often consists of practitioners and families who 
have worked together for some time, with the 
transcultural child psychiatric consultant being a 
new addition to the group. A child and family 
evaluation proceeds with the treating profession-
als present and treatment recommendations can 
be directly conveyed. Treatment is provided by 
the community clinic health, mental health and 
social service personnel. The child psychiatry 
consultants are available in a shared care model, 
offering reassessment and case discussion as 
treatments are underway. 

 The strengths of this model are that service 
delivery is provided in the neighborhoods where 
children and their families live. This may increase 
the accessibility and availability of services and 
the impact of any consultation on subsequent 
care throughout the local system. In addition, 
because services are provided within local com-
munity clinics, families have greater access to the 
delivery of both primary health care and social 
service supports, which can be delivered in an 
integrated manner. The model relies on strength-
ening capacity at the primary care level, which 
requires team building, support and training, as 
well as the collaboration of the hospital psychia-
try departments in the territories of the commu-
nity clinics, which provide more specialized care 
and hospitalization when needed. 

 The second case example illustrates how 
community- based care has the potential to pro-
vide comprehensive care for a family experienc-
ing multiple psychosocial stressors, particularly 
when both children and parents may have symp-
toms. It also illustrates how longer-term 
community- based collaborative care models can 
offer a venue to address the complexities sur-
rounding both cultural and contextual factors that 
can contribute to a child’s symptoms. 

 Case Vignette 4-2 
 Samantha, a 5-year-old visible minority 
English- speaking girl, was receiving ser-
vices from a pediatrician, after presenting 
with a request for care for the ongoing 

treatment of attention-defi cit/hyperactivity 
disorder. Following a move to the USA 
from West Africa with her mother as a tod-
dler, she had been treated with speech ther-
apy in English and started on stimulant 
medication. The family had been refused 
refugee status in the USA and had few 
social supports. Her pediatrician referred 
her to a specialized Autism Spectrum 
Disorders Clinic for evaluation. As the wait 
list for this specialized service was long and 
the child lived in the catchment area of the 
CSSS where the transcultural child psychi-
atry consultants worked in collaborative 
care, the referral was directed to commu-
nity-based services and the CSSS was able 
to provide consultation within a few weeks. 

 Samantha spoke English but no French. 
However, she had just started elementary 
school in French, as is required for 
 non-Canadian newcomers to Quebec. 
Samantha spoke little at her local school, 
had echolalia and was impulsive and hyper-
active. She made little eye contact with her 
pediatrician during their appointments. 
These behaviors had prompted the concern 
that she might have an autistic spectrum 
disorder. 

 The consultant met with Samantha, her 
mother, a community-based social worker 
who shared mother’s culture of origin and 
who had already been providing community-
based social services to mother, as well as 
Samantha’s school social worker, her French 
language speech therapist, and a community 
clinic childcare worker.    Samantha’s mother 
stated that she thought her daughter had a 
developmental problem and had begun to 
feel hopeless about whether her daughter 
would improve. She also began to discuss 
her fears that her struggles as a parent—
though not her daughter’s developmental 
issues—were due to a curse, which she had 
received in her country of origin. 

 On review with the school social workers 
and language therapist, Samantha did not 

(continued)
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  This case illustrates the complex relationship 
between challenging social circumstances, biolog-
ical and cultural factors, parental mental health and 
psychosocial stressors and child development. The 
proximity-based care provided by the community 
services allowed mother and child to slowly build 
trust in their new environment, and this had a 
salutary effect on Samantha’s development and 
mother’s feelings of hope for her daughter. In addi-
tion, the community clinic team offered a space 
where mother could begin to discuss her family’s 
story. In this case, while there were concerns for 
mother’s mental health, the community clinic was 
able to provide support for mother and daughter as 
well as interventions that decreased ongoing psy-
chosocial stressors. With intervention, mother’s 
social isolation and fears lessened, and her 
strengthened alliance with her own social worker 
allowed her to accept support for her daughter. 

 This vignette also presents the possibility that 
proximity-based care, with close collaboration 
between families, schools and community health 
and social service providers, can help promote 
successful outcomes, particularly where there are 
issues of multiple differences such as race, eth-
nicity, culture and language. In this vignette, the 
school and community health clinic had strong 
working ties with their neighborhood and with 
each other, and this helped to create a working 
alliance with the family and a sense of welcome 
and belonging for them. This situation is in 
marked contrast with many cases seen by the 
Transcultural Child Psychiatry Team when it 
worked from its hospital base to try to provide 
cultural consultations to neighborhoods with 
which it did not have a previous working rela-
tionship with. In some of those cases, families 
and institutions were locked in intense confl ict or 
impasses, and concerns about discrimination 
were raised. Strong advocacy for the families 
sometimes resulted in a paradoxical worsening of 
the family’s situation, as the confl ict between 
families and institutions escalated in response to 
the advocacy. This points to the need to build 
strong working alliances with institutions that 
can be mobilized to deal with challenging cases.  

present features typical of a child with 
 pervasive developmental disorder. She was 
integrating well at school and did not have 
serious behavior problems there. Although 
she did appear to have a developmental 
delay, she had begun to speak a little and 
communicated well nonverbally,  seeking 
out the attentions of her teachers. She had a 
prominent language diffi culty, which 
appeared to be a major source of her frus-
tration and diffi cult behavior. The family’s 
social isolation, poverty and insecure 
migration status were important social 
stressors. There was also some question as 
to whether mother’s concern about a curse 
was a culturally acceptable explanatory 
model for her own diffi culties as a parent or 
refl ected her own fragility or mental health 
problem. 

 Efforts were made with the community 
clinic to increase the family’s local social 
support and to improve living conditions 
for both mother and child. Efforts were 
also made to increase contact with moth-
er’s wider social circle, including with her 
own relatives who lived in other countries. 
Feedback was given to the school to 
emphasize the positive effects that their 
structuring and supportive environment 
was having on Samantha’s development 
and well-being. Home-based educator 
support was started to modify Samantha’s 
diffi cult behaviors. Liaison with Samantha’s 
pediatrician was made, and mother admit-
ted that she was not regularly adherent 
with Samantha’s ADHD treatment. Over 
time, Samantha’s behavior improved and 
her relationship with her mother was 
strengthened. Samantha’s mother fears 
about evil spirits lessened. The family 
later moved to another part of Montreal, 
where the local community clinic made 
contact with the family to offer continued 
support. 
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    Ethnopsychiatric Consultation at 
Avicenne Hospital 

 Another approach to mental health services for 
fi rst-, second- and third-generation immigrant 
children is provided by the Child and Adolescent 
Psychiatry Outpatient Clinic of the Avicenne 
Hospital in a northern suburb of Paris, France. 
The second author has worked at this clinic as 
well as the CCS in Montreal and this affords a 
comparative perspective on service models and 
practices. 

 The population served at the Avicenne clinic 
is referred from second- or third-line care by psy-
chiatrists and other physicians, social workers, 
child protection services or sometimes at the 
request of families themselves. Among the rea-
sons for referral are diffi culties in clinical com-
munication with the family. This includes issues 
of translation into the family’s language or dia-
lect as well as questions of comprehension of the 
family’s explanatory models of illness. Moreover, 
facing diagnoses of severe and chronic mental ill-
ness, many families look for alternative explana-
tions and draw upon cultural idioms of distress. 
This can cause diffi culties in alliance building 
with caregivers and have effects on treatment 
adherence. In other cases, symptoms might be so 
saturated with cultural elements that in-depth 
assessment taking into account the migration his-
tory and the family’s cultural origins becomes 
necessary. There is a growing need for culturally 
sensitive care and psychotherapy which takes 
into account the family’s perspective on the ill-
ness. Many families are disappointed by main-
stream services; they feel left out and poorly 
understood. The families’ migration histories are 
varied; some have come to France as refugee 
claimants or through family reunifi cation; others 
were born in France and have varying degrees of 
ongoing contact with their country of origin. 

 In France, the ethnopsychoanalytic approach 
of Devereux ( 1985 ) has been very infl uential. 
This approach emphasizes the complementarity 
of different disciplines, including psychoanaly-
sis, anthropology, psychology, linguistics, his-
tory, systems theory and religious studies in 
social science research. For Devereux, all of 

these disciplines have clinical insights to offer, 
but owing to their different methodologies, they 
should not be used simultaneously but rather 
introduced separately and in a coordinated man-
ner, thus offering different but complementary 
perspectives. Devereux’s approach has been 
adapted to clinical situations with various modifi -
cations. For example, multiple methodologies 
may be used by different practitioners or by a 
single practitioner. In reality, patients frequently 
consult a mental health practitioner and a tradi-
tional healer at the same time (Kirmayer, 
Weinfeld et al.,  2007 ). In transcultural consulta-
tion, this use of multiple sources of help may be 
made explicit, so that different approaches to 
healing can be addressed and discussed without 
idealizing or devaluing any particular tradition. 

 Building on Devereux’s work, in the 1980s, 
psychologist Nathan ( 1986 ) developed an ethno-
psychiatric group setting in which a culturally 
diverse team of therapists applies this comple-
mentarist method, working with a single family 
at a time (Corin,  1997 ; Streit,  1997 ). At Avicenne, 
Moro ( 1994 ; Sturm, Nadig, & Moro,  2011 ) 
adapted this approach to conduct therapy with 
children and their families, emphasizing that 
children belong not only to their parents’ culture 
of origin but also to that of the host country’s cul-
ture. Families come to see a multidisciplinary 
group of psychoanalytically trained psychiatrists, 
psychologists, social workers and nurses, most of 
whom are themselves immigrants or have lived in 
a culture different from their own. This group ful-
fi lls three functions. First, the identities of the 
therapists provide diverse representations of oth-
erness (gender, ethnicity, migration status, pro-
fession). Second, the group provides 
psychological holding by working to maintain 
safety for the child and family. Third, the immi-
grant origins and institutional affi liations of the 
therapists themselves symbolize the migrant’s 
necessary passage from one universe of experi-
ence to another. The team represents cultural 
diversity and functions as a “cultural frame” that 
facilitates the expression of traditional etiologies 
and access to representations of illness and thera-
peutics, both of which are considered central ele-
ments for appropriate diagnosis and treatment. 
Patients are invited to come with family or other 
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persons close to them, and the referring profes-
sionals are encouraged to participate in order to 
share knowledge and to improve the continuity of 
care. 

 Therapists work systematically with interpret-
ers who speak the patients’ mother tongue and 
who are trained to work in the specifi c setting of 
the department. Interpreters translate what is said 
but also have the role of mediator between cul-
tures (see Chapter   6    ). The analysis of illness rep-
resentations from a linguistic point of view is an 
important part of the process, allowing for a bet-
ter understanding of bodily metaphors and 
semantic networks of meaning through the 
 exploration of literal translations and back-trans-
lations with native speakers and linguists (Moro 
& de Pury Toumi,  1994 ). Co-therapists may pro-
pose stories, metaphors or images as indirect 
interpretations of the psychic material and the 
resistances brought by the family. The aim is to 
access internal representations and affects by 
encouraging the family to use their own idioms 
and metaphors. This helps to build authentic nar-
ratives of both the parents and the children, which 
allow for a more complete view of the situation. 

 Therapists need to pay particular attention to 
the specifi c psychological vulnerabilities of chil-
dren who have themselves migrated or whose 
parents have migrated. These children have a 
twofold challenge: their own, linked to the bicul-
tural cleavage on which their identities are struc-
tured, and that of their parents, linked to migration. 
In order to assess the clinical situation of the 
patients and their families, Moro ( 1994 ) has pro-
posed three intertwined levels of analysis of the 
cultural representations regarding the illness 
within the family. The fi rst level of analysis con-
cerns  ontological considerations  about the sick 
person. Not only is the question of who is sick in 
the family important, but even more so the quali-
ties and the status of the sick person: “Who is this 
person, what is her essence, her nature?” The sec-
ond level questions the  etiological explanations  
given for the illness. It looks into the different 
causes of the illness and who advocates for them: 
“What has happened, what has been done or 
omitted?” The third level addresses the  therapeu-
tic practices  that follow in a logical way from the 
propositions elaborated in the fi rst two levels: 

“What has to be done, who has to be involved?” 
Cultural practices are held to have potential 
 protective effects and patients and their families 
are encouraged to engage in practices they believe 
to be helpful. In contrast to the practice of    Nathan 
( 1994 ), however, in Moro’s approach clinicians 
do not meet with traditional healers or work with 
therapeutic rituals themselves because they 
believe that this role should be ascribed to a cul-
turally authorized person. 

 Clinical work reveals the interactions between 
cultural frameworks of meaning and psychologi-
cal frameworks. If illness representations are 
embedded in a larger family narrative, they can 
provide some meaning to the suffering experi-
enced. Exploring cultural representations is not 
only a way of adding to the patient’s history but 
also has therapeutic effects, just as the creation of 
a personal story does in narrative therapy. In 
some cases, cultural explanatory models seem to 
be rigid, are not very helpful in giving a meaning 
to the suffering of the family and stand in opposi-
tion to any kind of mainstream therapeutic inter-
vention. In order to mobilize more fl exible 
models, it is important to recognize and respect 
the families’ positions and explore their capacity 
to invest in new visions of their diffi culties. In an 
ethnographic description of this therapeutic set-
ting, Sturm ( 2006 ) pointed out three axes which 
she found to be structuring transcultural thera-
peutic work: (1) on the basis of a strong  thera-
peutic alliance  between the family and the 
therapeutic group, (2)  mediation  between differ-
ent explanatory models becomes possible and 
gives way to (3)  elaboration  (in a psychodynamic 
understanding) and “playing with cultural repre-
sentations.” The following case example illus-
trates these axes of transcultural work. 

 Case Vignette 4-3 
 Kevin, a 7-year-old boy whose parents had 
come to France from the Democratic 
Republic of Congo (DRC) 3 years prior to 
his birth, had been diagnosed with perva-
sive developmental disorder. The institution 

(continued)
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      Conclusion 

 In some ways, cultural consultation in child psy-
chiatry can be seen as simply good child- and 
family-centered care. However, close attention to 
the cultural dimensions and systemic contexts of 
illness and well-being challenges some of the 
taken-for-granted assumptions of standard prac-
tice and can address some of the blind spots of 
mainstream services. The comparison of two clini-
cal models in this chapter shows how these 
specifi c settings and approaches enable clinicians 
to address issues associated with minority status or 
culture. In Montreal, the Transcultural Child 
Psychiatry clinic emphasized the importance of 
structural and political issues, addressing the sys-
temic barriers which confronted patients and fami-
lies. Although this stance of advocacy promoted 
innovative interventions, it also sometimes threat-
ened institutions and increased clinicians’ uncer-
tainty and insecurity, as they faced the inadequacies 
of mainstream services and the dilemmas of social 
integration. While this uncertainty was stimulating 
and contributed to creative solutions, it also led to 
confrontations with mainstream institutions. 

 In immigrant receiving countries addressing 
the rights of minority children to effective pre-
vention and treatment of psychopathology can be 
challenging because of limited resources and the 
slow process of institutional change. In addition, 
the increasing securitization of immigration poli-
cies, in particular since 9/11, has resulted in a 
deterioration of the rights of foreigners in host 
countries (Crépeau & Jimenez,  2004 ). Ensuring 
economic and social rights, including access to 
health care, is increasingly diffi cult as govern-
ments appeal to public anxieties about security 
and budget issues, which can result in a decrease 

referring the case for ethnopsychiatric 
consultation found it very diffi cult to work 
with the parents, who steadfastly claimed 
that this disease did not exist in their home 
country. The parents did not agree to send 
their son to a day hospital programme, stat-
ing that all the other children there were 
very sick while their son was not. Instead, 
they sought help in their evangelical church 
community. The social worker involved in 
the case, who referred the family for con-
sultation, feared that violent exorcism ritu-
als would be performed on the boy. 

 At the fi rst consultation interview, 
Kevin’s parents presented a rigid explana-
tory model constructed around beliefs of 
sorcery coming from a maternal aunt in the 
DRC. Kevin’s parents seemed depressed 
and in mourning for the ideal child they had 
hoped for. Confl icts between the maternal 
and paternal families were overt and nour-
ished the ideas of sorcery. There was very 
poor contact with the family left behind in 
the DRC, who did not know about Kevin’s 
illness. The social worker’s fantasies of 
possible violence refl ected her diffi culties 
in understanding the infl exible position of 
the parents, which was sustained by the cul-
tural idiom of sorcery. 

 Careful exploration of the couple’s his-
tory, their migration and its causes, as well 
as increased use of the family’s mother 
tongue, Lingala, through an interpreter 
allowed for the emergence of alternative 
cultural models explaining their son’s ill-
ness. Co-therapists proposed explanatory 
models from other areas of the world, play-
ing on similarities and differences in order 
to help the parents think about other expla-
nations. Talking about idioms such as the 
transgression of taboos, the reincarnation of 
ancestral spirits and being a child with spe-
cial gifts eventually led to a reconsideration 
of the boy’s position within the family. The 
new narrative of the family and migration 
history allowed for renewal of contact with 

family at home in the DRC from whom they 
asked for traditional and spiritual support. 
The family’s social worker participated in 
the consultation, and this offered her a new 
vision of the family, making it easier for her 
to be empathic and caring towards them. 
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in support for efforts to increase health care 
access and improve health care service delivery. 

 In Canada, the offi cial policy of multicultural-
ism promotes the provision of support to ethnic 
communities and, as Beiser, Hou, Hyman, and 
Tousignant ( 2002 ) proposed, likely contributes to 
familial and social capital. At the same time, 
addressing discrimination directly in Canada is 
still diffi cult both because of political correctness 
which increases implicit forms of discrimination 
and because there has been little recognition or 
discussion in the mental health fi eld of the coun-
try’s history of racism and exclusion. The McGill 
Transcultural Child Psychiatry Team’s focus on 
social, political and cultural contextual issues 
presented a challenge to institutional policies and 
routines. When the hospital outpatient model 
shifted its priorities to subspecialty clinics, the 
intercultural work was sidelined. The team 
adapted by moving to its current community 
clinic setting where it has been able to build 
stronger links with mainstream institutions. In 
part, this refl ects the clinic mandate and emphasis 
which includes both social work and public 
health. In addition, the evolving shared care 
model with community workers has emphasized 
adapting interventions for their diverse clientele. 

 In Montreal, the move to a shared care or col-
laborative model in community settings has 
brought particular advantages. These include a 
greater ability to address children’s diffi culties 
through family systems approaches, as the health, 
social and mental health care needs of all family 
members are considered within the domain of the 
community clinic. This systemic, integrative 
view is in contrast to the segmented organization 
of care by age and specifi c types of illness that 
occurs in child and adult hospital settings in 
Canada. The community clinic also favors 
working with networks grounded in a child’s 
community context and directly supports primary 
care personnel, as well as professionals working 
in community institutions such as children’s 
schools. Finally, the stigma of consulting in psy-
chiatry is lessened in a community clinic setting. 

 In France, the models of care for immigrant 
patients that have been developed refl ect the 

“republican” ideal of the integration of immi-
grants into French society (Fassin & Rechtman, 
 2005 ). Cultural specifi cities and diffi culties in 
adaptation to the new environment are considered 
to be part of the private sphere and the individu-
al’s affair. Thus the therapeutic setting at Avicenne 
Hospital does not propose a form of therapy that 
politicizes suffering or gives voice to the diffi cul-
ties of everyday life in the host country, which 
include racism and discrimination. The emphasis 
is on the individual and family level of psycho-
logical processes with less attention to larger 
societal issues. By working in and with the 
patient’s language, the Avicenne clinic’s consul-
tations take into account the local or emic point of 
view and individual narratives in a very respectful 
way. Most patients have previously experienced 
diffi culties with the mainstream health care sys-
tem and are very grateful for the experience of 
empathic and careful listening as well as the 
opportunity to relate their own explanatory mod-
els of illness. Working with culture as a therapeu-
tic medium is an act of balancing the opening up 
of creative possibilities with the risk of reducing 
patients to their cultural identity. To maintain this 
balance in the therapeutic encounter, it is essen-
tial to take into account the complexity of hybrid 
identities, allowing patients to play with cultural 
representations and meanings. The group setting 
can provide an intermediate or transitional space 
that allows for this kind of therapeutic play. 

 On a pragmatic level, the group setting with 
multiple clinicians and interpreters present may 
be diffi cult to reproduce in other contexts. It is 
costly in terms of human resources and time. For 
training, however, the group setting offers unique 
advantages, giving trainees the opportunity to 
assist directly and to learn progressively how to 
design and introduce therapeutic interventions. 
Although the satisfaction of clients and referring 
practitioners is thought to be very high, there is 
little research on the effectiveness of this form of 
intervention. 

 In conclusion, there are limits to our current 
evidence base with regard to treatment interven-
tions and service delivery models for minority 
youth. We have described two cultural consulta-
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tion and treatment models in Montreal and Paris 
that have tried to address these limitations. These 
models are evolving works-in-progress; for 
example, the Montreal clinic’s change to a col-
laborative care model of service delivery has 
increased accessibility to social support and 
heath care, and efforts are now underway to 
 document the effectiveness of this new model. As 
transcultural practitioners, we look forward to the 
continued development of effective treatments 
and models of service delivery in child psychia-
try in our rapidly globalizing world.     
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        Working with interpreters is essential to the 
 practice of cultural consultation. In mental health 
care, language remains the central vehicle for 
building an alliance; gathering information; con-
ducting a mental status examination; gaining 
access to subjective experiences, emotions, and 
memories; and engaging in therapeutic interven-
tions. Effective work with interpreters in clinical 
assessment and intervention requires consider-
ation of ethical and pragmatic issues. 
Collaboration also requires an appreciation of the 
complex interactions of language, cognition, 
emotion, and expression. This chapter will pro-
vide an orientation to working with mental health 

interpreters, with a review of relevant research 
literature and theoretical models followed by 
guidelines and practical recommendations rele-
vant to cultural consultation. For cultural consul-
tation, knowledge of the sociocultural context of 
a patient’s current and former life is crucial, and 
interpreters who only know the language in an 
academic way should be paired with a culture 
broker who knows the relevant social contexts. 
This broader role is discussed in Chapter   6    . 

 Mental health interpreting has its own special 
characteristics which pertain to the need to deal 
with strong emotion and interpersonal confl ict, to 
convey idiosyncratic features of the patient’s 
style of expression in order to allow assessment 
of their mental state, and to track subtle shifts in 
experience that may be important both for main-
taining rapport and intervening. This requires 
rethinking the dominant models of practice for 
interpreting which evolved in very different 
settings. 

    Medical Interpreting as an Ethical 
Imperative 

 Verbal communication is central to the diagnostic 
and therapeutic tasks of all health professionals. 
In Canada, the codes of ethics that regulate the 
conduct of health and social service professions 
“stress the need for the provider to obtain 
informed consent, provide explanations, ensure 
confi dentiality, and refrain from practicing the 
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profession under conditions that may impair 
 service quality” (Bowen,  2001 , p. 20). Language 
barriers constitute a major impediment to health 
service delivery, and the failure to address them 
may constitute malpractice or, when they are 
institutionalized, an ethical, civil, or human rights 
violation (Blake,  2003 ). 

 According to the 2006 census, about 1.7 % of 
the population in Canada (i.e., about 520,380 
people) knew neither of the two offi cial lan-
guages, English and French (Statistics Canada, 
 2007a ). Almost one in fi ve (19.7 % or 6,147,840) 
of Canada’s 31 million people have a mother 
tongue other than English or French (Statistics 
Canada,  2007b ). For comparison, in 2000 in the 
United States, as many as 21,320,407 people 
(8.1 % of the population) spoke English less than 
“very well” (U.S. Census Bureau,  2000 ). In 
Australia in 2006, 561,413 people (3 % of the 
population) did not speak English well or not at 
all (Australian Bureau of Statistics,  2006 ). These 
statistics illustrate the magnitude of the challenge 
facing the health services in countries receiving 
large numbers of immigrants. 

 The scientifi c literature is replete with exam-
ples of poor-quality services due to the failure to 
address language differences. In some cases, this 
arises from barriers to access or biases in referral. 
For example, studies have found that non-English-
speaking patients were less likely to be offered 
follow-up appointments after a visit to an emer-
gency department in Los Angeles (Sarver & Baker, 
 2000 ) and women were less likely to receive pre-
ventive services for breast cancer in Ontario, 
Canada (Woloshin, Schwartz, Katz, & Welch, 
 1997 ). Language also infl uences the uptake of 
treatment interventions. Non-English- speaking 
patients visiting an ambulatory clinic in a teaching 
hospital in the USA have lower rates of adherence 
to treatment (David & Rhee,  1998 ). There is an 
ethical imperative to ensure equal access to health 
care services and equal quality of services; with-
out successful communication, this cannot be 
achieved. Providing interpreter services in health 
institutions is a key means of meeting this ethical 
obligation. In recognition of this ethical and prag-
matic issue, models of medical and community 
interpreting have been developing rapidly in several 
countries in recent years (Bancroft,  2005 ).  

    Medical and Community 
Interpreters and Culture Brokers 

 In addition to health services, interpreting occurs 
in many settings, including business, the military, 
the legal system, community services, and con-
ferences. Most of the research on interpreting has 
been conducted in legal, community, or confer-
ence settings. Conference interpreting became a 
recognized profession after World War II and the 
Nuremberg trials, where for the fi rst time simul-
taneous interpreting was available for a large 
audience and many languages. Professionalization 
occurred through the development of university 
level courses leading to degrees, the creation of 
national and international associations, and the 
establishment of codes of ethics. 

 Community interpreting—that is, “interpret-
ing in institutional settings of a given society in 
which public service providers and individual cli-
ents do not speak the same language” (Pöchhacker, 
2003 p. 126)—is fundamentally different from 
conference interpreting, both because it deals 
with conversations rather than monologues and 
especially because the interpreter is an integral 
part of the interaction, not simply an onlooker. 

  Culture brokering  (also called  cross - cultural 
mediation ) can be defi ned as mediation between 
two culturally different realities for the purpose of 
reducing confl icts and/or producing a change 
between the two groups (Cohen-Emerique,  2003 , 
 2004a ,  2004b ; Cohen-Emerique & Fayman, 
 2005 ). Culture brokering focuses on negotiating 
cultural differences and may or may not include 
linguistic dimensions. As such, community inter-
preting and culture brokering are distinct but over-
lapping. An interpreter can play many roles inside 
and outside the consultation room. Based on eth-
nographic research on medical interpreting in a 
paediatric hospital, Leanza ( 2005b ) described four 
broad roles for interpreters: linguistic agent, sys-
tem agent, community agent (also called a “life-
world agent”), and integration agent. Acting as a 
linguistic agent, the interpreter attempts to remain 
impartial and does not add text or  comments. In 
contrast, the three other categories imply that the 
interpreter enters the interaction as an active part-
ner. As a system agent, the  interpreter transmits 

Y. Leanza et al.



91

the dominant discourse, i.e., biomedical informa-
tion in health care, and  cultural differences tend to 
be ignored. As a community agent or culture bro-
ker, the interpreter can be a mediator for both 
interlocutors, making additions that explain differ-
ences in values, address confl icts, or serve patient 
advocacy. As integration agents, interpreters may 
play roles outside the consultation setting, else-
where in the health care system or in the commu-
nity, helping the patient to fi nd resources to better 
adapt to the society (e.g., accompanying a patient 
to the  pharmacy). Research in health care settings 
indicates that these broader roles are not often 
employed by professional interpreters. In fact, in 
interactions when interpreters do add text, they 
most often act in the roles of system agent, giving 
biomedical advice (Davidson,  2000 ; Wadensjö, 
 1998 ). Health professionals rarely solicit the com-
munity agent roles even if they are aware of them 
(Leanza,  2005a ,  2005b ; Rosenberg, Leanza, & 
Seller,  2007 ). 

 Refl ecting on the South African psychiatric 
system, Drennan and Swartz ( 1999 ) point out 
that asking the interpreter to play the role of a 
cultural informant carries the implicit assumption 
that culture is monolithic and can be summarized 
for easy consumption by mental health profes-
sionals. The cultural informant tends to be a one- 
sided role that does not include patient advocacy, 
which is a key aspect of culture brokering. The 
role of patient advocate requires great skill and 
self-confi dence on the part of the interpreter who 
must be both an insider member of the health 
care team in order to be heard and an outsider, 
allied with the patient, in order to play the role of 
advocate. Working as an integral part of the treat-
ment team may undermine this advocacy role 
which therefore requires explicit institutional 
recognition and support.  

    Neutrality: The Central Issue in 
Health Care Interpreting 

 With an environmental scan, Bancroft ( 2005 ) 
found that virtually all codes of ethics and stan-
dards of practice for health care interpreters 
emphasized three basic issues: confi dentiality, 
accuracy or completeness, and impartiality or 

neutrality. Neutrality remains a controversial 
issue in mental health contexts. Examples of neu-
trality as an ethical principle can be found in the 
injunctions to  give no advice ,  allow no infl uence 
of feelings or beliefs on work , and  insert no 
 opinions even if asked . This emphasis on neutral-
ity is a direct effect of the ethics of conference 
interpreting in which interpreters must not add to 
the “offi cial text” or change it in any way. 

 In psychiatry and psychotherapy, however, the 
neutral stance of the interpreter has been chal-
lenged by those who view neutrality as more or 
less impossible and who argue, instead, for the 
construction of a collaborative relationship 
between clinician and interpreter. Those who 
advocate neutrality in psychiatry are usually con-
cerned with the potential for errors by interpreters 
with the resultant risk of poor quality of care 
(Demetriou,  1991 ; Farooq & Fear,  2003 ; Marcos, 
 1979 ). To reduce this risk, they may provide 
restrictive guidelines (Miletic et al.,  2006 ) or even 
consider it impossible to offer effective psycho-
logical care through an interpreter (Yahyaoui, 
 1988 ). In collaborative care models, where a team 
may develop a more prolonged and complex 
interaction with patients, interpreters are some-
times integrated as team members (Bot,  2003 , 
 2005 ; Raval,  2005 ; Raval & Maltby,  2005 ). This 
is usually the case in the Cultural Consultation 
Service, where a relationship develops with inter-
preters regularly used by the service. 

 Pioneering ethnographic research on medical 
interpreting by Kaufert and Koolage ( 1984 ) and 
later by Wadensjö ( 1998 ) made it clear that inter-
preters do not simply transmit information. Even 
when interpreters try to be neutral, research 
underscores the diffi culty of attaining neutrality 
(Davidson,  2000 ; Hsieh,  2006a ,  2007 ,  2009 ; 
Kaufert & Koolage,  1984 ; Leanza,  2005a ,  2008 ; 
   Pöchhacker,  2004 ; Rosenberg et al.,  2007 ; 
Rosenberg, Seller, & Leanza,  2008 ). Indeed, 
from a pragmatic linguistic point of view, inter-
preters cannot avoid inserting some of their own 
knowledge and perspective into the clinical inter-
action both verbally and nonverbally (through the 
expression on their face, tone of voice, gestures, 
and timing). Interpreters are not invisible scribes 
but present as team members in the therapeutic 
setting, with their personal identities and social 
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positions infl uencing the interaction. Moreover, 
interpreters’ active involvement can be seen as an 
asset when both the interpreter and the health 
care professional share a patient-centered 
approach. What is essential for mental health 
consultation is the practitioner’s ability to be sen-
sitive to the interpreter’s complex impact on the 
clinical interaction to ensure the process proceeds 
in a constructive way. 

  As this case illustrates, although the interpreter’s 
identity, personal experience, and perspective will 
inevitably have effects on the interaction, a basic 
level of professional neutrality is essential to be 
able to focus on the patient’s needs and provide 
appropriate clinical service.  

    The Interpreter’s Identity 

 Although interpreters are usually chosen on the 
basis of their linguistic skills, other characteris-
tics including age, gender, socioeconomic status, 
education, ethnicity, and religion can be impor-
tant issues in interpreted interactions. For 
 example, in a study in a Swiss hospital, Sleptsova 
( 2007 ) found that interpreters’ socioeconomic 
status tended to be closer to that of health care 
professionals than patients. As a result, inter-
preters tended to align themselves with the 
 physicians and nurses, and interpretation was 
biased in favor of the biomedical practitioner’s 
perspective. 

 Interpreting in general has been a profession 
characterized by a larger proportion of women 
than men (Pöchhacker,  2003 ; Zeller,  1984 ). To 
our knowledge, only one study has directly 
addressed gender issues in interpreted medical 
consultations. Bischoff, Hudelson, and Bovier 
( 2008 ) looked at patient–physician gender 
concordance and patient satisfaction about com-
munication in professionally interpreted consul-
tations compared to non-interpreted consultations. 
They found that the presence of a  professional 
interpreter tended to reduce gender-related com-
munication barriers in consultations. They sug-
gest that professional interpreters who have 
training in cultural mediation are better able to 
manage complexities involving gender and facil-
itate the communication process within an ethical 
framework. 

 Language, geographic origin, ethnicity, reli-
gion, social class, education, and political orien-
tation are all variables that can infl uence the 
interpreters position vis-à-vis the patient. 
Regional dialects, accents, and styles of speaking 
can convey a lot of information about social sta-
tus and may facilitate rapport or create barriers. 
Discussing potential confl icts with the interpreter 
and being alert to them in the interaction can 
allow the clinician to optimize the match of inter-
preter and patient. 

 Case Vignette 5-1 

 The CCS saw a patient from an African 
country who was referred from the regional 
refugee clinic. He was seeking political 
asylum after having been tortured by police 
in his own country. He was very anxious 
with signifi cant posttraumatic symptoms 
including fl ashbacks, sleep disorder, and 
depressed mood despite receiving high 
doses of medication from his primary care 
physician. The interpreter accompanying 
him identifi ed with the patient’s experience 
and began to intrude in the consultation 
with comments about his own police trauma 
and diffi culties fi nding political asylum 
prior to his successful migration. He offered 
unsolicited advice on the legal options 
 during the consultations despite the consul-
tant’s attempts to maintain boundaries and 
guide the process. A decision was made not 
to use this interpreter again for CCS consul-
tations because his level of identifi cation 
with patients was impairing his ability to 
function in this role. 
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  Despite efforts to identify an appropriate match, 
patients and interpreters may have unanticipated 
reactions to each other that must be negotiated in 
the clinical setting. This negotiation may be partic-
ularly complex in the case of small communities 
where interpreter and patient are likely to know 
each other or where they have other reasons to be 
especially concerned about potential breaches in 
confi dentiality. 

  As these vignettes illustrate, the interpreter’s 
identity may be an immediate issue, based on 
fears or projections, or become problematic as 
the interview unfolds. Flexibility in identifying 
and responding issues is essential to maintain 
trust and effective communication. 

 Trust is fundamental in any clinical encounter. 
Clinician, interpreter, and patient must all have a 
modicum of trust in each other. In an analysis of 
a set of health care practitioner and interpreter 
narratives on interpreted interventions, Robb and 
Greenhalgh ( 2006 ) drew on Greener’s ( 2003 ) 
typology which distinguishes three forms of 
trust:  voluntary  (“based either on kinship-like 
bonds and continuity of the interpersonal rela-
tionship over time, or on confi dence in the insti-
tution and professional role that the individual 
represents,” p. 434),  coercive  (“where one person 
effectively has no choice but to trust the other,” 
p. 434), and  hegemonic  (“where a person’s 
 propensity to trust, and awareness of alternatives, 
is shaped and constrained by the system so that 
people trust without knowing there is an alterna-
tive,” p. 434). Only voluntary trust was associ-
ated with an openness to the patient’s lifeworld 
and collaboration with the interpreter by the cli-
nician. To enhance trust in the system, the patient 
may play a role in choosing an interpreter.  

    Organizational Issues in Working 
with Community Interpreters in 
Mental Health 

 Working effectively with community interpreters 
goes beyond the lists of technical tips focused on 
the interpreter–practitioner relationship com-
monly found in the literature (Bjorn,  2005 ; Hays, 
 2008 ; Jackson, Zatzick, Harris, & Gardiner, 
 2008 ; Prendes-Lintel & Peterson,  2008 ; Richie, 
 1964 ). Effective work requires changes at level of 
policy, health systems, institutions, and service 
organizations (Leanza,  2008 ). At present, com-
munity interpreters lack social recognition for 
their work. Attempts to make interpreters part of 
a routine health care practice are likely to fail 
without such recognition, which can only be 

 Case Vignette 5-2 

 A Rwanda Tutsi mother sought help for her 
8-year-old son. The father was killed during 
the war, and the consultant felt that a 
Rwanda Hutu interpreter might be inappro-
priate. After inquiring, the mother disclosed 
that the boy’s father was Hutu. They had a 
mixed marriage and that she believed that a 
Hutu interpreter would be more helpful 
than a Tutsi interpreter. 

 Case Vignette 5-3 

 An Eastern European immigrant family 
was interviewed by the CCS consultant 
with an interpreter whom they had previ-
ously seen at community gatherings. They 
were ambivalent about the mental health 
consultation because psychiatric services in 
their country of origin were associated with 
political persecution, stigma, and incarcer-
ation in asylums. When the consultant 
asked the interpreter to probe into issues 
related to criminal activity by a family 
member, the interpreter became very dis-
tressed and insisted that the consultation 
had to stop and a new interpreter found. He 
felt that his neutrality was compromized as 
the community was very small and he was 
known to the family. He shared the family’s 
concerns about political abuses by psychia-
trists in their native country and worried 
that the consultation might lead to prob-
lems for the family. 
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achieved through policies, ethical guidelines, and 
legislation that support patients’ right to have 
access to health care in a mastered and meaning-
ful language. Policies must also address training 
and accreditation of interpreters, health care 
 professionals, and gatekeepers. 

 Table  5.1  lists some of the resources needed at 
an institutional level to implement community 
mental health interpreters. Community interpret-
ers are professionals, and as such, they require 
the resources and compensation associated with a 
profession: a decent salary, a formal place in the 
health care team, an offi ce in the institution, con-
tinuing education, and supervision.

   A major obstacle to the implementation of 
interpreting services in health care systems is 
fi nancial expense. Hospital administrators tend to 
view interpreted interventions as only adding 
costs to health care without any clear clinical or 
economic benefi ts. However, a review of the lit-
erature by Bowen and Kaufert ( 2003 ) and subse-
quent studies (Hampers & McNulty,  2002 ; 
Jacobs, Shepard, Suaya, & Stone,  2004 ) demon-
strated that the use of interpreting services may 
actually reduce costs and improve quality of care. 
Patients who are inadequately assessed and 
treated because of poor communication may go 
on to use additional health services in an effort to 
get appropriate care. Bowen and Kaufert insist 
that when assessing the cost-effectiveness of 
interpreting services, the benefi ts must be consid-

ered not just for a single institution but in terms 
of its impact on the entire health care system and 
society as a whole. 

 Interpreters need specifi c training in mental 
health issues as well as in the interaction of cul-
ture and psychopathology. Interpreters may fi nd 
mental health interpreting particularly demand-
ing or distressing and need specifi c training and 
support around affective issues. Interpreters who 
work with children and families need additional 
training in order to be able to address the child in 
an age-appropriate way and accurately convey 
information about the language and nonverbal 
communication skills of the child. 

 Mental health professionals also need specifi c 
training in how to work with interpreters. Health 
care training curricula need to include courses 
that sensitize students and future practitioners to 
issues of clinician–patient miscommunication 
and teach them how to work with an interpreter in 
different situations, as this is a specifi c compe-
tence. Working with an interpreter requires a shift 
from thinking in terms of a dyadic to a triadic 
interaction (Rosenberg et al.,  2007 ). Training 
requires an investment of time and the opportu-
nity to practice and apply skills under supervi-
sion. Research in continuing medical education 
shows that “one shot” formal didactic sessions do 
not improve practice and outcome; there is a need 
for an interactive training process or practice- 
based interventions (Davis et al.,  1999 ; Davis, 
Thomson, Oxman, & Haynes,  1995 ). Hence, 
models and skills for working with interpreters 
should be included as basic curriculum in the 
undergraduate training of future practitioners as 
well as being included in the programs of post-
graduate specialty training and maintenance of 
professional certifi cation (Betancourt, Green, 
Carrillo, & Ananeh- Firempong,  2003 ). Language 
is only one aspect of culture, and working with 
interpreters should be integrated into broader 
models of cultural competence. This requires an 
approach that goes beyond viewing interpreting 
as simply a communication strategy to consider 
the wider social meaning of language and the 
social positioning of practitioners, interpreters, 
and patients. Positive outcomes depend on view-
ing the clinical encounter as a process of commu-
nication and negotiation in social context. This 

   Table 5.1    Institutional guidelines for use of community 
interpreters   

 • Evaluate linguistic needs of institution, patient 
population and catchment area 

 • Establish language policies 
 • Develop working relationship with regional bank of 

professional interpreters 
 • Allocate resources to fulfi l the linguistic needs 
     Adequate budget specifi cally earmarked for 

interpreters 
    Supervision time 
    Room for interpreters 
    Training for gatekeepers, health care practitioners 

and interpreters 
 • Insure adequate time in clinical services for work with 

interpreters 
 • Develop overall organizational cultural competence 
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attention to social context will also enhance the 
professional recognition of the work of commu-
nity interpreters and culture brokers. 

    Institutional Policies and Practices 

 The fi rst step in establishing interpreter services is 
to evaluate the clinic’s needs in terms of languages, 
frequency of use, specialized skills, and budget. 
This will determine the mix of in-house, on-call, 
and telephone interpreters best suited to meet local 
needs. Having a dedicated budget  provides a 
 structural incentive for health care practitioners to 
 collaborate with interpreters. Interpreters must be 
adequately compensated to insure their stability 
and quality. Use of interpreters also requires orga-
nizational changes to allow the additional time and 
fl exibility in scheduling and workload. A study 
conducted in Montreal by Battaglini et al. ( 2007 ) 
found that up to 40 % more time is required for 
medical consultations for immigrants who had 
been in Canada less than 10 years. 

 In Montreal, the regional health authority 
maintains a central bank of interpreters who are 
trained and available on call to visit clinics and 
hospitals. Unless there is an in-house interpreting 
service with its own offi ce, however, on-call 
interpreters have no place to stay between inter-
ventions. In our own research in a comprehensive 
community health clinic Montreal, we found that 
interpreters in usually sat in the waiting room 
with patients (Rosenberg et al.,  2008 ). Providing 
a physical space for interpreters is part of the 
institutional recognition of their activity and their 
integration in the health care team. This integra-
tion should also take the form of including 
 interpreters in key clinical team meetings, such 
as case conferences. Providing supervision for 
interpreters, either alone or along with other 
health care practitioners, is essential for high- 
quality care. 

 Continuing education for both practitioners 
and interpreters should include all institutional 
staff who may function as gatekeepers, particu-
larly receptionists and administrators. Learning 
to work together should be a priority in such 
institutional continuing education programs. The 
fi rst barrier to employing interpreters is the 

inability of staff who act as gatekeepers to iden-
tify patients who need language services before 
they arrive at the hospital (Hasnain-Wynia, 
Yonek, Pierce, Kang, & Greising,  2006 ). Failure 
to provide access to interpreters has important 
legal implications in the areas of confi dentiality, 
informed consent, and even the ability to carry 
out essential clinical tasks (e.g., the ability to 
assess suicidal risk).  

    Gatekeepers and Initial Assessment 
of the Need for an Interpreter 

 Gatekeepers may play a crucial role in inquiring 
about a patient’s language, particularly in those 
clinical settings that do not have on-site interpreting 
services and therefore need to arrange these  services 
in advance. A potential language barrier can be 
detected at the gatekeeper stage by asking questions 
such as: “Are you new in Canada?” “Would you 
like to have an interpreter?” Interpreters can be 
 provided and longer appointments can be scheduled 
to provide time for translation, clarifi cation, and 
explanation. Staff and administrators in primary 
care and other clinical settings should be sensitized 
as to how to interact with patients who have not 
mastered English or French or who are not familiar 
with the Canadian health care system. Reception 
staff should be prepared to provide help with the 
completion of any required forms and explain to 
patients the rationale for the questions asked. 

 At the CCS, it is the role of the clinical coordi-
nator to inquire whether a patient needs an inter-
preter and clarify that family members should 
not assume the role of a professional interpreter. 
Sometimes the need for an interpreter can be ascer-
tained by talking to the referring clinician, but often 
it requires discussion with the patient or family 
when setting up the consultation appointment. In 
some instances, the need for an interpreter does not 
become apparent until the initial consultation and a 
second interview must be arranged.  

    Selecting the Right Interpreter 

 In the choice of interpreter, awareness of social, 
cultural, and political issues is essential to gain 
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and maintain patients’ trust. Geography and iden-
tity, as well as past and present confl icts, must be 
considered when choosing an interpreter so that 
someone of the appropriate ethnicity, religion, 
political views, dialect, and gender is obtained. 
Patients’ requests may sometimes seem arbitrary 
but, in our experience, are often well founded. 

  The following two examples show the complex-
ity in selecting an appropriate interpreter and the 
unforeseen consequences of a mismatch. 

  This case illustrates both the diffi culty of 
knowing precisely which language the patient is 

most comfortable speaking and the benefi t of fi nd-
ing a good match. Many countries have far more 
linguistic diversity than North America or Europe. 
An atlas of languages can be helpful at times 
(Asher & Moseley,  2007 ), but for many smaller 
groups, a precise match will not possible. Instead, 
a local common language (e.g., Arabic, Bahasa 
Indonesia, Swahili, Tagalog) may be the best that 
can be achieved. When family members differ in 
their skill with a language, assessment and inter-
action will have unavoidable biases that must be 
considered. Moreover, despite the appearance of 
using a common language, local variations may 
introduce important differences in meaning. 

  If patients have concerns about confi dentiality 
vis-à-vis other members of their linguistic 
 community, they may perceive the presence of an 
interpreter/translator as threatening. Moreover, in 
small communities, there is a high likelihood that 
patients will know the interpreter. Each case, 
therefore, requires a specifi c assessment of the 
patient’s needs and requirements for communica-
tion in their mother tongue or language in which 
they are most fl uent. 

 Vignette 5-4 

 A middle-aged Kurdish man from Turkey 
expressly demanded that his interpreter not 
be Turkish, suggesting as alternatives an 
Armenian or a Greek who spoke Turkish. 
Before the consultation began, he checked 
the ethnicity of the interpreter, and after he 
was reassured, he explained that he had 
been a victim of psychological and physical 
abuse by the Turkish military. 

 Vignette 5-5 

 A middle-aged couple from Bangladesh 
was referred to the CCS, for the assessment 
of the wife’s chronic depression, which 
appeared to be exacerbated by tensions 
with her husband. A Bengali-speaking 
interpreter translated the questions the psy-
chiatrist asked the couple, to which the hus-
band responded exclusively. After a little 
while, the interpreter, who had noticed that 
the man did not speak Bengali fl uently and 
had an accent, inquired from which part of 
the country they came, only to discover that 
the couple came from the same region as 
himself, where Chittagonian was spoken. 
The interpreter shifted languages, allowing 
the woman to understand and express her-
self, thus interacting directly. She exclaimed 
positively: “For 15 years I could not speak, 
fi nally I can!” 

 Vignette 5-6 

 An elderly Russian woman was referred to 
clarify her diagnosis. She was deaf and a 
sign language interpreter translated the 
interview. The patient provided information 
on her medical history, focusing on her 
 cancer surgery, which had taken place many 
years earlier. For more than an hour, the 
interpreter kept repeating that the patient 
felt that cancer was coming out of her legs 
when suddenly she realized that it was not 
cancer but worms. The reason for the mis-
understanding stemmed from the fact that 
the interpreter was trained in American 
Sign Language while the patient used 
Russian Sign Language and the two systems 
differed in important respects. The shift 
from worries about cancer to delusions 
about infestation with worms led to a 
change in diagnosis from hypochondriasis 
to psychosis. 
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 Lack of confi dentiality may also be an issue 
for the interpreter, who may feel burdened or 
exposed. On the other hand, an interpreter who 
has the requisite language skills but is obviously 
not part of the local community may be well sit-
uated to facilitate therapeutic exchange. For 
example, a Tamil man from Sri Lanka reacted 
positively to the presence of a culture broker who 
spoke Tamil but was not part of the Tamil com-
munity in Canada. Her status as both insider and 
outsider favored a therapeutic alliance by creating 
a space of trust. 

 Gender is another important variable in the 
construction of the triadic alliance required for 
clinical interpreting. Women from certain regions 
of the world may feel uncomfortable in the pres-
ence of a male interpreter. When feasible, it is 
helpful to ask patients if they have a preference 
for the gender of the interpreter. This is particu-
larly important in cases of rape and violence. In 
these cases, female interpreters may be chosen by 
default as they are more likely to be acceptable to 
patients of either gender. 

 To foster a working alliance and continuity of 
care, it is good practice to work with the same 
interpreter for a given case whenever possible. 
Continuity is important to enhance the teamwork 
between clinicians and interpreters. For patients, 
changes in the therapeutic team can be stressful 
and disorienting. Patients develop alliances and 
attachments to the interpreter, and an abrupt 
switch can undermine trust and confi dence. 

 In some cases, patients may become close to 
the interpreter, who may be seen as playing the 
role of a mother or older sister, mirroring the 
systemic transferences of family life and recreat-
ing safe relationships or networks within the 
clinical setting. For example, in several cases 
seen by the CCS, South Asian women who had 
recently married and migrated to Canada found 
the interpreter a person with whom they could 
identify but who represented a path of accultura-
tion, providing an example of independence 
that was dissonant with their traditional role in 
the family but closer to their expectations of 
Canadian life (see Chapter   8    ).   

    The Use of Informal or Ad Hoc 
Interpreters 

 In many clinical settings, professional interpreters 
are not available or are not used because they are 
costly and diffi cult to arrange, or staff and admin-
istrators are not fully aware of their vital impor-
tance. Instead, family members, friends, or other 
clinical or support staff are recruited to serve as 
ad hoc interpreters. This practice, though wide-
spread because of its low cost and convenience, is 
strongly discouraged because it has potentially 
serious negative clinical consequences. For 
example, a qualitative study of family medicine 
consultations (Leanza, Boivin, & Rosenberg, 
 2010 ) identifi ed risks associated with having 
family members as interpreters. Family members 
often become the main interlocutors in the con-
sultation, answering for the patient. They could 
decide not to convey patients’ statements that 
they judged went beyond the expectations of a 
medical agenda and did not convey some of the 
physicians’ statements in order to control 
patients’ decisions. 

 When it is necessary to use “ad hoc” inter-
preters because of the lack of available profes-
sionals, it is important to recognize that their 
presence raises specifi c clinical issues (Hsieh, 
 2006a ,  2006b ). If the interpreter is a family 
member, there can be a range of different situa-
tions. Although such persons can play important, 
even vital roles in the diagnostic and treat-
ment processes, they should not be the people 
responsible for ensuring the fl ow of information 
between the patient and the practitioner 
(Rosenberg et al.,  2007 ). 

 In the case of a child interpreting for an adult 
(parent, grandparent, uncle, etc.), the clinician 
must avoid sensitive issues that would negatively 
affect the child or child–adult relationship. The 
child may also have limited capacity to translate 
complex issues. It is best to roughly evaluate 
what the problem is through the child and inform 
the patient of the need to fi nd another interpreter 
in order to assure quality of translation and to 
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avoid the child becoming further entangled in a 
diffi cult situation. Similar issues arise in the case 
of an adolescent interpreting for an adult. While 
the adolescent may have more capacity to under-
stand complex issues, it remains important to be 
aware of sensitive issues that may be diffi cult to 
translate and to hear. If diffi cult issues such as 
sexuality, the diagnosis of a malignant disease, or 
war trauma are involved, the patient should be 
informed of the importance of including a profes-
sional interpreter to complete the consultation. 

 A growing body of literature looks at the role 
that children and adolescents may have as culture 
brokers and interpreters for their immigrant fami-
lies (Jones & Trickett,  2005 ). Two opposing per-
spectives are found in the literature. The fi rst 
perspective frame this interaction as a form of 
“parentifi cation” or “role reversal” which under-
mines traditional power relations within the  family 
and may expose children to major stressors 
(Trickett & Jones,  2007 ). In the medical literature, 
two studies suggest that involving children in the 
communication of sensitive issues (e.g., death, 
complex or life-threatening disease) can have 
traumatic effects on the child (Haffner,  1992 ; 
Jacobs, Kroll, Green, & David,  1995 ). An alterna-
tive view sees this role of the child as a common 
task and responsibility in migrant families that 
need not alter or disrupt family relations (Trickett 
& Jones,  2007 ). Indeed, Morales and Hanson 
( 2005 ) review some research which suggests that 
children who function as language brokers 
“acquire higher cognitive and decision-making 
abilities due to their brokering experience” (p. 492). 
In some circumstances, the young interpreter may 
play a protective role as a family advocate, pre-
venting physicians, employers, or others from 
embarrassing their relatives, and this successful 
advocacy may enhance self- esteem and self-effi -
cacy (Free, Green, Bhavnani, & Newman,  2003 ; 
Green, Free, Bhavnani, & Newman,  2005 ). 

 In the case of adults (e.g., a husband interpret-
ing for his wife (or vice versa) or an adult child 
interpreting for a parent), it may be tempting for 
the clinician to rely on this ad hoc interpreter. 
Although family members are often long-term 
caregivers and can be of invaluable help to under-
stand the patients’ reality, this is distinct from the 
task of working as an interpreter. In order to 

avoid misunderstandings on a long-term basis 
and also to have an outside perspective on the 
patient, it is important to employ a professional 
interpreter. In cases of possible maltreatment or 
domestic violence, it is crucial to avoid using 
family members as interpreters, as this may pre-
vent the patient from disclosing issues of an 
interpersonal nature, including abuse. 

 The case of a parent interpreting for a child or 
adolescent is less common in migrant families, 
because children are among the fi rst in the family to 
acquire facility in the new language, but this situa-
tion can occur, particularly with young children. It 
poses the dilemma that the child’s perceptions are 
all fi ltered through the adult family member, and so 
areas of confl ict or disagreement and nuances of 
emotional tone and meaning may be lost. Again, 
interpreting by a professional, even with the parent 
present for comfort, may improve the accuracy and 
completeness of the communication. 

 Bilingual health care staff may be able to inter-
pret but require training for the task. It is impor-
tant to fi rst make certain the staff person is willing 
to perform this extra task, as not every bilingual 
person is comfortable interpreting. In any case, all 
of the rules previously discussed apply, namely, 
checking for concordance of gender, ethnicity, 
etc.; asking if both interpreter and patient agree to 
be matched; and reminding the interpreter of the 
importance of confi dentiality. When professional 
interpreters are not available, it may be possible to 
train a pool of bilingual staff to act as interpreters 
and arrange institutional procedures that allow 
them to be on call when necessary.  

    Working with Interpreters in 
Cultural Consultation 

 The following suggestions (see Table  5.2 ) for 
working with interpreters are drawn from our 
work with the CCS, published guides for medical 
interviews with an interpreter (Bischoff & Loutan, 
 2008 ), and advice from Montreal’s Inter- regional 
Interpreters Bank. 1     These suggestions are offered 
not as a prescriptive list of dos and don’ts but as 

  1 The document can be downloaded at    http://www.sante-
montreal.qc.ca/            
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general principles to be applied fl exibly, taking 
into account the particularities of the context, 
including the specifi c health issue, interpreter, 
time, and the type of consultation. These sugges-
tions apply to interpretation for all kinds of health 
care. Those who interpret for mental health practi-
tioners must have some additional training con-
cerning mental illness and its treatment.

      Preparing for the Consultation 

 When possible, the consultant should contact the 
interpreter before the consultation to provide some 
general information regarding the client and deter-
mine if he/she will be comfortable  interpreting for 
the client. This initial contact can help uncover 
potential confl icts of interest, dual relationships, or 
errors in matching. If the interpreter is not a trained 
or professional interpreter, it is important to clarify 
his relation to the patient and to convey the basic 
rules of medical interpreting (i.e., the need for 
confi dentiality, accuracy of translation, and the 
possibility of adding comments when necessary 
while clearly distinguishing these comments from 
the patient’s actual statements). 

 The consultant should also briefl y explain the 
patient’s situation and the purpose of the consul-
tation as well as the basic parameters, including 
the time available for the interview (which must 
be longer than usual as everything must be said 
twice). The consultant can also specify what the 
kind of translation needed; in general, this is the 
most complete and accurate possible, but if the 
interpreter can function as a cultural informant or 
culture broker, they may be able to supply addi-
tional cultural background information to the 
clinician and patient to improve the quality of 
communication (see Chapter   6     on culture brokers). 
Mental health interpreting requires close atten-
tion to feelings and emotions which may need to 
be described, in addition to translating the cli-
ent’s verbalizations. If the consultant has not 
worked with the interpreter before, it is worth 
clarifying how much experience the interpreter 
has had in mental health settings, and, if necessary, 

   Table 5.2    Guidelines for working with interpreters in 
clinical settings   

 Prior to the interview 
 •  Contact the interpreter before the consultation. 

Provide some general information regarding the 
patient and ask if he/she would be comfortable 
interpreting for the patient 

 •  If the interpreter is not a trained or professional 
interpreter, determine his relation to the patient and 
remind him of the basic rules of interpreting 

 •  Remind the interpreter that everything that is said in 
the consultation room must be kept confi dential 

 •  Ask the interpreter to translate everything that is 
said and to tell you when accurate translation is not 
possible 

 •  Ask the interpreter to describe her impressions of 
the patient’s feelings and emotions, making clear 
that you recognize the diffi culty of this task 

 •  Ask the interpreter to tell you when he/she is unsure 
of the meaning of the patient’s verbal and/or 
nonverbal communication 

 •  Arrange the interview setting so that patient and 
practitioner can see the interpreter and each other; 
placing three chairs in triangle is usually the best 
way to achieve this 

 During the interview 
 •  Present yourself and the interpreter 
 •  Ask the patient if he agrees to being interpreted by 

this interpreter 
 •  Inform the patient that the interpreter will translate 

everything you and the patient say 
 •  Inform the patient that the interpreter will respect 

confi dentiality 
 •  Look mainly at the patient and use fi rst-person 

singular speech 
 •  Use simple and short sentences 
 •  Be aware of how your communicative style may be 

direct or indirect (e.g., the way you frame questions, 
you make comments, and the ways you interpret 
what the patient says) 

 •  Summarize your understanding frequently, asking 
the patient to confi rm or to correct you 

 •  If the patient and interpreter have engaged in several 
exchanges without translation, interrupt them and 
ask the interpreter to translate 

 After the interview 
 •  Ask the interpreter if she has something to add 

about the patient or the consultation process 
 •  Check the interpreter’s personal feelings about the 

content of the interview and offer sources of support 
for any distress uncovered 

 •  Record the name of the interpreter and contact 
information in the patient’s fi le for future reference 
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explaining the rationale for the specifi c interview 
methods including the formal mental status 
examination or any therapeutic interventions. It 
is important to record the name of the interpreter 
and context information in the patient’s fi le for 
future reference. 

 Room    layout also plays an important role in 
facilitating interpreting and the position of par-
ticipants has both pragmatic and symbolic impli-
cations (Moss,  2008 ). The seating should be 
arranged so that patient and practitioner can both 
see the interpreter and each other; placing the 
three chairs in triangle is usually the best way to 
achieve this. When the interview is with a single 
patient, the interpreter usually sits near the 
patient. In situations where the consultation 
involves interviews with a group of people (e.g., 
family or members of the patient’s social net-
work), the interpreter may sit close to the practi-
tioners with the group arranged in a circle or 
horseshoe confi guration (Miletic et al.,  2006 ). 
This arrangement is also used in French ethno-
psychiatry consultations (Chapter   4    ). 

 All interpreted consultations are fundamen-
tally cross-cultural encounters. As such, the most 
important issue is the practitioners’ overall atti-
tude to the encounter with the patient. The cross- 
cultural encounter may threaten the health care 
practitioner’s personal and professional identity 
(Cohen-Emerique & Hohl,  2002 ;  2004 ). In order 
to avoid defensive reactions that can jeopardize 
communication or even abruptly end the encoun-
ter, Cohen-Emerique and Hohl suggest that prac-
titioners go through a training process that 
includes the “discovery of self.” Only when one 
is clear about the implicit rules and values in 
one’s own cultural system can one understand the 
other and fi nd ways, through negotiation and 
mediation, to offer culturally sensitive care.  

    During the Consultation 

 The fi rst step in the actual consultation involves 
introducing the participants. The consultant 
should introduce the members of the team includ-
ing the interpreter.    If it has not already been 
determined, the patient should be asked if he or 

she agrees to have the interpreter and others 
present. During the interview, the consultant 
should look mainly at the patient and use fi rst-
person singular speech (i.e., “Did you feel sad?”); 
this direct speech will help keep the statement 
simple, avoid confusion as to who is speaking, 
and reinforce the relationship between the practi-
tioner and the patient (Roat, Putsch, & Lucero, 
 1997 ). Interpretation takes time and requires 
close attention. The consultant can observe facial 
expression and paralanguage while waiting for 
the interpreter to complete the translation. 

 The quality of the communication process can 
be assessed during the interview by asking the 
interpreter for feedback at each step to be sure 
there is mutual understanding. It is useful to ask 
for brief summaries to ensure that all three parties 
have a mutual understanding of what has been 
discussed; this strategy is also called “back inter-
pretation” (Hsieh,  2006b ). 

 It is important to make efforts to insure that 
the patient feels comfortable. Most basically, 
this is achieved by one’s attitude: showing an 
interest in the individual, valuing his/her back-
ground, and using a clear, nonspecialized vocab-
ulary, free of jargon, that can be understood by 
both the patient and the interpreter (neither of 
whom are likely to have mastery over medical 
terminology). 

 Communication between immigrant and refu-
gee patients and practitioners is often diffi cult 
because of linguistic barriers combined with 
misunderstandings that arise from different 
expectations of roles and outcomes and from 
different personal and cultural styles of communi-
cation or self-presentation (Gumperz & Roberts, 
 1991 ; Smith, DeVellis, Kalet, Roberts, & 
DeVellis,  2005 ). Humor, irony, and sarcasm can 
be sophisticated expressions of complex emo-
tions, including mixtures of fear, anger, and criti-
cism, and can easily be misunderstood in 
intercultural health care settings (Hartog,  2006 ). 

 One key issue during the consultation is con-
trol of the communication process. While some 
authors insist that the practitioner must stay in 
control of the process (Bischoff & Loutan,  2008 ), 
in practice it is rarely possible to maintain tight 
control at every moment as the interpreter may 
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need to ask for clarifi cation or respond spontane-
ously to maintain their human presence. Some 
loss of control is a normal part of a cross-cultural 
and cross-linguistic consultation. Control can be 
maintained over the overall structure of the 
interaction, while allowing some fl exibility. 
Nevertheless, the clinician should have a clear 
sense of the ongoing process and content of 
communication and, if this is lost, should pause 
and ask the interpreter for clarifi cation and re- 
establish the agenda and goals of the interview.  

    After the Consultation 

 After each interview, it is essential to have a 
“debriefi ng” conversation with the interpreter, to 
review the process of the interview and see if the 
interpreter has any observations to add about the 
patient or the consultation itself. It is also impor-
tant to assess the interpreter’s own feelings about 
the interview, which may have aroused emotions 
based on the content of the illness or various 
levels of identifi cation with the patient and pre-
dicament (Loutan, Farinelli, & Pampallona, 
 1999 ; Valero-Garcés,  2005 ). In some cases, the 
interpreter may need follow-up to address 
emotional reactions or concerns. If exposed to 
traumatic stories, interpreters need to receive 
support  similar to that available to therapists. 
A German study on the use of interpreters for 
refugees found a signifi cant prevalence of 
PTSD among interpreters, most of whom were 
not trained and were refugees themselves or 
had experiences of child abuse and depression 
(Teegen & Gonnenwein,  2002 ). 

 A study conducted by Baistow ( 1999 ) in the 
UK examined the emotional and psychological 
effects experienced by community interpreters in 
public services. The majority (80 %) of interpret-
ers surveyed reported feeling very positive about 
their work and found it fulfi lling and rewarding. 
However, more than two-thirds reported feeling 
distressed sometimes by the material they had to 
interpret, and half reported that interpreting 
sometimes made them feel worried and anxious 
and experience mood or behavior changes. 
Baistow proposed several strategies to address 

the emotional challenges of interpreting: (1) 
increased liaison between employers, service 
providers, and interpreter organizations (2) pre- 
and in-service training which addresses the 
emotional challenges of community interpreting 
work; (3) regular supervision for new or inexpe-
rienced interpreters; and (4) a referral service for 
one-on-one counselling of interpreters.   

    Working with Interpreters in 
Psychiatric Assessment 

 Psychiatric assessment has several goals: (1) 
identifying the patient’s clinical complaints and 
concerns; (2) recognizing symptoms, behaviors 
and experiences that may indicate specifi c forms 
of psychopathology and make a clinical diagno-
sis; (3) gathering information about a patient’s 
personal history and social context in order to 
understand their illness in the context of their 
biography and life circumstances; (4) identifying 
sources of strength and resilience that can be 
mobilized for helping interventions; and, most 
fundamentally, (5) developing and sustaining 
clinical empathy, rapport, and a working alliance. 
The central role of language in psychiatric assess-
ment raises specifi c issues for mental health 
interpreting (Table  5.3 ).

   Table 5.3    Key issues in mental health assessment with 
an interpreter   

 •  Clinicians need to attend to both denotative and 
connotative meanings of language, styles of emotion 
expression, and linguistic idioms 

 •  Interpreters need to be alert to regional accents, 
dialects, and implications of language for social status 
(both their own and that of the patient) 

 •  Interpreters need to possess observational skills as 
well as knowledge of psychopathology so that they 
can help the clinician recognize specifi c symptoms 
(e.g., thought disorder) 

 •  Switching language can convey important 
information about emotional meaning of specifi c 
memories and experiences as well as patient’s efforts 
to position themselves in the clinical interaction 

 •  Interpreters can provide information on cultural 
norms of expression that can assist in determining 
whether specifi c behaviors or experience are unusual 
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   One key component of psychiatric assessment 
is the mental status examination, which gathers 
systematic information about symptoms, signs, 
and experiences needed to identify psychopa-
thology. The formal mental status examination 
involves open-ended and semi-structured inter-
viewing. In some instances, this may be supple-
mented by standardized tests, most often to assess 
cognitive status. In order to assist with this evalu-
ation, the interpreter must understand the goals of 
the interview as well as the point of specifi c ques-
tions or tasks. 

  Language provides indications of mental status 
and neuropsychological functioning relevant to 
the patient’s diagnosis (Jackson et al.,  2008 ; 
Westermeyer & Janca,  1997 ). The voice may be 
monotonous or speech slow in cases of depres-
sion and disorganized or impoverished in schizo-
phrenia. There are speech tics in Tourette 
syndrome and speech disorders which may have 
idiosyncratic presentations that can be mistaken 
for psychopathology. Deciphering these signs 
correctly may be crucial to adequately assess, 
diagnose, and treat mental health problems. 

 Any assessment or testing is made in refer-
ence to norms. In mental health assessment, this 
norm is often implicit, based on experience 
with individuals from the dominant cultural 
groups—most often middle-class, Euro-Americans 

(Padilla,  2001 ). The sociocultural background 
and developmental experiences of patients infl u-
ence their ways of thinking, expressing suffering, 
and presenting in clinical situations (Segall, 
Dasen, Berry, & Poortinga,  1999 ). All the areas 
assessed in the mental status examination are 
infl uenced by this background and current social 
and cultural contexts. Knowledge of the associ-
ated norms is therefore essential for identifying 
pathology. 

 The standard psychiatric mental status exami-
nation covers appearance, behavior (including 
attitude and relationship to the examiner), affect, 
mood, and cognition (including thought content 
and process, memory, insight, and judgement). 
For all of these areas, the interpreter can help the 
health care professional determine whether the 
expression is culturally normative or unusual. 
However, this often requires more cultural back-
ground knowledge and exploration with the 
patient and others in their entourage tasks that 
fall within the role of the culture broker (see 
Chapter   6    ). 

 Different styles of self-presentation by 
patients (Goffman,  1959 ) are a common cause 
of misunderstanding between physicians and 
migrants and often go unrecognized (Roberts, 
Moss, Mass, Sarangi, & Jones,  2005 ). These dif-
ferences can include the degree of how personal 
or impersonal to be in addressing the other, how 
direct or indirect to be in self-presentation, what 
to emphasize and what to play down, how to 
sequence responses, choice of words and idioms, 
and a range of prosodic features, including into-
nation and rhythm that may convey irony, sar-
casm, and other metalinguistic information 
(Roberts & Sarangi,  2005 ). 

 Nonverbal cues can easily be misinterpreted. 
Body posture is socioculturally coded, as is inter-
personal distance (Hall,  1966 ). For example, a 
patient who does not look directly at the physi-
cian while talking and keeps her head down 
might be misinterpreted by the doctor as suffer-
ing from depression or domestic abuse. The 
socially appropriate degree of eye contact varies 
with gender, age, and authority according to cul-
tural codes. In some cultures, there is a norm of 
not looking directly to at an elder, a male, and a 

 Case Vignette 5-7 

 An elderly Greek woman, who complained 
of being forgetful, was referred to the CCS 
for cognitive evaluation. The interview 
included administration of the Folstein 
Mini-Mental Status Examination (MMSE; 
Folstein, Folstein, & McHugh,  1975 ), a 
brief measure of cognitive functioning. She 
was asked to answer a few questions and to 
follow the instructions which were trans-
lated by the interpreter from the English 
version of the MMSE. As the interpreter 
presented the items, he was unaware of giv-
ing hints to the patient by making gestures 
and repeating phrases in ways that coached 
a positive response. 
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person of authority, as a sign of respect and 
gender- appropriate behavior. There are many 
societies in which indirectness in communication 
is important for politeness, respect, and saving 
face in situations of potential confl ict or disagree-
ment. Directness and indirectness are also impor-
tant clinically as ways to gain patients’ adherence 
to treatment (Smith et al.,  2005 ).  

    Structured Interviews and 
Psychological Testing 

 Structured interviews and psychological tests are 
important in research settings and can be useful 
supplements in clinical evaluation. While it may 
be tempting to have an interpreter informally 
translate tests’ items “on the fl y” during an 
assessment interview, there is evidence that such 
informal translation of tests is often neither reli-
able nor valid. As Vignette 5-2 presented earlier 
illustrates, it may be particularly diffi cult for an 
interpreter to translate specifi c items that involve 
unfamiliar or idiomatic expressions. 

 In addition to the diffi culties such impromptu 
translation, psychological tests have generally been 
developed through research with specifi c popula-
tions and may not be valid when applied in other 
cultures or contexts. For a test to work across cul-
tures, it is necessary to establish not only accurate 
linguistic translation but also meaning equivalence 
(Greenfi eld,  1997 ; Arnold & Matus,  2000 ). 

 In cross-cultural research, equivalence in 
meaning is achieved through a lengthy process 
involving several steps (Brislin,  1986 ; 
Westermeyer & Janca,  1997 ) (see Table  5.4 ). 
   This procedure can be improved by insuring that 
the team of translators vary in age, sex, educa-
tion, and social class and that the validation of the 
test is done on samples that also refl ect the diver-
sity within the culture (Sartorius & Janca,  1996 ).

   Even if a psychometrically adequate test is 
available in the patient’s language, the results 
must be viewed with caution. Cognitive testing 
results are strongly related to educational level 
(Carlat,  2005 ). Results are poor for those with 
less than 8 years of schooling even without any 
cognitive problems (Ainslie & Murden,  1993 ). 

Cross-cultural research on cognitive development 
over the past few decades has shown that perfor-
mance on cognitive tasks is highly dependent on 
enculturation and socialization (Dasen,  1975 ; 
Segall et al.,  1999 ). Cognitive performance is 
oriented according to what is valued in a 
society and can be modifi ed by training (Dasen, 
Lavallée, & Retschiski,  1979 ). Poor perfor-
mance in an unfamiliar testing situation may 
not indicate a lack of competency in other 
more familiar settings. For example, Nunes, 
Schliemann, and Carraher ( 1993 ) found that 
street children in Recife (Brazil) performed 
very well in calculations about the price of the 
small items (candies, fruits) they sell, but under-
performed when asked for the same calculation 
on a paper–pencil test in a classroom-like set-
ting. It is not only the content of a test that 
may be confusing but the testing situation itself 
(Greenfi eld,  1997 ). 

 The interpreter can help the clinician under-
stand the meaning of patients’ answers to psy-
chometric tests and give additional diagnostically 
useful information about how the patient is 
answering (e.g., with hesitancy or diffi culty 

   Table 5.4    Steps to establish the cross-cultural equiva-
lence of psychological measures   

  Translation  by a team of bilingual persons who have 
spent at least several years in each culture–language 
group 

  Back translation  into the original language by one or 
more persons not familiar with (“blind to”) the 
original version of the instrument 

  Revision  of the translation on the basis of analysis of 
the three versions (i.e., original, translation, back 
translation) by a panel with expertise in the two 
languages, the assessment instrument, and the 
specifi c constructs or conditions under study 

  A pilot study  in the target population to determine basic 
psychometric properties and identify problematic 
items or formats. This should include qualitative 
interviewing of subjects on the ways in which they 
understood the test and specifi c items 

  Revision  of the translation on the basis of the pilot 
study data 

  Renorming  the measure by administering it to general 
population samples 

  Re  validation of  the measure by establishing its 
relationship to other “gold standard” measures of the 
construct 
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 fi nding words). A skilled interpreter may recognize 
an inappropriate testing situation, i.e., a situation 
that would embarrass the patient or make him 
unable to answer. With instructions from the 
 clinician, the interpreter can explain the testing or 
interview situation to the patient and facilitate 
the assessment process by providing appropriate 
clarifi cation and reassurance.  

    The Complexity of Language in 
Mental Health 

 Ethnocultural identities and social position shape 
the language used to express experience. Every 
language has its own nuances of meaning tied to 
social predicaments, developmental experiences, 
and the structures of family and community life. 
These confi gure the language of subjective expe-
rience and emotion, which is a major focus for 
mental health assessment and intervention. Many 
people speak multiple languages, associated with 
different stages of development, education, 
migratory experiences, and periods in their life. 
Hybrid identities add additional complexity to 
the meaning and use of specifi c languages, which 
may be associated with specifi c aspects of iden-
tity or represent hybridity itself through creoles 
or patterns of switching (Harris & Rampton, 
 2002 ; Kirmayer,  2006 ). 

 Words have both denotative and connotative 
meanings. Denotation refers to the literal mean-
ing of the word, while connotation involves the 
conventional associations that the word evokes. 
Connotations depend on social contexts, and 
even in the same linguistic or ethnocultural 
group, a word may have quite different connota-
tions according to social class, educational level, 
and the context in which it is employed. 
Connotation can easily be lost if the interpreter 
translates word for word or does not have suffi -
cient knowledge of the specifi c cultural contexts 
of the speaker and listener. A skilled interpreter 
works to fi nd equivalent meanings, to convey not 
just the denotation but also some of the crucial 
connotations of specifi c words. 

 Capturing the meaning of words can be espe-
cially challenging in the domain of emotions. 

Cross-cultural research reveals that certain 
emotions with a precise name in one language do 
not have close equivalents in other languages 
(Russell, 1991). Further, emotions that are dis-
tinct in one language may be blended or confl ated 
in another. Although cross-cultural research on 
emotions has suggested the universality of a 
small set of basic emotions (Mesquita, Frijda, & 
Scherer,  1997 ), more complex emotion terms 
refer to social situations and predicaments that 
are shaped by culture (Kövecses,  2000 ). Trans-
lating emotional meaning therefore requires 
not simply fi nding a roughly equivalent term 
but explaining the social situations and events 
that engender the feelings and that call for specifi c 
emotional and behavioral responses. 

 Patients who come from small or homogenous 
communities may use compressed, condensed, or 
elliptical forms of language that reference shared 
experiences and events (Bernstein, 1966). To an 
outsider, this style of expression may seem 
laconic, opaque, or inarticulate. The language of 
symptom expression and emotion is closely 
bound to linguistic and cultural idioms. Patients 
may also use linguistic idioms that only a fl uent 
speaker knows and that serve to convey subtle 
shades of meaning or attitudes. Such idioms can 
easily be misunderstood when interpreted con-
cretely (Keesing,  1985 ). Idioms may vary with 
education, social class, and ethnicity so that even 
a fl uent interpreter can miss local meanings. 

 The language that patients use in a health care 
setting may not be the one they use at home or the 
language in which they are most able to access 
memories, emotions, or use meaningful idioms 
of distress. Social context and efforts to portray 
oneself as linguistically competent may infl uence 
the willingness to use languages even when inter-
preters are available. Patients’ decisions to use or 
avoid specifi c languages can provide important 
clinical information. Some patients may prefer to 
communicate in a second language because it 
affords them more distance from distressing feel-
ings. For individuals who have acquired different 
languages at different developmental stages or 
life periods, memories may be stratifi ed in terms 
of language. Switching from one language to 
another can be done deliberately in search of the 

Y. Leanza et al.



105

right word or phrase, but it may also occur uncon-
sciously as emotion intensifi es or memories are 
accessed that are associated with a specifi c lan-
guage, time, and place (Guttfreund,  1990 ; 
Westermeyer,  1989 ; Westermeyer & Janca, 
 1997 ). Language choice may be an adaptive strat-
egy or ego syntonic defence and should not be 
discarded or ignored without appreciation of the 
patient’s motives or intentions. Code switching 
may allow patients to move fl exibly between 
social statuses and identifi cations, avoiding 
humiliation by agreeing to use the host culture 
language or denying affi liation with the maternal 
language to affi rm a new identity. 

 To convey these nuances of language use, 
clinicians and interpreters must understand psy-
chological dynamics, respect patients’ modes of 
self-presentation, and attend to nonverbal com-
munication. The consultant must discuss these 
issues with the interpreter before the interview 
and intervene for clarifi cation when interaction 
around particular emotional states seems disso-
nant or unclear to avoid misdiagnosis or 
 inappropriate intervention.  

    The Role of Interpreters in 
Treatment Interventions 

 Interpreters can be used to deliver psychothera-
peutic interventions (Bolton,  2002 ; d’Ardenne, 
Ruaro, Cestari, Fakhoury, & Priebe,  2007 ). 
Various models of collaboration between inter-
preters and psychotherapists have been described 
in the literature (Baylav,  2002 ; Patel,  2002 ). 
Older models insist on the linguistic agent role of 
the interpreter as a neutral “translating machine” 
(Bradford & Munoz,  1993 ; Kline, Acosta, Austin, 
& Johnson,  1980 ; Price,  1975 ). Technical advice 
is given in order to overcome diffi culties or risks 
associated with working with a third person in 
the consultation (Rack,  1982 ; Sabin, 1975). 
Unfortunately, the model of interpreter as a trans-
lating machine, or an invisible “nonperson” who 
does not have any infl uence on the interaction, 
ignores systemic interactional processes that may 
have major infl uence on the therapeutic process 
(Bot,  2005 ). More recent models emphasize that 

a skilled psychiatric interpreter should form a 
team with the psychiatrist (Westermeyer,  1989 ). 
After working together for a while, they will 
understand each other and know how to achieve 
therapeutic objectives together. The interpreter 
thus becomes a co-therapist, who is recognized 
as a full member of the team with psychothera-
peutic skills (Mudarikiri,  2002 ; Westermeyer, 
 1989 ). At present, there is no clear evidence of 
the  superiority of any one approach to working 
with interpreters in delivering psychotherapeu-
tic or psychosocial interventions. The choice 
of a model therefore is dependent on practical 
and contextual factors, including the avail-
ability of interpreter services and other institu-
tional resources, as well as interpreters’ and 
practitioners’ training, orientation, and cultural 
sensitivity. 

    Cognitive Behavioral Therapy 

 Each form of intervention raises specifi c chal-
lenges for the interpreter. For example, 
d’Ardenne, Farmer, Ruaro, and Priebe ( 2007 ) 
provide a detailed protocol for administering 
trauma-focused Cognitive Behavioral Therapy 
(CBT) through an interpreter    (Table  5.5 ). This 
intervention raises specifi c issues because 
trauma-focused involves directing the client to 
recall and think about traumatic experiences they 
may have tried to suppress and forget. Interpreters 
must be briefed on the logic behind this approach 
in order not to fi nd the intervention overly 
 distressing or interfere with the treatment 
by attempting to protect clients. The imaginal 

   Table 5.5    Key principles in providing CBT interven-
tions with an interpreter   

 •  Before beginning, brief interpreters on the logic 
behind interventions 

 •  Unless interpreter is qualifi ed to work as a 
co-therapist, encourage short renditions regularly 
translated to allow tracking process 

 •  Neutrality of the interpreter should be maintained 
when possible 

 •  Let the interpreter be a cultural informant providing 
additional background after the session 
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 exposure technique requires careful timing, with 
temporal proximity between what the clinician 
says and the patient exposure. For interpreters, 
this implies that they must translate short 
“chunks” and not pause for extended explana-
tions of complex phrases or idioms. Comments 
on cultural meanings or ambiguities must be 
made after the consultation (d’Ardenne, Farmer 
et al.,  2007 , p. 316).

       Family Therapy 

 Family therapists have long recognized culture as 
a crucial consideration in intervention (Falicov, 
 2003 ; McGoldrick, Giordano, & Pearce,  1996 ). 
The interpreter can play different roles in the 
therapeutic system that includes the consulting 
family members and the therapist, but there is 
agreement that, as part of an interactional system, 
the interpreter is always more than a translator. 
The interpreter can provide valuable information 
on cultural concepts of family and kinship and 
facilitate exchanges on sensitive topics like gen-
der roles or hierarchy (Hémon,  2001 ; Macciocchi, 
 2005 ; Raval,  1996 ). 

 DiNicola ( 1986 ) underlines the informational 
and therapeutic richness of having two languages 
present in a family therapy setting. He recom-
mends a close working relationship between 
therapist and interpreter to increase the reliability 
of the translation. Providing an interpreter can 
allow members of the family who might other-
wise be marginalized to participate more actively 
in therapy. DiNicola discusses how the process of 
code switching, i.e., shifting from one language 
to another, can reveal important information 
about affective and cognitive states as well as 
interactional patterns. Because family members 
may not all share the same language profi ciency, 
language switches can serve as boundary markers 
between the family members; for example, a 
family member can switch into the therapist’s 
language in order to reveal something that he 
does not want to be heard by the rest of the fam-
ily. But DiNicola warns that attention to language 
should not divert the therapist from tracking the 
pattern of interactions that is essential to family 

assessment and intervention. Code switching is 
especially important to address intergenerational 
issues in migration because the emotional lan-
guage of children and elders may differ and the 
use of language can highlight generational or 
dynamic issues crucial to understanding the fam-
ily’s confl icts or dilemmas. 

 In family therapy, the interpreter can help 
build common ground from which it is possible 
to do effective work even if expectations and 
beliefs are different (Macciocchi,  2005 ; Raval, 
 1996 ). Hémon ( 2001 ) describes how trained 
interpreters, with psychological knowledge, can 
function as “go-betweens” or culture brokers, 
adding necessary background information while 
providing the family with a reassuring presence 
as a compatriot who knows the health care insti-
tution and the therapeutic procedure. The third 
position is co-therapist. In Hémon’s work, at the 
Centre Minkowska in Paris, the interpreter was 
usually a colleague or trainee mental health prac-
titioner who speaks the family’s language and 
who could, therefore, take an active role in the 
therapeutic process.  

    Group Therapy 

 Group therapy practitioners from several theo-
retical orientations have also produced research 
and refl ections on working with interpreters. 
While Westermeyer ( 1989 ) cautions against 
group therapy with an interpreter, as it might 
impede group interaction, recent work suggests 
that a group led by a therapist who does not speak 
the same language as the participants working 
with an experienced interpreter can be thera-
peutic (Kennard, Elliott, Roberts, & Evans, 
 2002 ). A high level of mutual understanding can 
be reached, but this requires close attention to the 
dyad of group facilitator and interpreter. 
According to Kennard, Roberts, and Elliott 
( 2002 ), the group facilitator should be involved 
in the selection and training of the interpreter 
who plays an ongoing role in the group. As in 
family therapy, patterns of language use and code 
switching in a group can reveal boundaries, alli-
ances, and areas of affect or confl ict (Röder & 
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Opalič,  1997 ). The process of interpreting during 
the session allows time for the therapist to 
observe verbal and nonverbal behavior in the 
group: choice of language, timing of language 
switches, and attitudes of the group toward the 
therapist (Wolman,  1970 ).  

    Psychodynamic Psychotherapy 

 Working with an interpreter in psychotherapy 
involves complex systemic interactions and emo-
tional dynamics. Each of the three participants—
patient, interpreter, and practitioner—will 
respond affectively, consciously or not, to the 
other two. This interplay of affective links is 
understood by psychodynamic therapists in terms 
of the concepts of transference and countertrans-
ference. Psychodynamic authors agree that these 
complex relations need to be clarifi ed and 
 integrated in the understanding of the patient’s 
intrapsychic dynamics and responses in 
treatment. 

 When the interpreter is part of the therapeutic 
process, the patient may form two separate trans-
ferences, one with the practitioner and another 
with the interpreter. Due to the facility of com-
munication and identifi cation, the patient may 
develop a therapeutic alliance with the interpreter 
fi rst (Westermeyer,  1993 ; Raval & Smith,  2003 ; 
Miller, Martell, Pazdirek, Caruth, & Lopez, 
 2005 ). The interpreter may be viewed in two 
opposing ways simultaneously. On the hand, the 
interpreter may be seen as an ally and a compa-
triot who shares a common language and has 
been through some of the same diffi culties, with 
whom it is possible to identify. When interpreters 
themselves are migrants, this identifi cation may 
include the impression that the interpreter occu-
pies an intermediate and apparently successful 
position between two cultures (Aubert,  2008 ; 
Piret,  1991 ; Valero-Garcés,  2005 ; Westermeyer, 
 1989 ). At the same time, as a member of the same 
community, the interpreter may also represent a 
threat. Patients may fear a loss of confi dentiality 
and exposure (Bot & Wadensjö,  2004 ), with the 
risk of being stigmatized in the community. 
Patients may feel ashamed having to disclose 

mental health problems or conflicts in the 
presence of a compatriot. Finally, some patients 
may have migrated in part to get away from 
their cultures of origin. They may therefore want 
to free themselves from their mother tongue, 
which they associate with diffi cult attachments, 
oppression, or other confl icts (Aubert,  2008 ). 

 Writing about psychodynamic psychotherapy 
with refugees, Rechtman ( 1992 ) advises clini-
cians to take advantage of the time used by inter-
preter and patient in the second language to 
observe the patient–interpreter interaction in 
order to evaluate its emotional tenor. Sometimes 
this presence of the interpreter leads to splitting 
in which the interpreter and practitioner may 
become polarized as good and bad objects in the 
patient’s representations (Aubert,  2008 ; Haenel, 
 1997 ). For example, the interpreter may be 
viewed as the bad object, someone who might 
denounce the patient’s political views, and the 
therapist as the good object, an omnipotent res-
cuer who will protect the patient (Aubert,  2008 ; 
Haenel,  1997 ; Bot & Wadensjö,  2004 ). 

 Of course, interpreters have their own identifi -
cations and emotional reactions to the clinician 
and patient. For example, interpreters who 
strongly identify with specifi c patients may over-
protect them (Haenel,  1997 ) or normalize their 
discourse because of feeling embarrassed by the 
patient’s pathology (Westermeyer,  1993 ). In 
some instances, interpreters may feel threatened 
by the patients for objective reasons like differ-
ences in political position or ethnicity or religion 
that were associated with discrimination, vio-
lence, or genocide in their countries of origin. 
Interpreters’ may also present feelings of 
 admiration for the therapist while depreciating 
patients (Haenel,  1997 ). If recognized, these rela-
tional processes can be helpful in exploring 
patients’ dynamics. If not addressed, however, 
they may lead to disruptions in communication or 
a loss of safety that jeopardizes the therapeutic 
process. Many of these responses are ordinary, 
expectable emotional reactions that should not be 
termed transference or countertransference 
(Spensley & Blacker,  1976 ). Other feelings may 
refl ect distortions or fantasies based on personal 
issues. A third level represents the collective 
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images or fantasies that patients and therapists 
have of each other in what has been termed ethno-
cultural transference and countertransference 
(Comas- Diaz & Jacobsen,  1991 ). All of these 
types of emotional reaction need to be explored 
in regular post-consultation debriefi ngs between 
the therapist and the interpreter (Rechtman, 
 1992 ). The interpreter may need support from the 
clinician in dealing with patients and situations 
that evoke intense reactions. 

 In addition to therapist’s potential counter-
transference toward the patient, a second coun-
tertransference can arise toward the interpreter. 
This may be positive, as when the interpreter is 
seen as someone with whom to share the diffi cult 
life experiences of the patients—holding the 
patient’s emotional world might be easier for two 
instead of one (Miller et al.,  2005 ). But therapists 
often have strong feelings of exclusion, power-
lessness, and loss of control in interpreted 
 consultations (Raval,  1996 ; Raval & Smith,  2003 ; 
Miller et al.,  2005 ). Such strong reactions can 
jeopardize the therapeutic process if not detected 
and worked through (Darling,  2004 ). 

 The psychodynamic concept of resistance can 
also be used to understand aspects of patient–
interpreter–therapist dynamics. Patient’s resis-
tance may be expressed by attributing a slip of 
the tongue to the diffi culties of translation, talk-
ing only to the interpreter to avoid being more 
fully engaged in the therapeutic process (Piret, 
 1991 ), or using code switching to avoid the inten-
sity of affect in the fi rst language. Code switching 
can also be used intentionally by the therapist 
according to the effect wished, regulating 
 emotional distance and sense of identifi cation in 
order to overcome resistance, for example, using 
the patient’s mother tongue to increase identifi ca-
tion or decreasing the emotional intensity by 
using the therapist’s language (Oquendo,  1996 ). 

 For psychodynamic psychotherapists, lan-
guage is not only a medium for transmitting 
representations and affects but is it itself material 
to interpret in the therapeutic process. A choice 
of words, dialect, or language can represent both 
personal and collective issues of desire, regres-
sion, power, and history (M’Barga,  1983 ). 
A patient’s language refl ects both pragmatics and 

emotional dynamics (Rechtman,  1992 ). The 
word “interpreter” has a double meaning as 
someone who can translate from one language to 
another and someone who can grasp latent mean-
ings within any action or experience (Darling, 
 2004 ; Kouassi,  2001 ; M’Barga,  1983 ). Some of 
these latent meanings are sedimented in language 
through metaphor or forgotten etymologies that 
may nonetheless infl uence thought and experi-
ence. Translation then can be considered a form 
of psychoanalytic interpretation to the extent that 
it brings unconscious meaning to conscious 
awareness. Translation diffi culties can be used as 
a therapeutic lever, as work by French ethnopsy-
chiatrists has shown (de Pury,  1998 ; Goguikian 
Ratcliff & Changkakoti,  2004 ). In these situa-
tions, the interpreter can function as a cultural 
informant explaining the signifi cance of words in 
their social contexts to unpack the meaning of 
pathology, behavior or rituals. 

 Psychodynamic authors insist on the implica-
tion of the interpreter in the therapeutic process. 
Above all, interpreters must be aware of their 
own biases and be engaged in the therapeutic 
work, refl ecting on its language (Khelil,  1991 ). 
For Kouassi ( 2001 ), interpreters should acknowl-
edge their own subjectivity as this can help 
patients build links between their experience and 
the social world, as well as between past and 
present. But this is not an easy task, and interpret-
ers may feel a dissonance between the ideal of 
neutrality imposed by ethical codes and the emo-
tional involvement asked by the therapist or 
demanded by the therapeutic situation (Goguikian 
Ratcliff & Suardi,  2006 )    (Table  5.6 ).

   Table 5.6    Key principles for psychodynamic assessment 
and therapy with an interpreter   

 •  Be aware of and address explicit and implicit 
transferential and countertransferential issues 
between the three protagonists 

 •  Pay attention to and address particular forms of 
resistances that are likely to emerge in interpreted 
sessions 

 •  Explore the implications of the choice of language 
 •  Consider the interpretative nature of translations 
 •  Use the interpreters’ subjectivity as a valuable 

source of information 
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        Conclusion: Building an Effective 
Partnership 

 The effectiveness of cultural consultation is due 
in large measure to the systematic employment of 
professional interpreters. The CCS works closely 
with professional interpreters, developing a col-
laboration based on mutual respect, dialogue, and 
repeated experiences over time with many cases. 
Interpreters are not only essential for accurate 
clinical communication in intercultural assess-
ment but can contribute to the delivery of effec-
tive interventions (Chen Wu, Leventhal, Ortiz, 
Gonzalez, & Forsyth,  2006 ). In psychiatry and 
psychology, interpreters sometimes have been 
seen simply as translating “machines” but this 
view is misleading and potentially harmful for 
patients. We have shown that there is a wide 
range of possible roles for interpreters, from 
“informative translator,” who can add some 
information about contexts and meanings to 
both patient and practitioner, to full co- therapist, 
whose subjectivity and insight can play an impor-
tant part in patients’ recovery. 

 Effective work with interpreters depends not 
only on interpersonal trust but also on clinical 
settings that allow the practitioner to make full 
use of the interpreter’s knowledge and skills. 
This requires transforming institutional under-
standings of what interpreters do and of their 
place in the health care system. This transforma-
tion involves action at multiple levels of policy 
and practice: establishing guidelines that will 
infl uence training, clinical interventions, institu-
tional practices, and social norms. There is also a 
need for continued research on mental health 
interpreting. The principles found in ethical 
codes for interpreters, which were largely derived 
from nonmedical contexts, need to be empirically 
studied and new practices implemented that 
address the various roles and functions of inter-
preters and culture brokers in mental health care. 

 The cultural consultation process requires 
professional interpreters with specifi c training in 
mental health. In addition to training, interpreters 
need personal qualities that enable them to be 
sensitive to psychological issues, aware of their 

own emotional responses and potential biases, 
and alert to the ways they are likely to be per-
ceived by patients from different backgrounds. 
Clinicians can play an important role in training 
interpreters. In the CCS, this has occurred both 
formally by providing workshops for interpreters 
and informally by working together repeatedly 
on cases. 

 For interpreters to take their proper place as 
health professionals in the health care system, there 
must be national, regional, and institutional poli-
cies in place and an adequate budget allocated to 
interpreter services. Training needs to be provided 
to mental health professionals on how to collab-
orate with interpreters (Leanza,  2008 ). Quality 
assurance standards need to formally require the 
routine use of interpreters in mental health and to 
monitor and enforce these standards.     
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        Cultural consultation frequently requires the use 
of resource people who can help interpret the 
cultural meaning of illness and healing. This task 
goes beyond linguistic interpreting and may be 
essential even when patient and clinician share a 
language. This chapter explores the multiple 
roles of culture brokers or mediators in health 
settings. In some settings, the task of cultural 
mediation is viewed as part of the cultural com-
petence of health professionals, while in others, it 
is assigned to medical interpreters (who function 
as community interpreters) or involves a new 
type of practitioner. The professionalization of 
culture brokers (implying a defi nition of duties 
and conduct) has occurred in several national 
health care systems, with variations in status, 
roles, and practices. 

 A growing literature on this subject shows the 
timeliness of efforts to combine interpreting skills 
with an anthropological approach to mediation. 

However, the literature is very scattered and 
comes largely from Europe where several models 
of cultural mediation have been developed. 
To date, there has been no systemic literature 
review of evaluation and implementation studies 
of culture brokers, including issues pertaining to 
policies, laws and regulations, formal and infor-
mal role defi nitions, recruitment and training 
methods for culture brokers, training for health 
professionals on how to work with brokers, 
quality assurance standards and mechanisms, 
and evaluations of process and outcome. 

 This chapter will look at the practice of cul-
tural mediation and the role of culture broker in 
medical settings with a focus on the Cultural 
Consultation Service (CCS) of the Jewish 
General Hospital and ethnopsychiatric consulta-
tion in other settings. First, we examine the con-
cept of culture broker in anthropology and its 
introduction in medical settings with underserved 
communities, especially Aboriginal communities 
and immigrants. Second, we discuss cultural 
mediation models that have emerged in the last 
15 years in Europe, by providing a few examples 
of implementation and policies, mainly drawing 
on the models of cultural mediation used by eth-
nopsychiatric consultation clinics in France and 
Italy. Finally, we describe the cultural mediation 
practice of the CCS, providing vignettes that 
illustrate the roles of culture brokers, ethical 
issues relating to their participation in clinical 
settings, and the ways they contribute to cultural 
formulation and intervention. 
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    Current Anthropological Views 
of Culture 

 In recent years, multicultural governances in many 
parts of the world have increasingly recognized 
the fact that their diverse populations require 
specifi c services that are responsive to their 
“culture” (Gershon,  2006 ). The use of culture as 
a category to conceptualize citizenship rights and 
services carries both possibilities for recognition 
of diversity and improved social integration as 
well as the risk of creating essential identities and 
“othering” or institutionalized racism. 

 Since its inception as a discipline, anthropol-
ogy has focused on culture as a key framework 
for analysis. Debates in anthropology over the 
past 25 years regarding the political and episte-
mological implications of the concept of culture 
have emphasized the fl uidity of cultural entities 
and have encouraged an interest in hybridity, cre-
olization, and métissage (Abu-Lughod,  1991 ; 
Appadurai,  1996 ; Bibeau,  1997 ; Clifford & 
Marcus,  1986 ; Hannerz,  1992 ; Marcus,  1992 ). 
These debates along with the forces of globaliza-
tion have led to changes in the notion of culture 
with increased recognition of people who are 
situated “in-between” different cultural world-
views and who, therefore, function as cultural 
mediators or brokers. While earlier studies of 
culture brokers focused mainly on the analysis of 
the personal stresses experienced by people 
required to play the role of mediators, recent 
studies of tourism and mobile populations have 
highlighted the impact of culture brokers on cul-
tural formations (Adams,  1997 ; Amit,  2007 ; 
Chambers,  2000 ). 

 While collaborations between clinical practi-
tioners and medical anthropologists have increased 
in recent decades, the interactions between these 
two domains of knowledge are not without ten-
sion (Kleinman,  1987 ). When anthropological 
concepts of culture are deployed in clinical set-
tings, they are often reformulated in the language 
of “cultural expertise,” translated in easy-to-use 
“explanatory models,” and hints on how to ensure 
compliance of specifi c ethnocultural groups 
(e.g., “the Sudanese,” “the Sri Lankan”) as if these 
were well-defi ned and homogeneous categories 

(Kaufert,  1990 ; Kleinman & Benson,  2006 ; 
Taylor,  2003b ). 

 In health care settings, “culture” may be treated 
as a fi xed and unchangeable set of categories to be 
duly noted in the charts of patients from specifi c 
ethnic groups. This use of culture involves three 
basic assumptions that go against the thrust of cur-
rent anthropological literature. The fi rst assump-
tion is that only immigrant patients are seen as 
culture bearers whose actions are ascribed to cul-
tural beliefs that need to be “decoded,” while 
health care providers are system bearers (Gershon, 
 2006 ), whose actions are rational,    acultural, and 
based exclusively on medical evidence (Taylor, 
 2003a ). The second assumption is that culture can 
be treated as a fi xed characteristic or “factor” that 
can be applied in the same way to all people who 
belong to the same ethnic group (Taylor,  2003a , 
 2003b ). Used in this way, culture becomes essen-
tialized and medicalized (Santiago-Irizarry,  2001 ). 
The third assumption is that the word “culture” is 
useful as a less threatening term to stand in for the 
real problems of poverty, marginalization, and rac-
ism, which are more fundamental social causes of 
health disparities (Fernando,  2003 ; Gregg & Saha, 
 2006 ).    The work of the CCS clearly shows the 
limitations of these three assumptions: medicine 
and health care practitioners are also shaped by 
their own personal and professional cultures; 
culture is not fi xed but fl uid and negotiable; and, 
in addition to justifying social regimes of margin-
alization and exclusion, culture can constitute 
important clinical problems in its own right. 
However, anthropological deconstruction of 
clinical realities, although providing much needed 
contextualization and critique, can provoke paral-
ysis in clinicians because of their acute aware-
ness of their biases and limitations, unless it also 
strives to provide a framework to guide necessary 
action under conditions of limited resources and 
continuity uncertainty.  

    Culture Brokers: Defi nitions in the 
Anthropological Literature 

 While the role of the culture broker has been 
discussed in health, education, business, muse-
ums, tourism, and justice, the concept became 
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widespread in anthropology in the mid-1950s to 
describe processes of cultural contact in various 
contexts of domination, including trade, colonial-
ism, nation-state building, and modernization. 
Eric Wolf ( 1956 ) pioneered the use of the notion 
of culture broker using the term to elucidate the 
beginning of the confl ictual relationship between 
Spanish colonial rule and local peasant commu-
nities in Mexico. Culture brokers, in this context, 
are “nation-oriented individuals from the local 
communities” who “stand guard over the crucial 
junctures or synapses of relationships which 
connect the local system to the larger whole” 
(Wolf,  1956 , p. 1075). Soon after, Clifford Geertz 
identifi ed the Javanese  kijajis , local Moslem 
teachers of Java, as the “most important cultural 
brokers” of post-revolutionary Indonesia (Geertz, 
 1960 , p. 233). 

 In anthropology, culture brokers were initially 
defi ned as go-betweens who mediate and trans-
late two culturally distinct realities or groups for 
the purpose of reducing confl ict or producing a 
change in the quality of the relationship between 
them (Geertz,  1960 ; Jezewski,  1990 ; Paine,  1971 ; 
Press,  1969 ; Szasz,  1994 ; Wolf,  1956 ). Whether 
in negotiation between tradition and modernity 
(Geertz,  1960 ; Wolf,  1956 ), trade (Paine,  1971 ) or 
as a part of social networks in contexts of patron-
age (Barnes,  1954 ; Boissevain,  1974 ; Bott,  1957 ), 
the culture broker was depicted both as a media-
tor and an agent of change (Press,  1969 ). This 
initial conception of culture brokers shifted in the 
1980s to take into account other categories of 
individuals or social roles that are “in-between” 
different social worlds and that are situated or 
position themselves as mediators and innovators, 
including tourist guides (Brown,  1992 ), children 
of migrants (Abu-Lughod,  1991 ), and native 
anthropologists (Narayan,  1993 ). 

 To be effective, Eric Wolf suggests that cul-
ture brokers must operate like Janus, facing both 
directions and able to cope with the tensions 
raised by the confl ict of interests (Wolf,  1956 ). 
The ability to navigate between different cultural 
worldviews and social environments provides the 
culture broker with the possibility to acknowl-
edge different perspectives and to adopt diverg-
ing, at times contradictory, behaviors, allowing 
for the creation of spaces for negotiation 

between them. Innovations come about through 
the culture broker’s attempts to bridge perspec-
tives by circumventing sociocultural expectations 
and creating new possible ways of doing things. 

 In the fi eld of ethnohistory, culture brokers 
appear mainly as individuals who mediated con-
tacts between indigenous peoples and colonial 
administrations (Szasz,  1994 ). Culture brokers 
were those men and women, native and nonna-
tive, missionaries, teachers, and so forth, who 
had good knowledge of both languages and who 
were usually related by birth or marriage to both 
indigenous and colonizing populations. The list 
of marginal individuals in more recent contexts 
includes migrant workers, foreigners, second- 
generation immigrants, persons of mixed ethnic 
origin,  parvenus  (upwardly mobile marginals), 
the  déclassés  (downwardly mobile marginals), 
migrants from country to city, and women in 
“nontraditional” roles (Turner,  1974 ). Of course, 
marginality alone does not equip an individual to 
be a culture broker. Culture brokers, as media-
tors and innovators, “must have their behavior 
sanctioned in some way by the host community 
and must maintain some sort of acceptable iden-
tity with the community of origin” (Brown, 
 1992 , p. 369).  

    From Anthropological Concept 
to Actors in Health Care Settings 

 Across national settings, practices of culture 
brokering in health care differ greatly, in terms of 
background, roles, degree of institutional integra-
tion, and level of professional expertise. 
Categories of individuals who may act as culture 
brokers include the following: health practitioners, 
such as social workers, nurses, or psychologists, 
who can function as culture brokers by virtue of 
their bilingual/bicultural identity or direct knowl-
edge of a specifi c community; social scientists, 
such as anthropologists or sociologists, who may 
be called upon to act as culture brokers because 
of their scientifi c knowledge; or individuals 
drawn from community groups such as voluntary 
organizations and religious institutions. Other 
terms used to refer to persons who are employed 
in health care institutions to mediate cultural 
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differences include “patient advocate,” “intercul-
tural mediator,” and “cultural interpreter.” 

 The roles of culture brokers are defi ned by 
localized health care and social systems but are 
infl uenced by the dominant models of national 
integration and regimes of citizenship. For 
instance, culture brokers were introduced in North 
American health care settings in the late 1960s, 
following the recognition of serious inequalities 
in health care access for underserved ethnoracial 
groups and, subsequently, for new immigrants. 
The use of culture brokers needs to be situated in 
relation to the sociopolitical changes of the late 
1960s, which marked a shift from an emphasis on 
assimilation to a diversity paradigm. Stemming 
from the battles of the civil rights movement, the 
diversity paradigm focuses on appreciating and 
valuing differences between individuals and 
groups. Multiculturalism policy in Canada is one 
refl ection of this shift toward acknowledging 
diversity. 

 Culture brokers are often highly educated 
immigrant women, and the trajectories of migra-
tion have infl uenced the availability and role of 
culture brokers (Gentile & Caponio,  2006 ). For 
example, Gobbo ( 2004 ) provides a portrait of a 
Roma cultural mediator in Italy whose profes-
sional identity allowed her to capitalize on her 
marginal state of being “between communities.” 
In an article on immigrant health services in 
France, Sargent and Larchanche ( 2009 ) described 
the different stages of the professionalization of 
culture brokers through the life history of a 
woman migrant who started as an interpreter in 
the mid-1980s. Despite the clear connection 
between life trajectories and professionalization 
among culture brokers, in the health care fi eld, 
culture brokers have been conceptualized less in 
terms of the knowledge and skills acquired 
through the experience of migration than as a 
type of expertise that can be added to already 
established professions including nurses, social 
workers, and community interpreters—any of 
whom might function as a culture broker. 

 Culture brokers may also be professionals 
already engaged in health delivery. In the UK, the 
Nafsiyat model (Kareem,  1992 ) focused on the 
psychotherapist as a culture broker and integrated 

process-oriented supervision of the therapist 
on issues related to racism and discrimination. 
As culture broker, the clinician examines the 
impingements of ethnicity, racism, and the thera-
pist’s own ethnoracial identity on clinical assess-
ment and psychotherapeutic process. Cultural 
mediation through the use of culture brokers has 
been recommended in the treatment of Black, 
minority, or ethnic (BME) patients in the UK to 
address issues of institutional racism (Fernando, 
 1995 ,  2002 ).  

    Defi ning the Position and Roles of 
Culture Brokers in Medical Settings 

 The ways in which institutions approach cultural 
difference largely determine the nature and func-
tion of culture brokers in health care services. 
For instance, within the cultural competence 
model of health care, which is now dominant in 
the USA, each health care provider must be able 
to mediate cultural meanings with their patient. 
This model requires training of practitioners on 
issues of cultural difference. In the cultural medi-
ation model, more common in European settings, 
the culture broker is an “expert on culture,” 
whose roles are to facilitate clinical encounters, 
prevent confl icts, and act as agent of social 
integration. 

 Bischoff ( 2006 ) distinguishes two approaches 
to culture brokering based on different ideologies 
of social integration and power relations. The fi rst 
approach aims at assimilating the immigrant’s 
point of view to that of the health care system as 
part of the larger society. The professional or 
institution decides when to include a culture 
broker, whose main role is to convey information 
to patients in order to enhance their adherence to 
treatment. In this approach, the patient’s point of 
view is rarely taken into account. This one-
directional approach often functions as a sort of 
institutional protection against possible legal 
repercussions, for example, insuring informed 
consent for diagnostic procedures or treatment. 
The second approach involves a more inclusive 
two-way exchange in which there is a signifi cant 
level of trust and where the opportunity for each 
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participant to understand something of the other’s 
point of view is increased by providing real nego-
tiation options and empowerment strategies. In 
practice, the position of culture brokers is usually 
situated between these two poles. At the level of 
working alliance, culture brokers tend to fl uctu-
ate between three basic roles: (1) as agents who 
work for public institutions and professionals, 
(2) as advocates who represent the interests of the 
ethnocultural and immigrant communities, and 
(3) as mediators who take a nonpartisan stance 
and strive to be “neutral” (Cohen-Emerique, 
 2004 ). Through these basic roles, culture brokers 
have proved to be useful participants in efforts 
to improve underserved communities’ access to 
health care services and to build mutual trust 
between ethnocultural communities and health care 
institutions. 

 Countries with a longer history of multicul-
tural practices such as the USA, Canada, 
Australia, United Kingdom, and New Zealand 
were the fi rst to organize culture broker pro-
grams, specifi cally to reach indigenous groups in 
Canada and Australia and underserved groups 
such as Afro-Americans and Latinos in the USA. 
These interventions provided a way to ease some 
of the historical mistrust that many racially, eth-
nically, and culturally diverse minorities have in 
relation to health care institutions. The risk 
inherent in this approach is that culture brokers 
may be perceived as acting on behalf of the domi-
nant culture and therefore falling into the para-
digm of domination and marginality. For instance, 
in colonial and postcolonial settings, indigenous 
nurses have been trained in Western medical 
knowledge to act as culture brokers between the 
traditional healing system and the biomedical 
one. They have managed to mediate different 
understanding of illness, yet their professional 
affi liation pushes them to value the biomedical 
knowledge over the traditional healing system 
(Barbee,  1986 ;  1987 ; Kahn & Kelly,  2001 ; Marks, 
 1997 ), becoming an instrument of the colonial 
policy to replace the “indigenous health care 
 systems.” The role of culture broker is particular 
relevant in situations of confl ict arising from 
divergent views of health and healing, which 
bring to the forefront the incommensurability of 

cultural values over issues such as informed 
consent and end-of-life decision making (Kaufert 
& Koolage,  1984 ; Kaufert & O’Neil,  1998 ; 
Kaufert, Putsch, & Lavallée,  1998 ).  

    The Training of Culture Brokers 

 While informal or ad hoc culture brokers are 
found in many different milieus, some countries 
facing persistent gaps in health service access 
and delivery have made efforts to develop and 
use formal culture brokers in their health care 
systems. This has especially been the case for 
indigenous populations in settler societies. In 
Australia, for example, Aboriginal health work-
ers (AHWs) have been actively involved in com-
munity mental health (Soong,  1983 ; Trudgen, 
 2000 ; Willis,  1999 ). In remote and rural 
Aboriginal communities, Aboriginal paraprofes-
sionals act as culture brokers and work in tandem 
with non-Aboriginal health professionals. 
Aboriginal community workers have received 
training through specifi c programs and certifi ca-
tion to work in specifi c jurisdictions. For exam-
ple, they may function as community health 
representatives, mental health workers, or alco-
hol and addiction program workers. The over-
arching purpose of the training is to produce 
paramedical professionals who can promote 
health education within their communities. 
Mental health workers, for instance, may be 
trained specifi cally to help community members 
with grieving and loss of relatives and friends 
through violent death or suicide. In Canada, 
Aboriginal medical interpreters have been trained 
to bridge both linguistic and cultural diversity 
and have received some offi cial recognition 
(Burgess, Herring, & Young,  1995 ). Of course, 
the creation of a new type of paraprofessional 
raises issues for jurisdiction and collaboration; 
further, these interdisciplinary teams may fail to 
work effectively due to a lack of understanding of 
roles between non-Aboriginal health care profes-
sionals and Aboriginal paraprofessionals (Minore 
& Boone,  2002 ). This failure may occur because 
of a lack of preparation among professionals to 
work with interdisciplinary teams (especially 
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with paraprofessionals) and a lack of clarity of 
the duties of the culture broker. 

 The culture broker approach has proved to be 
useful in other areas of health care, including 
nursing (Jezewski,  1990 ) and social work 
( Jackson, Graham, & Jackson, 1998 [1995] ). 
Jackson describes the training of Interpreter 
Cultural Mediators (ICM), bilingual and bicul-
tural people who are familiar both with biomedi-
cal practices and American societies and with the 
cultural practices of the minority group to which 
they belong. Their training includes basic knowl-
edge of biomedical health care and institutions, 
with an emphasis on issues of prevention, child- 
rearing, and pregnancy. Through role-playing, 
they learn how to communicate with health prac-
titioners and how to review cases. They work as 
part of a team composed of a nurse supervisor, 
community advisors, a program administrator, 
and medical directors, as well as other health and 
social services employees. Over a period of time, 
the ICM follows a family or a patient, visiting 
them at home to explore the family’s needs, prob-
lems, and strengths, which are presented to the 
health providers to help develop a common strat-
egy for care. The ICM thus combines cultural 
mediation with case management.  

    Culture Brokers in the Field of 
Mental Health 

 In mental health care, the term “culture broker” 
was introduced by medical anthropologist Hazel 
Weidman ( 1975 ) in the development of a com-
munity mental health program for the inner-city 
population in Miami, Florida. The goal of the 
program was to train participants to adopt a trans-
cultural perspective in the delivery of health care 
to patients from multiethnic background. The 
term “culture broker” was adopted to describe an 
intermediary who worked with therapists from 
the mainstream culture and clients from a differ-
ent culture; the broker’s roles were to act as a 
facilitator of negotiation, understanding, and 
meaning-making. The culture brokers were 
anthropologists or social scientists who could clarify 

the needs of the ethnic groups to health profes-
sionals and put them in contact with appropriate 
resources. The relationship between the ethnic 
group and the health care system was framed as 
symmetry or equivalence between two cultures. 
For Weidman, the practice of cultural brokering 
was an intervention strategy, combining research, 
training, and service; it substantially affected 
the service providers, who initiated a process 
of transformation geared to highlighting issues 
of cultural difference and health equity (Van 
Willigen,  2002 ). 

 In mental health settings, the key requirement 
for a culture broker is a thorough “knowledge of 
mental illness as conceived and perceived by 
the individual seeking the services as well as 
by the mainstream culture” (Singh, McKay, & 
Singh,  1999 , p. 5). This requires the ability to 
understand patients’ idioms of distress, as well 
as cultural dimensions of clinician–patient inter-
action, including nonverbal communication. The 
culture broker aims to sensitize the clinical prac-
titioner to the patient’s system of belief and also 
helps the patient understand and trust the health 
care system or institution. As a go-between, the 
culture broker makes explicit to both patient 
and clinician aspects of the cultures of both 
participants that are relevant to specifi c health 
care issues and helps patient and clinician nego-
tiate the hybrid realities that characterize the 
lives of immigrants and other cultural minorities. 
Following this perspective, at the CCS, culture 
brokers often are asked to comment on how a 
patient’s behavior would be perceived and under-
stood and whether it would be considered usual 
or acceptable in his or her culture or community 
of origin.  

    Cultural Mediation in Europe 

 Although culture brokers are widely employed, 
they are not yet well integrated into mainstream 
health care in the USA or in Canada, where their 
profession remains informal and unregulated. 
In some European countries, however, culture bro-
kers are increasingly recognized as professionals. 
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The  cultural / intercultural mediation model  1  has 
been adopted in Europe to address the service 
needs of the growing migrant populations. This 
model emerged from a situation in which rapid 
changes in population caught service providers 
unprepared. Health practitioners soon realized 
that addressing linguistic barriers through inter-
preters was not suffi cient in clinical situations 
which involved culture differences (Minervino & 
Martin,  2007 ). Culture brokers (or intercultural 
mediators) became a crucial resource to respond 
to the resultant “emergency.” Starting in the early 
1990s, cultural mediation services were set up in 
Spain and Italy and soon spread across the 
European Union. These services, which comprise 
both interpreters and intercultural mediators, 
are located either in hospitals (Belgium, Sweden, 
Switzerland) or in outpatient clinics (Italy). 

 Although there is a wide range of approaches 
to the implementation of intercultural mediation 
services across national contexts, there have been 
efforts within the EU to encourage collaboration 
and to organize pilot projects for exchange of 
methods and best practices and the setting of 
common standards of quality in relation to code 
of conduct and training (Bischoff,  2003 ; Molina, 
Gailly, Gimenez Romero, & Guest,  2001 ; Krajic 
et al.,  2005 ). These processes of collaboration 
and exchange have encouraged the professional-
ization of cultural mediators, despite cross- 
national variations in training and curriculum 
(Pöchhacker,  2008 ). 

 Cultural mediators are often immigrants 
themselves who have a good grasp of the two 
systems of reference, but effective work as a cul-
ture broker requires training. A project entitled 
 T - learning to Improve Professional Skills for 
Intercultural Dialogue  in fi ve European coun-
tries (Italy, France, Austria, Greece, Poland) 
developed training for cultural mediators using 
new information technologies (Halba,  2009 ). 
The curriculum included issues relating to multi-
culturalism and interculturalism, national and 
European policies in the fi eld of immigration, 
and questions relating to the integration for 
migrants (housing, education and training, 
access to employment and health). Given the 
heterogeneity of European health care systems, 
however, translating good practices into com-
mon policy has been diffi cult. 

 In recent years, Belgium and Italy have been 
among the more active countries in the develop-
ment and employment of cultural mediators in 
health care settings. In Belgium, implementation 
started in the fi eld practice and became eventually 
a national policy program (Verrept,  2008 ). The 
government is taking an active role in developing 
a code of conduct for cultural mediators. In Italy, 
an immigration law was passed in 1996 in which 
the “auxiliary” profession of culture broker 
( “mediatore culturale” ) was recognized in insti-
tutional settings (such as schools, hospitals, 
mental health services, police offi ces); as a pro-
fession, it is available to immigrants who have 
taken a vocational training course (Fiorucci, 
 2007 ). Despite this law, there is no national pro-
gram for the participation of  mediatore culturale  
in the national health care system. The employ-
ment of  mediatore culturale  remains very frag-
mented, with large variations across regions. 

 The literature on cultural mediators in Europe 
indicates that they are mainly employed in obstet-
rics and gynecology departments. In the general 
hospital of Liege, Belgium, the cultural mediator 
provides information and support before and 
after clinical encounters for the whole duration of 
the hospitalization (Fossi,  2004 ; Gentile & 
Caponio,  2006 ). A similar approach is taken at 
several hospitals in Italy. In Bologna, for instance, 

   1 In communication studies and related disciplines, many 
terms have emerged to point to the process of communica-
tion between culturally diverse parties, including  cross - 
cultural    ,  intercultural , and  interdiscourse  communication. 
Although they often are used as synonyms, they imply dis-
tinct concepts of culture. Cross-cultural communication 
implies that there are distinct cultural groups and looks at 
their interaction comparatively. Intercultural communica-
tion starts from the assumption that there are distinct cultural 
groups but studies their communicative practices in interac-
tion with each other. Finally, interdiscourse communica-
tion sets aside any a priori notion of group membership 
and identity to investigate how and in what circumstances 
concepts such as culture are produced. The interdiscourse 
perspective, therefore, looks at the context of communica-
tion and interaction as relational process.  
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the culture broker plays a central role at the 
   Health Centre for Migrant Women and Their 
Children, founded in 1992 within the structure of 
the Santa Orsola Hospital. The consultation takes 
place in several stages. Female cultural media-
tors welcome the immigrant women, and in a 
preliminary talk, they elicit the reason for they 
visit. The mediators stay with the patient during 
the clinical examination intervening in case of 
linguistic/cultural misunderstanding. After the 
clinical  encounter, the mediator discusses the visit 
alone with the patient, providing a space to 
express questions and concerns. 

 As an emerging profession, culture brokers 
face many of the problems encountered by 
community interpreters, including: diffi culty in 
having their role adequately recognized by other 
professionals and administrators; the dilemmas 
of balancing “neutrality” with advocacy; the pre-
cariousness of their positions, which are seldom 
guaranteed continuity and consistent funding; and 
the lack of psychological support when dealing 
with challenging cases (Augusti-Panareda,  2006 ; 
Minervino & Martin,  2007 ). 

 Cultural mediation can contribute to a patient- 
centered approach in which culture is seen not as 
a fi xed entity but as a process framed and negoti-
ated in the context of the clinical encounter. 
However, because of power dynamics in the 
institutional settings that employ them, and often 
their own social vulnerability as recent migrants 
themselves, culture brokers tend to align them-
selves with the institution even when health prac-
titioners may encourage them to align with the 
patient (Augusti-Panareda,  2006 ). Another risk is 
that culture brokers may tend to overemphasize 
the role of culture in the patient’s point of view as 
a way to reinforce their role as experts on “the 
patient’s culture.” As Eric Wolf pointed out, cul-
ture brokers strategically use their knowledge 
and position of “in-between” in order to consoli-
date their expertise. Finally, the professionaliza-
tion of the culture broker may mask policies of 
integration that sustain practices of “othering” by 
keeping newcomers with professional skills in 
this marginal role. Considering the immigrant by 
default, a “cultural other” tends to essentialize 
diversity and institutionalize racism.  

    Models of Ethnopsychiatric 
Consultation and Cultural 
Mediation 

 Several types of mental health consultations in 
Europe which follow an ethnopsychiatric or 
transcultural psychiatric approach employ cul-
tural mediation as part of their therapeutic prac-
tice: in France, for example, at the Centre George 
Devereux and the Bobigny School at Avicenne 
Hospital, and in Italy, at the  Centro Frantz Fanon . 
In these programs, mediation either may be 
viewed as a shared and diffused role within a 
multidisciplinary team group that co-constructs 
knowledge and practice or can be assigned to a 
particular person who takes the role of cultural 
expert; the two approaches can also coexist. 
The cultural mediation approach also extends 
outside the medical/therapeutic setting in that the 
culture broker acts as a liaison between different 
institutions and the patient and his or her family, 
in order to promote social and legal dimensions 
of the patient’s well-being. 

 In the context of multidisciplinary team groups, 
the culture broker is generally a therapist who 
undergoes training in clinical psychology and 
anthropology or who belongs to a minority ethnic 
background. In these settings, culture is used as a 
therapeutic lever which, according to the specifi c 
consultation model, can be invoked and negotiated 
to create a space where the immigrant patient’s 
suffering can be voiced and understood. 

    The Centre George Devereux 

 The Centre George Devereux was founded by 
psychologist Tobie Nathan in an attempt to bring 
together anthropological knowledge with clinical 
and psychoanalytic thinking (Freeman,  1997 ; 
Streit,  1997 ). Nathan introduced the concept of 
culture in healing practice, going against the 
grain of the French ideology of citizenship that is 
based on the republican value of universality and 
civic integration in which expressions of culture 
are downplayed in public and confi ned to the pri-
vate sphere (Corin,  1997 ; Kirmayer & Minas,  2000 ). 
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Nathan approaches clinical consultations as 
moments of intercultural interaction that are 
played out in a symbolic intrapsychic space. His 
model has played an infl uential role in the devel-
opment of ethnopsychiatry in France and abroad. 
Ethnopsychiatric consultations conducted by 
Nathan’s team employ a model of large group 
settings comprised of the leading therapist, the 
interpreter, and the patient with family members 
as well as various co-therapists from diverse 
backgrounds (   Nathan,  1994a ,  1994b ). In this par-
ticular setting, culture brokers are co-therapists, 
who may intervene by explaining how the 
patient’s diffi culties are viewed from their own 
particular cultural group (Zajde,  2011 ). Critiques 
of Nathan’s work have noted the value of group 
settings for African immigrants and other groups, 
while raising questions about the extent to which 
this approach reifi es culture and tradition in ways 
that may be inconsistent with migrants’ experi-
ence of hybridity (e.g., Andoche,  2001 ; Corin, 
 1997 ; Fassin & Rechtman,  2005 ; Sargent & 
Larchanche,  2009 ). 

 At the Centre George Devereux, a group of 
expert therapists who are trained in anthropology 
have been called “ethno-clinical mediators.” Ethno-
clinical mediators are co-therapists who share a 
similar ethnic background with their patients and 
participate in the group therapy, taking the lead 
when needed by providing specifi c knowledge of a 
particular healing tradition. Besides    his or her role 
in the group setting, the culture broker is given a 
proactive liaison role; that is, he or she can see the 
patient and family alone and may accompany the 
patient to different administrative and therapeutic 
appointments. Because the service is not fully 
covered by the National Health System, it is not 
accessible to individuals who do not have the 
means to assume the cost of the service.  

    The Bobigny School at Avicenne 
Hospital 

 The Bobigny School, led by psychiatrist Marie 
Rose Moro, is a referral medical consultation at 
the    Avicenne Hospital (Sturm, Heidenreich, & 
Moro,  2008 ; See also Chapter   4    ). The consultation 
is part of the health care system and therefore fully 

covered by the National Health System. Its aim is 
to forge liaisons with social services of different 
kinds (schools, refugee agencies, child protection 
services, community, or work social services). 
Moro has integrated Nathan’s model of ethnopsy-
chiatry setting within a less prescriptive vision of 
culture, which considers  métissage  (hybridization) 
and identity as process-oriented and relational 
constructions (see Moro & Real,  2006 ; Sturm 
et al.,  2008 ; Sturm, Nadig, & Moro,  2011 ). The 
consultation works with fi rst- and second-genera-
tion immigrants; it offers individual and group set-
ting therapies taking a psychodynamic approach in 
which the idea is not necessarily to “match” the 
patient’s culture. Moro’s approach emphasizes 
issues of positionality and power, namely, “who 
has the power to defi ne the client’s culture in 
therapy?” (Sturm et al.,  2008 ). The patient is seen 
as the expert of his or her own culture. The concept 
of culture is applied in the therapeutic setting on 
two different levels: at a cultural-anthropological 
level in which the patient’s emic view is elicited 
and at a psychoanalytic level through the notion 
of universal signs. 

 Therapists are trained in psychology, psychia-
try, and anthropology. In the group setting, co- 
therapists present etiologies from different cultures 
in order to encourage patients to refl ect on etiolo-
gies from their own cultural background and 
create a dynamic point of view. There is no need to 
have a “specialist” from the patient’s culture; 
instead, the co-therapists play with universal 
logics of causation (jealousy, magic, sorcery, 
contagion, possession, etc.). There is always an 
interpreter in the patient’s mother tongue, who 
may at times be asked to give some culture- specifi c 
inputs. Rather than resting on a prescriptive notion 
of culture, as is the case with Nathan’s approach, 
“culture” becomes a tool that can be shared by the 
team with the input of all team members.  

    The Centro Frantz Fanon 

 In Italy, the  Centro Frantz Fanon  in Turin, headed 
by Roberto Beneduce, was the fi rst center in Italy 
to develop an ethnopsychotherapy intervention 
strategy based on cultural mediation and an 
ethnopsychiatric approach to mental illness 
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(Giordano,  2011 ). The  Centro  is a psychosocial 
and psychotherapeutic institute associated with 
the Turin Local National Health Service Zone 
and receives funding from diverse institutions 
(province, local government, European Union), 
which give social, psychological, and psychiatric 
assistance to immigrants. The center offers refer-
ral consultations and therapies to both regular 
and irregular (or “illegal”) immigrants without 
distinction according to their status, as well as 
provides training courses for various health prac-
titioners and social workers who work with 
immigrants. Specifi cally, the center aims to train 
cultural mediators, who in the Italian context are 
immigrants themselves. The center’s therapeutic 
and political stance draws from three main infl u-
ences: Tobie Nathan’s French ethnopsychiatric 
tradition, Franz Fanon’s critique of colonial rela-
tions and their entrenchment in identity forma-
tion, and the Italian tradition of social psychiatry 
linked to the deinstitutionalization movement of 
the 1970s (Giordano,  2006 ,  2011 ; Pandolfi  & 
Bibeau,  2006 ). The  Psichiatria Democratica  
(Democratic Psychiatry) Movement led by psy-
chiatrist Franco Basaglia showed how social, 
economic, and political variables are intrinsic to 
the construction of the mentally ill and to their 
“confi nement” within mental institutions. This 
movement focused on the subjective experience 
of the mentally ill and aimed to close mental 
institutions. It led to Law 180, passed in 1978, 
that sanctioned the closing down of the asylums 
and brought about the organization of commu-
nity mental health services. 

 From its inception in 1996, the  Centro Frantz 
Fanon  had among its founders psychiatrists, psy-
chologists, medical anthropologists, and culture 
mediators who had previously worked together in 
a project on migrants’ health (Beneduce, Costa, & 
Favretto,  1994 ). The cultural mediation model is 
organized around a multidisciplinary group setting 
where diverse expertise, including that of the 
patient, is taken into account. Each participant in 
the therapeutic encounter is engaged in a form of 
mediation with therapeutic effect. In this setting, 
the role of the culture mediator is fundamental in 
translating from one etiological system to another. 
The center aims to provide a clinical space for 

mediation and therapy and acts as a liaison with 
other institutions outside the clinic. 

 Consultations take place in either individual 
or group settings. When appropriate from a lin-
guistic and/or cultural perspective, cultural medi-
ators participate in therapy sessions and are active 
in the consultation process. During the consulta-
tion, the cultural mediator is given room to freely 
engage with patients in order to elicit their life 
histories in a way that allows them to use to dif-
ferent vocabularies and etiologies, rather than 
conforming to the hegemonic discourse of psy-
chiatric diagnostic criteria (Giordano,  2008 ). 
Further, the roles of cultural mediator extend 
beyond the clinical setting; there are instances in 
which the cultural mediator interacts on behalf of 
the patient with institutional services on matters of 
housing and immigration or plays a pedagogical 
role in cultural mediation training. In this work, 
the cultural mediator must translate between 
different cultural materials and work with the 
epistemological uncertainty and confl icts that 
characterize the immigrant experience. Cultural 
mediators must to be aware of their own migra-
tory experience in order to grasp the stakes of 
intercultural communicative experiences. They 
must manage the diffi cult transference at play in 
the encounter with other immigrants and Italian 
mental health practitioners/or ethnopsychiatrists 
(Beneduce,  1999 ).   

    The Cultural Consultation Service 
Experience 

 In contrast with the European settings, in Canada, 
while professional associations for psychiatry 
and psychology have embraced the cultural com-
petence model, there are no national guidelines 
for the use of culture brokers or mediators in 
mental health care settings. Clinicians who wish 
to work with culture brokers must draw them 
from immigrant or indigenous community 
 members and professionals with expertise about 
specifi c patient cultures. There is no formal train-
ing for culture brokers. There also is a lack of 
policy, ethical guidelines, professional stan-
dards, or mechanisms for training, assessing, and 
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monitoring the quality of culture brokers in 
Canada (Kirmayer, Groleau, Guzder, Blake, & 
Jarvis,  2003 ; Ng, Popova, Yau, & Sulman,  2007 ). 

 The CCS is one of several Canadian services 
where culture brokers are extensively used. The 
CCS has a pool of about 70 culture brokers who 
are employed on a case-by-case basis. They are 
often health professionals (mainly psychologists 
and social workers) who share a similar ethnic 
background with the patient or, less often, anthro-
pologists with specialized knowledge of a par-
ticular geographic region or ethnic group. Culture 
brokers are identifi ed by members of the CCS 
team. They are provided with a manual that out-
lines their tasks and provides an outline for the 
cultural formulation to organize their information 
gathering and reporting (Chapter   3    ). 

 About 50 % of cases seen by CCS employ a 
culture broker (see Chapter   2    ). In some instances, 
the consultant psychiatrist, who shares ethno-
cultural knowledge or background with the 
patient, plays this role. In other cases, the inter-
preter also acts as culture broker, while in about 
15 % of cases, a separate culture broker is 
employed in addition to the interpreter. The 
CCS culture broker database contains a list of 
psychologists who are bilingual, psychiatrists, 
social workers, and community workers oper-
ating in the Greater Montreal area, as well as 
anthropologists and sociologists who are 
selected on the basis of their knowledge not 
only of migrants’ cultures of origin but also of 
their local communities. 

    The CCS Process and Setting 

 A typical consultation at the CCS, involving a 
culture broker, takes place in three stages: initial 
intake when the need for a culture broker may be 
identifi ed; one or more clinical interviews with 
the patient and their family which may include a 
CCS consultant psychiatrist, a culture broker, stu-
dents, other clinicians, or case managers (social 
worker, psychologist, or family doctor); and a 
case conference during which the CSS team, 
including the culture broker, discusses the case to 
provide a response to the referring clinician’s 

original requests and develop recommendations, 
treatment plan, or guidance for the patient’s 
future care (see Chapter   3     for more detail). 

 Typically, the CCS clinician briefs the cultural 
broker prior to the fi rst interview. Culture brokers 
may also consult the patient’s medical fi le at the 
CCS offi ce. This fi le includes the intake form 
with basic demographic information and reasons 
for referral as well as any medical reports that 
have been received and, in some cases, the 
patient’s migration documents, such as the 
Personal Identifi cation Form in which refugee 
claimants write up their story and the justifi cation 
for their refugee claim (see Chapter   12    ). 

 Although the CCS clinician leads the inter-
view, culture brokers have some freedom to inter-
vene during the process. Most often, the culture 
broker will ask further questions or will pursue 
a line of questioning aimed at clarifying specifi c 
issues of culture and sociohistorical context. 
The culture broker’s interventions in the inter-
view process may also involve attempts to clarify 
the situation for patients and make them more 
comfortable. Similarly, interventions on the part 
of the cultural broker may also be oriented toward 
the bringing the CCS psychiatrist and the other 
case workers toward a better understanding of the 
patient’s experience. For example, adolescent or 
young adult patients may use trendy urban 
expressions that may be misinterpreted as indi-
cating pathology. In order to prevent or resolve 
miscommunication, the culture broker will verify 
the meaning of ambiguous expressions with the 
patient and then explain the meaning to the clini-
cal team. Similarly, the culture broker may 
reframe questions that are likely to seem senseless 
to patients or suggest alternatives to address the 
basic clinical question. For example, instead of 
asking a depressed African single mother explic-
itly whether she is “able to care for her child,” the 
culture broker may suggest an exploration 
assessment of other behavioral symptoms that 
may interfere with care giving such as diffi culty 
sleeping, weakness, fatigue, or other somatic 
symptoms. 

 After each clinical interview with the patient, 
the CCS clinician debriefs the culture broker, 
discussing issues related both to relevant psychiatric 
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conditions and    sociocultural contexts. They dis-
cuss a tentative diagnosis, the stressors involved 
in the patient’s situation, and issues that need to 
be verifi ed or broached with the patient or oth-
ers during additional clinical interviews. At this 
time, the culture broker may provide a fi rst inter-
pretation of the contextual elements that may be 
signifi cant to understanding the patient’s predica-
ment. These elements may relate to political 
dynamics in the country of origin (including war, 
ethnic tensions, forms of public oppression, dic-
tatorship); the history of colonization; the racial-
ization of social relations in the country of origin 
and in the post-migration context of Montréal; 
religious beliefs and practices relevant to the 
country of origin; issues relating to gender, age, 
and social class; and so forth. Elements relating 
to the experience of migrants of similar origin 
may also be highlighted by the culture broker. 
The culture broker may offer a tentative analysis 
of the signifi cance of the cultural idioms 
employed by the patient to express his or her pre-
dicament and distress. For instance, in some 
cases seen at the CCS involving patients of 
African origin, patients use idioms that refer to 
contemporary expressions of witchcraft, such as 
“feeling the wind pass,” “having something eat at 
one’s stomach,” and “hearing the voice” of some-
one. The culture broker may raise these issues 
and suggest that they be explored further in a sec-
ond interview. In the meantime, culture brokers, 
particularly those that are trained as social scien-
tists, may review the relevant anthropological, 
sociological, or political literature, especially in 
cases where they are familiar with the region 
where the patient comes from but not with the 
exact ethnocultural group, village, or with recent 
political events. 

 The second clinical interview, when needed, 
follows a similar sequence to the fi rst one. 
However, in some cases, the culture broker may 
take more of a lead in the interview process. The 
second interview may focus more on aspects of 
the patient’s life trajectory that do not directly 
relate to the moment of migration, such as his or 
her life context before migration, plans for the 
future in Canada, as well as local and transna-
tional family and social networks. In some 
instances, the culture broker may see a need for 

further interviewing to clarify specifi c issues, and 
this can be negotiated with the CCS clinician. 

 In the cultural consultation process, culture 
brokers may assume varying degrees of initiative: 
acting as silent observers, intervening in the 
interview process, or even conducting their own 
interviews. The appropriate role depends on the 
complexity of the clinical situation, the culture 
broker’s relationship to the patient’s culture of 
origin (as a professional expert or as someone 
with the same background), and the familiarity of 
the consultation team with the patient’s sociocul-
tural context.  

    Roles Played by Culture Brokers 
at the CCS 

 Many CCS clinical encounters use both interpret-
ers and culture brokers; in some cases, the pri-
mary clinical consultant acts as a culture broker or 
interpreter (see Chapter   8    ); in still other cases, the 
culture broker also acts as an interpreter. However, 
the specifi c tasks of culture brokers are comple-
mentary to those of the medical interpreter. As 
opposed to the interpreter, who is present just for 
the clinical interviews, the culture broker usually 
is involved at several points in the assessment pro-
cess and may come to know the case in depth. 
Thus, the culture broker may initiate questions 
directed to the patient, as well as to clinical case 
workers and family members, if present. If the 
patient is in the care of a multidisciplinary team, 
the culture broker acts as an advisor to the team 
members, the patient, and the family. 

 In addition to participating in the data collec-
tion phase of clinical assessment, the culture 
broker prepares a cultural formulation report, 
which informs the fi nal clinical summary and 
recommendations given to the referring clinician. 
The culture broker also provides cultural input at 
the CCS clinical case conferences where relevant 
issues are discussed by members of the CCS and 
referring teams, who may pose additional questions 
to the culture broker. 

 The written report provided by the culture 
broker and presented during the case conference 
follows the outline for the cultural formulation 
developed originally for DSM-IV. The CCS uses 
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an expanded version of the DSM-IV Outline for 
Cultural Formulation (Chapter   3    ). Although not 
all culture brokers at the CCS are initially famil-
iar with the cultural formulation format, they are 
asked to follow it, and most fi nd it provides an 
easy way to organize information that helps 
situate the patient in relation to both their cul-
tures of origin and the host culture (   Kirmayer, 
Rousseau & Lashley  2007 ). The cultural formula-
tion includes attention to the clinician–patient 
relationship, which should include the culture 
broker’s own relationship to clinician and patients. 
However, culture brokers tend not to write about 
the interpersonal and intercultural dynamics of the 
clinical encounters, perhaps because these require 
specifi c psychodynamic and systemic training to 
observe. Also, process observations may be 
awkward to document because they may pose 
challenges to the professionals involved (Dinh, 
Groleau, Kirmayer, Rodriguez, & Bibeau,  2012 ). 

 To a large extent, the mediating functions of 
culture brokers at the CCS involve three main 
tasks. First, culture brokers aim to make sense of 
the different narratives relevant to the patient’s 
predicament in the context of the clinical inter-
views, during the case conference, and through 
their reports. These narratives include the stories 
told in the setting of the clinical interviews, which 
involve patients’ illness experience, life trajecto-
ries, traumas, and migration history. Case workers 
or others present during the evaluation also supply 
narratives that require cultural interpretation, and 
there usually are also written narratives contained 
within offi cial documents such as the PIF, medical 
records, and reports provided by the professionals. 
A second basic task of culture brokers is to clarify 
aspects of the health care system, migration pro-
cess, work, and other social matters for patients 
and their family members. This may include 
administrative and practical issues. In some cases, 
for example, patients have diffi culty navigating the 
administrative structures of government institu-
tions or are confronted by challenges related to 
their migration status that require specifi c knowl-
edge about the Quebec and Canadian context. 
Finally, culture brokers may be involved in nego-
tiation of divergent viewpoints or confl icts 
between the patient and health care providers. 

In many cases, this is framed as an opposition 
between a biomedical interpretation and particular 
cultural interpretations. 

 To illustrate the tasks performed by culture bro-
kers at the CCS, we present several brief case 
vignettes. These cases illustrate the ways in which 
culture brokers can infl uence the clinical encounter to 
bring to the surface issues and dynamics not readily 
accessible to or easily understood by the clinician. 

 The process of making sense of the multiple 
narratives that surround a patient’s predicament 
or ailment is often the fi rst challenge for the CCS 
consultant. The case of a young woman from 
Nigeria, who had migrated to Canada on her 
own, illustrates clearly how the culture broker 
provided the patient’s treatment team a radically 
different view of the patient’s predicament. 

 Case Vignette 6-1 

 The CCS was called for an emergency 
 consultation at an outpatient maternity 
clinic. The staff were seriously considering 
the separation of a newborn baby from her 
mother. Child protection services had been 
involved in the dossier. According to the 
treatment team and the woman’s social 
worker, the woman did not show appropri-
ate attachment to the baby, and they inter-
preted this as a response to the fact that the 
child was the result of a multiple rape in 
Nigeria. According to the maternity clinic 
staff, the fi rst signs of “non-attachment” 
started to appear during prenatal care, when 
they found the patient was not adequately 
preparing for the arrival of her baby by pur-
chasing baby clothes, furniture, and other 
items. As well, she missed many clinic 
appointments. After the child was born, they 
closely scrutinized her maternal behavior 
and found many problems, including that 
she was not following written instructions 
on how to take care of the baby and dis-
played aggressive behavior toward the staff. 
In one instance, they found the baby unat-
tended and with a blanket over her head. 

(continued)
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  In the work of the CCS, both during clinical 
interviews and during case conference discussions, 
the culture broker provides insights into the clinical 
encounter by highlighting the macro- social dynam-
ics of the patient’s case, moving from the individ-
ual to interpersonal and sociocultural levels. The 
culture broker emphasizes social and historical 
dynamics that may help the clinician understand 
the patient’s life trajectory and current predica-
ment, such as the changing role of family dynam-
ics, the patient’s migration experiences, religion, 
and social, economic, and political contexts of the 
country of origin. Ideally, the culture broker also 
supplies cultural context for understanding “idioms 
of distress,” to help differentiate normative cultural 
and linguistic modes of expressing distress from 
psychiatric signs or symptoms. This specifi c cul-
tural knowledge adds clinically important informa-
tion about the patient’s lived experience that goes 
well beyond cultural stereotypes. This task requires 
a capacity to articulate the patient’s shifting (some-
times inconsistent or confl icting) narratives while 
considering multiple, relevant frames of interpreta-
tion. This includes taking into account the impact 
of the  different sites or settings where patients’ nar-
rate their experience. Successful culture brokering 
depends on the capacity to move beyond a cultural-
ist perspective that tends to offer a stereotyped view 
of patients as exemplars of their “cultures of ori-
gin,” while reducing the culture to a series of cul-
tural traits. It also requires avoiding the trap of 
opposing cultural interpretations to a biomedical 
model. For many patients, these regimes of inter-
pretation are not mutually exclusive. 

 A further case, in which the tension between 
cultural and biomedical idioms of distress played 
out differently, highlights the intricate tasks of 
cultural brokering. 

is commonly understood and practiced in 
North American contexts is to be avoided. 
The information provided by the culture 
broker was essential to avoid a potentially 
catastrophic intervention: separating 
mother and baby based on an incorrect 
assessment of her maternal capacity. 

These and other signs of apparent neglect 
made them believe that the mother was not 
fi t to keep her child. There was concern that 
the mother had an intellectual disability as 
well as possible psychotic symptoms. Before 
removing the infant from the mother, they 
called for an emergency CCS consult. The 
culture broker, an anthropologist with long 
research experience in West Africa, attended 
the consultation interview along with a CCS 
psychiatrist. 

 It was apparent from the beginning of the 
conversation that the young mother was not 
speaking standard English, but a West 
African Pidgin. This linguistic difference 
could account for her diffi culty following 
instructions and her perceived lack of intelli-
gence. As the interview proceeded, the 
woman disclosed for the fi rst time that she 
was not able to read and was therefore unable 
to follow the instructions given to her. She 
also explained to the culture broker and the 
consultant psychiatrist that her baby was a 
gift from God. She had epilepsy and had been 
ostracized as a youth in Nigeria by both her 
family and the larger community. She thought 
that she would never marry, still less have a 
child. In this conversation, it became clear 
that her interpretation of her pregnancy was 
framed in relation to her experience of epi-
lepsy, in contrast to the impression of the 
treatment team who saw it only in relation to 
the enduring trauma of the rape that resulted 
in her pregnancy. 

 The culture broker pointed out that the 
mother’s aggressive behavior could be 
understood as a defensive strategy against 
the perceived threat of the staff. Moreover, 
for many Nigerian women, especially 
highly religious individuals like the patient, 
preparing a nursery and buying clothes and 
items for an unborn baby are considered to 
be “presumptuous” and potentially danger-
ous, as it is likely to bring about bad luck, 
even the death of the baby. Therefore, 
“nesting” in preparation for childbirth as it 

(continued)
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  In this case, rather than reframing the patient’s 
experience within the expected discourses of 
biomedicine and modernity, the culture broker 
validated the patient’s frame of reference, hoping 
that this might fi nd common ground for mutual 
understanding between the patient, the CCS psy-
chiatrist, and the social worker. However, in this 
case, the cultural “acceptability” of the patient’s 
established lifestyle and intense spiritual experience 
did not emerge in the discussion, and the patient’s 
illness became more explicit. 

 Case Vignette 6-2 

 A young man from Rwanda was referred to 
the CCS by his social worker because the 
patient’s claim for refugee status had been 
refused and he was entirely passive in pro-
ceeding to apply for legal status in Canada 
on humanitarian and compassionate 
grounds. In this case, the culture broker 
was an anthropologist with knowledge of 
contemporary African societies and the 
African migrant communities in Montreal. 

 At the time of the CCS assessment, the 
young man was living at a shelter for the 
homeless. However, he arrived for the inter-
views properly dressed and clean and was 
clear and articulate in his speech. Despite 
being homeless, he managed to organize his 
life by setting up a system to receive phone 
calls and renting locker space where he kept 
his belongings. The most striking aspect of 
his account was his emphasis on religion, 
more specifi cally his reliance on Jesus, to 
make sense of his situation. He stated that 
his will was being tested by Jesus. He had to 
accept this religious trial and wait for a sign 
from Jesus before taking steps to try to get 
work and complete the appropriate papers 
to advance his application for status in 
Canada on humanitarian grounds. This 
strong reliance on spiritual idioms and rea-
sons for inaction was in tension with his 
legal and economic situation, which both 
demanded quick and decisive action. 

 After the fi rst clinical interview, during 
a discussion of the case with the CCS con-
sulting psychiatrist and the social worker, 
the culture broker proposed that, despite 
the high likelihood that there was a compo-
nent of mental illness, with either a psy-
chotic or post-traumatic syndrome, it might 
help the clinical alliance and the assess-
ment process to accept the patient’s world-
view and to frame the interaction during 
the second interview in terms of the 
patient’s religious interpretation. By doing 
so, the culture broker hoped to clarify 
whether the patient’s homeless lifestyle 

and his strong spiritual beliefs (which, in 
themselves, were not so unusual for a 
young man from Rwanda) were culture-
based ways of coping with the trauma of 
the Rwandan genocide and his current pre-
dicament in Canada or whether his passiv-
ity simply was due to psychiatric illness. In 
fact, in African cities, many young adults 
who are students at colleges or university, 
which had been the case of the patient, live 
in conditions that are similar to those at the 
homeless shelter: sharing a room with 
other students; not having private space to 
leave one’s belonging; spending much time 
outside of one’s room; needing to be auton-
omous to arrange for food, communica-
tion, and laundry; and so forth. Further, as 
is the case of a number of contemporary 
African societies, Rwanda has experienced 
a signifi cant wave of religious revival over 
the past 30 years, with great impact on the 
religiosity of young Africans. The second 
interview, in which the culture broker 
played an active role, posing numerous 
questions and entering into direct dialogue 
with the patient, focused on the patient’s 
capacity to project himself outside of his 
state of inertia by asking, for instance, what 
could constitute a sign from Jesus? Had 
Jesus given him a sign already? Could 
someone, such as a pastor, help Jesus give 
him the sign he needed to take action? In 
the course of this conversation, the delu-
sional nature of the patient’s thinking 
became more clearly apparent. 
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 Case Vignette 6-3 

 A migration lawyer, puzzled by the behav-
ior of his client, a young Haitian woman 
who was facing deportation but refused 
any contacts with her family and any legal 
actions to prevent the deportation, con-
tacted the CCS for a consultation. The 
patient did not seem to be aware of the 
gravity of her predicament. At the consul-
tation, the psychiatrist soon recognized that 
the young woman suffered from psychosis, 
most likely schizophrenia, which had 
remained undetected for a long time both 
by the legal system and by her family. She 
was in need of further psychiatric assess-
ment and care. However, the young woman 
was very resistant to her lawyer’s request 
to contact her family. Both the psychiatrist 
and the lawyer hoped that the culture bro-
ker could encourage the patient to allow 
them to contact her family and to receive 
treatment. 

 The culture broker, a middle-aged 
woman from Haiti, tried to establish a rap-
port with the patient, by speaking Kreyol 
and asking a series of culturally appropri-
ate questions, but the young woman did 
not speak Kreyol and did not respond to 
this effort. The culture broker creatively 
followed the cultural formulation tem-
plate of the CCS inquiring about the 
patient’s migration trajectories, her con-
tacts with her host country, and whether 
she maintained links with Haitian culture. 

She inquired about religion and Vodoun. 
However, the young woman did not pro-
vide any details on these matters, and as a 
consequence, the culture broker started to 
be visibly uneasy, as she failed to establish 
a connection by mentioning various cul-
tural themes and practices. 

 At one point during the consultation, the 
culture broker got up, walked up to the cli-
ent telling her to get up as well. Raising her 
voice, the culture broker reached out, shak-
ing her hands at the level of the patient’s 
shoulders, and spoke in an animated man-
ner, almost shouting. There was a striking 
shift in register from modulated professional 
talk to a sort of colloquial and authoritarian 
speech. The culture broker started to speak 
in a style of French incorporating Haitian 
expressions, diction, and rhythm:
   “We are not working for Canadian 

Immigration. Canada does not give a 
damn about you [ s’en fi che de toi ],” she 
said. “It is not important to us if you 
committed those crimes, but you need to 
allow us to help you. Do you know what 
Haiti does to criminals, my daughter?” 
she asked, closing her fi sts and moving 
both arms in a gesture of emphasis.  

  “No,” replied the patient, staring at her.  
  “You will be put in prison. It is nothing like 

here. Prisons there are fi lthy, dark and 
crowded. You will sleep on the fl oor, no 
bed, and you cannot complain. They 
don’t give you food. You need someone 
from outside who brings you food, and 
your family is here in Canada. And when 
they will eventually release you, no one 
will want anything to do with you, you 
will become a pariah. In their eyes, you 
had a chance to go to a rich country and 
you messed up. You could not regulate 
your own behavior….”  

  For a moment, the young woman seemed to 
have appreciated the seriousness of her 
 situation. She asked for a lawyer, agreed 
to contact her family, and asked for a 
phone.    

 Although the aim of culture brokering is to 
create shared understanding or a “fused horizon” 
in interpretive frames, the culture broker’s inter-
ventions may also make the differences between 
actors’ points of view more stark and obvious. 
The case of a young woman from Haiti illustrates 
how the culture broker may bring issues into the 
open in the clinical interview and, at times, 
“force” patients and others present to confront 
the potential contradictions between divergent 
accounts and interpretations that play a part in the 
patient’s life situation. 
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  Through intonation, choice of words, and 
bodily posture, the culture broker enacted tacit 
knowledge (Gadamer,  1987 ) that she shared with 
the patient, despite the patient’s long detachment 
from Haiti and her fragmented perception of real-
ity. This conveyed the urgency of the situation, 
and the patient responded with more appropriate 
and adaptive behavior. 

 The culture broker herself was surprised by 
her action. As she later recounted, “I had the 
feeling I had to shake her. She was not there. I 
was not sure she was coming back to reality.” In 
the fi rst part of her intervention, she stated: “We 
are not working for Immigration Canada… we 
are here to help you.” She marked her allegiance 
to her, in an attempt to create a space for trust. 
She then posed the heavily laden question: “Do 
you know what Haiti does to criminals, my 
daughter?” In asking this question, she referred 
to Haiti as powerful authority in relation to the 
highly stigmatized word “criminals,” setting the 
context for the crude and frightening images 
that followed. At the same time, by adding the 
kin term “my daughter” at the end of the ques-
tion, the culture broker invoked a frame of car-
ing in which she identifi ed her position as 
mother, which allowed her to adopt this scold-
ing tone. 

 The literature on culture brokers in other con-
texts has shown how culture brokers very often 
act as normative agents of the hegemonic culture, 
reenacting essentialized traces of the “cultural 
other.” The culture broker in this particular clini-
cal encounter tried to appeal to this essentialized 
version of Haitian identity, only to realize that for 
the patient, the Canadian frame of reference was 
much stronger than that of her distant “home 
country.” Yet, she was able to reach the patient, 
despite her fragmented reality, by invoking a 
style of communication and tacit cultural knowl-
edge through a combination of body language, 
tone, choice of words, and images. While the 
lawyer and psychiatrist were constrained by an 
institutional morality and ethics of care rooted in 
their respective professional codes and dis-
courses, the culture broker was able to provide a 
more intermediate or transitional space where 
communication could occur. 

 Despite such moments of successful commu-
nication, the task of mediating between differing 
and at times contradictory worldviews remains 
challenging. The success of brokering depends on 
the culture broker’s capacity to render divergent 
regimes of interpretation meaningful and accept-
able to the participants in the clinical encounter. 

  Here two different worldviews clashed, and 
communication could not resume. On one side 
was the culture broker, who did not provide a con-

   2 This case is discussed in further detail in Chapter   14     
(Vignette 14-9).  

 Case Vignette 6-4 2  

 A 45-year-old man from a rural province of 
China was hospitalized for multiple self-
infl icted injuries including an attempt to 
amputate his left hand. He explained his 
actions as the result of following instruc-
tions given by “celestial entities,” who also 
demanded that he make food offerings to 
them, which he did by depriving himself of 
his own food. The patient, who did not 
respond to antipsychotic medication or 
electroconvulsive treatment, was referred 
to the CCS by the inpatient treatment staff 
who wondered whether the man’s psycho-
sis could be framed in the context of his 
culture of origin. 

 At the CCS clinical conference, which 
was attended by the inpatient treatment 
staff, the CCS psychiatrist, and the culture 
broker, marked differences in systems of 
knowledge about illness became apparent. 
After a short introduction and update on the 
state of the patient, who was still hospital-
ized and not responding to treatment by the 
inpatient staff, the culture broker, a 
Southeast Asian specialist, questioned out 
loud, “Could it be demonic possession? I 
am wondering whether an exorcism can 
help him?” The referring inpatient staff met 
these questions with stunned silence and the 
case conference came to an awkward end. 
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text for his questions and did not clarify the mean-
ings of possession in East Asian cultures. For the 
culture broker, spirit possession had a symbolic 
valence related to a wider set of meanings and 
practices, including the importance of maintain-
ing good relations with the ancestors by food 
offerings. However, in introducing a point of view 
so different from the biomedical perspective, the 
culture broker did not appreciate the impact on 
the clinicians. For the inpatient treatment staff, the 
language of spirits and possession was far outside 
their usual conceptual frameworks and provoked 
defensiveness and withdrawal. The CCS consul-
tation report which was sent afterward to the 
referring clinician provided a lengthy account of 
the missing context needed to frame the “spirit 
possession” interpretation and how it might be 
used as a strategy to work with the patient in 
negotiating his treatment. The offering of food to 
the spirits and ancestors is a common practice in 
Southeast Asia. If an ancestor was not properly 
buried and did not receive the appropriate offer-
ings of clothing and incense and has no descen-
dents taking care of their tomb, their spirit may 
become a “hungry ghost.” This is the cultural con-
text the culture broker failed to provide in her 
intervention. The CCS report suggested that the 
inpatient treatment staff negotiate with the patient 
to make an offering of food and investigate further 
whether the patient would like this offering to be 
“offi ciated” by a religious leader. This strategy 
was meant to engage with the patient in fi nding a 
way through which he could eventually reduce or 
eliminate the troubling voices. 

 In the case of a young woman from Morocco, 
the culture broker managed to bring two initially 
opposed sets of values together by herself typifying 
such an amalgamation. 

       Strengths and Limits of the Culture 
Broker’s Position 

 These cases illustrate some of the rich potential 
and complexities of the position of culture bro-
kers in the clinical encounter. Culture brokers 
may be seen as sharing a common cultural iden-
tity with patients, as agents of the health care 
institution, or as external experts with specifi c 
status and affi liations in the ethnocultural com-
munity. Their identity and role raises sensitive 
issues around the power dynamics of the CCS 
and its cultural consultative process. 

 Earlier, we referred to Alexander Bischoff’s 
( 2006 ) classifi cation, which highlights two distinct 
approaches to cultural brokering: an approach that 

between parents and daughter escalated, 
and she decided to move out from her par-
ents’ house and live with her boyfriend. 
Soon after the move, she started to have sui-
cidal ideation and felt guilty about having 
betrayed her family and her own culture. In 
an attempt to address the confl ict, a family 
meeting was scheduled at the CCS in which 
a culture broker took part. 

 The culture broker, a young North African 
woman, spent time with the family alone in 
order to identify their concerns and then with 
the young girl, voicing the reasons and fears 
of both sides. Through her behavior and inter-
action with the family, the culture broker 
managed to be perceived by both parties as a 
successful example of how it is possible to 
combine traditional values with adopted ones. 
In negotiating between the two parties, she 
cautiously introduced to the girl the impor-
tance of respecting the family hierarchy while 
helping the parents to adopt a more fl exible 
position vis-à-vis the expectations they had 
for their daughter in a new society. As a suc-
cessful example of bicultural identity, the cul-
ture broker’s presence was reassuring to both 
the parents and daughter and allowed dia-
logue to be reestablished. 

 Case Vignette 6-5 

 The young woman, who had recently 
immigrated to Canada from Morocco with 
her family, experienced a clash of cultural 
values between family and the new society. 
Her family fi rmly opposed her relationship 
with a boy she met at school. The confl ict 
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aims to help the patient assimilate the health care 
provider’s perspective and adapt to the dominant 
society and an alternative approach that aims for a 
more inclusive, two-way exchange, in which the 
cultural broker acts as a mediator and provides a 
framework for the construction of common 
ground. The cases discussed here show the ways in 
which the CCS cultural broker are encouraged to 
engage in two-way exchanges, which at times 
becomes a process of advocacy and, at times, a pri-
mary intervention. The cases of the young Haitian 
woman, the new mother from Nigeria, and the 
young man from Rwanda exemplify the inclusive 
process of two- way exchange. 

 To the extent that the culture broker is initiating 
interventions and changing the dynamics of the 
clinical interaction, these cases raise important 
 ethical issues. At present, there are few professional 
guidelines governing this work, and the medicole-
gal responsibility for the quality of care rests with 
the treating clinician and the CCS psychiatrist. The 
CCS relies on a group of culture brokers who have 
been vetted and trained through the process of 
 collaboration on the service. Over time, the skills, 
areas of competence, and limitations of specifi c 
brokers become clear to the CCS clinicians, and 
they may be given greater autonomy in the assess-
ment process. New culture brokers, however, are 
monitored closely and sometimes are found to lack 
crucial skills or to express biases that impede the 
clinical process. All culture broker interventions are 
done with the approval and supervision of the CCS 
psychiatrist. The CCS consultant supervises the 
culture broker’s work and intervenes whenever 
there is any question or concern about whether their 
actions are clinically appropriate and helpful. 

 This is illustrated by action of the consultant 
psychiatrist in a consultation with a family 
from Kosovo. A culture broker originally from 
the former Yugoslavia also acted as interpreter 
in a consultation with the family. At one point, 
in translating the psychiatrist’s questions, the 
culture broker spoke at length in a harsh tone of 
voice. The psychiatrist felt on edge when he 
saw the family react with fearful expressions 
to the translation of his very neutral questions. 
He decided to intervene by continuing the con-
sultation without the culture broker, using 

French as medium, which the family members 
could partially master. 

 There are other instances in which the culture 
broker attempts to take over the role of the clini-
cian. For example, a middle-aged man from Sri 
Lanka suffering from PTSD was referred to the 
CCS for an assessment in order to strengthen the 
therapeutic alliance with his physician. At the 
CCS, he was seen by a young female psychiatrist 
of South Asian origin along with a male culture 
broker who had practiced medicine in Sri Lanka 
but, on immigrating to Canada, could not get reli-
censed as a physician and became a medical tech-
nician. In the course of the CCS interview, the 
culture broker who shared with the patient’s ethnic 
and religious background simply took over the 
consultation and silenced the psychiatrist. This 
behavior can be understood as an expression of the 
culture broker’s own efforts to save face in front of 
his countryman because of the embarrassment of 
having a much younger female, professional in 
charge of the consultation. However, it had the 
effect of undermining the assessment process. 

 To some extent, all of the cases presented here 
raise issues of positionality at a second level in 
terms of the articulation between the roles of 
the culture broker and his or her own identity. 
The CCS employs two types of culture brokers 
who are called upon because of their cultural 
affi nity with referred patients: (1) bilingual or 
bicultural clinicians who usually work in local 
medical or social service institutions; (2) non-
health care professionals, including anthropolo-
gists or lay people from the community, who are 
recognized for their expertise on a specifi c socio-
cultural context, group or geographic region. 
Both types of culture brokers have strengths and 
weaknesses in their practice at the CCS. The 
differences between these two types of culture 
brokers are reminiscent of the debate in the 1980s 
and 1990s on “native anthropologists,” that is, 
anthropologists studying their own people. These 
debates were structured around the epistemo-
logical advantages of “insider” and “outsider” 
anthropologists, where “native anthropologists” 
were often seen as having access to privileged 
knowledge due to their “natural” ties with the 
cultural context studied. This advantage seems to 
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have been the case in the clinical encounter that 
involved the young Haitian patient and a culture 
broker of Haitian origin. While the culture broker 
assumed a shared Kreyol and Haitian cultural 
understanding that did not exist between her and 
the patient, they nevertheless found a common 
ground through using a culturally distinctive 
style of communication. On the other hand, in 
the cases involving the Kosovar family and the 
Sri Lankan patient, the apparent cultural proximity 
between the patient and the culture broker did not 
necessarily bring about a mediated understanding 
of the patient’s predicament, albeit for different 
reasons. In fact, in these clinical encounters, the 
cultural proximity between the culture broker and 
the patients resulted in interpersonal dynamics 
that were not helpful to the cultural consultation 
process. 

 As these examples make clear, gender, educa-
tion, social class, and other key markers of iden-
tity may emerge as crucial elements in the 
relationship between the culture broker and the 
patient. Indeed, an external culture broker who 
does not share an identity with the patient (e.g., a 
social scientist with knowledge of the culture) 
may have a more “objective” standpoint. However, 
the relevance of such a standpoint depends on the 
specifi c culture broker’s personal style of commu-
nication and skill in the clinical encounter. 

 Clearly, successful culture brokering depends 
on brokers’ critical awareness of their own cul-
ture and social positioning and sensitivity to 
interpersonal and social context. This may 
emerge out of a shared cultural background or 
from recognized expertise but requires the addi-
tional ability to recognize, tolerate, and mediate 
between diverging regimes of interpretation. 
As illustrated by the cases discussed here, suc-
cessful cultural brokering is not built on cultural 
stereotypes. Grasping a patient’s predicament 
requires more than an essentialized vision of his 
or her culture of origin; it implies that the 
patient’s life trajectory be understood in the 
relevant historical, social, political, and eco-
nomic frameworks. 

 Ultimately, the success of culture brokering 
may also depend on structural conditions that 
extend beyond the competences of individual 

culture brokers. While the clinical team at the 
CCS is concerned to integrate sociocultural 
 context, biomedical and psychiatric knowledge 
remains central to the consultant’s task. When 
there is uncertainty about a patient’s medical 
and psychiatric condition, biomedical under-
standing of symptoms and illness experience is 
prioritized. In these cases, the initial clinical 
interview necessarily focuses on gathering 
information related to the patient’s symptoms, 
mental status, medical and psychiatric history, 
and medication. Information related to the 
patient’s legal situation in Canada, migration 
history, family history, and so forth are obtained 
next. Much of the work of culture brokers at the 
CCS is to convey information about relevant 
dynamics in patients’ countries of origin or to 
provide a meaningful paraphrase of a patient’s 
idioms of distress to the CCS clinical and treat-
ing teams. While in some cases, culture brokers 
establish some form of interpersonal tie with 
patients, the fact that the consultation usually is 
limited to two interviews limits culture brokers’ 
capacity to play a more signifi cant role in the 
patient’s ongoing care.  

    Conclusion 

 Culture brokers are essential to the process of 
assessment and clinical negotiation at the CCS. 
The CCS experience in working with culture 
brokers has implications for their selection, training, 
evaluation, and regulation. In general, culture 
brokers must be carefully chosen for their inter-
personal and communication skills. They should 
have a basic understanding of mental health issues 
in both sociocultural milieus (i.e., the patient’s 
place of origin and the local context in which they 
currently live and receive care). Clinicians also 
need to learn work collaboratively with culture 
brokers. Before the fi rst clinical interviews, a dis-
cussion between the CCS consulting psychiatrist 
(or the CCS resident) and the culture broker on 
the case is essential to establish common goals 
and plan a rough agenda and trajectory for the 
interview. It is important that culture brokers 
understand their own role within the clinical team. 
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While the culture broker should play an active 
part in the interview process, he or she should not 
take over the clinical encounter unless there is an 
explicit reason that warrants a more active role. 
In cases where the culture broker oversteps the 
bounds of their role, the clinician may need to 
intervene during the interview, especially when 
the culture broker’s attitude or behavior is likely 
to jeopardize the clinical alliance. 

 Although the CCS currently recruits, trains, 
and evaluates culture brokers through ongoing 
consultation work, there is a need for formal 
training, assessment, and certifi cation. Culture 
brokers should be trained systematically and 
evaluated periodically to maintain their certifi ca-
tion. Training and assessment can build on the 
expertise of experienced cultural consultants, cli-
nicians, and culture brokers who have managed 
to develop their skills through apprenticeship. 
In practice, it may be diffi cult to formally train a 
group of culture brokers adequate to address all 
clinical needs, because certain cultural knowl-
edge and skills may be needed only occasionally, 
especially in settings with a great diversity of 
patients. Training clinicians to accept the exper-
tise of culture broker and acknowledge their ther-
apeutic role is also a challenge. Finally, there is a 
need for further research on effective mediation 
to inform the development of this essential 
adjunct to intercultural clinical work.     
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             Systemic thinking is a cornerstone of the CCS 
model. The work of the CCS is based on a bio-
psychosocial approach that examines the interac-
tion of individual and systemic processes in the 
origin of problems and their resolution. This 
chapter will illustrate the application of systemic 
approaches drawn from family systems theory 
and therapy to the process of cultural consulta-
tion. The author and other members of the origi-
nal CCS team were trained as family therapists 
and bring this systemic orientation to the work. 
Some of the cases referred to the CCS come from 
other individual and family therapists who are 
facing challenges or impasses in their work, and 
the consultant then works with them to devise 
strategies to move the therapy forward. 

 For the CCS, family systems are important in 
three main ways: (1) as a means to gain access to 
the social context of patients to understand their 

personal problems and resources for resilience and 
healing, (2) as a way to build working alliances 
with the patient and key family members to facili-
tate clinical engagement and treatment, and (3) as a 
way to identify family systems issues that may con-
stitute core clinical problems in their own right. 
Comprehensive clinical assessment and systemic 
intervention require the input of the patient, the 
referring clinicians, interpreters, cultural brokers 
and other relevant systemic partners (e.g., family 
members, school, work, other health  care  workers). 
Many of the cases seen by the CCS involve dilem-
mas created in part by the structure of the health 
care system itself, and these structural problems 
also need to be considered from an interactional 
perspective. Finally, systemic thinking can be 
extended beyond the family and the health care 
system to understand patients’ location in local 
communities as well as global networks. 

 The CCS model focuses on the consultant as a 
stranger to the system and on Otherness as a key 
element in structuring the problem-solving pro-
cess. The consultation involves a process of 
inquiry that is equally attentive to the issues and 
concerns of the referring clinician and the patient. 

        J.   Guzder, M.D.      (*) 
  Center for Child Development and Mental Health , 
 Institute of Community and Family Psychiatry , 
  Montreal ,  QC ,  Canada   H3T 1E4   
 e-mail: jaswant@videotron.ca  

 7      Family Systems in Cultural 
Consultation 

           Jaswant     Guzder    

Just as family therapy…grew out of the myopia of the intrapsychic 
view and concluded that human behavior could not be understood in 
isolation from its family context, family behavior also makes sense 
only in the context in which it is embedded. (   McGoldrick, Pearce, & 
Giordano,  1982 , p. 4)
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In addition to the information obtained through 
interviews, the referring clinician is invited to a 
case conference formatted as a roundtable dis-
cussion with members of the consultation ser-
vice. This allows exploration of referring 
clinicians’ ideas about the case and some imme-
diate response to their specifi c concerns. 

 Systemic understanding of individual or fam-
ily coping and striving for wellbeing requires 
attention to the roles, power dynamics and autho-
rizing myths which are often implicit in culture. 
Culture can be described as a system of beliefs or 
rules that govern social interaction (McGoldrick 
et al.,  1982 ), but within the family the medium of 
culture is the emotional life of family members, 
which involves collective, intergenerational and 
individual identities. These identities are framed 
in terms of conventional life narratives according 
to cultural concepts of personhood (   Kirmayer, 
 2007 ), but they may also reference collective cul-
tural myths or ideologies. Cultural myths may 
hold repressed elements and justify taboos that 
shape the dynamics of the social world 
(Obeyesekere,  1990 ). Migrant families remain 
functional in the face of change by adapting or 
renegotiating their affective processes, structures 
and attachments to maintain agency and inti-
macy. Negotiations in the interpersonal spheres 
of family and community may involve changes in 
social and gender roles, distributions of power 
and developmental trajectories that may be per-
ceived differently by each family member. 
Migrants may adopt novel, hybrid identities and 
new collective myths as they adapt and acculturate 
to new cultural contexts. Narrative reframing 
(Angus & Macleod,  2004 ), problem solving 
(Haley,  1976b ;    Watzlawick, Weakland, & Fisch, 
 2011 ) and memory work (Kidron,  2012 ) are all 
intrinsic to shifting family functioning and con-
structing hope and mobilizing resilience. These 
processes can occur at the level of the family 
as well as local and transnational communities 
(Kirmayer, Fung et al.,  2012 ; Kirmayer, Sedhev, 
Whitley, Dandeneau, & Isaac,  2009 ; Ruiz- 
Casares, Guzder, Rousseau, & Kirmayer, 2013). 

 The family therapists Bowen ( 1978 ) and Carl 
Whitaker (Neill & Kniskern,  1982 ) emphasized 
that systemic thinking can be just as relevant as a 
framework for clinical work with individuals as it 

is for work with couples or families. Cultural 
consultation, however, must also consider extra-
familial systemic infl uences that have been less 
central in the family therapy literature, including 
racism, poverty, refugee status, immigration law 
and institutional agendas, as well as other social 
contexts and historical legacies (Aponte,  1994 ; 
Fernando,  1991 ; Hickling,  2005 ; Kareem,  1978 ). 
The “multicultural imagination” (Adams,  1996 ) 
highlights the biases of earlier family therapy 
work, which tended to focus on nuclear families 
(Nichols & Schwartz,  2006 , p. 115) and ignore 
the wider social and cultural contexts of ethno- 
cultural minorities or migrant families. Important 
systemic issues occur at the levels of the family, 
the community, the health care system and the 
institutions of the wider society. CCS assess-
ments sometimes raise systemic issues in health 
care and other social institutions, including those 
of institutional racism (Boyd-Franklin,  2003 ; 
Fernando,  1991 ; James,  1996 ):

  Institutional racism is the collective failure of an 
organization to provide an appropriate and profes-
sional service to people because of their colour, 
culture or ethnic origin. It can be seen or detected 
in processes, attitudes and behaviours which 
amount to discrimination through unwitting preju-
dice, ignorance, thoughtlessness and racist stereo-
typing which disadvantages minority ethnic 
people. (Macpherson,  1999 , p. 28) 

   Despite a society that is relatively tolerant and 
accepting, “visible minorities” and racialized 
groups in Canada may face considerable discrim-
ination throughout the health care system and 
other institutions (Satzewich, 2011). Often, this 
prejudice is woven into institutional practices in 
ways that are tacit or implicit and, hence, diffi cult 
to name or discuss. Although issues of institu-
tional racism or other types of bias may not be 
central in any given case, the consultant should 
remain alert to these larger social systemic pro-
cesses which are always at play. 

 In the context of the CCS, the author’s identity 
as a South Asian child psychiatrist, family thera-
pist and psychoanalyst has allowed her to play a 
bridging role between host society and culture of 
origin in many of the referrals of South Asian 
patients (see Chapter   8    ). In several cases, the oppor-
tunity for ethnic or linguistic match led to longer 
therapeutic involvement as other resources in the 
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community were limited. While this congruence 
was often helpful, it also sometimes posed strate-
gic or countertransference challenges. Cultural 
consultants, like family therapists, must consider 
the impact of their personal and ethnic identities 
on the clinical alliance and therapeutic processes 
(Catherall & Pinsof,  1987 ; Kareem,  1992 ; 
Kaslow,  1987 ). 

    Systemic Discourse and Cultural 
Realities 

 While the dynamics of family systems and cul-
tural contexts infl uence psychological processes, 
the dominant paradigms in mental health  training, 
assessment and intervention have tended to mini-
mize both cultural and systemic issues. Over the 
past 30 years, there have been a number of manu-
als presenting “recipe book” approaches to cul-
ture, which risk promoting stereotypic versions 
of ethnic identity. This work tends to approach 
culture in a static, essentialized way and fails to 
convey the subtlety and complexities of the inter-
actional processes of acculturation, assimilation 
and identity post-migration. There are wide cul-
tural variations within and between families, as 
well as complex intergenerational migration tra-
jectories, and the consultant must remain alert to 
the clinical implications of hybrid identities. The 
consultation process is a dynamic investigation 
that needs to provide a safe space for the patient 
to explore their changing identity and position. 
Rather than prescribing fi xed solutions or formu-
lations based on ethnicity alone, we strive to 
remain open to the full range of social, cultural 
and political systemic issues that shape the life-
world of the patient. 

 Referring clinicians seek a cultural consulta-
tion when they recognize that culture may be rel-
evant to clinical questions or concerns. This 
recognition is infl uenced by many factors in cli-
nicians’ background and training, their contexts 
of practice and larger institutional structures and 
ideologies. Attention to culture may be raised by 
diffi culties in case formulation or clinical engage-
ment, a therapeutic impasse, the clinicians own 
uncertainty, frustration, discomfort with a patient 
or their ongoing interest and engagement in 

 cultural diversity in their practice. Since much of 
the Euro-North American training of mental 
health professionals is grounded in idealized 
assumptions of universality and psychoanalytic 
positions on “neutrality,” the subtle and complex 
psychosocial and cultural identities of patients, 
families and communities have been largely 
ignored in the clinical literature. Many clinicians 
have limited training or awareness of the sys-
temic processes, power relations and cultural 
frames of reference that infl uence clinical 
encounters. As a result, for many clinicians, 
 cultural dimensions of illness experience only 
become salient in exceptional circumstances. In 
postmodern contexts, the narrative school of fam-
ily therapy has stressed the paradigm of “decen-
tring” which involves the therapist’s positioning 
to strive for a nonhierarchical and non-objectify-
ing role in therapy with respectful awareness of 
the social embeddedness of both therapist and 
client (Kogan & Gale,  2004 ; White & Epston, 
 1990 ). Decentring, as a therapist position, pro-
motes more objective listening to the local 
unfolding narrative and its embedding in larger 
cultural stories and guides the narrative process 
which uses techniques of objectifying or exter-
nalizing the problem, expansive questioning and 
rescripting favorite narratives to open options for 
emerging stories that promote coping and resil-
ience (Angus & Macleod,  2004 ; Freedman & 
Coombs,  1996 ;    Parry & Doan,  1994 ). 

 Claims of clinical neutrality or objectivity can 
also impede the recognition of cultural agendas 
at play in the clinical encounter. In family ther-
apy, neutrality is a term that implies the therapist 
should not ally herself with any one member of 
the system to “unbalance” the alliance. The 
stance of neutrality also positions the therapistas 
a “curious, benevolent, unprejudiced” observer 
of the other. Neutrality, in classical psychoana-
lytic terms, however, directs the clinician to 
maintain an attitude of professional or affective 
neutrality in which:

  he must remain neutral in respect to religious,  ethical 
and social values—that is to say he must not direct 
the treatment according to some ideal, abstain from 
counseling the patient,… not lend a special ear to 
 particular parts of this discourse or read particular 
meanings into it, according to his theoretical 
 preconceptions. (LaPlanche & Pontalis,  1973 , p. 271) 
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   Family therapists, like ethnographers and 
social scientists, have long recognized that this 
sort of neutrality is simply not possible (Selvini, 
Boscolo, Cecchin, & Prata,  1978 ). In “joining” a 
system, the therapist inevitably is changing the 
entity they are trying to observe. Hence, our very 
presence precludes the psychoanalytic version of 
neutrality in families where multiple alliances are 
necessary. The shift to systemic thinking and 
interviewing has implications not only for clini-
cians but also for interpreters, culture brokers and 
the other clinical partners and institutions impli-
cated in cultural consultative work. In the past, 
psychoanalytic training along with many other 
schools of psychotherapy has tended to assume 
the universality of some psychological processes, 
implying that models of psychopathology and 
methods of intervention do not require adjust-
ment in the face of cultural difference (Akhtar, 
 1995 ). This assumption of universality is congru-
ent with clinicians’ own concerns about fairness, 
appropriate roles and biases. Indeed, for many 
liberal-minded clinicians, even acknowledging 
difference is seen as a form of prejudice or dis-
crimination: “A common assumption amongst 
therapists is that it is impolite to talk about race, 
and a color-blind approach to working with cli-
ents demonstrates the therapist’s ‘niceness’ or 
‘goodness’” (Killian,  2001 , p. 17). 

 However, far from being unbiased, neutral and 
accepting, such defensive color-blindness 
ignores salient dimensions of patients’ experi-
ence and risks imposing unexamined ethnocen-
tric norms and values on the clinical encounter. 
We therefore encourage ongoing supervision and 
internal refl ection by clinicians and teams to 
maintain awareness of their own tacit values and 
assumptive worlds. This is challenging and 
requires a commitment to acknowledging one’s 
own cultural biases and embedding in systems of 
power and privilege. Becoming aware of one’s 
tacit cultural knowledge, attitudes and values can 
be facilitated by training in cultural psychiatry, 
intercultural experience and exposure to the com-
parative perspectives of anthropology and related 
social sciences:

  On a personal level, self-structures, refl ecting cul-
tural value systems, arise so early in life that they 
are pre-refl ective, given, and diffi cult to break 

away from… critical social sciences attempt to get 
a handle on these forces, on the personal and cul-
tural levels, respectively, that constrain us, that are 
built into us. (Altman,  2006 , p. 68) 

   Awareness of difference between individuals 
in the clinical encounter allows us to build 
bridges, but it does not dissolve the issue of cul-
ture, since we are all more or less invested in spe-
cifi c cultural frameworks as part of the scaffolding 
of individual and collective identity:

  Social categories of identity are integral to a deep 
sense of self, the experience of a true me. And if 
we accept this, then it follows that, in attaching to 
others, we are also, of necessity attaching to 
 categories, however subliminal our sense of those 
might be… we cannot not attach, nor can we not 
belong… attachment and belonging are aspects of 
the same process (in a multicultural society). 
(Dalal,  2006 , p. 148) 

   The work of cultural consultation therefore 
requires constant attention to the consultants’ own 
embedding in the dynamics of local and global 
systems which have underpinnings in specifi c 
 cultural models or paradigms, including those of 
science. Understanding these historical, cultural 
or mythic paradigms can be useful for joining 
with individuals or families and reframing their 
predicament through myths and metaphors drawn 
from their cultures of origin. While the stories of 
Abraham and Isaac, Mary and Joseph, Oedipus or 
Medea may be widely known as part of the 
Western historical legacy, in Asian and African 
traditions, there are quite different spiritual and 
religious myths that organize family maps and 
provide crucial foundations to moral worlds, life 
tasks, duties and obligations, developmental pas-
sages, identities and patterns of confl ict resolu-
tion. Contemporary myths may also be accessed 
in the current vernacular of plays, fi lms, art, 

 Case Vignette 7-1 

 Nalini, a 19-year-old college student with 
South Asian background, was referred to 
the CCS by her pediatrician after a poor 
response to antidepressants and 2 years of 
psychotherapy with a deteriorating out-
come following a rape incident. Nalini was 

(continued)
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 videogames or novels. The clinician may fi nd 
mythic or contemporary cultural references useful 
vehicles for joining, empathic understanding, alli-
ance building and validating patients’ experience. 
Like linguistic fl uency, understanding historical, 
ethnic and mythic paradigms provides access to 
the cultural imagination (Adams,  1996 ; Roland, 
 2007 ). Given the variability across generations 
and the unique hybrid identities that may be pres-
ent in one family system, however, the clinician 
must be able to fl exibly negotiate these borders of 
meaning to maintain a working alliance. 

the consultant), and Nalini was referred to 
individual therapy. She felt very uncom-
fortable with the South Asian identity of 
the consultant “who would know about my 
parent’s world” and sought out a therapist 
of Caribbean origin who would “under-
stand racism issues…(and) look like me 
but not understand my (maternal) lan-
guage.” Confl icts over autonomy and the 
search for a representation of cultural 
hybridity were important in building the 
clinical alliance and deciding on an appro-
priate referral. 

initially accompanied to the consultation by 
her mother, who would also phone-in dur-
ing the session to check on her where-
abouts. The father had refused to attend a 
family interview or give his wife permis-
sion to participate. At home, Nalini reported 
she was under virtual house arrest. Since 
the rape, her father had become increas-
ingly paranoid and preoccupied with 
issues of racism and loss. Her mother, who 
was a second-generation North American 
migrant, was blamed for being too permis-
sive because she had supported Nalini’s 
taking a part-time job, and Nalini was raped 
en route home from work. Nalini’s 9-year-
old sister (who, like Nalini, was also an 
excellent student) had developed night-
mares and enuresis, while Nalini was 
increasingly irritable and depressed. After 
the rape, she displaced her rage onto her 
mother and expressed longing to be a son to 
her father, identifying with her father’s per-
vasive emotional power in the family. 
While Nalini ridiculed her mother for 
accepting her father’s rigid oppression, she 
was anguished by his condemnation and 
verbal attacks in which he stated that she 
would never be “pure” again: “No one will 
ever want to marry you.” We explored the 
impact of her ambivalent identifi cation with 
her mother’s legacy as a second- generation 
Asian woman and father’s fi rst-generation 
cultural ties as another process of locating 
herself in relation to traditional and mythic 
worlds and of negotiating her autonomy 
and power within a gendered hierarchy. 

 The rape had exposed the collision of 
cultures experienced by her parents as part 
of the South Asian diaspora in the West, 
while also reviving earlier traumas in the 
history of the couple and family. The CCS 
consultant was unable to engage the family 
as the father remained mistrustful and angry 
(at one point suggesting caste differences 
made it impossible for him to work with 

 Case Vignette 7-2 

 A clinician treating a young man in long-
term psychotherapy requested a consulta-
tion for his stepmother, an immigrant from 
Africa, who was his father’s third partner. 
The referring clinician described the step-
mother as “a psychotic wife” and reported 
that she had started a fi re in the home. At 
the initial consultation, the patient, who 
was a well-groomed and dignifi ed woman, 
remained silent and the consultant assumed 
that she did not speak any English. The 
consultant began to obtain a history by 
interviewing her husband in her presence. 
The husband presented himself as Canadian 
born with egalitarian values though he had 

(continued)
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  As this case illustrates, the clinician is located 
in particular social and cultural positions based 
on the patient’s experience. The patient may be 
uncomfortable with too much proximity, so that 
ethnic match becomes an obstacle to the alliance. 
Neutrality, in systemic terms, involves working 
with this positioning to build an alliance and open 
up culturally acceptable options for intervention. 
The following clinical vignette illustrates how all 
participants in the consultation process are impli-
cated in this rethinking of neutrality. 

  The systemic approach seeks to explore per-
ceptions of power and powerlessness, agency and 
silencing and hierarchy and egalitarianism in the 
consulting process. Because language can be 
used strategically to create barriers and maintain 

power inequalities, it is essential to reserve time 
to speak to family members and interpreters 
about language translation needs and conditions. 
The consultation process can be experienced as a 
re-traumatization or revival of structural vio-
lence, as in this case vignette in which the wife 
was depicted as psychotic while, in fact, she had 
been victimized and was acting out within a 
closed family system that labelled her behavior 
as “mad” and “bad.” The referring clinician was 
biased by seeing the system from the perspective 
of a stepchild and had not understood the com-
plex dynamics or cultural agendas across the gen-
erations in this blended family system. Successful 
consultation depended on a respectful process 
that promoted cultural safety and allowed diver-
gent perspectives to emerge.  

    The Systems Perspective: 
Theoretical Models and Therapeutic 
Agendas 

 While psychodynamic theory has approached 
symptoms as rooted in unconscious confl ict, 
prompting a search for the hidden meanings to be 
brought to awareness, the family systems per-
spective seeks the meaning of symptoms and 
behaviors in their function as interpersonal com-
munication or acts of positioning in interactional 
contexts (Boscolo & Bertrando,  1996 ; Epstein, 
Bishop, & Levin,  1980 ; Green & Framo,  1981 ; 
Haley,  1976a ,  1976b ; Hoffman,  1981 ; Wynne, 
McDaniel, & Weber,  1986 ). Psychodynamic 
models were the basis of early ethnopsychiatric 
theory (e.g., Devereux,  1970 ,  1978 ), and the 
application of family and systemic theories to 
ethno-psychiatry is a more recent endeavor 
(DiNicola,  1985a ,  1985b ,  1997 ; Falicov,  1983 ; 
Jasser,  2008 ; Knitzer,  1982 ; McGoldrick,  1998 ; 
Turner & Wieling,  2004 ). The work of anthro-
pologist Gregory Bateson (Bateson,  1972 ; 
Bateson, Jackson, & Haley,  1956 ), along with 
others infl uenced by the perspectives of systems 
theory and cybernetics, contributed greatly to the 
interactional view of family process (Watzlawick 
& Weakland,  1977 ). Family therapists developed 
novel interviewing and interpretive strategies to 
understand the systemic origins and impacts of 

had three arranged marriages. Citing her 
attempts to burn photos of his previous wife 
and children, the husband felt it was clear 
that she was ill and asked to have his wife 
medicated with neuroleptics. At this point 
the patient began to speak rapidly and with 
passionate intensity in a dialect of her natal 
language. She made it clear that she had felt 
victimized and oppressed within his 
extended family, disillusioned by her expe-
riences in Canada, suppressed by her in- 
laws, blocked from travelling home to see 
her family when her father died, regularly 
beaten by her husband who was obsessed 
with having a son, and enraged that a thera-
pist would assume that she could not under-
stand English without asking her. The 
consultant realized he had been biased by 
the referring clinician’s report characteriz-
ing the wife as psychotic, and so did not 
appreciate the structural implications of 
gender and power issues and had inadver-
tently colluded with the husband. The sub-
sequent consultation process revealed 
family systems issues including serious 
marital confl ict, domestic violence and 
unresolved mourning and trauma. The cou-
ple were referred for marital therapy at their 
request. 
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mental disorders on family members as well as 
the identifi ed patient. From an interactional per-
spective, the child or other “identifi ed patient” 
brings the family for treatment, and a key chal-
lenge of assessment is fi nding out who is “the 
real patient.” 

 Strategic–systemic approaches in family therapy 
view the emergence of symptoms in a particular 
social and systemic context as part of the family’s 
attempt to resolve problems (Andolfi , Angelo, & 
Menghi,  1983 ; Boscolo & Bertrando,  1996 ; Selvini 
& Weber,  1988 ). This perspective differs pro-
foundly from the psychoanalytic preoccupation 
with personal meanings and insight in the confi nes 
of the therapeutic dyad (Dejong & Berg,  1998 ; 
Selvini, Boscolo, Cecchin, & Prata,  1980 ). Family 
therapists address pragmatic issues of transforming 
rigid or repetitive patterns that are embedded in sys-
temic structures. These patterns are not captured by 
conventional psychiatric diagnoses. The goals of 
systemic work are largely focused on getting the 
patient or family not only to defi ne the problem but 
also to decide on which problems they wish to 
resolve (Guzder,  2011 ). The clinical goal is the res-
olution of the problem not the achievement of 
insight. Hence, there is emphasis on achieving com-
petence or optimal functioning rather than focusing 
on psychopathology. In systemic theory, problems 
often are attributed to failed attempts to arrive at a 
solution, which then become part of an emergent 
problem (Watzlawick, Weakland, & Fisch,  2011 ). 
As a result, the strategic–systemic therapist does not 
deal directly with resistances or underlying person-
ality issues, which are central to psychoanalytic 
approaches but with ongoing social interactions 
which can be changed to shift the system towards 
better functioning. This orientation shifts the focus 
of assessment as well as intervention. 

 Minuchin’s ( 1974 ) work on structural family 
therapy emphasized the universal need for func-
tional hierarchical relationships between parents 
and children for healthy family functioning. He 
promoted key concepts in systemic thinking such 
as  enmeshment  (poorly defi ned or diffuse bound-
aries in a family system),  disengagement  (inap-
propriately rigid boundaries in a family),  joining  
(the stranger therapist entering as a participant in 
the system) and  enactments  (embodied, interac-
tional sequences which may be evoked by specifi c 

contexts, for example, the use of family meals in 
the assessment and treatment of anorexia nervosa) 
(Minuchin & Fishman,  1981 ). This conceptual 
vocabulary and associated techniques, which 
grew out of Minuchin’s work with teams at the 
Philadelphia Child Guidance Clinic, were widely 
adopted in family therapy. However, efforts to 
distinguish normal and pathological or functional 
and dysfunctional process in family therapy 
faced a challenge, as Euro-American paradigms 
were not always applicable across cultures. 
Although his own background gave him a fl exi-
ble cultural repertoire, Minuchin recognized this 
challenge (Wynne et al.,  1986 , p. xii):

  A number of years ago I conducted a workshop in 
Israel, doing a number of consultations to seasoned 
family therapists who were stuck with some diffi -
cult families. The families, the therapists and I 
were satisfi ed with the consultations; and since I 
had no further feedback, I assumed that had been 
helpful. But when I did a follow-up a few years 
later, I learned that in a signifi cant number of my 
consultations, I had failed to understand the con-
text of the family. In effect, I had constructed and 
then proceeded to consult an ideal family in ther-
apy with an ideal therapist, divorced from the 
social context (a psychiatric hospital, the Israeli 
mental health system or the kibbutz) that included 
these therapeutic systems. To work with a more 
expanded focus, I had to consult with my “con-
sultees”, since I was entering an arena with which 
they were more familiar. The consultant-consultee 
system then became more symmetrical, and also 
more helpful. I now try to include a feedback pro-
cedure in my consultations; never again can I be 
blissfully ignorant. 

 I think that family therapy, as we teach it today, 
is trapped in the same ignorance. It’s a one-way 
street. …(if) we abandon our provincialism, open 
our windows, learn something about the complex-
ity and idiosyncrasy of systems, and soar to meta 
positions. Do we have the intellectual tools neces-
sary for these explorations? Or will we have to 
admit that we need new tools? 

   Family assessment and therapy have been 
used to address many common predicaments 
such as adolescent separation from family (Haley, 
 1976a ), domestic violence (Bograd,  1999 ; 
Greene & Bogo,  2002 ) and eating disorders 
(Minuchin & Fishman,  1981 ). However, although 
there are diverse theoretical models of family 
therapy (Boscolo & Bertrando,  1996 ), major con-
tributors to the fi eld generally have not distin-
guished between different cultural versions of 
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these predicaments. Except for acknowledging 
their own position as outsiders in the family sys-
tem, family therapists tended to ignore alternate 
cultural paradigms until the clinical realities of 
work with migrant families challenged generic 
theories built on the paradigm of the Euro- 
American nuclear family. The assimilationist, the 
“melting pot” ideology of the US society, gave 
way gradually to the acknowledgement of alter-
nate histories and developmental trajectories. 
The recognition of cultural variations in struc-
ture, composition, developmental trajectories and 
mythic representations of families has also led to 
rethinking some of the assumptions of psychol-
ogy rooted in Euro-American norms and values 
(Guzder,  2011 ). Uncritical use of these norms 
risks pathologizing families from other back-
grounds as enmeshed, immature, primitive or 
dysfunctional (Kareem,  1978 ). At times, assump-
tions based on Euro-American cultural norms 
about what constitutes a healthy family have led 
to destructive views of minority and migrant fam-
ilies, minimizing their cohesiveness, resilience 
and strengths (Cohen & Timimi,  2008 ). 

 Family cultures can be broadly characterized 
as  collectivistic  or  individualistic  in orientation 
(Falicov,  1983 ). Collectivistic cultures arrange 
their interdependencies as central to meaningful 
identity, expressed in roles and obligations that 
shape early child socialization and are reworked 
over the life cycle. In contrast to the individual-
ism of the dominant Euro-North American 
cultures, Asian and African families tend to 
emphasize collective identity, with structures 
that are shaped to varying degrees by 
 intergenerational relationships, communal roles 
and status, membership in caste or clan and the 
veneration of ancestors. Anthropology has a 
long tradition of exploring the structure of  family 
and kinship systems and work by  psychological 
anthropologists, cultural psychiatrists and psy-
chologists—including Doi ( 1973 ), Kakar ( 1978 ), 
Obeyesekere ( 1990 ), Roland ( 1988 ), and oth-
ers—has laid the groundwork for understanding 
normal and pathological variations in family 
process and developmental agendas across cul-
tures. However, much of this work has been 
heavily infl uenced by psychodynamic theories, 
which retain many cultural assumptions about 

normal development and relationships. Sterlin 
( 1989 ), for example, described  centripetal  and 
 centrifugal  family systems, which propelled 
children outwards to separate or inwards to 
remain close to their parents and extended fam-
ily. As with most psychoanalytically informed 
writers, Sterlin used the ethnocentric nuclear 
model of individuation rather than acknowledg-
ing the alternate cultural norms of interdepen-
dent cultural familial matrices. 

 Consultants’ assessment of familial distance 
or closeness depends in part on their own inter-
nalized norms and implicit models of autonomy 
and dependency. Understanding of family maps 
shifts with the clinicians’ knowledge of culture 
and social context as they engage with the emo-
tional processes of the family system. The capac-
ity to join with many different kinds of systems 
by appreciating key elements of systemic organi-
zation is essential for the integration of psychody-
namic, strategic and behavioral approaches in 
family assessment. Family systems approaches 
use several key cultural concepts in this work, 
including (1) intergenerational family processes 
involving gender, hierarchy and pre- and post- 
migration social contexts; (2) cultural memory 
and the socio-historical legacy of identifi cations 
of the family; (3) social networks of family, 
friends and institutions in both the adopted and 
origin countries; (4) the social, cultural and emo-
tional place of spiritual or religious life; (5) the 
perceptions and roles of children towards the 
adults in their life and the infl uences of their peer 
group; (6) the family ethos which may emphasize 
autonomy (individualistic, egocentric model) or 
collective identity (collectivistic, sociocentric 
model); and (7) family maps of identity, roles and 
structure which infl uence patterns of interaction 
in the system (Akhtar,  2000 ; Boyd-Franklin, 
 2003 ; DiNicola,  1985a ,  1985b ; Hare-Mustin, 
 1987 ; Hays,  1996 ,  2008 ; McGoldrick,  1998 ; 
Perelberg,  2000 ; Sue & Sue,  1999 ; Turner & 
Wieling,  2004 ). The CCS model relies on culture 
brokers and a multicultural team to contribute 
knowledge of these dimensions of family systems 
to guide the assessment and case formulation. 

 Family systems approaches employ all the 
common strategies for building a therapeutic alli-
ance including empathic listening, trust, holding 
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and attention to narrative but have developed dis-
tinctive methods of interviewing, such as the use 
of  circular interviewing  (Tomm,  1985 ,  1989 ), 
which avoid the problems of direct confrontation 
when gathering information in closed systems or 
situations pervaded by secrets. Family interviews 
must deal with resistances but also must handle 
the risks associated with uncovering secrets such 
as incest, domestic violence, eating disorders or 
addictions. In circular interviewing, the clinician 
asks one family member to suggest what another 
member might be thinking or feeling, and this 
then guides the interviewer in generating ques-
tions. Another strategy of inquiry involves exter-
nalizing the problem—for example, viewing it 
simply as a pattern of behavior—in order to pro-
mote personal agency and problem solving 
within the family. Narrative therapy directs inter-
viewing towards eliciting and creating family 
stories which become tools for change (Sluzki, 
 1992 ; White & Epston,  1990 ). Narratives are 
seen as rich with embedded meaning and a means 
to open families to self exploration for change. 
These methods are employed in systemic cultural 
consultation as ways to access meaning and 
devise interventions. The narratives that emerge 
in the consultation reference cultural myths, 
maps and agendas in ways that can clarify the 
systemic origins of problems and identify poten-
tial paths for change. These narratives can also be 
used to help the family recreate their own stories 
in ways that promote healing transformations.  

    Systemic Understanding of 
Symptoms and Presenting 
Problems 

 Current psychiatric diagnostic assessment largely 
focuses on discrete symptoms, syndromes and 
disorders, biomedical tests and psychological for-
mulations. In the past, this diagnostic constructs 
were rooted in psychodynamic or psychoanalytic 
theory, but there are now more commonly based 
on models drawn from biological psychiatry or 
psychological approaches linked to cognitive 
behavior therapy. The contextual thinking central 
to systemic and cultural perspectives has remained 
largely at the margins of psychiatric practice 

(Aponte,  1994 ; Kareem,  1988 ; Lewis- Fernandez, 
 1996 ; McGoldrick,  1998 ;    Sue & Sue,  1999 ). The 
rich social science literature on non-Western cul-
tural paradigms has also had minimal impact on 
mental health training (Akhtar,  2000 ; Greenberg 
& Witzum,  2001 ; Kakar,  1982 ; Kleinman,  1988 ; 
Obeyesekere,  1990 ). Clinically, the focus on DSM 
or ICD disorders is not suffi cient to guide every-
day practice. Families and individuals grapple not 
only with psychiatric disorders but with personal 
predicaments and other forms of distress that are 
rooted in the challenges of essential life tasks, 

 Case Vignette 7-3 

 Aaliya, a Pakistani mother with two sons, 
10 and 5 years old, had been refused refu-
gee status by the immigration board and 
was referred for cultural consultation by a 
community clinic while she awaited an 
appeal process. Her social worker had been 
concerned about her threats to suicide by 
jumping off a bridge with her children. In 
the assessment interview, Aaliya voiced 
her distress over her deportation order, 
alternately expressing rage and frustration 
and suicidal ideation in response to the 
refugee board’s decision. She stated, “they 
don’t believe me” and feared that she 
would be murdered if her ex-husband 
learned of her return to Pakistan. Aaliya 
had left her country of origin with her par-
ents’ help to escape an abusive marriage 
and the threat of gang violence. Her hus-
band and his gang had harassed and beaten 
her parents after her departure. On arrival 
in Canada, she had become more isolated 
after two events. First, a leader in her com-
munity had stolen her money in a scam 
offering legal advice. Later, trying to build 
a network in her community, she confi ded 
her rape story to a close woman friend who 
then shunned her and revealed her confi -
dences to others in the community. One of 
her sons, born in Canada, had developed 
symptoms of anorexia and depression with 
the news of deportation. 
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developmental passages, migration trajectories, 
uncertainties of citizenship status, racism, cultural 
confl icts, political upheaval and the broad matrix 
of what has been termed “social suffering” 
(Kleinman, Das, & Lock,  1997 ). 

  While there are many consultations where cul-
tural aspects are signifi cant or even crucial, there 
are other cases where they may be given exagger-
ated importance by the referring clinician or the 
patient. Though the referring clinician may be 
focused on discerning the cultural origins of suf-
fering, cumulative trauma or emotional confl icts 
may be the main obstacles that impair the fami-
ly’s problem-solving capacity or strategies of 
resilience. At times, simply bearing witness to 
the patient’s narrative in a period of diffi culty and 

 During the long wait in Canada for 
 determination of her refugee claim, her 
 parents back in Pakistan had died. With the 
rejection of her claim for asylum, under the 
tenets of the “Third Country Rule” requir-
ing deportation of refugees to the last coun-
try of transit, she would be returned to the 
site of her rape. This predicament precipi-
tated a decompensation with recurrent fl ash-
backs of her earlier abuse and rape. As a 
vulnerable single woman in a traditional 
community, she had been relatively isolated, 
with few social supports. She had renounced 
her religious beliefs after the traumatic 
events in Pakistan. During the fi rst consulta-
tion interview, she related her predicament 
in a shrill, loud and tearful barrage refl ect-
ing her intense grief and rage. 

 Through the consultation exploring her 
family narrative, she was able to shift her 
threatening stance to one of calmer refl ec-
tion. A safety plan was made with her social 
worker which included efforts to support 
her humanitarian appeal, limit the amount 
of antidepressant medication at her disposal 
to reduce the risk of overdose and provide 
respite care for her children in summer 
camp and day care. To further address her 
suicidal impulses, a narrative intervention 
was devised that asked her to imagine a 
conversation with her deceased parents and 
their responses to her suicide–homicide 
plans. This shifted her focus to unresolved 
mourning for the protective space of her 
lost family. We introduced a mourning rit-
ual to link her with the protective memories 
of her parents, which had been suspended 
by the  unresolved mourning of their deaths 
and her inability to be present at their funer-
als. As she put it, “it is as if they never died 
in my mind.” Through this mourning ritual, 
she was able to regain a sense of connection 
with her parents and felt empowered to be 
able to show her gratitude to them through 
the rituals of prayer. Though she had been 

overtly angry with God for her predicament, 
the ritual offered a way to reconnect and 
addressed her guilt in renouncing care of her 
parents by leaving the country, which had 
left her feeling that “I killed them with worry 
about us.” In the session, her dialogue with 
the invited “ghosts” of her parents enabled 
her to mobilize positive parental identifi ca-
tions and experiences of her secure attach-
ment from childhood. The intervention 
worked with shifts in mentalization pro-
cesses (Allen, Fonagy, & Bateman,  2008 ), 
moving from rage with dissociative states, to 
a more refl ective state. 

 Her therapist reported that Aaliya’s 
humanitarian appeal was ultimately suc-
cessful 18 months later, with full remission 
of her suicidality and successful employ-
ment in the community. The success of this 
case was also based on the consultants’ 
efforts to support the social worker by 
 providing a safe space for Aaliya to work 
through her distress, offering instrumental 
help, instituting protective measures for her 
children, continuing medication, supporting 
a humanitarian appeal for refugee status 
and engaging in shared care with the local 
community clinic. 
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distress, such as enduring the uncertainty of refu-
gee status or during a post-traumatic encounter, 
may be the most benefi cial clinical intervention. 
Of course, whether cultural issues turn out to be 

 Case Vignette 7-4 

 Lakshmi, a married pregnant Nepali Hindu 
woman with two daughters 8 and 5 years 
old, was referred by a community clinic 
with “homesickness” and “treatment-resis-
tant depression.” Lakshmi had made sev-
eral suicide attempts resulting in hospital 
admissions and had been repeatedly inter-
viewed in an unsuccessful search for 
domestic violence to explain her persistent 
distress and failure to respond to numerous 
trials of antidepressant medication. At the 
CCS, she was seen initially alone with a 
Nepali Christian interpreter who had 
accompanied her regularly during 5 years 
of medical and psychiatric interventions at 
the community clinic. 

 On the second CCS visit, Lakshmi was 
seen only with her husband, as the couple 
stated that they spoke suffi cient English to 
be seen without the interpreter. Her hus-
band had given up his employment to care 
for Lakshmi, providing constant suicide 
watch through most of this third pregnancy. 
Lakshmi blamed her depression on her 
psychotic mother-in-law “who should be in 
your offi ce but will never come.” She was 
clear that she did not ever want to return to 
war-torn Nepal, as her family there had 
remained destitute. Since their marriage, 
her husband (whom she described as 
devoted and loving) had taken up the duties 
of an elder Hindu son looking after his 
unmarried sisters and widowed mother as 
his brother was banished for marrying a 
Christian girl. Lakshmi had been a devoted 
daughter-in- law until an episode when her 
mother-in-law, who had been exhibiting 
increasingly “bizarre” behavior, fed her 
infant daughter cologne to “cool her down” 
from a fever. Both Lakshmi and her hus-
band agreed that his mother was psychotic, 

with paranoid delusions, but the mother 
refused any psychiatric contact. 

 The cologne incident had resulted in a 
marital confrontation and worsening of her 
suicide behaviors. The interpreter had 
encouraged Lakshmi’s subsequent conver-
sion to Catholicism, Lakshmi began to reg-
ularly attend church with the interpreter, 
though her daughters continued to attend 
the Hindu temple with their grandmother 
and father. The interpreter became a key 
support for the patient, functioning like a 
sister-in-law, and was triangulated in the 
marital confl ict supporting Lakshmi in 
defying her mother-in-law. Lakshmi felt 
this defi ance of her mother-in-law would 
possibly force her husband to choose to live 
in a nuclear family in order to lessen the 
open confl ict. In the CCS couple consult on 
the second visit, the consultant had excluded 
the interpreter and met the couple alone. 
The session reframed the husband’s divided 
loyalties and devotion to his family, by 
making an explicit link with the mythic 
story of Ram, a revered Hindu incarnation 
of Vishnu in the epic  Ramayana  who was 
loyal to his widowed mother despite cruel 
and ill-advised parental behavior as he was 
taking the role of his father. This reframing 
suggested that Lakshmi had tried to be a 
devoted daughter-in-law and wife with a 
psychotic mother, but now the focus needed 
to be on her own children and their health. 
The narrative reframing shifted the focus 
from her disillusionment and fury at her 
husband’s “choosing [his] mother over me.” 
Lakshmi agreed that her husband was 
essentially kind to her and tolerant of her 
Christian faith, but she still felt responsible 
for his widowed mother and unmarried 
sisters. 

 Shortly after the fi rst couple consulta-
tion interview, Lakshmi gave birth to a son, 
and a second CCS consult was requested 
by the obstetrical ward who noted her 
 distress after the baby’s birth. She was no 
longer suicidal but she remained at risk for 

(continued)

7 Family Systems in Cultural Consultation



150

central or peripheral to the patients’ problem and 
its potential solutions, clarifying the cultural 
 context can provide deeper understanding of 
symptoms or distress. 

  The community clinic that made the original 
referral was unaware of the cultural issues of the 
extended family, the interpreter’s complex rela-
tionship with Lakshmi, and the boundary cross-
ing that blurred her roles. The interpreter had 
become a “friend and therapist,” and had been 
both a facilitator of Lakshmi’s systemic protest 
and had promoted Lakshmi’s efforts to separate 
from the enmeshed extended family system. The 
CCS consultant was able to work with the nurse 
physician team to help them appreciate the sys-
temic predicament of Lakshmi and her husband, 
as well as their need for home care nursing for 
their baby and young daughter. A follow-up 
report indicated that Lakshmi and her husband 
had moved to a separate apartment and her 
depression had resolved. This vignette illustrates 

the value of a system approach that includes 
understanding the cultural explanatory models of 
the interpreter and treatment teams, as well as 
family members.  

    The Familiar and the Unfamiliar: 
Encountering Cultural Frames in 
Family Systems 

 The family therapist seeks an understanding of 
the family system that identifi es repetitive pat-
terns of emotional communication or enactments 
that are central to family dynamics. Family sto-
ries or narratives employ metaphors or idioms of 
distress that may reference cultural myths and 
memories including deeply embedded histories 
of war, indenture or slavery. Accessing these 
myths and metaphors through a shared narrative 
may help to build bridges between systemic part-
ners or generations within family systems. By 
eliciting, bearing witness to, and “holding” a nar-
rative (Sluzki,  1992 ; White & Epston,  1990 ), the 
therapist can consolidate therapeutic alliances 
with family members. Empathic engagement 
depends on locating the individual’s experience 
in cultural contexts, which can be understood, 
validated and integrated in the family assessment 
and intervention. 

 For families of refugees or others who have 
faced violence, bearing witness to a traumatic 
past during the consultation process sometimes 
promotes healing, while on other occasions it 
may be toxic, undermining fragile defences by 
provoking traumatic re-experiencing. At times 
exploring the family narrative can promote dif-
ferentiation of family members and dissolve rigid 
positions or projections. However, the consultant 
must weigh the costs and benefi ts associated with 
uncovering stories of trauma especially if there is 
time-limited involvement or a lack of ongoing 
therapeutic holding. 

 The structural problems that Minuchin ( 1974 ) 
called “familial disorganization” and Aponte 
( 1994 ) called “under-organized families,” are 
common in chaotic systems overwhelmed by 
poverty or intergenerational struggles. In migrant 
families, these issues may surface along with the 
burdens of racial alienation, downward socio- 

postpartum depression. The consultant dis-
cussed her concerns about using antide-
pressants during breastfeeding. Lakshmi 
had previously taken antidepressants inter-
mittently, had not understood the impor-
tance of consistent dosing and reverted to 
the use of holy water or other traditional 
remedies. A serious illness of her young 
daughter and the birth of a son occurred 
simultaneously and seemed to revive her 
maternal focus on family wellbeing. The 
couple was especially elated at having a 
fi rst son, which culturally validated her 
stature within the family. 

 As part of a collaborative care model 
with the obstetrical and outpatient teams 
involved, the CCS consultant suggested a 
visiting nurse  program and follow-up by the 
clinic to monitor the family. The interpreter 
was offered some supervision by the clinic 
and her agency to improve the fl ow of infor-
mation to the health  care team and maintain 
ethically appropriate boundaries in her 
practice. 
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economic mobility, and war, trauma or devastating 
loss. The therapist enters territory where neutral-
ity must be tempered by engagement with social, 
political and moral dilemmas before framing 
interpretations of family realities. Assessment of 
the family constellation must include everyone 
the family designates as a member rather than 
adhering to a narrow or nuclear defi nition of the 
family. In addition to extended family and trans-
national networks, the system may include ances-
tors or spirits. Recognizing the signifi cance of 
ghosts, djinns or other spiritual entities in the 
family drama may require a shift in epistemologi-
cal stance. As Witzum and Goodman ( 1999 ) 
note, the therapist does not determine the script 
but gains access to it by “suspending disbelief” to 
work within the mythic or religious belief sys-
tems of the family system. Ignoring these dimen-
sions of family experience or even chastising 
patients for alien or “superstitious beliefs” is akin 
to refusing the gift of entry into their belief sys-
tems and can limit the opportunity to explore and 

 Case Vignette 7-5 

 The Wong family was sent by a school 
counsellor to consult about the suicidal 
threats of their 16-year-old son. However, 
Mrs. Wong appeared without her family 
and son as she wanted to see the consultant 
alone fi rst, stating “I wasn’t sure you would 
understand my Chinese family.” The con-
sultation involved a lengthy meeting with 
Mrs. Wong alone followed by a single fam-
ily meeting. 

 Mrs. Wong was a married Chinese-
Canadian woman, with four adolescent and 
young adult children. She and her husband 
had fl ed communist China overcoming 
many diffi cult obstacles. They lived 
together despite an “emotional divorce” for 
many years, during which time the husband 
was a good provider but had long hours of 
absence from the family. Mrs. Wong had 
dominated domestic decision-making for 
the family and children. She had converted 
to Jehovah’s Witness after arriving in 
Canada, distancing herself from toxic 

memories of her childhood and youth by 
religious conversion and avoidance of the 
local Chinese community. She pursued her 
religious activities without overt confl ict 
until the arrival of her 90-year-old mother-
in-law about 6 months prior to the consulta-
tion request. She said she was nervous 
about her son’s suicide threats, which he 
related to the mother-in-law’s presence. She 
reported that her son complained about his 
paternal grandmother that “she stinks of 
Chinese medicine and I hate it… I can’t 
bring my friends here… I am so ashamed of 
the stink… I’m going to kill myself if you 
don’t get rid of her.” Mrs. Wong confi ded 
that she also detested her mother-in- law. 
She acknowledged she wished her mother-
in-law was dead and constantly nagged her 
husband to send the mother-in-law to his 
elder brother “who should be looking after 
her.” Since Mr. Wong’s elder brother’s wife 
had died by suicide in Vancouver, he had 
been devastated and unable to look after his 
ageing mother. Mrs. Wong also confi ded 
that she had a fear of the “wandering ghost” 
of her dead sister-in-law who “might take 
another victim with her.” Her worry that the 
ghost might precipitate her son’s suicide 
had brought the family to the consultation. 

 When a family meeting was convened, 
Mr. Wong heard out his children as they 
complained about his mother. With Mrs. 
Wong’s silent, tacit approval, the children 
complained that the father’s excessive loy-
alty to the grandmother was “ruining their 
home.” Addressing the therapist rather than 
his wife, Mr. Wong stated he felt such sor-
row in his heart that if he were to tell the 
depth of his pain, he would never rise from 
his chair. This metaphorical expression 
conveyed Mr. Wong’s suffering, rage and 
shame at the impasse with his wife and chil-
dren. The family meeting provided a place 
both to hear the family’s anguish and rein-
force father’s position as the elder of the 
home with the authority to make a decision 
on his mother’s care. The refl ective space 
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elucidate traumatic, depressive or psychotic 
 processes. The voices of magical beings or the 
 metaphors based on these experiences may 
p rovide a crucial path to understanding the under-
lying dynamics of the family system (Guzder, 
 2007 ; Kakar,  1982 ). 

      Culture as Camoufl age 

 For some families, attributing problems to cultural 
difference can serve as a way to avoid addressing 
areas of emotional confl ict in relationships. 
Friedman ( 1982 ) suggested the term “cultural 
camoufl age” to describe the failure to appreciate 
how emotional processes are at times masked by 
references to culture rather than determined by 
culture processes, enabling family members to 
blame their own background or those of others as 
the source of their discontent or inability to 
change. Cultural camoufl age may allow family 
members to avoid taking personal responsibility 
for their own points of view. A focus on cultural 
issues by the therapist may engage the family in 
interminable discussions of background factors 
rather than uncovering core emotional issues and 
working towards meaningful changes in family 

lead to the son’s acting out of his suicide 
threat. His identifi cation of the “strange 
smells” of his grandmother as toxic to the 
family was a useful metaphor for the gen-
erational confl icts triangulating children 
and elders, and the challenges of autonomy 
as his siblings and mother resolved to 
build identities outside traditional Chinese 
cultural norms. 

allowed the children to “hear” their father’s 
pain and reframe his choices as the honor-
able duty of a Chinese son. The consulta-
tion supported the bicultural individuation 
of the children. Though the marital impasse 
was never directly addressed, the father’s 
role in deciding about his mother’s care was 
reinforced. The ghost of the sister-in-law 
reminded the family of the risks of contin-
ued escalation of the family confl ict. 
Narrative and storytelling were used to bear 
witness with the mother in an individual 
session and to promote empathy and differ-
entiate the family member’s concerns dur-
ing the family session. 

 The individual meeting with Mrs. Wong 
allowed the consultant to obtain the initial 
history, acknowledge her traumatic story, 
identify the “ghost” of the sister-in-law’s 
suicide and reveal her mother-in-law’s 
arrival as a disturbance of family homeosta-
sis. The family meeting clarifi ed the son’s 
identifi cation with the mother’s distress. 
After this meeting, Mrs. Wong turned to her 
religious community for ongoing support, 
although her husband disapproved of her 
conversion, maintaining their emotional 
distance. The adolescent son was seen by 
his school counsellor who worked on his 
emotional separation and de- triangulation 
from the impasse in his parent’s marriage. 
Mr. Wong decided to arrange for his mother 
to leave the home and move to another sib-
ling’s care. Mrs. Wong had endured consid-
erable trauma and was only able to 
reconstitute her sense of identity by her 
religious conversion and participation in the 
Jehovah’s Witness community, which 
embraced her and helped her to contain her 
traumatic memories by allowing her to 
avoid contact with her extended family and 
the local Chinese community. In addition, 
the integration of the cultural explanatory 
models related to suicide and unsettling 
family ghost stories put pressure on the par-
ents to resolve the tensions which could 

 Case Vignette 7-6 

 Amina, a 42-year-old Middle Eastern 
woman with a well-documented 14-year 
history of schizophrenia, was referred to 
the CCS by her community clinic therapist. 

(continued)
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The therapist had requested the consultation 
around a question “Is there anything else I 
can do for this woman?” when she became 
aware that the husband planned to send 
Amina without her children back to her 
natal village. The therapist sympathized 
with the husband, who she described as a 
kind man burdened with the care of his four 
children and a psychotic wife. During 
Amina’s long-term care and numerous hos-
pital admissions for psychosis (some fol-
lowing miscarriages), professionals had 
never used interpreters as the husband had 
always spoken for her. 

 Amina arrived for the CCS interview 
accompanied by her community clinic ther-
apist with her husband and three of her 
younger children, two sons aged 9 and 8 
and a daughter aged 4 (who was not yet 
speaking). Her husband complained she 
was always restless and agitated, seldom 
did any housework, never went out to get 
groceries, left the home in fi lthy disarray, 
and neglected the children. 

 Addressed in her own language by the 
consultant, Amina stated she was ashamed 
to go out looking so unkempt and bring fur-
ther shame to her children especially 
because her eldest 13-year-old son was so 
angry and abusive to her. He often said “I 
am embarrassed by you… I hate having a 
crazy mother like you.” 

 The children were under a Youth 
Protection mandate originally because of 
concerns that they were being neglected. 
However, the Youth Protection worker 
rarely checked in since the 6-month assess-
ment noted that “everything was stable and 
the father was seen to have good parenting 
capacity.” When the older boy was expelled 
from his school a few months earlier, he 
was sent to an alternative school but was 
frequently truant. He had apparently joined 
a street gang and at times carried a knife, 
according to his younger brothers, and 
would wander the streets at night. None of 
these details were known to the father or the 

referring therapist prior to the consultation 
meeting. 

 When asked about the children’s dirty 
clothes that smelled of urine, the father 
 simply shrugged and said it was his wife’s 
responsibility. It became clear that the 
father was seldom home because he had a 
young mistress and a new 18-month-old 
son. The mistress visited the household 
often and the children valued her presence 
because she was able to help them with 
their homework. 

 The father had arranged with Amina’s 
brother (an immigrant in Australia) for 
Amina to be sent to live with her 90-year-
old mother in their village. When asked 
what she felt about this plan, Amina begged 
not be separated from her children and 
asked if the CCS consultant could help her 
obtain a passport as “I don’t want to be 
dumped in the village.” She said that she 
did not mind if her husband took a second 
wife, but did not want to leave Canada. 

 The therapist privately shared with the 
consultant that she had read about “this cul-
ture which has no boundaries and lives in 
enmeshed systems… in an undifferentiated 
extended family.” She was surprised that 
the mother had asserted her parental rights 
in the interview and requested a passport. 
She began to understand that her misinter-
pretation of descriptions of cultural norms 
had led her to dismiss clear evidence of 
neglect, absent parental authority, and to 
collude with the father’s exclusion of the 
mother’s voice in family decisions or health 
issues. 

 The cultural consultation focused on the 
need for interpreter services to assess the 
patient rather than using the father. The con-
sultant explored the possibility that the 
 therapist could help her obtain a passport, 
reinforcing the alliance with the clinic to 
assist her. The consultant diagnosed akathi-
sia from excessive antipsychotic medica-
tion, which was reduced to treat the 
restlessness. Daycare arrangements and 
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functioning. Recognizing the potential for cul-
tural camoufl age allows us to consider whether 
specifi c cultural issues are important as mecha-
nism of suffering, healing or resistance. Of course, 
both the clinician and the patient may engage in 
using culture as camoufl age. 

  Cultural camoufl age may be especially diffi -
cult to address when it involves cultural stereo-
types and is embedded in institutional practices of 
cultural competence, as illustrated by Amina’s 
case, or refl ects issues of racism as seen in the 
following case of Shakeel. Understanding the 
unique migration histories and acculturation 
stresses of each member of the family are keys to 
uncovering the object relations and current cultural 
frames of reference that shape the family system 

and its interactions with host society institutions. 
Visible minority families, especially black fami-
lies, frequently have suffered the impact of insti-
tutional racism, and culturally safe settings and 
methods of evaluation are essential to explore 

speech evaluation were arranged for the 
4-year-old child with delays from under-
stimulation and neglect. The Youth 
Protection had not been monitoring the fam-
ily and had missed the conduct disorder of 
the 13-year-old boy, as well as the frequent 
absence of the father who was usually with 
his mistress and other child. The silencing of 
the patient was a kind of structural violence 
by both institutional and gendered hierar-
chies of the family, complicating the subal-
tern position of this immigrant mother with 
schizophrenia. 

 The therapist’s formulation had been 
based on normalizing serious family dys-
function using cultural stereotypes. By evalu-
ating family life in terms of these  distorted 
norms, she had missed a more balanced view 
of the family’s needs and issues. The CCS 
consultant found the clinic therapist open to 
revising her cultural stereotyping and misun-
derstanding of cultural boundaries and child-
rearing norms in South Asia. She was also 
able to construct a new vision of her relation-
ship with the patient who viewed her as an 
educated white professional who could 
understand the institutional context that had 
so disempowered her for years and speak out 
on her behalf. 

 Case Vignette 7-7 

 A cultural consultation was requested by 
a social worker for Shakeel, a 10-year-
old Jamaican Canadian boy who had 
been expelled from school after attacking 
his principal and teacher. His social 
worker, also of Caribbean origin, formu-
lated the problem as racism of the school 
personnel. The consultant met initially 
with the mother and son, and later with 
the network of social worker, community 
clinic, school and family including the 
maternal grandmother. 

 Shakeel had been born in Canada and 
raised by his single mother though she had 
sent him back to Jamaica from age two to 
four when she had been depressed and 
unable to cope with his hyperactivity. 
Shakeel’s father had been absent since his 
birth, deported from Canada back to 
Jamaica for criminal activity. Though 
mother said he was rehabilitated, working, 
remarried and had younger children, grand-
mother maintained he was “bad news.” 
Shakeel was very upset that his mother was 
now considering sending him back to his 
father in Jamaica. She felt he had been act-
ing “like his father” so that he needed “to 
learn the hard way.” Mother was also upset 
that Shakeel had been increasingly rude to 
her father fuelled by his grandmother’s sto-
ries of their hostile divorce. Shakeel’s 
mother had previously been estranged from 
her own mother until this family crisis, and 
she had relied on her father to parent 
Shakeel. 

 Shakeel was very bright and no sign of 
attention defi cit or learning problems. He 
had diffi culty accepting the authority of his 
mother after their family reunifi cation at 

(continued)
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underlying attachment issues or other psychody-
namic issues (Boyd-Franklin,  2003 ; Fernando, 
 1991 ; Kareem,  1992 ; Krause,  2002 ; Whaley,  2011 ). 

  Shakeel’s attacks on authority at school were 
initially framed as racism, externalizing complex 
family issues. In response to the CCS consulta-
tion, the social worker agreed that rather than 
projecting blame on the school, a more useful 
therapeutic plan for Shakeel would include work-
ing on limits, empowering his mother, fostering 
family attachments and securing his family life. 
After the consultation, the social worker who 
had much experience with diffi cult reunifi cation 
issues in Caribbean families (Lashley,  2000 ; 
Rousseau, Hassan, et al.  2008 ; see also Chapter   13    ) 
began to recognize dysfunctional parent–child 
patterns rooted in disruptions of attachment 
across generations that could be addressed by 
strengthening the mother–son relationship, 
including re- establishing an appropriate genera-
tional hierarchy.  

    Building Bridges with Systems 

 Establishing a therapeutic alliance by joining 
the system remains the basic strategy for creat-
ing a safe space for working with families 

(Minuchin,  1974 ). This process of joining is 
complicated in cultural consultation not only 
because the referral may involve a complex 
pathway with multiple individuals and institu-
tions involved but also because patients may 
have had experiences that make them mistrust-
ful of health care providers, institutions or 
authorities. The routes of the referral process 
may have a signifi cant impact on patients’ com-
fort with the consultation process and with their 
view of the consultant and others involved, 
including the interpreter or culture broker. 
Patients may have developed issues of mistrust 
based on experiences of stigma, discrimination 
or marginalization. Systemic issues often deter-
mine the help-seeking behavior of patients and 
are inherent in negotiations with the patient to 
arrive at appropriate and acceptable interventions. 
Problems of institutional power and processes 
of labelling and exclusion may complicate the 
initial alliance. 

age four. Just prior to the CCS consultation 
meeting, he had an altercation with his 
mother which ended with police involve-
ment and an emergency placement with his 
maternal grandmother. On exploring the 
family history, it emerged that Shakeel’s 
mother had been abused by one of her 
brothers, who was favored by her mother. 
Shakeel’s violent temper reminded her of 
this and other traumatic, abusive male rela-
tionships in her life. She had not recognized 
the attachment disruption as a factor in their 
parent–child relationship or Shakeel’s 
intense “father hunger” and feelings of loss 
because of his father’s absence; nor did she 
appreciate the impact on Shakeel of his 
father’s history of criminality and her own 
depression. 

 Case Vignette 7-8 

 A Youth Protection worker asked for a 
 single visit consultation for a 16-year-old 
Asian origin Muslim Canadian boy, 
Mehran, who was currently in placement. 
The worker was uncomfortable with 
Islamic cultural issues and unsure whether 
she could return Mehran to his family. 
Upon learning that he was found drunk at 
school, his father had slapped Mehran on 
the face cutting his lip, and his mother had 
hit him with a slipper leading to the involve-
ment of Youth Protection after Mehran dis-
closed the incident at school. 

 Mehran and his youth worker came to 
the CCS interview along with his polite, 
articulate Bengali-speaking parents and 
10-year-old brother. Mehran had been 
complaining for some months to his teach-
ers about the high expectations of his par-
ents, their traditional values, strict curfews 
at home, and especially his parents’ disap-
proval of his wish to get a summer job or a 
cellphone. The parents explained that on 

(continued)
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  In this case, the CCS consultant highlighted 
both the family’s cultural transitions and their 
strengths in transmitting traditional values (Pillai 
et al.,  2008 ). The family was able to work with 
the social service system to navigate Mehran’s 
bicultural reality. The fact that the youth worker, 
a woman, held the institutional power in this sit-
uation posed additional diffi culties for this patri-
archal system. The potentially divisive and 
destructive shaming of the patriarch was averted 
by engaging a male worker for the family. Giving 
the couple a culturally safe place for discussion, 
and employing narrative therapy approaches 
with an interpreter present, allowed the parents 
to move towards a more fl exible and creative 
problem solving, restructuring the family’s 
approach to autonomy for their adolescent while 
respecting the realities of living in a high-risk 
neighborhood. 

 Ethno-racial minorities are often challenged 
by differences in child-rearing practices and the 
role of child protection services (reviewed in 
Chapter   13    ). South Asians, for example, may 
resist or mistrust child mental health or protec-
tive services or alternately express disappoint-
ment on the lack of such supports in their country 
of origin (Maiter & Stalker,  2011 ; Maiter, Stalker, 
& Alaggia,  2009 ). These responses must also be 
understood in systemic terms. 

learning of his provocative drinking behav-
ior which  violated Muslim tradition, both 
had slapped him, though previously they 
had never struck him. They were clearly 
devoted, highly educated  parents and were 
devastated when both boys were immedi-
ately taken out of their home and placed. 
The school staff, on the other hand, had sel-
dom met the parents and had built up an 
image of oppressive Islamic parents 
obstructing their son’s potential for suc-
cessful acculturation. 

 The youth worker admonished the 
 parents for restricting Mehran’s activity, 
though the parents lived in a neighbor-
hood with rampant drug and gang activity. 
Father operated a business where he had 
watched the youth gangs in action on the 
streets. The worker reminded the parents 
that Quebec law allows 14-year-old youth 
the right to have abortion and to control 
many personal decisions and said that 
Mehran could chose permanent placement 
if his father did not relent and allow him to 
take a summer job. The father was outraged 
and declared this was a kind of blackmail, 
which he found racist. However, he was 
silenced by the threat of losing his son, 
while the mother looked on sadly. Mehran 
sat between his parents and complained 
that it was more diffi cult to negotiate his 
autonomy at home than for his Québecois 
peers with whom he identifi ed. It appeared 
that he was closer to his mother and identi-
fi ed with her. She too was now negotiating 
more mobility in her adopted country and 
going to college with the support of his 
father, while Mehran’s activity remained 
chaperoned and restricted. Both parents 
agreed they wanted Mehran home and 
wanted him to do well in school. 

 The CCS process was directed towards 
 helping the youth worker to understand 
the collision of cultural values and 
Mehran’s use of  provocative behaviors to 

undermine parental authority and values. 
The parents felt the consultant gave them an 
empathic listening space and broadened 
their bicultural frame to understand Mehran’s 
frustrations. The youth worker felt that she 
had minimized the health of the family 
 system and reframed his behavior as 
 adolescent provocation. She engaged a male 
colleague to work with his conduct and 
negotiation of autonomy within the family, 
recognizing that father-son issues were 
 central to improving the home situation. 
Mehran quickly returned home and the 
worker supported the parents in contracting 
with him around autonomy issues. 
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  The central role of schools and other commu-
nity resources offering support to immigrants, 
increasingly raises complex issues of institu-
tional, social and collective stereotyping 
(Rousseau & Guzder,  2008 ). The CCS consultant 
can operate in these cases as a supervisor, media-
tor and culture broker to create a safe space where 
teachers and professionals can look at some of 
the ethical, legal, systemic and psychodynamic 

 Case Vignette 7-9 

 Naz was a 17-year-old Pakistani Muslim 
adolescent who was referred by her school 
counsellor without her parents’ knowledge. 
She had been seeing the counsellor for some 
months because of signifi cant confl icts with 
her mother and looked on the counsellor as 
a kind father fi gure. She felt that her own 
father had been more loving than her 
mother, though there had been a long period 
of paternal absence from age 7 to 14 when 
he had come to Canada to establish landed 
immigrant status and fi nd employment. She 
felt her mother was very envious of her 
father’s affection towards her. 

 Although Naz was a good student, as 
the eldest daughter she carried a heavy bur-
den of household responsibilities. She felt 
her mother was irritable and depressed 
having lost the warm surroundings of a 
familiar culture space, with servants and 
extended family, to land in the “deep 
freeze” of an isolated Montreal suburb. 
Mother had pressured Naz’s father to marry 
Naz to a cousin in Pakistan on her gradua-
tion from high school. Naz had met this 
cousin once and was accepting of the 
arranged marriage. However, she wished to 
continue her education and she wanted to 
have his agreement on this condition. 

 The counsellor was very concerned 
about the human rights issue of forced mar-
riages that seemed increasingly common in 
his South Asian Canadian adolescent case-
load. He advised Naz that he would like to 
signal Youth Protection on her behalf as 
she had once reported that her mother had 
slapped her on the face over delays in doing 
housework. Naz was very upset by this 
suggestion, denying that she was being 
abused and said that his intervention would 
cause a terrible furor at home. She did not 
want to go into placement, nor would she 
consider independent living which “would 
break my family ties  forever.” The CCS 
consultant decided to inform Naz of her 

rights, offering to intervene with her family 
and informing her of the option of “inde-
pendent living” arranged by social services. 
Naz, however, was adamant that she was 
close to her family and preferred to stay 
with them and negotiate an education after 
marriage by having her maternal aunts 
lobby on her behalf within the closed sys-
tem of the extended family. She appreciated 
the neutral space of the therapy as a place to 
refl ect on her life and options but did not 
want the counsellor to break her confi dence. 
The  counsellor felt anguished about her 
choice. Consistent with his perception of 
Canadian values, he perceived her as cultur-
ally oppressed by arranged marriage and 
patriarchy and he wanted to support her 
autonomy. The consultation process 
acknowledged the dissonance of cultural 
values and assumptions between therapist 
and patient then shifted to work with the 
counsellor focusing on the moral, cultural 
and ethical issues around his choice of 
Youth Protection versus confi dential dia-
logue with this adolescent client. It 
remained diffi cult for him to accept Naz’s 
insistence that her attachments within the 
extended families were protective factors 
while her maternal relationship was clearly 
troubled. The counsellor correctly was try-
ing to distinguish between issues of forced 
marriage and arranged marriage, especially 
as he had been sensitized by recent inci-
dents in Quebec of honor killings, which 
had been widely reported in the media. 
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issues that arise in intercultural encounters. As in 
other Western countries, children over fourteen in 
Quebec have rights for self advocacy and auton-
omy that are vastly different from many migrant 
families’ cultures of origin. Negotiation of auton-
omy is complicated by legal, social and institu-
tional norms and rules, as well as the fears and 
expectations that professionals and families bring 
as a result of stereotypes. In this case, the coun-
sellor saw Naz as the victim of an oppressive sys-
tem who needed his help to achieve emancipation. 
However, Naz insisted she was not a brown 
woman oppressed by her father but a person with 
considerable agency who simply needed a safe 
place to refl ect on her dilemmas and work out 
strategies that would maintain crucial family ties 
and cultural values. Western psychotherapies and 
even social work have tended to put more empha-
sis on autonomy than belonging (Falck,  1988 ). 
Finding ways to help patients negotiate an adap-
tive balance between autonomy and interdepen-
dence requires careful exploration of the systemic 
dynamics of power, silencing, and culture change 
(Jack & Ali,  2010 ;    Spivak,  2006 ). The aim is to 
support patients’ voice and agency while respect-
ing their need and desire to live life in and through 
family and community. The gaze of the dominant 
culture and the dissonances of cultural value sys-
tems are challenging for both therapist and client 
in this process. In most cases, the strain of accul-
turation can be resolved with the adoption of 
functional bicultural or hybrid identities. 
However, in some cases, these bicultural strains 
may increase the risk of domestic violence, child 
abuse or honour killing and require careful fam-
ily and systemic assessment and intervention 
(Guzder & Krishna,  2005 ).  

    Conclusion 

 The cultural consultation model aims to provide a 
wider clinical lens to understand clinical prob-
lems in social and family context. Our clinical 
encounters with families and individuals help to 
reveal systemic processes. The consultant joins 
with the system to understand its dynamics but 
also to create a refl ective space where family 

members can explore their diverse perspectives, 
strategies for problem solving, and sources of 
wellbeing. The consultation process works 
towards the co-construction of meaning across 
multiple frames of reference among participants 
in the clinical system, including family members, 
health and social services professionals, teachers 
and others actors implicated in the patient’s prob-
lems. The consultation facilitates knowledge 
transfer to other mental health practitioners by 
linking cultural issues to more familiar systemic 
approaches. The focus in consultation is simulta-
neously on the patient and the therapist interact-
ing with otherness—within themselves, with 
each other and in relation to larger social institu-
tions and cultural frames. Cultural aspects of 
family and systemic processes provide the con-
text of meaning that illuminates symptoms and 
behaviors pointing towards new possibilities for 
meaningful coherence and adaptive change. 

 Migration often necessitates the redrawing of 
family maps as families adapt to new places, 
spaces and contexts. The family’s encounters with 
powerful institutional and political exigencies 
shape the interactional and emotional processes 
that generate or resolve distress in the system. 
Cultural consultation follows the lead of these 
affective and interactional processes to enter and 
engage or join with the family, while charting ele-
ments of the family’s cultural maps to allow for 
the translation and reframing of symptoms and 
problems with the input of referring clinicians. 

 The consultant aims to engage families and 
therapists, bearing witness to their predicaments 
and distress and co-constructing narratives that 
can foster their resilience and assist them in prob-
lem solving, consensus building and fi nding ways 
to bridge the worlds of their origins and of their 
current challenges. Family therapy provides 
many tools to engage with systemic issues in 
vital dialogues that enrich the cultural consulta-
tion process. Though every culture has its own 
patterns, coherence, rules and structures, the fl ex-
ibility of cultural paradigms and cultural imagi-
nation is often our best ally in achieving the goal 
of strengthening families and clinical alliances. 
In addition to exploring the central issues of each 
family, cultural consultation also engages with 
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the therapists’ own cultural background and the 
cultural assumptions that lie behind institutional 
practices to seek the most benefi cial alternatives 
in intervention planning. Systemic thinking 
derived from family theory and therapy also can 
be applied to the dynamics of interactions within 
the clinical encounter itself. Understanding the 
systems of family, community, health care pro-
viders and institutions as well as local and trans-
national networks can lead to diagnostic 
revisions, shifts of clinical strategy or new solu-
tions that might not be evident with an exclusive 
focus on the individual.     
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 The young women with amber skin, hair and brows of black 
 as crows’ wings, eyes of lionesses in heat, 
 dressed in silks of delirious hues… 
 they wander through foreign rooms in the last daylight of the century 
 painting their eyes… 
 somewhere out of them, alive or dead I have sprung 
 yet no one seems to recognize me. 

 From: “Ancestors” by Rishma Dunlop ( 2004 , p. 31) 

          Introduction 

 Gender, power and ethnicity are universal factors 
in structuring clinical work, infl uencing the ther-
apeutic alliance, transference,  countertransference 

and the processes of assessment and intervention. 
In any clinical encounter, the identity of the clini-
cian infl uences the process, but these issues are 
thrown into relief when the clinician comes from 
a visible minority or racialized group (Fernando, 
 1991 ; Pinderhughes,  1989 ; Tummala-Narra, 
 2004 ,  2005 ). While clinicians’ personal back-
grounds, including the dynamics of their family 
of origin, are always relevant in clinical work 
(Catherall & Pinsof,  1987 ), this dimension is 
especially important for consultants from minor-
ity backgrounds, whether working individually 
or as members of multicultural teams. 

 To illustrate the interplay of gender, power 
and ethnocultural identities in clinical work, this 
chapter will present CCS cases seen by two South 
Asian origin consultants and a French-Québecois 
child psychiatrist (CR) trained in Canada with 
extensive South American and European 
 experience. The South Asian therapists were a 
 third- generation Indian origin, Canadian-trained 
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child psychiatrist (JG) with clinical experience in 
Canada and India and a fi rst-generation immi-
grant to Australia (RSM), with training and clini-
cal experience in India, Australia and Canada as 
a child and family clinical psychologist. The 
cases we present were chosen because they show 
how the ethnicity and gender of the minority 
clinician can evoke a range of systemic, cultural 
and dynamic issues in work with a heterogeneous 
South Asian clinical population. In addition to 
the consultants’ refl ections, these issues were 
further analyzed and discussed at the weekly 
CCS case conferences where the consultants, 
referring clinicians, colleagues and students all 
contributed to case formulation. These interdisci-
plinary case conferences played an important 
role in highlighting systemic factors and under-
standing the dimensions of power, ethnicity and 
gender. As the case material will illustrate, the 
South Asian clinicians embodied the host coun-
try’s institutional power and its defi ciencies, 
and yet the fact that they also shared background 
and identity with patients allowed them to repre-
sent or mirror the shifting experiences of vulner-
ability and strength of patients and their families 
at intrapsychic, intra-familial and sociopolitical 
levels.  

    Contextualizing Clinician Identity 
and Training 

 The seminal work of Fanon ( 1961 ,  1967 ) drew 
attention to the power of gaze of the Other as a 
mediator of racism and to the cultural scoto-
mas that blind participants to this destructive 
power. Fanon’s refl ections on his experience as 
a Black psychiatrist treating both the White 
colonist and the colonized subaltern provided 
the fi rst in-depth analysis of the impact of colo-
nialism on the clinician’s own identity. His 
refl ections also propelled subsequent work in 
postcolonial studies, addressing the social 
meanings and power dynamics of race, class, 
gender, ethnicity, nationality and language 
(e.g.,    Davar,  2009 ; Gilroy,  2004 ; Nandy,  1980 ; 
Said,  2003a ,  2003b ; Spivak,  2006 ). This litera-
ture is particularly relevant to minority clinicians ,  

who themselves are part of diasporic peoples 
and must regularly negotiate expressions of 
power, prejudice, identity and cultural disso-
nance that refl ect this colonial history (Akhtar, 
 1995 ; Hickling,  2007 ; Fernando,  1995 ,  2002 ; 
Kareem,  1992 ; Maiter & Stalker,  2011 ; Young- 
Bruehl,  1996 ). 

 Earlier work on the racially or culturally dif-
ferent clinician has identifi ed multiple ways in 
which these socially constructed identities infl u-
ence clinical work, including racial bias, cultural 
countertransference, as well as culturally or his-
torically rooted phantasy (Adams,  1996 ; Akhtar, 
 1999 ; Holmes,  1992 ; Kareem,  1992 ; Tummala- 
Narra,  2007 ; Young-Bruehl,  1996 ). Effective 
cultural consultation requires an awareness of the 
constraints of these factors on clinicians’ agency, 
engagement and positioning as well as on clients’ 
responses (Bhui & Bhugra,  2002 ; Kareem,  1992 ; 
Maiter, Stalker, & Allagia,  2009 ). The process of 
cultural consultation strives to create conditions 
that promote cultural safety (Kirmayer,  2012 ; 
Williams,  1999 ). The clinician’s identity is 
 integral to the process of creating cultural safety 
by bringing other perspectives to clinical assess-
ment and intervention. Though an initial positive 
alliance may be strengthened by language, 
gender or ethnic match of therapist and clients, 
these same factors can also disqualify or disem-
power the clinician. In this chapter, we will use 
clinical vignettes from the work of the CCS to 
illustrate this process in the work of South Asian 
female consultants. The need to protect confi den-
tiality limits our discussion of how the cases are 
complicated by the unique heterogeneity and 
hybridity of South Asian diasporic communities 
and families, but the cases reveal some of the 
common predicaments associated with migration 
and acculturation (Bhugra,  2004 ; Guzder,  2011 ; 
Fernando & Keating,  2009 ; Akhtar,  2005 ). 
Despite the apparent ethnic matching, clinician 
and client may be similar only in skin color or 
limited shared cultural knowledge, and the con-
sultation often requires the presence of inter-
preters and culture brokers to bridge gaps in 
communication and mutual understanding. The 
superfi cial appearance of similarity can result in 
an initial positive alliance, as well as resistances 
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that undermine cultural safety. In addition, the 
female consultant may face power issues embed-
ded in traditional South Asian-gendered hierar-
chies that mirror patients’ individual or family 
predicaments in the North American context. 

 While mainstream Euro-North American cul-
ture has integrated a variety of psychotherapy 
approaches to deal with mental health problems, 
South Asian societies tend to deal with distress 
and confl ict through culturally embedded frame-
works that include familial and religious strate-
gies (Kakar,  1982 ; Chaudhry,  2008 ; Rahman 
et al.,  2009 ). Cultural consultation aims to under-
stand these frameworks and integrate them into 
clinical work with migrant families and individ-
uals (Akhtar,  2005 ; Comas-Diaz & Greene,  1994 ; 
Malat, van Ryn, & Purcell,  2006 ; Tummala-
Narra,  2004 ). 

 Diverse pathways of migration, generational 
differences, sociopolitical histories, religious and 
faith-based practices, caste hierarchies and famil-
ial and community dynamics all impact on the 
integration and assimilation patterns of the South 
Asian diaspora. Since each family member may 
acculturate in markedly different ways, they may 
view the consultant in different ways through 
processes of cultural transference that refl ect 
these different realities and phantasies. The con-
fl icts, resonances and dissonances that surface in 
cultural consultations challenge clinicians’ pro-
fessional training which is rooted in mainstream 
Eurocentric models of developmental psychology 
and psychotherapy. Though the South Asian 
clinicians brought culturally informed under-
standings of these families, as well as linguistic 
competence in several languages of the Indian 
subcontinent (Tamil, Gujarati, Hindi, Urdu and 
Punjabi), the consultations demanded rethinking 
their own sociopolitical and historical positioning 
as well as some of the assumptions of standard 
mental health theory and modifying practice to 
include the use of interpreters or culture brokers 
from the community. 

 The clinical literature documents the ways in 
which migration and culture change lead South 
Asians to experience shifts in roles or power, as 
well as problems of institutional and familial disso-
nances (Abbasi,  2008 ; Bhugra,  2004 ; Davar,  1999 ; 

Guzder & Krishna,  2005 ; Maiter & Stalker,  2011 ; 
Maitra,  2006 ; Singla,  2005 ; Tummala-Narra, 
 2007 ). There is also a substantial interdisciplin-
ary literature exploring historical, cultural, caste, 
political and legal dimensions of South Asian 
subaltern and female identity (Guha & Spivak, 
 1988 ; Lau,  1995 ; Thapan,  1997 ; Uberoi,  1999 ). 
Gender and power emerge in this literature as 
critical issues which often silence subalterns, 
women and children (Jack & Ali,  2010 ; Spivak, 
 2006 ). Silencing of women within the gendered 
hierarchy inhibits their self-expression, agency 
and power but secures the homeostasis of the 
family system or social group by avoiding poten-
tial escalation of confl icts, with retaliation, loss 
or injury to other family group or community 
members. By integrating aspects of attachment 
theories, relational theories and cognitive theo-
ries of depression, the “Silencing the Self” model 
(Jack & Ali,  2010 , p. 7) can help explain the 
increased vulnerability to depression and sui-
cide found among South Asian women in some 
contexts (Guzder,  2011 ).  

    Negotiating Gender and Power in 
South Asian Immigrant Families 

 South Asia has enormous cultural diversity, yet 
there are commonalties in traditional norms not 
only with regard to collective value systems that 
contrast with the emphasis on individualism in 
the West (Bhugra,  2004 ; Fernando,  2003 ; Kakar, 
 1997 ; Roland,  1991 ) but also with regard to 
women’s roles both within and outside the 
family (Eilberg-Schwartz & Doniger,  1995 , 
 1996 ; Guzder & Krishna,  1991 ; Thapan,  1997 ; 
Trawick,  1990 ; Uberoi,  1999 ). Traditional struc-
tures of caste or religious affi liation, which pro-
vide a sense of continuity, meaning and identity, 
may contribute to social or systemic stability and 
protect families and individuals from some of 
the destructive effects of poverty, caste, war or 
other adversities. Compared to women, South 
Asian men traditionally inherit a familial status 
that confers more privilege and power. Women 
often negotiate power more indirectly within the 
family, accumulating power within gendered 
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hierarchies based on the status of their natal 
family,  motherhood, the birth of sons and the 
accrued respect of age (Guzder & Krishna,  2005 ). 
There is a split in the cultural roles of women in 
these societies who may be idealized and revered 
as matriarchs and yet, in reality, may remain 
devalued and undermined within the patriarchy 
(Kakar,  1990 ; Guzder & Krishna,  1991 ). Though 
feminine status seems to be promoted by the 
mythical status of the goddesses, the revered 
position of religious renunciants, the popular 
admiration of Bollywood stars or limited num-
bers with prominent roles in political and eco-
nomic elites, in reality, most women in traditional 
South Asian families continue to struggle with 
issues of voice, agency and power. Tensions 
between cultural idealization and devaluation of 
the feminine may emerge in migratory contexts 
and are complicated by social class, caste and 
other divisions of power. As a group, South Asian 
women are also vulnerable to social injustices 
including foeticide, dowry death, physical abuse 
and rape (Guzder & Krishna,  1991 ,  2005 ). These 
injustices are maintained by gendered hierarchies, 
as well as unequal legal status and socio-economic 
standing. Kakar ( 1989 ) and Obeyesekere ( 1990 ) 
have suggested these inequities are also psycho-
logically maintained by issues of sexual ambiva-
lence and intrusive dependence (Kakar,  1989 ). 
Women’s identities are organized around mythical 
and cultural ideals enacted in laws, moral codes 
and ritual practices which strive to maintain 
cohesion and homeostasis of family hierarchies. 
Boundaries of sexual purity or restraint versus 
impurity or transgression (Doniger,  1999 ; 
Douglas,  1966 ; Spivak,  2006 ; Thapan,  1997 ) are 
often constructed in terms of the honor ( izzat ) of 
family, clan or menfolk (Guzder & Krishna, 
 1991 ).  Izzat  (a Hindi, Urdu and Farsi term) refers 
to a code of honor prevalent in the northern 
Indian subcontinent regions. The concept of  izzat  
not only maintains perceptions and codes of 
social conduct but also is tied to the reciprocity 
of families or groups who must strive to settle 
social debts after violations of honor codes, 
including, in some instance, seeking revenge 
through “honor killing” (Coomaraswamy,  2005 ; 
Jafri,  2003 ; Penn & Nardos,  2003 ).    This cultural 

embedding encompasses sexual purity, social 
conduct and honor. These agendas are c hallenged 
by migration and modern lifestyles, which may 
increase options for autonomy and identity dif-
ferentiation for women and children in urban, 
cosmopolitan places, expanding their capacity to 
resist devaluation or abuse. Contemporary social 
realities of the Indian subcontinent offer increas-
ing options for women as evolving cultural, social 
and political contexts have opened new possi-
bilities for identity, gender roles and agency. 
Despite these changes, a 2007 research report 
prepared by the Indian Government on child 
abuse indicated that a majority of girl children 
wished they had been born male (Kacker, 
Mohsin, Dixit, Varadan, & Kumar,  2007 ). 

 In the past 20 years, migration of South Asian 
families to Canada has increased and included 
more families escaping pre-migratory trauma 
such as civil unrest, war or torture in parts of Sri 
Lanka, Bangladesh, India, Nepal and Bhutan. 
Some families bring preexisting fragility while 
others transplant frames of reference such as 
enduring caste confl ict or honor codes. In the 
Quebec context, social changes since the 1970s 
have emphasized gender equality and displaced 
traditional Catholic attitudes to marriage and 
women’s roles in favor of more fl exible defi ni-
tions of family and couple relationships. The 
political expectation for immigrants and their 
children has been on rapid acculturation to 
Quebec values and language. Quebec society has 
focussed on its own vulnerability as a franco-
phone society trying to maintain its language and 
culture in the predominately English-speaking 
North American context. This has led to a shift in 
political language from the multiculturalism 
embraced in the rest of Canada to the notion of 
 interculturalism , which acknowledges Quebec as 
a distinctive culture interacting with the traditions 
of newcomers. The diversity of the metropole of 
Montreal and the increasing proportion of non-
European immigrants to Quebec have stimulated 
debate on “reasonable accommodation” around the 
extent to which mainstream institutions should 
be altered to meet the needs of newcomers 
(Bouchard & Taylor,  2008 ). Although Quebec has 
both French and English public school systems, 
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with the passage of the Charter of French 
Language in 1977 (Bill 101), all immigrant 
children, including those for whom English was 
their previous language of instruction, must attend 
a  class d’acceuil  (welcome class) to prepare them 
for integration into French schools. As a result, in 
most of the case histories we present below, the 
children speak French, English and multiple 
Indian dialects to varying degrees, while their 
parents and the South Asian origin consultants 
often spoke English and Indian dialects. In many 
cases, therefore, the adults have less mastery of 
French than the children, further complicating 
processes of identifi cation and acculturation. 

 Local host culture tensions sometimes compel 
immigrant families to redefi ne or reorient their 
structure and functioning by shifting develop-
mental positions and assigning new roles to 
members. With shifts from extended to nuclear 
family, each generation and gender may encoun-
ter new and unexpected pressures and predica-
ments (Akhtar,  1999 ). Studies in India of culture 
change with urbanization and shifts in traditional 
family structure indicate that both adolescents and 
women are particularly vulnerable to increased 
mental disorders due to the way these changes 
affect family life (Carstairs & Kapur,  1976 ; 
Goodman, Patel, & Leon,  2008 ). Atif Rahman 
and colleagues ( 2009 ) have shown that the risk of 
depression among young Pakistani women 
increases with marriage and disturbed family rela-
tionships. In a large sample of Goan adolescents, 
Pillai et al. ( 2008 ) found that families adhering to 
traditional constraints or values had adolescents 
with very low rates of mental disorders, while 
families living in the metropoles that offered more 
autonomy choices experienced rates comparable 
to those of Euro-North Americans. 

 Migration can bring both successes and losses 
for South Asian men who may experience unan-
ticipated upheavals in their personal and family 
identity with social dislocations and an increase in 
some mental disorders (Bhui & Bhugra,  2002 ). 
The loss of male peers and role models, shifting 
positions in the extended family system, chal-
lenges to the entitlements of patriarchal power 
and loss of culturally sanctioned mediators, such 
as trusted extended family members, are some of 
the factors that may undermine previously adap-

tive identities and coping strategies. While some 
men respond to the challenges of migration with 
resilience, others may experience intense resis-
tance to change, and the stresses of acculturation 
may result in substance abuse, gambling, domes-
tic violence or other mental health problems. 
Some of these men perceive little compensation 
for their losses after migration to Western societ-
ies, especially if their roles as providers, positions 
of power and self-esteem are undermined. For 
men, the changes in status associated with migra-
tion may intensify issues of shame or dishonor 
and increase the risk of violence related to per-
ceived threats to family or group honor (Guzder & 
Krishna,  1991 ; Ghosh,  1994 ). 

 In contrast, South Asian women, although 
affected by changes in family networks, support, 
mediators and role models (Uberoi,  1999 ), may 
fi nd themselves in a host society which affords 
them new options for negotiating power and eco-
nomic possibilities that allow greater indepen-
dence or autonomy for themselves and their 
children. Legal rights, including the option of 
leaving abusive spouses, divorcing and retaining 
child custody rights, are new possibilities for 
these women. Those who choose the path of 
separation or divorce may be distressed by the 
loss of support from the extended family even if 
they are relieved to escape from oppressive family 
situations (Guzder & Krishna,  1991 ). 

 Both men and women may be compelled in 
varying degrees to undertake a transformation of 
values and renegotiate their marital relationships 
as they adapt to new realities post-migration. 
Research documents the increased socio- 
economic status of second-generation Canadian 
South Asian immigrant women, who surpass 
their male counterparts (Ghosh,  1994 ). These 
women face fewer social obstacles to economic 
advancement post-migration than they encoun-
tered in their societies of origin. 

 Encountering a female South Asian therapist 
in a clinical setting inevitably raises issues about 
the rescripting of gender norms with migration. 
The female clinician may be viewed ambiva-
lently as a substitute for traditional cultural medi-
ators, who usually are elders, religious fi gures, 
members of the wider extended family circle or a 
cohesive community. She may also be seen as a 
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mediator with the host country, a position which 
can be perceived either as helpful or as a betrayal. 
These complex and often simultaneous role attri-
butions play a key role in the therapeutic process, 
especially when the therapists’ gender and power 
attributes are dissonant with traditional construc-
tions of identity.  

    Gender in Cultural Consultation 

 Although there is some evidence that immigrants 
access medical services at the same rates as those 
born in Canada (Kirmayer,  2008 ), most South 
Asian families do not voluntarily seek medical 
help for mental health problems. They may feel 
reluctant to seek a consultation and have consider-
able apprehension related to stigma and the 
dangers of institutional power, since mental health 
issues are traditionally resolved in the privacy of 
the family (Kakar,  1982 ; Timimi & Maitra,  2005 ). 
In addition, when these families enter treatment 
with a South Asian woman consultant, the clini-
cian’s position of power may directly challenge 
and threaten to destabilize the traditional gender 
hierarchy. The clinical encounter then may inten-
sify existing vulnerabilities of masculine identity. 
While therapy is intended to provide a space to 
reframe issues of power and role dissonances, this 
opportunity may be welcome by some family 
members but resisted by others. In the clinical 
vignettes below, we explore the paradoxical 
dynamics of having a South Asian woman thera-
pist for migrants who reside in the traditional 
structural rubric of power and gender. 

 As a clinician, the female family therapist 
implicitly borrows the power of the host society’s 
health care institutions. Since migrant South 
Asian families, particularly men within these 
families, already feel systemically disempowered 
by the host culture, the reversal of the traditional 
gender hierarchy in the clinical encounter 
becomes a double disempowerment. This may 
then lead to individual or family resistances to 
the consultation or intervention process because 
the therapist is affectively situated in an 
 ambivalent oppressor role. At the same time, as a 
South Asian woman, the clinician may evoke 
positively invested gender norms associated with 

matriarchy, of respect, submission and obedience. 
Her position of power within the therapeutic 
space then is paradoxically both a reminder of 
gender role reversal and a reproduction of familiar 
gender interactions which were possible in the 
pre- migratory period. These dialectical positions 
create the possibility of using a transitional space 
(Winnicott,  1966 ) for considering options, 
reframing, individuation and therapeutic work. 
As Fruggeri ( 1992 ) points out, power need not be 
celebrated nor demonized “Rather, the therapist 
should take responsibility for his or her power 
construction within the constraints of the rela-
tional/social domain.” Thus, “power negotiation” 
is a critical tool available to the therapist who 
may need to invalidate her position of power to 
empower the family. 

  Since the CCS work is done within university 
hospitals, consultants are endowed with the 
power of both health institutions and academia. 

 Case Vignette 8-1 

 Begum was a 32-year-old Bangladeshi 
Muslim woman who had made multiple 
suicide attempts. She had been raped in the 
detention center of another country en 
route to Canada where she had claimed 
refugee status and given birth to this child 
shortly after her arrival. She was referred to 
the CCS from the regional refugee service 
for advice on the treatment of her depres-
sion. During the initial CCS interview with 
a male psychiatrist, she remained essen-
tially mute and wept. A second consulta-
tion was arranged with a South Asian 
female consultant, where Begum openly 
expressed her outrage at the subservient 
position of women in her country of origin, 
recounted her own history of domestic vio-
lence and the circumstances of her rape. 
She explained her silence during the initial 
interview as refl ecting her association of 
the male consultant with the patriarchy of 
her culture of origin, as well as Canadian 
immigration authorities and institutional 
power hierarchies. 
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Although women increasingly dominate the 
helping professions in South Asia, often without 
occupying power positions equivalent to men, 
their presence in the therapeutic context is likely 
to refl ect the possibility of shifts in power. The 
culture of institutions both idealizes and devalues 
female professionals. The South Asian consul-
tant working within these institutions must be 
aware of their own possible over-identifi cation 
with the family’s struggle to deal with dominant 
institutions such as refugee boards, youth protec-
tion or schools. In the family’s struggle with 
power both within the family and also in the 
broader context of host society institutions, the 
female South Asian consultant may be identifi ed 
as a matriarchal resource with strong positive 
transference overriding the family’s anxieties 
about institutional power and this may facilitate 
assessment and treatment. In this case, however, 
the consultant may be idealized and viewed as 
having exaggerated power. She may be asked to 
advocate on behalf of the family or transgress 
institutional constraints. Alternatively, the con-
sultant may be seen in a persecutory light as an 
extension of the host society’s obstacles to vali-
dation or acceptance. These responses may be 
obstacles to assessment or may help to uncover 
underlying clinical issues. 

  An understanding of cultural and intrapsychic 
themes related to gender helps the consultant 
navigate the shifts in power and position from 
validating to invalidating and closeness to dis-
tancing during the consultation. CCS consultants 
work with their own subjectivity regarding the 
cultural underpinnings of gender and power, by 
listening to their internal discomfort and anxieties 
that arise in response to their positioning as both 
insider and outsider. Since ethnic match often 
creates an initial positive working alliance (Malat 
& Hamilton,  2006 ), the consultant and the institu-
tional setting may be perceived as less “strange” 
or “estranged.” Initially, the fear of being among 
strangers may be mitigated by sharing a common 
language and heritage, while issues of gender 
may become clearer as family confl icts or other 
power issues emerge. Anxieties about strangers 
may also be projected onto others involved in the 
consultation, including professional interpreters 
hired from the regional health care interpreter 
service. Attitudes toward interpreters may include 
concerns about confi dentiality and the potential 
for indiscretion or leaking secrets to the commu-
nity and mask fears of the clinician or institutional 
setting. The fears of disclosure may take on a 
persecutory quality. However, the presence of 
interpreters usually increases safety and alliance. 
In some instances, interpreters and  clinician may 
be “adopted” as fi ctive family members (i.e., aunt, 
sister) or may be called for help in crisis situa-
tions. The CCS consultants aim for a position 
between these extremes, as close but not intimate. 
In this process, gender is sometimes a disqualifying 
element (“you are turning my wife against me”) 
or a necessity for alliance (“I will only see you as 
you are a woman”). 

 Social and political realities, including events 
such as the terrorist attacks of 9/11, have height-
ened public anxieties about certain ethnoracial 
groups (Tummala-Narra,  2005 ) and have had an 
impact on levels of persecutory anxiety, cultural 
difference or mistrust experienced by minorities 
in the clinical encounter. For effective consulta-
tion, these anxieties about cultural difference 
must be acknowledged as they may also arise in 
the referring team or the consultant. A similar 
response of validating rather than denying dif-
ferences that impact on the clinician–patient 

 Case Vignette 8-2 

 A South Asian psychiatrist (JG) was asked 
to consult on an inpatient unit for a 14-year-
old boy from Pakistan who had spent 
months out of school at home with his 
anxious mother. Shortly after the consulta-
tion, the mother shared with the referring 
treatment team that the South Asian con-
sultant had put microphones in restaurants 
and was sending persecutory messages to 
her. After months of her son and husband 
not disclosing her delusions and hallucina-
tions, her paranoid delusional response to 
the therapist’s name and ethnicity helped 
the team clarify the diagnosis and explain 
the school phobic behaviors. The shared 
ethnicity of the consultant was a clear 
factor in this disclosure. 
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relationship is advocated by Holmes ( 1992 ) using 
the situation of a Black female clinician working 
with White clients. Holmes notes that working 
across difference can be diffi cult or at times 
impossible when the therapist’s own equilibrium 
is disrupted, for example, when the patient’s 
focus remains on difference and mistrust and this 
prevents the establishment of basic trust and a 
working alliance with the consultant. A focus on 
“racial enactments” or other forms of cultural 
difference can be useful to the clinical process. 
The recognition of difference need not impede 
progress, though “racial enactments typically 
implicate the very issues— idealization, envy, 
jealousy and devaluation—likely to upset one’s 
narcissistic equilibrium” (Leary,  2006 , p. 650). 
Blindness to the basis of cultural differences in 
values, developmental experiences, rituals, matu-
rational markers and goals and aspirations limits 
the options for clinical rapport and intervention. 
As Tummala-Narra ( 2005 ) and Apfel and Simon 
( 2000 ) point out, most clinicians are not familiar 
with analyzing their political positions when 
confronted with racial or ethnic confl icts and 
may defensively resort to detachment, isolation, 
hyper- professionalism (Dunayevich & Puget, 
 1989 ) or fall into over-identifi cation with the 
minority patient with whom they share ethnicity.  

    Gender, Color, Ethnicity and 
Loyalty: Cultural Consultation 
Deconstructed 

 The cases described below were seen at the JGH 
CCS (Chapter   3    ) or the MCH Transcultural Child 
Psychiatry Team (Chapter   4    ). The consultants 
worked with the referring clinicians, sometimes 
alone or with their teams, who were generally 
present for initial consultations along with inter-
preters. The MCH service usually used a refl ect-
ing team in a group including the family but 
respected the wishes of patients, if they preferred 
to be seen with several members of the team. 
Though the CCS usually provides limited consul-
tations, some of the case vignettes refl ect more 
extended interventions undertaken with individuals 
or families due to their complexity. A team con-
sultation was offered to the referring agency or 

case manager if the patient refuses direct contact 
with the CCS team. 

    The next case illustrates how ethnolinguistic 
matching may allow improved communication 
and a positive identifi cation with the female con-
sultant by reframing gender and power issues in 
ways that promote resolution of confl ict between 
a migrant family and host society institutions. 

 Case Vignette 8-3 

 A consultation was requested by an inpa-
tient team for the family of Sevaanan, a 
10-year-old boy from Sri Lanka hospital-
ized for several months for suicide threats 
and severe anorexia. Sevaanan had a history 
of oppositional behaviors and had recently 
disclosed abuse by his father to his school. 
The initial assessment by a South Asian 
CCS consultant and a Canadian child psy-
chiatrist (CR) was followed by several family 
sessions with the South Asian consultant 
(RS) which took place in the hospital. 

 The family had migrated to Canada 15 
years earlier from Sri Lanka during the 
upheaval of civil war in a context of severe 
hardship. The couple had managed to cope 
with parenting and marital issues during 
their fi rst 9 years in Canada until their 
second child, a daughter, was diagnosed 
with autism. Despite their previous capacity 
to cope, the couple experienced a crisis, 
with the father progressively removing 
himself emotionally from the family and 
accumulating gambling debts. A youth 
protection investigation had not been able 
to validate the boy’s allegations of physical 
abuse by his father, while the parents were 
mainly concerned that he was losing 
weight. Though the family had been seen 
by a series of professionals, the history 
remained unclear. The parents had said 
they understood English and had not 
insisted on an interpreter because Sevaanan 
was fi ercely opposed to it, and they did not 
dare oppose him fearing his anorexia would 
worsen. The inpatient unit had relied on 
Sevaanan for interpreting. 

(continued)
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 There were several ways in which the 
father perceived himself as powerless and a 
failure: he had failed in his role as an eldest 
son to look after his parents, renouncing his 
fi lial duties and abandoning them in Sri 
Lanka during war time; he was powerless to 
protect his daughter from a serious disabling 
illness; and, because of gambling, he had 
failed to provide for his family. His position 
as “bad, abusive father,” rather than an effec-
tive parent who could be productive in the 
family, had been reinforced by trauma as 
well as underlying distress, guilt and shame. 

 It was possible to re-empower the father 
because both parents positively identifi ed 
with the female consultant at a collective 
ethnocultural level and recognized the insti-
tutional power that enhanced her position. 
Alliance building included listening to their 
discussions of numerology and Hindu 
explanatory frames of reference. As a way 
to construct hope for the father, the therapist 
introduced the story of Prince Yudhisthira 
from the  Maha-bha-rata , a hero who falls 
from grace due to gambling but redeems 
himself with honesty and family loyalty 
(Smith,  2009 ). These shared stories from 
Hindu mythology provided a vehicle for the 
family’s co-construction of a narrative that 
renewed the father’s power (Briggs,  1996 ) 
and created momentum for change in the 
family. At a deeper level, the mythological 
story reduced the dissonance between the 
host society and culture of origin by encour-
aging the couple to assert their parental 
power by negotiating within the institutional 
frame. Once child abuse accusations were 
withdrawn, Sevaanan shifted his position 
progressively to a less dominant, less vic-
timized identity and was less emotionally 
burdened by his role in the family. His par-
ents worked on strengthening their parental 
functioning. When the son expressed his 
resentment of the female consultant, dispar-
aging her interventions with open hostility, 
both parents were able to mobilize a joint 

 As an initial step, the consultation 
addressed the linguistic barriers as a power 
issue and obstruction to a therapeutic alli-
ance with the parents. Sevaanan tried to boy-
cott the use of Tamil during the assessment, 
but the alliance between the South Asian 
consultant and the child psychiatrist per-
suaded the parents not to give in and to 
acknowledge their need to use Tamil in ther-
apy. By introducing a South Asian female 
clinician who spoke Tamil, a positive alli-
ance was quickly established between the 
couple and the team. The consultant asked 
the parents “How was it for you when you 
were not able to speak to the team and 
Sevaanan was doing all the talking?” The 
mother responded that she had not thought 
that the team would listen to the distorted 
picture Sevaanan had related because “he is 
just a young boy.” The parents had been 
deeply shamed by the boy’s allegations, 
which had brought their family under a 
youth protection mandate. They had no 
youth protection system in Sri Lanka and did 
not understand that a child could accuse his 
parent and be taken seriously. The parents’ 
sense of being heard, understood and 
empowered by the South Asian consultant, 
who represented both host and culture of 
 origin societies, was a signifi cant turning 
point in the consultation. For almost a year, 
Sevaanan had triangulated his parents, 
diminishing his father’s role to that of 
“abuser, gambler and failure.” The triangula-
tion made the marital strain more explicit as 
Sevaanan appeared to champion his mother. 
This powerful family position contributed to 
his strong resistance to the introduction of 
the female South Asian consultant who dis-
placed his central role as mediator of all 
communication with the family. Once the 
language barriers were addressed, the pro-
cess of parental re-empowerment and team 
building was identifi ed as a priority and 
allowed the team to begin addressing the 
marital schism and family losses. 

(continued)
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  In this case, the female South Asian consultant 
was a bridge between the family and the treat-
ment team. She engaged the parents and particu-
larly the father in ways that helped them regain 
their sense of agency and power in part by vali-
dating his loss and grief. The consultant’s lan-
guage skills and cultural knowledge were relevant 
not only to facilitate communication but to make 
use of mythic paradigms and stories that are part 
of oral tradition to convey the potential for recon-
ciliation to loss and failure and the possibility of 
resilience and renewal. While the son initially 
resented the female therapist and actively dispar-
aged her interventions, both parents were able to 
identify with her as a respected professional fi gure. 
The child psychiatrist consultant’s “in-between” 
position helped to move beyond the splits or 
polarities of South Asian family versus Canadian 
hospital team. Modelling authority and mobilizing 
a structural shift to assert a need for parental 
boundaries were two critical steps that allowed 
therapeutic progress. 

 The next vignette involves similar confi gura-
tions of power and gender but this time with an 
adult patriarch who discounts the consultant. It 
illustrates how a strategic reframing allows the 
female consultant to join with a father, who ini-
tially challenges her authority, allowing him to 
feel less threatened and to shift to accepting help 
from a professional who comes to embody the 
role of an elder matriarch, despite her youth. 

response to his defi ant stance, identifying 
with the consultant as a respected matriar-
chal fi gure. Reframing the father’s position 
and emphasizing the son’s need for the 
parenting team’s authority helped them to 
mobilize a structural shift to reassert appro-
priate parental boundaries. Further couple 
sessions explored marital strain, diffi culties 
coping with the younger child’s diagnosis of 
autism and the impact on mother of the 
father’s previous losses, while family sessions 
focussed on the developmental needs of 
both children. 

 Case Vignette 8-4 

 A cultural consultation was requested by 
the outpatient team of a children’s hospital 
for Mala, an adolescent girl with fi rst-episode 
psychosis and mild mental retardation. 
Mala’s family, from Bangladesh, was strug-
gling to come to terms with their youngest 
daughter’s illness. Six months into treat-
ment, her father remained fi ercely overpro-
tective and kept her home from school. Her 
mother tried to reintegrate the girl into 
normal activities, insisting her daughter 
begin with simple household chores, but this 
approach was resisted by father who felt 
that mother should be a caretaker because 
their daughter was “fragile” and “sick.” 

 The cultural consultant, who was a 
South Asian woman in her thirties, agreed 
to follow the family for a few joint therapy 
sessions with the Canadian child psychia-
trist. During one of the family therapy ses-
sions as parental confl ict was being 
clarifi ed, the mother said: “It has always 
been diffi cult, as he never supports my 
decisions when it comes to the ways of dis-
ciplining our children.” When the therapist 
asked the father to respond to what the 
mother had just said, he replied by address-
ing the therapist, “You are quite thin. Is 
your health all right?” This apparently 
tangential remark questioned the thera-
pist’s physical strength and, by analogy, 
her ability to deal with the family’s diffi -
culties. Of note, the father never made this 
type of personal remarks to the Canadian 
clinicians. The South Asian therapist’s fi rst 
reaction was to receive this as direct dis-
qualifi cation of her as a professional and a 
deliberate attempt to derail her line of 
inquiry. In effect, an older South Asian 
man was responding in a patronizing way 
to a much younger South Asian woman 
who had  trespassed boundaries and chal-
lenged him, albeit gently, to respond to his 
wife’s perception of his lack of support. 
The remark could be seen as his defensive 

(continued)
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  During family therapy sessions with South 
Asian families, it is not uncommon for the 
female therapist to feel disqualifi ed, as described 
in the two preceding vignettes. Although the 
challenge from the family may be expressed 
more directly if the therapist is of South Asian 
origin, the power position of the mainstream 
female clinician may also be resented and con-
tested. Reframing the disqualifi cation of the 
South Asian clinician allowed the clinician to 
join with the family’s feelings of being disquali-
fi ed in relation to host society institutions. These 
interventions consolidated the therapeutic alli-
ance and allowed the consultant to explore the 
broader implications of each family member’s 

experience of being rendered powerless or 
silenced whether by the larger society, cultural 
community or internal family dynamics. The use 
of gender- and hierarchy- based challenges to 
the clinician’s authority is similar to the defen-
sive manoeuvres of cultural camoufl age dis-
cussed in Chapter   7     (see also Friedman,  1982 ), 
where underlying psychodynamic or systemic 
issues are camoufl aged by invoking cultural 
norms and motifs. To circumvent this potential 
use of culture as camoufl age, the cultural consul-
tant must remain attentive not only to the 
obvious cultural themes and issues but also to 
signifi cant issues of family process, structure 
and affect. The consultant strives to establish a 
systemic position as mediator (Messent,  1992 ). 
The mediator’s empathic understanding of family 
and collective values provides an opening for 
identifying cultural strengths. In the cases above, 
substituting a Western model of individual voice 
or interpreting the father’s response as simply a 
diminution of matriarchal infl uence might have 
closed the possibility of validating cultural strat-
egies to strengthen the common ground of the 
parenting couple. Silencing is a common issue in 
gendered hierarchies (Jack & Ali,  2010 ). In clin-
ical assessment and intervention, silencing has 
the effect of segregating women’s experience, 
limiting the possibilities for dialogue and an 
inclusive negotiation of the position of both 
genders. The systemic approaches of narrative 
therapy and the strategy of circular questioning 
which asks family members to refl ect on each 
other’s responses deliberately work to include 
marginalized and silenced voices and introduce 
new options for dialogue guided by the therapist. 

 Women in South Asian societies learn to claim 
their power and position through modelling the 
behaviors of their older counterparts in the 
extended family who negotiate power by diplo-
matic shuttles between men, and sometimes 
between senior women, in the hierarchy. This 
modelling of instrumental effectiveness and tacit 
power is not available in the nuclear family of 
migrants, who also must contend with radically 
different notions of gendered power in the new 
host culture. However, while women’s position 
and power may change profoundly with migration, 

response to having his paternal role dis-
qualifi ed, by  disqualifying the therapist’s 
role, in turn. It could also be understood as 
an indirect expression of his powerlessness 
in the hospital interactions dominated by 
White female clinicians. Realizing this, the 
therapist responded by saying, “You feel 
like looking after everybody, especially the 
women. You want to take care of your 
daughter and your wife. You even worry 
about my health.” This positive reframing 
moved the focus from his defensive stance 
to his positive efforts to be a caretaker and 
benevolent provider. He received this 
reframing as a reassurance of his valued 
position in the family hierarchy. Feeling 
less threatened, he proceeded to express his 
helplessness and impotence in dealing with 
the crisis of his daughter’s psychosis. The 
discussion of vulnerability allowed realign-
ment of parental positions and the common 
theme of powerlessness that joined the 
 parenting couple. This strategic therapist 
response was cognisant of gender and 
power attributes by the client and made it 
possible for the couple to process other 
themes of dependence, silencing, control 
and autonomy related to their fears and 
advocacy for a vulnerable adolescent with a 
fi rst-episode psychosis. 
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at the same time, they represent and are expected 
to maintain continuity with the lost world for the 
family as a whole and, in particular, for the men. 
The tensions between the new opportunities for 
power and agency that come with migration and 
the obligation and desire to maintain cultural 
continuity may apply both to the women in the 
family and to the “other” South Asian women 
who encounter the family as consultants. 

 As in the case of other migrant communities, 
South Asian couples and families must renegoti-
ate their roles to meet new demands of the 
Canadian milieu. For example, as Sluzki ( 1979 ) 
has suggested, migrant families may initially 
negotiate or develop splits between instrumental 
and affective roles with a key member, usually 
the male provider, functioning in a present- 
oriented provider or “survivor” mode, while 
another family member, often a woman, “holds” 
the past intact. The parenting couple thus pre-
serves family stability until the emergent role of 
individuating children at adolescence or other 
events often destabilize this strategy. Pregnancy 
can be an especially critical time for immigrant 
women who may be more vulnerable to depres-
sion owing to a lack of extended family and com-
munity supports or other stresses associated with 
migration (Zelkowitz et al.,  2004 ). Families may 
achieve a precarious balance that hides male role 
dislocations or downward social mobility, until 
the occurrence of unexpected stressful events 
such as the diagnosis of developmental disorders 
in a child, behavioral or mental health problems 
in an adolescent, serious medical conditions of a 
parent or the loss of a job by a breadwinner. The 
following case vignette illustrates issues of gender 
and power exposed by a postpartum crisis. 

 Case Vignette 8-5 

 Ajanta, a 22-year-old Muslim woman, who 
had emigrated from Pakistan 3 years earlier, 
was referred for cultural consultation by a 
community clinic for postpartum depres-
sion, anorexia and somatic complaints unre-
sponsive to multiple consultations. She was 
seen initially with her husband, her French 
Canadian therapist, an interpreter (who 

had been refused by her husband but 
requested by the patient) and the caretaker 
of her children, who remained in the waiting 
area with her 18-month-old twin girls. The 
interpreter was an older Pakistani woman 
who had been in Canada for more than 20 
years, had children and a career, who intro-
duced, through her own self- disclosure in 
the later sessions, another layer of com-
plexity and identifi cation to the therapeutic 
encounter. 

 Ajanta had been unable or unwilling to 
wean the twins. She adamantly refused to 
put them in day care, because she equated 
this step with acquiescing to her husband’s 
plans that she was “not returning home.” 
The couple was at an impasse in their con-
fl ict over the husband’s wish that his wife 
and the twins remain in Canada rather than 
moving back to her country of origin or 
even going for a brief visit to renew her 
links with her parents. The husband agreed 
that young mothers usually return to their 
natal families especially after a fi rst child-
birth as part of the nurturing of the young 
mother and support of her child care skills. 
Ajanta had been determined to go home to 
her natal village where she longed to be 
cared for by her parents and also to 
 complete her mourning for a recently 
deceased uncle to whom she had been 
strongly attached in childhood. Her hus-
band strongly resisted her plans to visit to 
Pakistan, insisting that the twins might be 
kidnapped or fall ill. He showed little 
empathy for his wife, who was a maternal 
cousin, and wanted to be present for the 
consultation “to supervise” the interven-
tion rather than involving himself as part 
of the process of problem solving. The 
couple were seen for four sessions alter-
nately together and alone. 

 Though diagnosed in primary care with 
postpartum depression, Ajanta had rejected 
antidepressant medications. She was afraid 
of the limitation on breast feeding when 
taking medication. Additionally, she felt that 

(continued)
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home, she began to focus in the sessions on 
options for her autonomy in Canada. 

 Identifi cation with the therapist helped 
Ajanta in building bicultural frames of ref-
erence.    She proceeded to wean the babies 
and agreed to put them in day care. However, 
she resisted her husband’s push for her to 
return to work prematurely by using the 
support of the clinic therapist who she felt 
was “outside the culture and could shame 
him.” But resisted her husband’s push for 
her to work prematurely by using the sup-
port of the clinic therapist who was “outside 
the  culture and could shame him.” She felt 
relieved that her voice was heard in the 
marital and individual sessions though she 
was disappointed that the consultant had not 
been able “to force my husband to send me 
home”. She stated she had seen the consul-
tant as an elder matriarch who appeared to 
have considerable institutional and social 
power from her husband’s perspective. 

 Both members of the couple were 
 grappling with losses and cultural shifts 
which were the focus of this intervention. The 
husband needed to be seen as a strong care-
taker who nevertheless masked his deep 
sense of powerlessness and struggles of 
divided  loyalty between his family matriarchs 
and his young wife. Despite his apparent 
dominance and continual assertion of patriar-
chal authority, the referring therapist pointed 
out that the husband was unable to change his 
wife’s feelings and his coercive strategies 
were viewed negatively by the clinic. 

 In the course of the consultation, the 
husband was seen briefl y individually, and 
it emerged that he had been intimidated by 
a Pakistani gang in Montreal and felt he 
could not relate the resultant shame and 
fears to his wife. In fact, he had gone to the 
police in Canada without telling his wife, 
but he was more concerned about the gang’s 
threats to his family’s safety should they 
return to his country of origin. Disclosing 
this predicament to the consultant elicited 

(continued)

“depression” was highly stigmatized 
because it implied she was “mad” and fur-
ther disempowered her voice and agency 
in negotiations within the family. She 
appeared to be appeasing her husband who 
had labelled her depression as “weakness 
and laziness,” though in individual therapy 
sessions, she attributed her lack of direct 
assertion of her motives to the powerful 
patriarchal position of her husband and his 
family. He was angry that she had not 
adapted well in Canada (“so many people 
want to come here… she is so fortunate and 
ungrateful”). He wanted her to get a job and 
accept Canada as her home. Her passive 
strategies of resisting acculturation, symp-
toms of anorexia and refusal to wean the 
twins appeared to limit the husband’s sense 
of control and undermined the hierarchy. 

 Ajanta felt that, as a South Asian woman, 
the consultant could both mediate the 
marital strain and understand her extended 
family pressures which she had not shared 
with the referring therapists (“they don’t 
understand”). She attributed enhanced 
power to the therapist as a matriarch who 
could counter the husband and his close 
alliance with his mother and sister. When 
seen individually, she discussed her ambiv-
alence about married life both in Canada 
and Pakistan. She insisted that her husband 
was not physically abusive, though clearly 
he was extremely controlling. She empha-
sised that she appreciated her husband as a 
good provider and father. Additionally, she 
felt she could not explicitly reveal her mar-
ital unhappiness to him or to their relatives 
in the extended family, especially as this 
was a cousin marriage. She explained that 
direct confrontation would cause great 
“family problems,” including raising prob-
lems of dishonor (loss of  izzat  or honor) and 
bringing shame on her father. After voicing 
her frustration with her husband’s family, 
especially his loyalty to his mother and sisters, 
who had advised him not to send her 
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  In cultural consultation, the institutional 
context interacts with issues of gender and 
power and sometimes reveals forms of institu-
tional racism (Fernando,  2002 ). These patterns 
of discrimination can be quite subtle and diffi -
cult to expose because they are associated with 
strong cultural norms and ideologies. The CCS 
and MCH teams were located within university 
hospitals that represent the power of health 
institutions and academia, which are rooted in 
the values of the dominant culture. Parts of the 
world where institutional values refl ect famil-
ial patriarchal entitlements may be perceived 
by North American mental health practitioners 
as disempowering and oppressing women. This 
same attitude may be extended to the percep-
tion of the consultant from a minority back-
ground, complicating her interventions with 
colleagues.  

suggested their issues were embedded in the 
dislocation of family paradigms, traditional 
roles, external issues (threats from a local 
gang), dynamics of cousin marriage and the 
loss of the usual cultural supports with a fi rst 
child. Ambivalence over the demands of 
acculturation was experienced by both part-
ners in the couple but was framed in terms of 
gender and power agendas. 

feelings of shame and discomfort but then 
allowed him to relate these issues to the 
other professionals involved and later to 
his wife. He stated that he felt tremendous 
relief that he could speak safely about his 
vulnerabilities with a South Asian clinician. 
However, he remained ambivalent and sus-
picious of the consultant, mentioning later 
to the referring clinician that if the consul-
tant continued to see his wife, she might 
become less obedient. In the last joint ses-
sion, he left saying, “If you ask me to 
change I will become more depressed than 
my wife, then who will look after us?” 

 In this case, the South Asian consultant 
provided a transitional space to reconsider 
the diagnosis of depression, revisit role 
shifts and cultural adjustments and support 
the couple’s move from a symbiotic rela-
tionship with the twins to an appropriate 
stage of differentiation and gradual auton-
omy. During the individual session with 
Ajanta, the interpreter had offered additional 
support to the young wife through her own 
self- disclosure as a South Asian woman 
who had moved back and forth between 
Pakistan and Canada, offering another 
model of identifi cation and validating future 
possibilities of integration. The interpreter 
had also asserted herself when the husband 
dismissed a need for her interpreting skills 
during the intense discussion in the therapy 
sessions, reinforcing the need for the young 
wife’s “voice” to be heard and directly 
opposing the husband’s silencing strategies. 

 The referring clinic felt that a hospitaliza-
tion for an anorexic crisis in the wife had 
been averted by the consultation, because 
the wife began to eat as the marital tension 
remitted and the couple’s functioning 
improved. The clinic staff had taken a posi-
tion of advising rapid assimilation, empha-
sizing to the couple the need to adopt local or 
“Quebec” values rather than exploring the 
couple’s own cultural frames of reference. 
However, the couple’s strain and impasse 

 Case Vignette 8-6 

 A South Asian woman who was about to be 
deported while actively suicidal and threat-
ening to kill her children was evaluated by 
the CCS, and a report was prepared for a 
humanitarian appeal to the immigration 
board. A psychiatric consultant for the gov-
ernment agency called the South Asian 
CCS consultant to question her “overly” 
sympathetic report and asked if the consul-
tant was favouring migration of South 
Asian woman due to her own ethnicity. 
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 While the potential for over-identifi cation is 
certainly possible in any clinical interaction when 
countertransferential issues are raised, in this 
case the desperate situation of the patient was 
discounted by the government consultant who 
questioned the CCS consultant’s “objectivity”, 
with little substantive basis to his speculation. In 
addition to a general scepticism about the claims 
of refugees, it is likely that gender bias contrib-
uted to this attempt to dismiss the consultant’s 
report. This type of disqualifi cation by profes-
sionals can be diffi cult to manage. The existence 
of a service like the CCS can provide an institu-
tional and academic base from which to respond 
to such biases. Political, legal, ethical and institu-
tional racism issues or realities may also arise 
that require a discussion with the referring and 
consulting team. 

 Of course, strong identifi cation with patients can 
occur and make the consultation process particu-
larly diffi cult as illustrated in the following vignette. 

  Again, in cases like this, a high level of 
identifi cation between consultant and patient 
may make disclosure of some kinds of diffi cult 
material more possible, but it also poses diffi cul-
ties for the consultant who will benefi t from team 
or peer supervision to manage the potential per-
sonal and professional issues. Additionally, the 
issues of refugee rights and advocacy in legal 
processes raise other dimensions of power which 
are realities in cultural consultation work. 

 Case Vignette 8-7 

 A South Asian married woman refugee 
reported being raped during police interro-
gation in her country of origin. She wanted 
to see the South Asian consultant to share 
her feelings of despair after being raped by 
her immigration consultant in Quebec who 
had directed her to her lawyer. She was 
terrifi ed to see him alone or to reveal these 
rapes to her husband as she would be con-
sidered irremediably impure. She also 
feared the agent had contacts back in her 
home country who could hurt her children 
left behind. She wanted to share these 
issues with the consultant but did not want 
to disclose them more widely. She said that 
God could hear her despair better now, and 
she prayed that her sons would someday 
avenge her. She named her sons as part of 
the patriarchy who would be outraged by 
the rape and uphold her communal and per-
sonal honor. However, she explained that 
she feared that disclosure of the rape would 

 Case Vignette 8-8 

    Ayad, a 24-year-old South Asian male refu-
gee claimant, was referred by a community 
care facility where he was being carefully 
monitored and medicated after discharge 
from a hospitalization for several suicide 
attempts. He was awaiting an appeal of his 
application for refugee status, and the cul-
tural consultation was requested by a male 
staff member of the facility who had devel-
oped a close alliance with the patient and 
accompanied him for a single consultation 
visit. Trials of many different medications 
and consultations with other mental health 
professionals had led to no improvement in 
Ayad’s self-harm behaviors. 

 Ayad was homosexual and had had a 
relationship across caste lines with the son 
of a prominent politician in his place of 
birth in South Asia. He had been kidnapped 
for ransom and the father of his companion 
had made death threats to his family. His 
mother secretly sold some family land to 
pay the ransom, contravening his father’s 

(continued)

diminish her in her husband’s eyes and per-
manently undermine their marital relation-
ship. This narrative was very distressing 
for the consultant who was bound by confi -
dentiality not to disclose the events but 
sought legal advice on how to guide the 
patient toward appropriate legal recourse. 
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self- harm escalated. The therapists at the 
care facility partly blamed Ayad’s problem 
on the impact of the “primitive cultural 
taboos” and prejudice of his family and 
South Asian culture. They understood the 
patient’s guilt at being unable to resolve 
hopeless family issues and his attachment 
to his lover. They felt they were empower-
ing Ayad, by discussing the potential to 
allow himself opportunities for gay life in 
Canada as major incentives for wellness, 
provided the uncertainty of his refugee 
 status was resolved. The staff identifi ed 
Ayad’s resilience in his ability to work, and 
he was seen as having good potential for 
social integration, but they did not under-
stand why his suicide ideation and attempts 
continued despite their active support. 

 As Ayad related his story to the South 
Asian female consultant, his main focus 
was his feelings of outrage at his father’s 
lack of support and his response of acting 
out the father’s message. He minimized the 
impact of his actions on his relationship 
with his mother, his sisters and family. It 
appeared that his mother was also now 
depressed and possibly suicidal. Ayad had 
a sense of entitlement to his mother’s 
resources and showed little gratitude or 
respect for his mother’s efforts to save him 
and get him to Canada. Ayad’s preoccupa-
tion with his love affair had blinded him to 
the advocacy and courage of his mother in 
getting funds to pay the ransom for his 
release and allow his fl ight. 

 Ayad’s suicide gestures were considered 
in the light of the gender, legal and  structural 
violence inherent in his family situation. 
The consultation focussed on broadening 
his sense of choice and agency to allow him 
to consider alternate identifi cations and 
pathways to confl ict resolution. He had not 
recognized how his feelings about his par-
ents played a signifi cant role in his suicide 
behaviors. While the female therapist, 
joined with his male care facility staff, 

decision to refuse to accede to the coercion. 
After his mother paid the ransom and 
obtained his release, Ayad broke his prom-
ise to his mother to end the affair and 
returned to his former partner. The relation-
ship fi nally ended when the partner’s father 
sent his son away to get married. Ayad’s 
father was devastated by both the public 
exposure of his son’s homosexuality and his 
violation of caste boundaries in the rela-
tionship. His father was furious when he 
discovered that his wife had taken money 
for the ransom from their dowry and retire-
ment savings. 

 Ayad was devastated when his lover’s 
father issued death threats. He had 
attempted suicide in India, telling his fam-
ily he was still in love with this young man. 
His father had then “excommunicated” him 
from the family. His mother, however, had 
raised enough funds to send him to Canada 
“to be safe.” His affair became common 
knowledge in his urban setting and led to 
the disruption of his sister’s arranged mar-
riage, which further exacerbated his guilt. 
He had made suicide attempts in Canada 
both out of “lovesickness” and guilt. When 
his father had received news of the last 
suicide attempt, he wrote to Ayad and 
advised him to “be a man and complete the 
suicide as his mother was in a deep depres-
sion” so that “the family could be rid of his 
bad infl uence in order to marry his sisters.” 
   However, Ayad’s mother begged him not to 
suicide and believed he should make a new 
life in Canada. 

 The referring treatment team held more 
egalitarian views on his right to homosexu-
ality and to grieve his lost partner, joining 
with him to validate the injustice he had 
endured as a victim and expressing outrage 
on his behalf in response to his father’s 
advice to suicide. While they were support-
ive and protective of the patient, their strat-
egies had not had a positive impact, and, in 
fact, his distress, suicide threats and acts of 

(continued)
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  Kakar ( 1997 ,  1981 ) has explored the maternal 
feminine identifi cations and bisexuality of iden-
tity formation in South Asian context. Despite 
some recent increase in acceptance of open 
homosexuality in large urban centers, in most of 
South Asia, homosexuality remains discrete and 
hidden. The emergent gay discourse in India has 
not mitigated the tensions of a social space where 
homosexuality, bisexuality and other variations 
in sexuality or gender identity evoke phobic 
responses and A (Bose & Battacharya,  2007 ). In 
traditional families, homosexuality is often coun-
tered by forced marriage in an attempt to change 
the sexual orientation and normalize the situation 
with a social façade of acceptable heterosexuality 
as illustrated in this clinical vignette by the fam-
ily’s solution for Ayad’s partner. 

 In this case, over-identifi cation with host 
country perceptions of tolerance of homosexual-
ity may have inadvertently reinforced the father–
son confl ict as the referring treatment team 
colluded in exacerbating the patient’s acting out, 
without eliciting a more inclusive picture of the 
family’s predicament. The referring clinicians’ 
acknowledged that they had not considered the 
impact of the patient’s behavior on the female 
members of the family nor had they understood 
the parental dynamics, issues of caste privilege, 
gender hierarchy, impact on arranged marriage, 
socio-economic or political context. The client 
felt the cultural consultation opened a renewed 
opportunity to show gratitude to his mother, and 
his suicide attempts stopped despite his anguish.  

    Conclusion 

    The cases we have presented illustrate how, in con-
sidering issues of gender, ethnicity and power, the 
cultural consultant must reach beyond the dominant 

paradigms of mental health training to allow multi-
ple voices and perspectives to emerge. Working 
with the cultural contexts of collective values and 
gendered hierarchies inherent to South Asia fami-
lies broadens the horizon of clinical conversations 
and the construction of solutions. Cultural parame-
ters must be recognized to understand the divergent 
perspectives of the patient, family and the institu-
tion. Acknowledging these elements provides the 
basis for a refl ective process of inquiry, but even 
with ethnic matching, deliberate efforts to identify 
blind spots and attempts to adapt perspectives, con-
fusion and uncertainty may remain. 

 Cultural consultation requires an understand-
ing that power relations in host societies and 
institutions interact in complex ways with the 
social fabric of gender and family structures from 
non-Western cultures. Creating secure transi-
tional spaces within therapeutic settings allows 
families or individuals to rethink and renegotiate 
their agency, position and power in contexts of 
cultural change and the destabilization or hybrid-
ity of cultural norms that comes with migration. 
These power negotiations involve deeply embed-
ded identifi cations, structural issues including 
political and social issues, changes in hierarchi-
cal strategies and increasing tolerance for the 
options and confusion of values related to cul-
tural change. Clearly, the changing dynamics of 
gender, race, ethnicity and culture cannot be 
captured through generalizations. These dynamics 
must be constantly reassessed not only for each 
patient but also over the course of treatment. As 
we have seen in the clinical examples, the pro-
cess of empowering individuals within systems 
can have unexpected, destabilizing and harmful 
repercussions or provide openings for positive 
and creative solutions. Through his or her gender 
and ethnicity, the consultant may embody spe-
cifi c identities that can be threatening or validating 
positions for different generations of family 
members of either gender. 

 Following Foucault ( 1967 ), we would argue 
that power can be thought of more as a strategy 
than a possession—as ways of confi guring rela-
tionships that emerge from cultural narratives 
and discursive practices, that circulate within 
local and transnational communities and that are 

could be supportive of his romantic attach-
ment, the intervention focussed on parental 
and systemic aspects of the suicide behav-
iors and his feminized position of agency 
with respect to his father. 
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revised in new contexts. As therapists, we are 
constantly revisiting our blind spots and striving 
to acknowledge hidden power relations by 
searching for projections, implicit or hidden 
meanings, listening to silence, working with con-
fusion, identifying institutional agendas and 
tracking affective responses in the clinical 
encounter. We seek to unmask power to under-
stand the underlying agendas and intentions in 
both social and familial interactions. Since medi-
cal encounters usually subordinate the patient’s 
voice to that of the physician (Addilakha,  2008 ), 
we often fail to hear the suppressed narratives of 
patients and their families. These blind spots 
become particularly hazardous in the context of 
intercultural work, where misunderstandings or 
missed understandings are even more likely. 

 Migration and cultural hybridization are part 
of lifelong developmental processes of individua-
tion that may suppress or validate various identifi -
cations and strategies in the ongoing fl ux of life 
events and change (Akhtar,  1999 ). Using exam-
ples of work with South Asian families, we have 
tried to show how consultants’ personal charac-
teristics, especially gender and ethnicity, whether 
they work alone or within a hybrid team, can pro-
vide entry points for clinical dialogue and possi-
bilities for therapeutic intervention. We emphasize 
that clinical work cannot be separated from wider 
agendas of power that are embedded in host coun-
try institutions and cultural frameworks.    The cul-
tural consultation process constructs a collage 
from the diverse perspectives of referring clini-
cians, patients, families and consultants. In this 
process the diversity of identities among clini-
cians and sometimes consultant may facilitate the 
representation of the relations among genders, 
across generations and between minority and 
majority groups. This  bricolage  allows us to look 
at intersecting frameworks rather than rooting our 
work in a single model drawn from the dominant 
ethnocentric discourses of biomedicine, psychia-
try, mental health or social services. Power and 
gender, language and ethnicity and sameness and 
difference are dimensions of clinical work which 
must acknowledge the multiple dialectics, diverse 
realities and complex transformations of identity 
inherent to migration experience.     
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        This chapter documents the process of mediation 
with ethnocultural communities in public and pri-
vate spaces. It examines how communities con-
struct and use community and institutional 
networks to support their social identities and cope 
with crises in individuals or within the group. I 
will describe the salient concepts that inform and 
shape my community consultation and mediation 
practice and present strategies for successful 
mediation work with ethnic communities that pro-
tect and support cultural heritage. The consultation 
approach is illustrated with examples of communi-
ties effectively negotiating both “non-dominant” 
and “dominant” cultural resources in their inter-
actions with mainstream sites of services. I will 
also draw from my collaboration in research 
studies of the experience of racialized minorities 
and my work as a culture broker for the CCS. 

 The last 30 years have been taxing for com-
munity activism in North America, with severe 
cutbacks in social programs and increased pov-
erty among the urban poor. Within this landscape 
of social disparity, I have worked towards devel-
oping tools in clinical practice that can assist 
individuals and groups with a history of margin-
alization in self-development and solidifying 
their often contested identities. The modern and 
postmodern struggles of marginalized groups 

have largely coalesced around economic issues, 
and equal service and representation in the public 
spheres of government, health, and politics. 
Moreover, in Canada, there has been a shift in 
ethnic community development, from a focus on 
social class and economy to a focus on  multicul-
turalism  and  cultural competency . Unfortunately, 
this shift has occurred at a time when ethnocul-
tural communities are being pressured to assume 
more of the responsibility to address social prob-
lems within their communities, with local and 
federal governments holding them accountable to 
resolve these issues on their own with minimal 
intervention and support. 

 Though my practice is not limited to one par-
ticular group, a large proportion concerns itself 
with fi nding ways to bring about collective and 
individual transformation among marginalized 
individuals and groups in Montreal’s metropoli-
tan region. Often these group and individuals—be 
they Indigenous, Afro-Canadians, immigrants, 
gays and lesbians, single parents, or sex trade 
workers—are struggling with the futility of trying 
to compel governments and social institutions to 
recognize them as whole and authentic. As a psy-
chotherapist and cultural consultant for the last 20 
years, I have employed a wide range of experi-
ences in the fi elds of social work, elementary edu-
cation, community mental health, and community 
action research to evaluate and fi nd creative solu-
tions to complex social problems. 

 The underlying principle behind this work is 
the belief that fundamentally, each individual has 
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an innate need and desire to experience a sense of 
belonging in the society in which they live and that 
when this need and desire goes unfulfi lled, the 
individual or group is left with a sense of margin-
alization and emotional distress. It follows then 
that those who fi nd themselves marginalized may 
need assistance to achieve better social integration 
and a sense of belonging in civic society (Merton, 
 1978 ; Taylor,  1994 ). In this approach to clinical 
practice, the client may be an individual, family, or 
community. Healing or transformation is achieved 
in a variety of ways, through group workshops, 
individual consultations, and working collectively 
with other community organizations, churches, or 
government agencies. The collaborative work with 
other community systems during the treatment 
process is designed to result in a transformative 
experience for both individual and group. In sev-
eral instances, there has been a trickle down or 
spillover of therapeutic benefi ts to the larger soci-
ety, particularly when art and culture are used as 
vehicles of communication in psychosocial inter-
ventions in community settings. 

 Often the fi rst step in working with the mar-
ginalized is to convince the individual or group 
that they must become visible to themselves 
regardless of whether the dominant structures of 
the society recognize them as such. Concrete 
ways of accomplishing this task are through 
assisting the client in seeing the abundance of 
riches of knowledge, history, and tradition that 
exist in their own cultural group and helping 
them recognize how their community has con-
tributed to the larger society. When community 
interventions are successful, the group is able to 
embrace the past, see progress, and view the 
future with optimism and agency rather than see-
ing themselves only as voiceless victims. This 
last point is essential: the majority of youth and 
adults who experience identity crises and who are 
seen in community organizations for mental 
health problems come from families where clar-
ity about the internal and external forces of 
oppression is signifi cantly lacking in their every-
day interactions with family and other close rela-
tions. Knowing that they are constantly under the 
gaze of the dominant society impacts on how 
Blacks or other racialized minorities go about 
developing aspirations, how they formulate their 

hopes and expectations, and how they conform to 
or reject specifi c social norms. Consciousness of 
always being under the gaze of the other also 
impacts on marginalized individuals’ capacity to 
take a critical distance from their lived experi-
ences (Frankenberg,  1997 ). In therapeutic work, 
it is evident that consciousness of oppression 
sometimes limits the individual’s ability to 
express feelings and develop effective strategies 
for living including the use of irony, conceptual 
experimentation, and creative transgression. 

 Regardless of the setting and the problem, a 
common goal in most clinical work with marginal-
ized minority communities is that participants will 
benefi t from a transformative process that leaves 
them feeling that they belong to a larger commu-
nity, the human community, which encourages 
them to reach beyond the borders of their own cul-
tures of origin when searching for solutions in 
times of crisis. 

 This approach to community consultation and 
mediation might be termed  transculturality . This 
term is an apt metaphor for my practice since it 
evokes the movement from one social position 
and worldview to another that is the focus of cul-
tural consultation. The consultant also embodies 
movement in that professional itinerancy is 
intrinsic to working with marginalized communi-
ties who often do not have the infrastructure or 
budget to hire full time professionals. More 
importantly, movement often begins with the cli-
ent’s migration from one country to another, from 
a small rural region to a big city, from a homoge-
neous community to one with a diversity of cul-
tures, or from a poor heterogeneous inner-city 
neighborhood to a more homogeneous suburban 
community. Although the majority of migrations 
are successful, when coupled with social adapta-
tion diffi culties, the experience can be extremely 
diffi cult for some groups and individuals. 

 In most contemporary urban centers, individu-
als have experiences with cultural difference and 
diversity on a daily basis, on public transporta-
tion on the way to work, at the grocery store, in 
interactions with their children’s caretakers, at 
the bank, in church, and so on. Similarly, nearly 
everyone is inhabited by multiple cultural beliefs 
and practices, some from their own cultural 
background, others from the diverse cultures that 
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they negotiate and transact with every day and 
which they use more or less unconsciously when 
appropriate. Whatever its developmental roots, 
one’s identity is constructed over a lifetime and is 
not fi xed or stagnant but renegotiated and trans-
formed as difference is encountered. Although 
these encounters are determined largely by social 
forces beyond the individual, the texture and 
outcome of such encounters remain the responsi-
bility of each individual as an active participant 
in a pluralistic society. 

 Through acculturation, the individual and 
group embody cultural responses that become 
second nature and that can be sources of strength 
and support during times of crisis. The aim of 
community consultation and mediation in mental 
health is to recognize and exploit this cultural 
capital to address mental health problems. Of 
course, in everyday life, many marginalized 
groups do this very well and deal with common 
mental health problems on their own or with 
resources of the family and community. They 
consult mainstream systems for diagnosis and 
treatment when they have especially puzzling or 
serious health problems or when ordinary reme-
dies and solutions prove inadequate and the prob-
lem persists. As a result, by the time people arrive 
for consultation in the mental health system, they 
have their own ideas of what may be wrong and 
what is likely to be helpful. Sometimes, the men-
tal health practitioner’s diagnosis is contested 
because the client has a different interpretation of 
the problem or they have multiple concerns and 
feel that the issue that the mainstream system has 
identifi ed as the focus of treatment is not the pri-
mary problem or priority. This is illustrated by 
work with a mothers’ group in an inner-city 
neighborhood in Montreal. 

 Case Vignette 10-1 

 I was contracted by a community center for 
women to provide individual and group 
consultation to 12 mothers with an average 
age of 28, the oldest being 42 and the 
youngest 14 years old. Most of the mothers 
were without partners. Several had histories 

of violent, abusive relationships with the 
fathers of their children. The meetings 
were held at the center twice per week, 
with one day devoted to a 2-h group meet-
ing and the second day for individual con-
sultation. The goal was to help strengthen 
participants’ life skills through group and 
individual counselling. The group selected 
topics of interest, which included overcom-
ing poor self-image, clarifying needs and 
wants, becoming assertive, anger manage-
ment control, confl ict resolution, and heal-
ing emotional wounds. Most of the mothers 
were born in the Caribbean or South Asia. 
A few had early African-Canadian ances-
try, tracing their history to the fi rst slaves 
brought to Canada rather than more recent 
migration from the Caribbean. 

 When I had been working with the 
mothers for about 6 months providing group 
and individual consultations, one of the 
mothers, a 42-year- old woman of Caribbean 
origin and mother of 4 went through a very 
diffi cult period with her ex- partner who 
had tried to strangle her. During my indi-
vidual and group work with her, it became 
apparent that she was experiencing some 
cognitive diffi culties which had led to other 
problems related to housing, fi nances, and 
parenting. Her distress was apparent to the 
other group participants who tried to sup-
port her by normalizing her feelings and 
encouraging her to talk about her situation. 
Working closely with the client and the 
workers of the community organization, 
we tried unsuccessfully to get the client to 
recognize that she was showing signs of 
cognitive dysfunction. While the client 
accepted the support and accompaniment 
regarding her physical health, she seemed 
indifferent to our concern regarding her 
mental health. We concluded that because 
the client perceived herself as occupying an 
already marginalized role in her family, she 
did not want to add the stigma of a mental 
disorder to an already very long list of 
problems. While she smiled and listened to 

(continued)
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  In community consultations, it is in the area of 
mental illness that ambivalence or resistance to 
treatment is most apparent. The most common 
problems involve adjustment disorders accompa-
nied by somatic symptoms that may be diffi cult 
to diagnose or treat. Historically marginalized 
groups, including women and immigrants, may 
shield emotional distress behind undiagnosed 
and complex physical ailments (Leccia,  2008 ; 
Ton & Lim,  2006 ; Whitley, Kirmayer, & Groleau, 
 2006a ,  2006b ). Dissatisfi ed by the response of the 
medical system, they look to alternative sources 
for healing. In African, Caribbean, and Indigenous 
cultures, nearly every form of food is thought to 
have medicinal value. Until recently, in urban set-
tings, special efforts were needed to obtain the 
“natural” medicines needed for self- treatment. 
In today’s global culture, health food stores with 
a range of food, herbal, and other remedies can be 
found in nearly every neighborhood in North 
America communities. While the diagnosis deter-
mined by biomedical practitioners may not be 
contested, for many people, there is comfort in 
the “creolization” of treatment, combining ele-
ments from different traditions in new ways. 
Multiple treatments may be used at the same time 
refl ecting what makes most sense and seems to 
be most helpful for the patient (Lim,  2006 ). The 
cultural consultation work at the CCS supports 
this approach, as illustrated by this excerpt from 
one of cases in which I acted as a culture broker. 

our concerns, she showed no desire to follow-
up with an evaluation with a psychiatrist. 
Eventually the client was successfully 
treated for a gynecological problem, but 
staff at the community center continued to 
have concerns for her mental health. She 
had  mentioned to several workers that she 
was afraid to take money from the auto-
matic bank machine for fear that she was 
being followed. As a result, she often did 
not have enough money to buy groceries to 
adequately feed her four children. Knowing 
that her ex-partner had followed her in the 
past, we did not entirely dismiss her fears. 
However, when the complaints began to 
intensify, the director consulted with the 
client’s sister who confi rmed that the client 
had a history of odd behavior but stated 
that it was “nothing to worry about”. The 
client had no history of alcohol or sub-
stance abuse. She had not fi nished high 
school but had no intellectual disability. 

 I worked with the director of the center 
to devise an intervention plan that provided 
necessary support to the client in a way that 
did not stigmatize or alienate her. The plan 
recognized the client’s strength, notably 
her care and attentiveness for the well-
being of her children. Even on very cold 
and wet days, she travelled across town to 
bring her 2-year-old son to his play group 
and participate in the center’s group for 
mothers. The intervention plan consisted of 
a worker from the center accompanying the 
client to the bank once a month to ensure 
that she withdrew enough money to buy a 
month’s groceries for her family. (Monies 
from Social Welfare were deposited into the 
client’s account once per month.) The sup-
port of the local community health center 
(CLSC) was also enlisted to monitor the cli-
ent’s progress through home visits. The 
home visits helped to structure the client in 
how she carried out parental tasks and even-
tually helped to decrease symptoms of anxi-
ety and paranoia. 

 Case Vignette 10-2 

 Ms. Brown was a 44-year-old Black 
woman of Caribbean origin who was a ref-
ugee claimant, referred to the CCS by her 
treating physician. She also had a young 
son who had been placed in foster care by 
Youth Protection during her hospitalization 
and treatment and having her son return 
home depended on her getting well. She 
had been previously hospitalized and diag-
nosed with a psychotic disorder. At the 
time of hospitalization she was delusional 
and aggressive with auditory hallucina-
tions. During the CCS interview, Ms. Brown 

(continued)
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  This vignette underlines some recurring factors 
in working with individuals from marginalized 
groups: the need to maintain control (hence the 

efforts to involve Ms. Brown in her treatment plan) 
and a reluctance to discuss past trauma with a pref-
erence to focus on concrete ideas and current tasks. 
Given appropriate and consistent support, many 
clients prefer to solve problems on their own. In 
this particular case, however, my knowledge of 
community resources enabled me to help the CCS 
team identify a community group that was the right 
match for the patient’s needs. In addition, my shar-
ing some cultural symbols of identity with the 
patient such as race, ethnicity, gender, and being a 
fellow immigrant likely facilitated a therapeutic 
alliance and encouraged the patient’s investment in 
treatment and healing. 

 Immigrants and refugees migrate from their 
places of origin with spiritual and religious 
beliefs that can be a source of support during 
periods of stress as well as providing a language 
through which they articulate their concerns. In 
this case, Ms. Brown referred to “Voodoo”, a 
term that has become common across Caribbean 
Canadian communities for referencing any kind 
of magical belief. Ms. Brown knew that the cul-
ture broker would understand her use of this 
term, which served to convey her desire for spiri-
tual or religious treatment. In revealing to the 
team how she wanted to be treated, Ms. Brown 
also was indicating that she had inner resources 
that could be tapped to develop a treatment plan 
that included conventional psychiatric treatment. 
The consultation team made it clear to Ms. Brown 
that they respected her cultural competence and 
knowledge about her illness and came to an 
agreement with her that allowed her to use both 
conventional and nontraditional modalities, 
sometimes simultaneously. Ms. Brown acknowl-
edged the benefi ts of having her symptoms of 
psychosis reduced with medication, but she also 
cited the benefi ts of having individual prayer ses-
sions with her pastor. 

    Marginalization, Cultural Identity, 
and Choice of Adaptive Strategies 

 Two decades of working fi rst with Africans of the 
Diaspora, fi rst in New York City and then in 
Montreal, have led me to believe that many of the 

expressed concern about the appropriateness 
of her past treatment. She did not see how 
the medication that her doctor had pre-
scribed could really help her. She thought 
that it might alleviate some of her stress but 
did not believe it would cure an illness that 
had been caused by someone “working 
Voodoo” on her. She felt that only a spiri-
tual healer could provide effective treat-
ment by confronting the person responsible 
for making her ill. Her ideas that healers 
can manipulate the forces of nature and 
infl uence ordinary outcomes in everyday 
life were consistent with her cultural back-
ground. She had clear ideas about what 
would be necessary for her treatment, 
including structured fasting, meditation, 
and prayer offi ciated by someone who had 
understood the process of counterbalanc-
ing the workings of evil with good. Ms. 
Brown described how her mother had 
recovered from a similar situation with 
similar strategies. 

 Before coming up with a cultural model 
that met the needs of the patient, the CCS 
team and I, as the culture broker, worked 
closely with Ms. Brown to develop an 
appropriate treatment plan that included 
the resources she identifi ed as potentially 
helpful for her healing. That included 
reaching out to the pastor of her church. As 
she began to feel more secure, I suggested 
that she be linked to community resources 
to provide her with a supportive social 
network by connecting her to a women’s 
group that had several members of 
Caribbean origin. The community organi-
zation also provided her with a place to 
have supervised visits and reconnect with 
her son who had been placed in foster care 
by a Youth Protection mandate while she 
was hospitalized. 
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mental health disorders that trouble this group are 
rooted in their response to racism and can be 
defi ned by what Frantz Fanon ( 1967 ), more than 
40 years ago, termed a condition of ‘wounded 
consciousness’. Fanon suggested that Blacks, as a 
social group, are at risk for diffi culties in social 
adaptation which can lead to mental illness unless 
they free themselves from the subjugation of their 
identity by images provided by the colonizers, 
and reinvent more satisfactory images for them-
selves. Fanon wrote that Blacks exhibited a “neu-
rotic personality” and attributed this to a collective 
awareness of a common experience of oppression 
and a shared history of colonization and slavery. 
Healing was possible through a collective cathar-
sis in which collective aggression could be chan-
nelled. Though Fanon’s thesis was grounded in 
the experience of marginalization of Blacks of the 
Diaspora, elements of this predicament fi t the 
experience of other ethnocultural minorities and 
racialized groups in Canadian society. Taylor 
( 1994 ), for example, argued that other cultural 
minorities struggle and succeed in Canadian soci-
ety despite “an image of inferiority” perpetuated 
by the dominant culture which maintains a pater-
nalistic relationship with cultural minorities. 

 Some of the ways that the phenomenon of 
“wounded consciousness” plays out in contem-
porary Canadian society are illustrated in the 
refl ections of Dawn, an immigrant from the USA, 
who I interviewed for a study on the subjective 
well- being of Black Canadians. At the time of the 
study, Dawn was working as a physician at a 
Montreal hospital. Based on the discriminatory 
treatment she received from her peers and subor-
dinates, she was convinced that racism fl ourished 
in her hospital because of institutional collusion. 
She was dissatisfi ed with her work arrangements 
but believed that she had to continue putting in 
6-day work weeks because if she stopped, her 
White colleagues would consider her lazy. Over 
time she had become so discouraged with her 
experience of unequal treatment that she decided 
to distance herself from the subordinated identity 
associated with “Blackness”. She commented:

  I cannot imagine the day when any society will not 
promote fair over dark. Yeah that’s right. I don’t 
know how it started but if we look in fairytales the 

princess was White, the witch was Black. I don’t 
know how that started but I don’t think that it will 
ever stop. I am reluctant to label myself as Black—
why be associated with a negative stereotype? 
(Wint,  2000 , p. 82) 

   Dawn’s response to racism and exclusion 
involved knowing how to “play the game” and fi t 
into the dominant mainstream culture. She was 
able to pursue this solution because of her 
 professional accomplishments. For others, how-
ever, fi tting in may not be an option because they 
lack the appropriate background or social status. 
Bourdieu ( 1977 ) suggests that a lack of “cultural 
capital” accounts for why some Blacks and other 
marginalized groups who do not come from 
“high status origins” do poorly in school and the 
work place. Some immigrant children and 
minorities from disadvantaged backgrounds may 
not have the “sophisticated vocabularies and 
 precise information about how school [and 
mainstream society] work” (Plaza,  1996 , p. 246) 
that Dawn used to navigate through university 
and professional training.

  When I was in university, I socialized with main-
stream White students, and asked questions of 
 professors. I banked on them remembering me for 
having made extra effort when it came time to 
 distribute grades. Other Black students remained 
aloof and did not ask professors to clarify concepts 
they did not understand for fear of being labeled igno-
rant by what they perceived to be racist professors. 
Also, they did not mix with other White students but 
studied among themselves. In my view, they contrib-
uted to their own limitations by not increasing the 
pool of students with different strengths in their study 
group. Consequently, they did not always do well on 
exams. When you get to higher levels of education, 
all the concepts you need to learn are not written in 
books. The way you gather the information is by 
associating with your peers. A lot of times, I didn’t 
get the answers, but you don’t develop your ideas in 
isolation. You develop your ideas through interaction. 
(Wint,  2000 , p. 53) 

   Dawn’s strategies attempted to address some 
of the psychological challenges that come from 
prevalent stereotypes of Black and other racial-
ized minority groups (Steele,  2010 ). 

 Although Africans of the Diaspora face simi-
lar challenges to identity formation as a result of 
racism and resultant social exclusion, their atti-
tudes to this predicament and coping strategies 
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are diverse. They also differ in the emphasis they 
place on racial affi liation as an aspect of their 
identity. However, most share a collective history 
of “enforced subordination and oppression” 
(Eyerman,  2004 ). For these reasons, clinical 
assessment and treatment must consider the level 
and degree to which particular forms of margin-
alization are currently affecting the well-being of 
the individual or group. 

 The pervasive experiences of racism in every-
day life and their effects on identity infl uence help-
seeking and treatment expectations. Many 
individuals in Montreal’s Black communities do 
not perceive themselves as having ready access to 
tools or resources that could enhance their overall 
well-being. As a result, they expect that their per-
sonal goals and aspirations will likely not be met 
and their happiness not achieved. The need to have 
these basic expectations recognized and under-
stood is one reason that patients may desire ethnic-
specifi c treatment when possible (Wint,  2000 ). 

 The struggle for emotional integration and 
social belonging is as much a preoccupation for 
the group as it is for the individual. In Montreal, 
focus group research with parents and youths aged 
14–18 of both genders from Caribbean and 
Filipino origins examined how their perspectives 
changed over time through their participation in 
groups that explored problem solving, building 
community alliance, strengthening school and 
group alliances, and developing a sense of con-
nectedness to the dominant host culture. The focus 
groups took place in community centers and 
churches in Montreal. The study concluded that 
participants expressed pessimism and a reluctance 
to use mainstream sites of services to facilitate 
their integration into Quebec society    (Measham 
& Wint,  2007 ). Participants could not envision a 
“harmonious integration” (Diener,  1984 ) or fulfi l-
ment of their life goals in Quebec society. Youth 
participants in particular, described severe margin-
alization and expected to confront further obsta-
cles. Consequently, they tended to suppress their 
goals and desires, diminishing their chances to 
achieve well-being (Diener,  1984 ). While lower-
ing their goals and expectations might be inter-
preted as an adaptive strategy, protecting youth 
from disappointment, if continued into adult-

hood, the result is a widening of the gap between 
immigrant youth and their counterparts in main-
stream society. Rather than contributing to well-
being, therefore, this self-handicapping creates 
more opportunities for disappointment, frustra-
tion, and failures for the individual and the margin-
alized group. 

 In community consultation, many of the clients 
that I encounter share similar backgrounds associ-
ated with lowered expectations and self- exclusion 
from mainstream society that aggravate their social 
marginalization and economic poverty. Research 
suggests that some ethnic minorities that have 
experienced racial discrimination may choose to 
underachieve academically because they do not 
perceive themselves as having equal access to the 
dominant forms of social capital needed for suc-
cess (Carter,  2003 ). Thus, “many African American 
students may lower their academic aspirations, 
believing that high achievement will only benefi t 
‘White’, middle class students” (Carter,  2003 , 
p. 137). The negative impact of common stereo-
types may also function as cognitive biases outside 
of awareness (Steele,  2010 ). 

 Similar patterns of avoidance and self-defeat 
may occur in other domains. For example, young 
adults needing psychological support may hesi-
tate to approach mainstream service providers in 
schools, clinics, or hospitals, worried that they 
will not receive a culturally sensitive response. In 
these cases, the individual or group is so 
immersed in their chosen or imposed identity 
associated with marginalization that they are 
unable to reach out for necessary treatment and 
support. In  The Nature of Prejudice  (1954/ 1979 ), 
psychologist Gordon Allport argued that individ-
uals and groups prefer to confi rm their prejudices 
about others who are different from them rather 
than revise their thinking. This conservatism 
applies to the targets of prejudice as well as to 
those who practice racist discrimination. This ten-
dency to fi nd evidence to confi rm our prejudices 
persists even when the group disproves the stereo-
type. Allport maintained that, in the end, it does 
not matter how many times the individual or group 
dispels a commonly held perception of them-
selves, the assumptions about the devalued group 
remain intact. Toni Morrison wrote that “among 
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Europeans and the Europeanized, this shared 
process of exclusion—of assigning designation 
and value—has led to the popular and academic 
notion that racism is a ‘natural’, if irritating phe-
nomena” (Morrison,  1992 , p. 7). 

 While Allport was primarily looking at the 
damaging effects of prejudice on African-
Americans, a similar process may affect other 
marginalized groups’ perception of mainstream 
individuals and institutions, including health 
services. Groups that have experienced repeated 
exclusion tend to view dominant systems as 
intractable, and this may prevent them from ben-
efi ting from needed care when it is available. 
Stereotyping at its worst robs the individual and 
the group of their identities and reinforces false 
beliefs that can have costly and detrimental conse-
quences for the group (Steele,  2010 ). 

 One might ask if groups fi nd mainstream 
 cultural institution so lacking in sensitivity, why 
do they not simply seek out the services in their 
own cultural communities? Unfortunately, the 
demand for culturally sensitive service far out-
weighs the supply of health institutions with well-
developed programs addressing the needs of 
cultural minorities. In addition, there are not 
enough trained mental health professionals from 
marginalized cultural communities to serve and 
outreach to these minority groups. In general, ste-
reotypes continue to dominate in health and other 
major institutions even after they have been 
reduced in academia, religious, political, and eco-
nomic institutions that have been complicit or 
silent about the perpetuation of racism in the past. 
By networking and creating alliances with com-
munity organizations, churches, and some medical 
clinics in ethnic diverse neighborhoods, practitio-
ners can mitigate the impact of marginalization. 

 The ambivalence of marginalized communities 
towards using mainstream services to treat their 
psychic distress is due mostly to concerns that they 
may not be received and treated with suffi cient 
care and respect. They may believe that someone 
who looks like them is more likely to understand 
their everyday experience and address their clini-
cal problems or predicaments. They may also fear 
that if they open themselves up to infl uences of the 
dominant culture they will be assimilated or 

absorbed into that more powerful group and lose 
their collective identity. Though Canadian society 
in the twenty-fi rst century is becoming less ethno-
centric and more pluralistic, marginalized ethnic 
minorities may still feel great apprehension about 
their ability to preserve individual and collective 
self-determination (   Kymlicka,  1998 ; Leonard, 
 1997 ; Taylor,  1994 ). 

 Having worked both in marginalized and 
mainstream community settings, it is clear to me 
that the reluctance of some cultural minorities to 
use mainstream institutions is not due to a lack of 
awareness of available services. Rather, their 
infrequent and selective use of mainstream ser-
vices refl ects deeply held concerns about how 
they will be dealt with. When they have the 
opportunity to voice their feelings in a safe set-
ting, many express the fear that they will be 
treated in a racist manner. Formal and informal 
discussions with community leaders in the 
Caribbean, Haitian, and Filipino communities 
support this impression. These leaders have also 
expressed a great deal of frustration and anger at 
being further disempowered when they protest 
about unequal treatment to agents of the domi-
nant institutions and fi nd that their complaints are 
dismissed or they are accused of being “overly 
sensitive” or, still worse, “playing the race card”. 
Encounters such as these produce an intercultural 
impasse, exacerbating current myths, stereotypes, 
and biases, segregating groups and rendering the 
process of coping with mental illness or other psy-
chic distress more diffi cult. It is particularly dif-
fi cult to raise issues of racism and inequality 
when they are embedded in institutional prac-
tices. Referring to such institutionalized racism, 
Elliot and Fleras ( 1992 , p. 336) write: “this type 
of racism is impersonal, unconscious, uninten-
tional, and covert… and is the consequence of 
seemingly neutral rules, policies, or procedures 
that establish its distinctive character.” Ruth 
Frankenberg ( 1997 , p. 3) notes that such institu-
tional dominance typically is “rationalized, legiti-
mized, and made ostensibly normal and natural.” 

 Recognizing structural and systemic forms of 
racism requires an awareness of larger social pro-
cesses. When perceptions of inequality and injustice 
are dismissed as evidence of hypersensitivity or a 
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“culture of victimization”, it becomes diffi cult 
for individuals and groups to identify and talk 
about their experiences of structural violence and 
everyday micro-aggression (Sue et al.,  2007 ). 
Not being able to defi ne and name racist and dis-
criminatory acts when they are recurrent intensi-
fi es the psychological marginalization of 
minorities and makes it more diffi cult to develop 
productive and positive strategies for opposing 
social exclusion. In Western countries, the groups 
most often silenced by such dismissal are peoples 
of African descent, Indigenous peoples, gays and 
lesbians, and the poor. 

 Resolving racially charged situations when 
integration is the only imagined outcome presents 
seemingly insurmountable challenges, particu-
larly when integration is defi ned as a one-sided 
process of submission to the dominant “White” 
culture. “What integration has meant for many 
Whites is that Blacks [and other non- Whites] had 
to interact with them on their own terms. Not 
only do many [Whites] not want to participate in 
other cultures, but they feel theirs is  the  culture” 
(Wein,  1992 , p. 92). This is the current state of 
affairs in many North American urban cities and 
describes the climate in which many marginalized 
groups are trying to fi nd place and space for 
themselves in mainstream societies. 

 In an interview for a study on the links between 
racism and the subjective well-being of Black 
Canadians, Joan a Caribbean-born, middle-class 
mother and business woman described her 
understanding and diffi culty identifying racism 
when it appears.

  …because racism when it is presented, it is in such 
a covert way, it is something you feel and some-
times you question your feelings…I think people 
hesitate because others might think that it is your 
crutch to getting that advancement on the job. I 
think Blacks have a tendency to second guess 
themselves and ask “Am I really seeing what I am 
seeing? Am I really feeling what I’m feeling? Am 
I being paranoid? Let’s give it another chance.” 
That’s probably why [Black] people don’t come 
out and say “ racism ”. (Wint,  2000 , pp. 67–68) 

   In this climate of ethnic and cultural divides, it is 
imperative that mainstream institutions rise to the 
challenge of meeting the community health care and 
other service needs of our diverse population. It is 

important that these institutions are successful in 
their endeavours because it is often within these set-
tings that people from different cultures meet for the 
fi rst time, with a common concern and seriousness 
of purpose. Hospitals, community medical clinics, 
schools, and social service settings provide opportu-
nities for people to enter into dialogue and construct 
new paradigms based on authentic expression and 
exchange of their experiences. The outcome of these 
fi rst encounters may determine whether or not an 
individual or group will feel excluded or work 
towards integration into the larger Canadian society.  

    Negotiating Community 
Relationships: The Consultant 
as Insider and Outsider 

 Though my fi eld of practice includes diverse 
marginalized groups, the position from which I 
practice is infl uenced by my racialized identity, 
ethnicity, class, gender, and political values—all 
of which make me sensitive or less responsive to 
specifi c issues that may come up during commu-
nity consultation and mediation. As an Afro-
Caribbean professional consulting with a wide 
range of individuals from Montreal’s Afro-
Canadian communities, I am mindful of the need 
for critical self-refl ection in my work. In con-
temporary society, ideas, allegiances, and identi-
ties are infl uenced by immigration and 
globalization of economies and cultures. As a 
result, one cannot always recognize the extent to 
which one’s cultural identity is the product of 
individual efforts at self-fashioning or refl ects 
wider currents. When working with Black cli-
ents who interpret and make meaning of their 
social worlds in racial terms, there is an acute 
awareness that I too am governed by White dom-
inance which impacts on the very language I 
speak and the clinical concepts I use. Unlike 
many of my clients, however, I look for meaning 
not in racialized constructs but in the emerging 
process of creolization that is shaping the global 
framework (Bibeau,  1997 ). This perspective 
allows me to seek out best practice models and 
to confront my own biases and hesitations 
regarding assumptions about racialized identities 

9 Community Consultation and Mediation with Racialized and Marginalized Minorities



192

and transactions insofar as they infl uence cul-
tural models for interpreting the lived experi-
ences or the experience of collective trauma of 
marginalized groups. 

 Mental health interveners do not enter the ther-
apeutic space with a tabula rasa. Moreover, each 
encounter presents potential barriers and opportu-
nities for a successful alliance that will promote 
the well-being of the individual or the group. 
Generally, sharing the same background and cul-
tural affi liation as clients helps the processes of 
building an alliance, assessment, and subsequent 
mediation and resolution of personal or group 
confl ict. However, there are times when clients 
have experienced so many traumas that they have 
become deeply suspicious of outsiders and resist 
efforts to explore areas that they feel are the pri-
vate domain of the group. Additional time and 
care should be taken during evaluation of these 
clients, knowing that they may be reluctant to pro-
vide information about occupation, place of 
employment, or the nature of their illness experi-
ence or past medical treatment. Frequently, the 
reluctance to divulge personal information is 
related to fear about confi dentiality despite reas-
surance. At other times, this reticence is simply 
normal behavior for the individual who is a mem-
ber of a cultural community where secrets are 
considered necessary for survival and maintained 
through harsh social sanctions from one genera-
tion to the next. The sanctions against disclosure 
of collective secrets or private knowledge can go 
as far as ostracism from family and group. This 
practice creates an “us and them” relationship 
with the consultant, host country, and to some 
extent even with other ethnic minorities that share 
racial affi liation. There is an implicit agreement in 
some minority groups that they can never entirely 
trust the Other. This has been particularly evident 
in my work with clients from Haitian and 
Indigenous communities, who may be unwilling 
to name names or places, evading inquiry or pro-
viding vague responses. A member of the Haitian 
community who has travelled and lived in many 
urban communities commented, “as soon as you 
unmask a Haitian person another mask takes its 
place”. Evidence of distrust similarly restricts the 
helping process when working as a cultural bro-
ker within the CCS process. At such times 

because of the initial wariness of the patient, the 
fact that the cultural broker shares a common 
background with the patient does not always 
break down barriers of resistance to what the 
patient may perceive as intrusive and unsolicited 
relationships. These barriers are easier to address 
in one-to-one interviews with the patient than 
when working with a multidisciplinary team or 
group consultation. In the one-to-one interview, 
patients also may be more likely to use cultural 
terms or colloquialisms to describe their experi-
ences and concerns. With a team, on the other 
hand, there may be greater opportunity to pay 
close attention to body language and it may be 
easier to ask the patient for clarifi cation. 

 While secrecy and distrust are understandable 
survival strategies and must be negotiated during 
the period of building the therapeutic alliance, 
they become especially challenging when treat-
ment depends on individuals’ capacity to exam-
ine painful collective experiences that remain 
diffi cult to articulate or “taboo” in their cultural 
communities. In the case of Africans of the 
Diaspora, where the public portrayal of the indi-
vidual’s cultural group often has been negative 
and they feel they have been unfairly judged, 
there may be great reluctance to risk repeating 
the experience in therapy even when the therapist 
is Black. This is a daunting position for second- 
generation Afro-Canadian immigrants who can-
not even claim to have directly experienced a 
traumatic event, even though they manifest the 
symptoms of trauma, which DeGruy-Leary 
( 2005 ) has come to describe as “post traumatic 
slave syndrome” among African-Americans. 
Slavery and colonization are no longer active 
institutions in North American but they continue 
to inform collective identity. However, these 
experiences are different for different individuals 
and groups within the African Diaspora. 

 Self-disclosure may be problematic for mar-
ginalized individuals who suffer from social iso-
lation and do not habitually share their inner 
thoughts and feelings with anyone. When lack of 
self-disclosure impedes the clinical relationship, 
rather than viewing the client as uncooperative, 
the professional often can move the process for-
ward by reevaluating with the individual, family, 
or group their therapeutic goals and treatment. 
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 For example, when a young Haitian client 
declined to divulge information about her commu-
nity, this posture brought to mind the confl icts 
within and between Afro-Canadian communities, 
divided by geographic location, cultural practice, 
religion, and language. Although these groups 
share a similar history of slavery, their contempo-
rary experiences, including their migration trajec-
tories and subsequent reception, have been 
different. A White consultant may not know about 
the tensions between Francophone Haitians and 
Anglophone Caribbean Blacks and may not recog-
nize the nuances that go into building trust and 
forming alliances between these groups. Some 
theorists have invoked the concept of internalized 
oppression to explain why members of an 
oppressed group may come to have negative views 
of others like themselves (Freire,  1973 ). If these 
issues are not openly discussed, they can become 
major obstacles to sharing scarce resources and 
working together to achieve some level of empow-
erment and critical consciousness. 

 Given the segregated social spaces and experi-
ences in North American communities, a White 
professional may have little knowledge of Black 
culture and may therefore tend to view the 
Black client in terms of mass-media stereotypes. 
To date, working through the issues of racism 
remains underdeveloped in the training of most 
mental health professionals. As a result, stereo-
types in the clinical context often go unchal-
lenged. This is especially so for psychotherapists 
and psychoanalysts in private practice, where the 
prevailing attitude seems to be “that an individual 
pays for a service and is free to choose to leave, 
or to remain, depending on the way they view the 
quality of the service” (Thomas,  1999 , p. 146). 

 Defensiveness is almost always a part of the 
therapeutic relationship with marginalized indi-
viduals who perceive their problems as stemming 
from external sources. The resistance encountered 
in the clinical encounter is often greater when 
working with vulnerable groups than with the 
general population. There is more of a tendency to 
externalize and blame problems on the external 
world, “the system” “institutional racism”, and so 
on. There is also an inclination to be reactive and 
quick to defend the individual and the group 
against what is perceived as general rejection 

from dominant institutions. In such situations, the 
consultant must be ready to absorb the hostility 
and suspicion that clients may direct towards 
them. I can usually tell from a client’s body lan-
guage that they do not expect me to support them 
in their interpretation of the problem. It is as if the 
clinician is being placed on trial and will most 
defi nitely be found guilty. At such moments, the 
interaction can be helped along if the professional 
can bring attitudes of humility, respect, empathy, 
and compassion to the encounter. An effective 
response from the professional validates the cli-
ent’s feelings while fi rmly but gently reminding 
the client of his or her therapeutic goals, which 
are usually to learn more effective coping strate-
gies even when faced with events that are largely 
beyond their control. 

 Pride occupies a huge place when working 
with clients of Caribbean, Haitian, and African 
heritage, especially fi rst- and second-generation 
immigrants. As a result, some individuals may 
present clinically as reserved, closed, or passive. 
Many middle-aged Caribbean women show a 
kind of stoicism as if they take pride in not show-
ing any vulnerability. They may reveal that no 
one really knows them and what they are really 
feeling. Often these individuals have suffered a 
great deal of loss, including failed relationships, 
those left behind in the migration process, and the 
unmet expectations of full integration into 
Canadian society. These issues are common 
among immigrants from different backgrounds 
and may be reinforced by particular cultural or 
religious values. Thus, in reference to working 
with Vietnamese families, Axelson ( 1999 , p. 449) 
writes that:

  restraint of personal feelings and unwillingness to 
disclose personal problems or to reveal emotions 
will work against traditional counselling goals of 
self-disclosure. Therefore, openness as a basis of 
understanding and talking out problems in a tradi-
tional counselling process will not be possible to 
the same degree as with most culturally assimi-
lated Americans. 

   For this reason, it may be very diffi cult to get 
these individuals to participate in group therapy 
due to their fear of verbalizing feelings and con-
fronting others. Successful interventions rely heav-
ily on the consultant’s ability to help individuals 

9 Community Consultation and Mediation with Racialized and Marginalized Minorities



194

reinterpret their history in ways that give them a 
more positive view of past experiences and future 
prospects. This must be done in parallel with efforts 
to help them deal with psychic pain, while attend-
ing to other situational stressors such as fi nding 
jobs, improving academic performance, obtaining 
health care, and building relationships with others 
that will improve their quality of life. 

 External social determinants should be 
acknowledged as probable causes of clients’ dif-
fi culties, but if these are the only contributors rec-
ognized, then an impasse may rapidly develop. 
Individuals must be encouraged to explore other 
contributors to their diffi culties. If the consultant 
stays stuck in generalities, the client will likely 
follow suit. This holds true for the CCS model 
of intervention, which involves time-limited 
consultation with one or two encounters with the 
patient. Generally the approach that works best 
in this situation explicitly asks the patient for 
their collaboration in an effort to understand the 
clinical problem and assist them in fi nding 
appropriate resources to address their own spe-
cifi c issues and concerns. 

 While racial or cultural differences between 
client and consultant can infl uence the process of 
assessment and intervention outcome, so can 
other social dimensions such as class, gender, 
and sexual orientation. The following three 
vignettes illustrate diverse roles that culture plays 
in the consulting and mediation process. 

  In some patterns of migration, immigrants 
may be received initially by a “hub household”, 
which provides shelter and support while they get 
their footing in the new society. As Bashi ( 1997 ) 
has described, however, some immigrants have 
ambivalent feelings towards the hub household 
(or host family) while feeling indebted to the 
larger hub network as a whole. This sense of 
indebtedness may prevent the patient from voic-
ing anger towards the hub household. Bashi also 
noted that receiving immigrants sometimes exerts 
pressure on a new immigrant; the newcomer will 
comply with unreasonable requests because they 
do not want to be perceived as ungrateful back 
home. As a result, they will be reluctant to 
“betray” the hub household even when that rela-
tive is cruel and makes unreasonable demands 
that threaten their well-being. 

 Case Vignette 10-3 

 James was a 21-year-old Black male of 
Caribbean origin. During the 5 years he 
had lived in Canada, he has suffered cruel 
treatment repeatedly from a relative who 
had helped him to settle in Canada. Despite 
the abusive treatment received by the 
patient from his relative, he spoke of her as 
someone towards whom he bore “no ill 
will”. He was not evasive but he did not 
show any eagerness to reveal information 
about the relative that had treated him 
badly. It was clear that he felt a certain 
loyalty to her. 

 Case Vignette 10-4 

 Mary was a middle-class, middle-aged 
Black woman of West Indian origin who 
was referred by her treating psychiatrist. 
Her presenting problems were physical and 
emotional diffi culties related to her mar-
riage. She described preferring a Black 
therapist in private practice as opposed to 
using the public mental health systems 
fearing that workers in those systems 
would apply stereotypical generalizations, 
labels, and prescriptions. After several ses-
sions, Mary mentioned that her husband 
was under a “spell” put on him by his mis-
tress. She did not elaborate but admitted 
to having consulted someone who “knew 
about these things” before coming to see 
me. I did not pressure her for further clari-
fi cation because I knew that individuals 
of West Indian origin, particularly fi rst-
generation immigrants, often look for 
magical explanation in times of crisis or 
mental disorganization; usually this type 
of explanation is considered in parallel 
with an ongoing search for other explana-
tions and sources of help. I allowed Mary 
to determine how much to explore this 
magical explanation for what had happened 

(continued)
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  Being able to recognize to what extent the 
client shares the traditional cultural values of the 
group and where there is acceptance of dominant 
society values can be key to successful interven-
tions and engagement between individual and 
professional. A clinician more interested in the 
exotic might have placed an unnecessary focus 
on Mary’s nontraditional and non-Western belief 
systems. The resultant intervention would have 
approached Mary’s problems as being due to 
external forces, and this might have reinforced 
her sense of disempowerment and prevented her 
from working through the issues she was facing 
in her marriage.  

    Insider/Outsider: Black Therapist/
Black Client 

 Since I work in the area of cultural and commu-
nity mediation, I expect and welcome Black cli-
ents who seek a Black psychotherapist. The 
process of working through presupposes that the 
professional is able to face the challenge of resist-
ing the powerful countertransference issues that 
arise when a Black patient expresses self-hatred, 
without becoming either overly nurturing or 
rejecting (   Kareem & Littlewood,  2000 ). Some 
Black patients, when they discover the profes-
sional is Black, may unconsciously expect unpro-
fessional and inferior treatment, which can create 
tension in the fi rst encounter. This negative 
expectation may be revealed in expressions of 
surprise when the encounter unfolds in a profes-
sional manner as indicated by comments like: “I 
didn’t know what to expect” and “you’re so pro-
fessional.” Although the process of building trust 
and rapport may be accelerated when client and 
consultant share the same cultural heritage, eth-
nicity, or racialized identity, individuals may still 
anticipate that because of the power differential 

in the relationship, the consultant will treat them 
with the same paternalism and condescension 
they expect from members of the dominant cul-
tural group. 

 Other pitfalls that occur when the consultant 
shares the same ethnicity as the client are related to 
the unexamined values and shared assumptions 
that the professional may not question. For this 
reason, it is critical that consultants carefully 
consider their own values, the values of the larger 
society, and their professional values as they are 
expressed in the norms and goals of clinical work 
(Axelson,  1999 , p. 47). 

 A climate of trust can be encouraged if profes-
sionals acknowledge that specifi c aspects of the 
individual’s diffi culties might be an outcome of 
how that individual’s ethnocultural or racialized 
group has been impacted by socioeconomic or 
political marginalization and exclusion or other 
forms of structural violence. However, while such 
externalizing explanations can be a legitimate 
defence against racist practices of the dominant 
society, when they serve as the core of collective 
identity, they can undermine the strength of the 
group and the individual. Unfortunately, this 
remains a common framework which many 
Africans of the Diaspora use to construct their 
identities, despite evidence that the large majority 
of Blacks are “informed, advanced, self-reliant, 
and capable of [resisting] institutional racism and 
discrimination” (Smith,  1996a ,  1996b , p. 6). The 
following case example illustrates one individual’s 
struggle to create and sustain a social identity that 
is based on frameworks other than race: 

to her. As it turned out, she was more 
interested in developing a deeper under-
standing of the complexities of her mar-
riage and how she had come to view 
herself as victimized and powerless. 

 Case Vignette 10-5 

 Jean is a 25-year-old Canadian-born Black 
male of Haitian origin. He was referred for 
anger management by his Employment 
Assistant Program, because he specifi cally 
asked for a Black therapist. During the fi rst 
consultation, he described more than ten 
incidents of racial discrimination at work. 
This included derogatory comments made 
about him, being asked to do work that was 

(continued)
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  This vignette illustrates some of the contradic-
tory experiences of marginalized racial and 
 cultural minorities. They may feel vulnerable, 
yet come to the consultation bringing feelings 
of resentment and may be confrontational. They 
may present themselves as victims who seek 
 recognition and reparation for past wrongs, 

not in his job description, being asked to do 
 dangerous work that was against company 
protocol, and having his pay withheld or 
being fi red when he brought the problem to 
the attention of supervisors. Jean also 
described many troubling symptoms, 
including diffi culty sleeping, anxiety, diz-
ziness, sadness, involuntary movements in 
his legs, and an obsessive tendency to scratch 
himself. He spoke of how angry he was and 
that he needed help coping with fi nancial 
and other stressors. Finally, he described 
never having had access to positive role 
models in his immediate environment. He 
had few satisfactory social relationships 
and his only outlet was weight training and 
boxing after working 8–12 h per day. 

 Jean was allotted 8 h of counselling by 
his employer. I saw Jean a total of 7 times 
over a period of 3 months. Most consulta-
tions went on for 75–90 min. Community 
consultations are different from traditional 
therapy sessions in that they often last 
longer than the usual 50 min and the 
interval between consultations may be 3–4 
weeks. Consultations with Jean were more 
 systematic because he was in a crisis situa-
tion. Over the 3-month period that I saw 
Jean, he became unemployed and changed 
jobs twice and was often extremely dis-
tressed. He had two distinct stances: part of 
him was optimistic and looked forward to a 
better and brighter future in Canadian soci-
ety; hence, he refused to accept being 
treated as “inferior” and wanted to see the 
good in some of the very people he 
described as rejecting him. At the same 
time, he also rejected Quebec society and 
talked of moving out of Quebec to what he 
hoped would be a less “hostile” environ-
ment in the neighboring province of 
Ontario. However, Jean’s dominant experi-
ence, expressed in the therapeutic space, 
was that of a hurt individual who had a hard 
time understanding why his White 
Québécois friends with the same level of 
education and vocational training, and the 

same  background of poverty, were doing 
better than him. He described having no 
support from family, noting that his mother 
was “in another reality” and his brothers 
were indifferent to his situation. 

 The intervention focused on providing 
Jean with emotional support and a great deal 
of  discussion about the complex social 
 relations that resulted from his being from a 
cultural and ethnic minority. Efforts were 
made to reinforce his self- confi dence by hav-
ing him draw upon personal experiences of 
previous successes and reminding him that 
prior successes could be repeated in the 
future. This also served to restructure his 
 negative expectations as well as providing 
him with strategies for coping with the fear 
that he would become aggressive each time 
he encountered an obstacle. 

 By providing Jean with the tools to 
restructure his perception of his present 
 situation and the social condition and status 
he aspires to, or feels entitled to, he was 
able to transform his overall level of satis-
faction and greatly improved his capacity to 
advocate socially and professionally on his 
own behalf (Campbell,  1981 ). Jean was 
given specifi c tasks and oriented towards 
social activities that eventually broke a 
cycle of social isolation and widened his 
social supports. He was also directed 
towards other community resources for 
legal counselling on discrimination and 
labor rights. A follow-up phone discussion 
with Jean showed him grappling with some 
of the same issues; he had a job that he 
hoped to keep, he was sleeping better and 
felt more hopeful. He still had plans to leave 
Quebec. 
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while remaining steadfast in the belief that they 
should be self-suffi cient and only seek outside 
support when situations reach crisis proportions. 
In most cases, marginalized individuals do not 
hold their employers accountable for discrimina-
tory treatment. However, they may gain a sense 
of empowerment just by knowing that this 
recourse is open to them. As Plaza suggests, 
regarding Africans of the Diaspora, they “carry 
within their psyche a certain core arsenal of 
mobility strategies and philosophies to help 
them avoid disappointment and to realize a 
sense of achievement in whatever circumstances 
they might be in” (Plaza,  1996 , p. 268). These 
coping mechanisms are used whenever unpre-
dictable situations are encountered. 

 Jean’s protests against discrimination in the 
workplace occurred as individual acts, not as part 
of a larger political movement. In the Black and 
Caribbean communities with which I am most 
familiar, the forms of expression and the ways to 
manage psychological distress have changed 
over the last few decades, with more mediation 
taking place in the private sphere than in public 
settings such as was common during the struggle 
for civil rights during the 1960s. During the fi ght 
for civil liberties, Blacks customarily fought 
together, gained strength, and took comfort from 
their shared struggle. In contemporary Canadian 
society, the emphasis is on individuals’ efforts 
to achieve success, and it is more diffi cult to con-
ceive of a collective identity and a sense of 
belonging within a global culture that has aban-
doned more socially conscious politics in favor 
of a superfi cial political correctness that satisfi es 
neither dominant nor minority culture. Several 
quality-of-life studies support the belief that 
Blacks as a group have been experiencing a col-
lective post-Civil Rights disenchantment and 
inertia (Diener,  1984 ; Hughes & Thomas,  1998 ; 
Thomas & Holmes,  1992 ). Hunt ( 1996 , p. 279) 
notes that Blacks are nearly as materialistic as 
Whites, yet even when successful, they tend to 
cultivate an identifi cation with “the perception of 
the general condition of [the] group rather than 
[the individuals] own socio-economic status.” 
This phenomenon of passivity is often encoun-
tered in the initial CCS consultation. Fortunately, 
within the Black and Caribbean patients, the 

personal characteristics of pride and an all 
encompassing need to avoid becoming dependent 
on others serve as motivating factors in getting 
patients to exercise individual agency.  

    Best Practices in Community 
Consultation with Marginalized 
Groups 

 Marginalized individuals and communities usu-
ally perceive their life chances and opportunities 
as being less than that of the dominant majority. 
Hence, their expectations, values, interpretations, 
and definitions of fulfilment and success in 
life may differ from those of the majority. 
These communities tend to be sceptical of con-
sultation and mediation processes that promise 
them positive outcomes despite obviously 
unequal power relationships. From the start, the 
consultants’ role in these unequal encounters is 
to work towards cultural safety by providing 
emotional support to groups or individuals who 
may be more acquainted with exclusion and 
rejection than with recognition and acceptance. 
Because of the general distrust of outside inter-
vention, an initial period of relationship building 
is a crucial part of any consultation. There is no 
place in this process for the consultant who 
has a clinical attitude of non-engagement and 
emotional distance. It is not enough to provide 
vulnerable individuals with a name and phone 
number for help. They need to be assured that 
sites of referrals will be welcoming or they will 
not follow through on referrals or will wait until 
their situation becomes critical before they act. 
Marginalized individuals need to have access to 
culture brokers, mediators, guides, or advocates 
who can help them negotiate potential confl icts 
that may impede their treatment when hospitals, 
clinics, or social service institutions are dismis-
sive or resentful of requests for cultural accom-
modation. Whether in public or private settings, 
marginalized individuals may require assistance 
to decode the bureaucratic systems that can 
address their needs. A fi rst contact telephone call 
with a medical or other social institution may 
have to be made from the consultant’s offi ce. 
Follow-up is also essential for success; these 
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hard-to-reach clients are easily discouraged and 
therefore diffi cult to motivate. Often, however, 
all they need is one success in negotiating the 
diverse service systems to make the transition 
from dependency to autonomy. The importance 
of this outreach has been clearly demonstrated in 
integrated care for depression with low-income 
minority women in the USA (Miranda et al.,  2006 ). 

 The more marginalized the group or individual, 
the more diffi cult it may be to gain their trust and 
build a therapeutic alliance, especially if the con-
sultant discounts or ignores concrete and practi-
cal concerns, hence the importance of ensuring 
that the issues worked on are those identifi ed 
by the client and not only those chosen by the 
consultant or the referring clinician. Even when 
they are very distressed, many immigrant and 
marginalized clients may want to solve practical 
problems before they agree to explore underlying 
causes to their diffi culties, which may be rooted 
in early psychic traumas. In the setting of the 
community organization or church, tangible and 
sometimes material resources must fi rst be pro-
vided along with abundant emotional support in 
order to create a favorable environment for the 
individual or group that can facilitate the use of 
available services. Practical interventions may 
include getting someone from a community 
center to accompany an individual to medical 
appointments to help clarify confusing diagno-
ses, assisting with writing letters for college 
applications, providing babysitting resources, 
directing individuals towards mutual support 
groups, fi nding a general practitioner, or obtaining 
free legal advice.  

    Capacity Building 

 Often marginalized individuals and groups present 
a defensive or angry exterior because they lack 
self-confi dence. They live in a society in which 
they have few opportunities to see themselves 
refl ected in a positive way. As a result, they have 
diffi culty developing trusting relationships with 
others outside of their families and geographic 
communities. The consultant’s task is to con-
vince clients that they have the ability to learn the 
necessary skills to direct their lives onto a course 

that will bring them a greater sense of focus and 
fulfi lment as well as lessen psychic confl icts with 
society. This may involve a shift from helping 
individuals to reconfi gure their own ego func-
tioning or ways of coping to understanding the 
social context and dynamics of their cultural 
group and the political processes of marginaliza-
tion in relation to the dominant society. At such 
times, the writings of Paulo Freire ( 1973 ) appear 
more relevant than those of Freud or other psy-
chodynamic theorists. Freire’s teachings about 
anti-oppressive practice and its link to psychic 
liberation provide a crucial underpinning for 
community consultation practice. Freire’s work 
leads to an emphasis on dialogue founded on 
respect in which the professional works in part-
nership with the patient to fi nd viable solutions to 
the problem at hand. This approach can often 
successfully engage disadvantaged and resistant 
clients. In community consultation and media-
tion, much work must be done to expose and 
demystify the complex relationships between 
dominant social systems and the diverse 
responses of clients who are subjugated by those 
systems. This “pedagogy of the oppressed” can 
contribute to strengthening internal resources and 
building social capital which will allow individu-
als and communities to advocate for themselves 
as they discover alternative ways to regain their 
mental and physical equilibrium. 

 Consistent validation of marginalized clients’ 
experience fosters trust and builds the therapeu-
tic alliance. While initial trust and rapport are 
facilitated when the consultant and the client 
share cultural background or ethnicity, their sub-
sequent development depend on the consultant’s 
skill in communication (Axelson,  1999 , p. 430). 
The communication style used during the con-
sultation process with marginalized individuals 
is central to creating a professional relationship 
that will be therapeutic for the individual and 
leads to greater collaboration between client and 
consultant. In contrast to the open-ended style 
promoted by psychodynamic psychotherapy, in 
community settings, many individuals may pre-
fer more directive communication styles that 
focus on concrete suggestions, plans, and explicit 
encouragement. 

S. Wint



199

 The cultural consultant is not an expert on the 
client’s experience or lifeworld. The individual’s 
or the group’s thoughts and feelings must be 
elicited and explored throughout the process of 
assessment and intervention. One aim of consul-
tation is to assist individuals in their search for 
explanations of their diffi culties and help them 
develop alternative ways to understand and 
address their dilemmas. Providing individuals 
with concrete information about their back-
ground and collective history can help them to 
determine where their own experience fi ts with 
these larger social forces and cultural paradigms. 
The consultant does not impose ready-made 
meanings but helps prepare a canvas on which 
the client can begin to sketch a healthier version 
of themselves. 

 Marginalized individuals may be uncertain of 
their place in their communities of origin and the 
larger society and may need confi rmation or 
validation of their feelings especially when they 
are unaware of the historical factors that have 
shaped their cultural group. Even when they 
know the history, they may have never given 
themselves permission to examine the wounded 
parts of themselves and they may be afraid to do 
this without guidance.

  Rejection of primary culture is likely to lead to the 
confusion and self-doubt that is found in a margin-
alized existence. Consultants who seek to assist in 
the resolution of a state of marginality need to 
understand the client’s psychodynamics, the two 
cultures, and a process that will facilitate move-
ment toward desired goals. (Axelson,  1999 , p. 431) 

   The cultural consultant thus must work with 
both the individual psychodynamic processes of 
defensiveness and vulnerability and the collec-
tive social and political processes that undermine 
the sense of power and well-being of both groups 
and individuals.  

    Conclusion 

 After more than 25 years working with marginal-
ized groups in private and public settings, it is 
clear that much remains to be done to make men-
tal health services safe and sensitive to differ-
ence. Despite gains over the years, mainstream 

institutions still compel individuals to fi t into 
treatment models in which they do not recognize 
themselves. Professionals are not encouraged 
to create and explore alternative treatment 
approaches that are responsive to culture and 
context. Openness to diverse practice models 
would surely provide much food for thought and 
move the idea of integration to a level beyond the 
restrictive dichotomies of professional versus tra-
ditional, conventional versus alternative, and, 
implicitly, “us versus them.” 

 Regardless of the domain of practice, the 
marginalization and exclusion of certain groups 
is a serious challenge for a liberal democratic 
society like Canada (Taylor,  1994 ). Addressing 
this disparity is not only the responsibility of 
government and policymakers, local mental 
health administrators and professionals can also 
take a stance on issues related to unequal service 
delivery and discrimination. There is a need for a 
dialogical process that refl ects Canada’s diverse 
cultures (Leonard,  1997 )—one that recognizes 
the value for pluralistic societies and credits 
diverse cultures with their own knowledge and 
prescriptions for well-being. 

 The development of culturally safe mental 
health practice models is crucial to the Canadian 
vision of a multicultural and pluralistic society in 
which government is ethically and legally bound 
to take the lead since culturally marginalized 
individuals and groups may not have the capacity 
to form effective movements of resistance around 
issues based on race, ethnicity, religion, sexual 
orientation, and class. 

 As more and more social movements are 
formed around culture and ethnic identity with a 
focus on cultural politics rather than on broader 
issues of class and racial inequalities, health pro-
fessionals will need to be both culturally compe-
tent and politically aware so that they can make 
the links between their clients’ individual situa-
tions and larger social structural issues affl icting 
society. If health professionals are to be good 
advocates for their clients, this social, cultural, 
and political awareness must be an essential fea-
ture of mental health practice. Together with their 
clients, culturally competent professionals should 
be able to deconstruct the themes of identity, cul-
tural difference, and intercultural misunderstandings 
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and learn how to work as partners to develop 
effective treatment plans. Interactions that are 
rooted in the principles of humility, respect, and 
openness to the other can help individuals 
develop positive visions of themselves including 
a shared collective identity and cultural solidarity 
with the dominant society, focused on hope for 
the future. Such strategies would allow each 
cultural group to fi nd some measure of identifi ca-
tion with the dominant culture without concern 
for loss of cultural or ethnic identity. 

 In a social climate of continuing racial, ethnic, 
cultural, and linguistic divisions within Canada’s 
multicultural society, the ability of health care 
 professionals and cultural brokers to respect the 
uniqueness of each group including that of the 
“host” country is an opportunity to contribute to 
positive social change, for the benefi t of both the 
individual and the larger society. From a structural 
perspective, there needs to be ongoing dialogue 
between the institutions that provide services and 
the communities they serve. This dialogue can 
help heal some of the wounds of misunderstanding 
and mistrust that have developed over a long period 
of time. Overcoming structural inequalities at 
institutional levels will also require an admission 
that the process of decolonization is incomplete 
and continues to be a formidable task for both 
 colonizer and colonized. Here we can draw on the 
experience of Blacks, feminists, and Indigenous 
peoples who continue to struggle to fi nd their 
space and place in a Eurocentric and often 
 male-dominated social and economic world. 
Unanimously, these groups have cited conscious-
ness raising, critical thinking, and critical education 
as being essential to achieving social equality for 
members of minority cultures. 

 As professionals striving to work in ways that 
are in harmony with the needs of a culturally 
diverse population, it is important that we enter 
into a dialogical relationship with our clients. This 
should include inviting clients to share their 
knowledge about us and to refl ect on what they 
believe health care services can and should do for 
them. This form of “empowerment” is a reason-
able starting place for a relationship based on 
respect, trust, and genuine interest in the other. 
This is not an abstract political ideal—the truth is, 

systemic and structural oppression affect us all and 
eventually erode our sense of well-being. Respect 
for  cultural diversity in mental health services is an 
opportunity for all concerned to renew their com-
mitment to the values of racial, ethnic, and cultural 
diversity that are part of multiculturalism.     
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           Introduction 

 In the last decade, collaborative mental health 
care has become a widely recognized approach 
to improve accessibility to mental health care 
and provide effi cient and cost-effective patient- 
centered care (Kates et al.,  2011 ). Collaborative 
care is based on strong partnerships between 
primary care and mental health professionals, 
with the goal of establishing a comprehensive 
network providing a full spectrum of care in 
mental health. A recent reform of mental health 
services in Quebec, the “Plan d’action en santé 
mentale” ( PASM , Mental Health Action Plan), 
implements collaborative care as the central 
component of mental health delivery. This shift 
in service organization provides new avenues to 
deliver culturally sensitive mental health care. 
This chapter describes how collaborative care 
can be a useful model of service delivery for 
culturally diverse populations and how it can 

address specifi c needs of communities facing 
multiple forms of social structural disadvantage, 
precarity and exclusion. 

 In the following sections, we fi rst consider the 
scope of the challenge of accessibility in mental 
health care. We then present general principles of 
collaborative care between primary care profes-
sionals and mental health specialists, before 
expanding on two key avenues identifi ed by the 
Canadian Collaborative Mental Health Initiative 
(CCMHI) as ways to adapt collaborative care to the 
needs of culturally diverse populations: (1) partner-
ship with communities, which includes working 
with interpreters, and (2) awareness of historical 
and cultural specifi cities in the collaborative care 
model. The chapter continues with an outline of 
training methods to support collaborative care proj-
ects for culturally diverse populations. We use case 
examples of work with children and families drawn 
from our own project on the implementation of a 
collaborative mental health care for youth in a 
community setting in Montreal with many recent 
immigrants. The chapter illustrates a key message 
from the report of the World Health Organization 
(WHO) and the World Organization of National 
Colleges, Academies and Academic Associations 
of General Practitioners/Family Physicians 
(WONCA) on mental health in primary care 
(   WHO & WONCA,  2008 ), namely, that “there is 
no single best practice model that can be fol-
lowed by all countries. Rather, successes have 
been achieved through sensible local application 
of broad principles” (p. 1).  
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    Collaborative Care to Improve the 
Accessibility of Services 

 Access to mental health services is a major public 
health concern in Canada as in many other parts 
of the world (WHO & WONCA,  2008 ). In 
Canada, estimates are that one-in-fi ve adults may 
have a mental health problem, while only half of 
those in need of mental health services actually 
consult a health professional (Lesage et al., 
 2006 ). Children, who are reported to have a 
10–20 % prevalence of mental health problems 
both locally and internationally (Brauner & 
Stephen,  2006 ; Costello, Swendsen, Rose, & 
Dierker,  2008 ; Patel, Flisher, Hetrick, & McGory, 
 2007 ; Verhulst, VanderEnde, Ferdinand, & 
Kasius,  1997 ), also have diffi culty accessing 
mental health care in Canada (Ministère de la 
santé et des services sociaux,  2005 ; Spenser, 
Gilles, & Maysenhoelder,  2009 ; Waddell et al., 
 2005 ) and in other countries (Hickie et al.,  2007 ; 
Leckman & Leventhal,  2008 ). Recent data in 
Canada suggest that children have more diffi culty 
than adults accessing services (Benigeri, Bluteau, 
Roberge, Provencher, & Nadeau,  2007 ; Spenser 
et al.,  2009 ). For immigrants, refugees and ethno-
cultural minority groups, the barriers to care may 
be still more severe. Lack of resources, the stigma 
associated with mental illness, structural inequal-
ities and cultural differences all contribute to the 
inaccessibility of mental health care to specifi c 
ethnocultural groups or communities. 

 Primary care has long been recognized as the 
de facto mental health care system in North 
America (Regier et al.,  1993 ). Children and fam-
ilies who do receive treatment most often access 
it through primary care settings (Burns et al., 
 1995 ; Leaf et al.,  1996 ; Lesage et al.,  2006 ; 
Rushton, Bruckman, & Kelleher,  2002 ). In 
medium- and high-income countries, mental 
health care is mostly provided by primary care 
physicians, whereas in low-income countries 
most professional care is provided by nurses. 
These facts support the need for innovative ways 
to increase the capacity of primary care mental 
health systems to provide services and to support 
primary care providers already involved in mental 
health care.  

    Principles of Collaborative Care 

 Collaborative mental health care involves mental 
health experts working with fi rst-line care provid-
ers in the delivery of mental health promotion, 
illness prevention, the detection and treatment of 
mental illnesses, as well as rehabilitation and 
recovery support. Current collaborative care mod-
els emphasize a patient-centered approach in 
which service users are considered part of the col-
laborative team and actively engaged in treatment 
decision making (Kates et al.,  2011 ). By defi ni-
tion, collaborative care involves diverse service 
providers, aiming to build trusting working rela-
tionships between partners whose roles and con-
tributions are recognized and adapted to the local 
context and culture of care and are fl exible 
enough to follow the patient’s changing needs. 
For collaborative initiatives to achieve success, 
some further conditions must be fulfi lled: they 
must be integrated within the services planning, 
use effective practices based on both evidence and 
experience, include a care coordinator and pro-
vide ready access to psychiatric consultations. 
Marginalized groups with poor access to care, 
including members of Indigenous communities 
and migrants, should be prioritized in collabora-
tive care initiatives with respect to their com-
plex needs. The recent strategy of the Mental 
Health Commission of Canada ( 2012 ) advocates 
for the broad use of collaborative care models, 
which also allow physical and mental health 
issues to be addressed together. 

 The changing language used to describe the 
forms of collaboration between general health 
and mental health professionals illustrates how 
actors in the fi eld have gradually questioned the 
power imbalance between health and other ser-
vice providers in current service systems models. 
In Canada, the CCMHI fi rst used the term “shared 
care” to describe the kind of collaborative mental 
health care they advocated. However, this term 
tended to be associated with the sharing of care 
among physicians (mostly general practitioners 
and psychiatrists), thus leaving out the knowl-
edge, skills and collaborations occurring with 
other professionals, as well as the importance of 
dialogue with communities and patients. The 
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term “collaborative care” is now preferred by the 
CCMHI and is seen as encompassing this larger 
sense of collaboration (Kates,  2008 ). This shift in 
the conceptualization of “shared-care” with an 
empowerment of all actors is represented in 
recent conferences, where multidisciplinary 
teams present together and where many different 
actors in the collaborative care arena have oppor-
tunities to be heard. 

 Unfortunately, the published literature sug-
gests this shift toward multidisciplinary collabo-
ration has not yet been fully embraced in practice. 
A recent inventory of 90 Canadian collaborative 
mental health care initiatives found that most 
used an approach based on consultations 
requested by family physicians to either psychia-
trists, psychologists or other members of a men-
tal health team, often nurses (Pauzé, Gagné, & 
Pautler,  2005 ). The collaboration between medi-
cal and mental health professionals in community- 
based care enriches the practice of mental health 
care and allows for adequate consideration of 
medical and developmental aspects. This 
approach though centers on medical aspects of 
mental health care and thus emphasizes diagnos-
tic and psychopharmacological issues. As a 
result, it runs the risk of minimizing the sociocul-
tural dimensions of mental health care, as this 
knowledge is less dominant in the medical model. 
Broader collaborative care models recognize that 
medical staff often need the support and knowl-
edge of nonmedical professionals to provide inte-
grated care that is sensitive to the cultural and 
social specifi cities of a given population and 
acknowledges the essential contributions of these 
nonmedical partners. 

 A growing literature on interprofessional col-
laboration seeks to identify the particularities of 
multidisciplinary work and to identify the key ele-
ments needed to build effi cacious and sustainable 
collaborations. Collaborating among profession-
als from different disciplines requires revisiting 
issues of power (D’Amours,  2005 ; Rousseau, 
Ammara, Baillargeon, Lenoir, & Roy,  2007 ). 
Elements of a workable interprofessional relation-
ships include forming partnerships around common 
goals and values grounded in respect for collegial-
ity, building on each other’s professional knowledge 
and experience, and sharing responsibilities for 

decision making and planning interventions 
(Houle, unpublished report, 2007). 

 Effective partnerships demand that partners 
identify, develop and share a common project. 
Bilodeau, Lapierre, and Marchand ( 2003 ) 
described four phases to this process: (1)  formu-
lation of the problem  (the promoters of the 
project start a movement to identify the actors 
concerned with the project, their interests and the 
issues linking them together), (2)  sensitization  
(the strategies of the different actors are com-
bined to gather actors around a shared objective 
and negotiate roles), (3)  involvement  (the actual 
taking of roles by the actors) and (4)  mobilization  
(participation of a critical mass of actors within 
the project in order for innovation to become per-
tinent, useful and indispensable). This description 
of the process emphasizes that partnership is built 
over time within a care system through ongoing 
dialogue and liaison between partners rather than 
simply with punctual or one-off consultations. 
Collaborative care models are compatible with 
systemic approaches and are likely to improve 
shared decision making and responsibility among 
providers (Chenven,  2010 ). For Dewar ( 2000 ), 
collaboration implies accountability and recogni-
tion of all collaborators in their respective roles 
within a bottom-up perspective.  

    Adapting Collaborative Care to 
Address the Cultural Specifi cities 
of Communities 

 The movement promoting collaborative care has 
also emphasized the local adaptation of services 
and, in particular, the adaptations needed to pro-
vide services to marginalized communities. 
Collaborative care advocates a community-based 
approach which allows for a reconsideration of 
macro-level issues about mental health care deliv-
ery in general and more specifi c consideration of 
majority-minority group issues. Migrant and refu-
gee communities have been recognized as having 
diffi culties accessing mental health services in 
Canada (Bowen,  2001 ; Canadian Mental Health 
Association,  2003 ;    Chen, Kazanjian, Wong, & 
Goldner,  2010 ; Fenta, Hyman, & Noh,  2006 ; 
Hyman,  2004 ; Sadavoy, Meier, & Ong,  2004 ). 
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Among the obstacles to care for immigrants and 
refugees are fear of stigmatization, mistrust of an 
unfamiliar health care system, communication 
diffi culties, concern about being misunderstood 
and experiences of discrimination (Kirmayer 
et al.,  2011 ). Overcoming these barriers may be 
especially challenging in urban settings where 
poverty and high levels of ethnic diversity 
coexist. 

 This CCMHI developed toolkits addressing 
collaborative mental health care for particular 

populations. The toolkits were developed by 
expert panels that reviewed the literature and 
consulted key stakeholders including health 
care and social service providers and consum-
ers, settlement organizations, interpreters and 
community representatives. One of these 
 toolkits outlines key elements to address the 
problems of underutilization and stigma in 
 culturally diverse populations (   Canadian 
Collaborative Mental Health Initiative  2006 ) 
(Table  10.1    ).

   Table 10.1    Key issues for collaborative care with ethnoculturally diverse populations      

  Accessibility of services  
 Accessibility needs to be improved by building partnerships with patients and communities. These partnerships should 
be founded on trust, power-sharing and engagement of the community in the governance of community health care. 
Accessibility requires that services: 
 • Are appropriately located 
 • Are linguistically appropriate, with access to professional interpreters competent in mental health and providing 

health information in accessible language 
 • Are culturally appropriate, with culturally competent and socially informed service providers 
 • Include a diversity of professionals: physicians, settlement workers, advocates, religious and community groups, 

nurses, physiotherapists, occupational therapists, psychologists, clinical counsellors, health brokers, interpreters, 
psychiatrists, lawyers, mental health workers, dietitians, addiction counsellors, pharmacists, educators, and 
community liaisons 

 • Implement a diversity coordinator in community health centers who can link with resources in the community 
 • Make use of paraprofessional health care providers or culture brokers who help patients navigate the health care 

system, improving access and quality of care 
  Cultural competence  
 Cultural competence and safety are needed at the level of professionals and institutions. Delivery of services must be 
tailored to the unique needs of the ethnocultural community. Primary health care providers need increased awareness 
of cultural issues including: 
 • Specifi c needs and appropriate manner in which to serve ethnocultural groups, including religious, cultural and 

spiritual traditions, differences in roles and family relationships and dietary and other lifestyle choices 
 • Recognition that mental health issues may be expressed through somatic complaints and may coexist with and 

aggravate common medical conditions 
 • Ways that poverty, racism and discrimination and structural disadvantage may affect health and services 
 • Policies and legislation that affect ethnocultural populations 
 • Dynamics of migration and resettlement dynamics 
 • Ways of working in culturally specifi c or specialized services that may address the needs of multiple ethnicities 

and cultures in one setting or specifi c to a particular cultural group or ethnicity 
  Training  
 • There is a need to develop formal cultural competence training in professional programs and to follow this up with 

accreditation of programs and maintenance of skills by professionals. 
 • Training is also needed for culture brokers and paraprofessional health care workers. 
 • Strategies are needed to facilitate foreign-trained mental health professionals’ accreditation and entry into the workforce. 
  Funding  
 • Funding should be secured to provide culturally appropriate services and materials. 
 • Immigrant agencies should be included as partners in federal, provincial and municipal funding structures. 
  Research  
 • There is a need of longitudinal outcome research with culturally valid measurement or evaluation tools applicable 

to immigrant and refugees. 
 • Research should encourage “bottom-up,” collaborative and participatory action methods. 
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   In 2010, the Canadian Collaboration for 
Immigrant and Refugee Health (CCIRH) pub-
lished a series of evidence-based guidelines for 
primary care health promotion among newly 
arrived immigrants and refugees to Canada (i.e. 
within the fi rst 5 years of resettlement) (Pottie 
et al.,  2010 ,  2011 ). The guidelines focused on 25 
conditions identifi ed by family physicians as pri-
orities through a Delphi procedure, which 
included fi ve mental health problems: depres-
sion, PTSD and torture-related trauma, accultura-
tion issues, domestic violence and child 
maltreatment (Swinkels, Pottie, Tugwell, Rashid, 
& Narasiah,  2011 ). An overview paper under-
lined the crucial role of primary care as a site for 
mental health promotion and access to mental 
health care and described the clinical relationship 
with the primary care provider as pivotal in the 
detection and treatment of common mental health 
problems (Kirmayer et al., 2011). The guide-
lines recommend that clinicians in primary care 
focus on clinical utility in establishing mental 
health care priorities. For example, screening for 
depression is recommended only if it is part of an 
integrated treatment system, with “systematic 
patient education, availability of allied health 
professionals to support continuity of care, fre-
quent follow-up, a caseload registry to track 
patients, caseload supervision by a psychiatrist if 
indicated, stepped care and a plan for preventing 
relapse” (Katon & Seelig,  2008 ). Clinicians are 
encouraged to be alert to signs of PTSD but not to 
implement routine screening for traumatic events 
because disclosure of trauma in well-functioning 
individuals, without appropriate therapeutic sup-
port, may lead to re-traumatization. In accord 
with the CICMH Toolkit, the CCIRH guidelines 
recommend:
•    Attention to the social and cultural context of 

patients’ illness experience, including varia-
tions in the expression, interpretation and 
reactions to symptoms and illness, patterns of 
coping and seeking help, styles of communi-
cation and expression of emotions and sources 
of help sought outside the biomedical health 
care system  

•   The use of professional interpreters and culture 
brokers  

•   Inquiry about the family system and social 
network and inclusion of family members in 
the assessment process and treatment plan  

•   Consultation and collaboration with commu-
nity organizations which can act as support 
systems, provide resources and information 
during the period of resettlement and integra-
tion into the host society and create a culturally 
safe space for integrated care.    
 There is growing evidence that collaborative 

mental health care can increase access to mental 
health services in context of multiethnic popula-
tions. In a study in Boston, USA, co-location of 
primary care and mental health services and train-
ings seminars increased referrals to mental health 
and engagement of Chinese-American consumers 
(Yeung et al.,  2004 ). Collaborative care models 
including clinics, schools and community organi-
zations can be particularly helpful when servicing 
refugee patients, considering the privileged posi-
tion of these partners to detect problems given 
their proximity to families’ living environment, 
and the capacity of psychiatric consultants to assist 
primary care clinicians help families holding 
trauma narratives by organizing a safe environ-
ment around the family (Rousseau, Measham, & 
Nadeau,  2012 ). In settings where trauma focused 
psychotherapy is not available, committed primary 
care professionals and community workers can 
provide adequate psychosocial support and 
empathic listening bringing relief to a family.  

    Building Partnerships with 
Communities 

 Collaborative mental health care can give patients 
a stronger voice and sense of agency in health 
care decision making, by shifting from hierar-
chical models of care centered on professional 
expertise to one that works in partnership with 
patients and their families (Kates,  2008 ). 
Collaborative mental health care also favors 
working closely with communities, which can be 
consulted on how services should be confi gured 
and implemented. In contrast with “community- 
placed” initiatives, in which external organiza-
tions implement an initiative without the active 
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participation of the community (Trickett,  2009 ), 
collaborative care aims at  community-based  ini-
tiatives in which communities take an active role 
in both planning and capacity building (Pautler & 
Gagné,  2005 ). As envisioned by the CCMHI, col-
laborative care can go beyond organizational 
modifi cations to address the social implications of 
the ways in which mental health care is provided. 

 This community approach can highlight exist-
ing differences in perspective between majority 
and minority groups. As such, it challenges the 
knowledge and power imbalance that exists 
between health care providers and the popula-
tions they serve. The collaborative care arena is 
moving toward greater recognition of the experi-
ence and knowledge of ethnocultural communi-
ties. Although community organizations are 
increasingly recognized for their role in giving a 
voice to users of the mental health system, they 
still play a relatively minor role in service organi-
zations which are dominated by mainstream 
institutions. The exercise of power in these 
 institutions can occur in ways that are particu-
larly threatening to minorities. The notion of  cul-
tural safety , developed in a Maori context by 
nurses in New Zealand (Koptie,  2009 ; Papps & 
Ramsden,  1996 ), emphasises that addressing the 
power disparities in health care institutions is 
essential to provide an ethical foundation for 
 collaborative care (Brascoupé & Waters,  2009 ; 
Smye, Josewski, & Kendall,  2010 ). Although 
framed originally in terms of the predicament 
of Indigenous peoples in settler societies who 
have endured colonialism, marginalization and 
oppression, cultural safety provides a useful con-
struct to address the relations between immi-
grants and other ethnocultural minority groups 
and the mainstream mental health services. 
Indeed, many of these groups have a historical 
legacy of colonialism and ongoing experiences of 
racism and discrimination that can make encoun-
ters with mainstream institutions threatening. 

 Effective collaborative care also requires 
attention to the interaction of individual and col-
lective identities of providers and patients. 
Attention to context in mental health care 
implies an openness to learning about individuals’ 
experiences and worldviews, as opposed to stereo-
typing patients and families based on preconceived 

notions of ethnic, racial or religious groups. 
In practice, clinicians need knowledge, skills 
and attitudes that facilitate dialogue with differ-
ent family members and the heterogeneous 
members of cultural communities (Nadeau,  2007 ). 
For example, transformations of traditional roles 
with migration and acculturation are often at the 
root of family crises. Clinicians can assist with 
the renegotiation of family roles and relation-
ships, but particular skills are needed to mediate 
the issues that may arise when migration results 
in divergent experiences for youth and their par-
ents or men and women encountering new gender 
roles and confi gurations of relationship (see 
Chapter   7    ). Community organizations can be 
both partners and actors in this transformation. 

 The worldviews of migrant youth typically bor-
row from both their culture of origin and the host 
culture, and as such they have access to multiple 
cultural models to build their identities and make 
sense of their experience. Some studies suggest 
that youth who have a bicultural identity may 
thrive and have better mental health than their 
peers who adhere exclusively to culture of origin 
or host culture (Berry,  1998 ; Bibeau,  1998 ; 
   LaFromboise, Coleman, & Gerton,  1993 ; 
Schwartz, Unger, Zamboanga, & Szapocznik, 
 2010 ). Bicultural youth are able to maintain a 
nourishing link to their culture of origin while 
simultaneously investing in the host society. As 
they grow, they construct relationships between 
these two worlds. They inhabit an in-between 
space (Ang & Van Dyne,  2008 ), which may be a 
source of rich knowledge and opportunities, but 
can also challenge existing values. In collaborative 
care, the wish to recognize the voice of these youth 
must be balanced with the need to include their 
parents’ models of intergenerational relationships, 
including traditional patterns of decision making 
within families. Frequently, host country profes-
sionals differ about the best way to address youth 
responsibilities and rights while taking into 
account their need to belong to their families and 
their culture of origin. Professionals need to avoid 
aggravating these tensions as they mediate between 
these divergent perspectives. The following 
vignette illustrates how collaborative care can help 
resolve service providers’ divergent interpreta-
tions of intergenerational family confl ict. 
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  Giving voice to women is another challenging 
issue in collaborative mental health care with 
migrants. Some families from communities with 
traditional gender roles may perceive community 
organizations and mental health professionals in 
societies that emphasise gender equality as overly 
encouraging of the independence of women. At the 
same time, many women have experienced trans-
formation of traditional roles during the migra-
tory process. They may, for example, have had to 
adopt the role of provider for the family while 
separated from their husband, or they may have 
already questioned traditional gender roles in their 
country of origin but have become able to express 
their concerns more freely in the host country. 
These shifts in gender roles also must be negoti-
ated with awareness of alternative value systems 
and perspectives.  

    Training in Cultural Competence 
for Collaborative Care 

 As outlined in the introduction to this volume, 
providing mental health care to populations with 
high levels of diversity may require cultural 
adaptation of services. The cultural backgrounds 
of professionals, patients and families infl uence 
the conceptual frameworks used to interpret signs 
of diffi culty or affl iction as illnesses, understand 
the meanings of illness and identify appropriate 
action (Corin, Uchoa, Bibeau, & Koumare, 
 1992 ). Cultural competence implies being alert to 
factors such as communication style, power, 
role, gender and age that vary with culture and 
social status (Gorman,  2001 ). Cultural and con-
textual issues may mediate access and barriers to 
care (Sue,  2001 ). Cultural competence includes 
the capacity of the mental health professionals 
to be aware of their own cultural identity and 
presentation to the other, mobilizing different 
aspects of a complex self-identity to fi t the needs 
of the situation (Ewing,  1990 ). 

 Cultural competence cannot involve simply 
acquiring a fi xed body of knowledge about a 
 culture, because culture by its very nature is an 
evolving system or meanings, subject to constant 
revision and transformation by its members as 

 Case Vignette 9-1 

 Yasmine, a 13-year-old girl who came to 
Canada from Algeria at the age of 8, was 
aggressive toward peers, challenging of 
authority fi gures and oppositional at home. 
She also had sleep disturbance and aca-
demic diffi culties. Yasmine wanted to cut 
ties with her extended family because she 
attributed all the confl icts in her family to 
her uncle’s authority which she felt was 
illegitimate. She rejected the extended fam-
ily model which she associated with strict 
limit setting and many rules and wanted a 
nuclear family model, similar to that of her 
friends’ families, which she thought would 
give her more power. Her parents hesitated 
to change the traditional organization of 
the family and to introduce more distance 
in their relationship with the uncle. The pri-
mary care providers from the school and 
the clinic disagreed on the potential solu-
tions to this confl ict. Some thought the 
youth should be allowed to focus on nuclear 
family activities, while others expressed 
discomfort at the way that Yasmine framed 
her diffi culties and felt they were being 
pressured to choose between two legiti-
mate positions expressed by the youth and 
her family. The child psychiatry consulta-
tion with the family included all partners 
and aim to facilitate a discussion of the 
diverging views. The dreams of the parents 
for their child were discussed and reframed 
as an “in-between” position that gave 
importance to both the nuclear and 
extended family models, making it possi-
ble to belong to the host community while 
preserving links with the culture of origin. 
Through the consultation, it became appar-
ent that the parents themselves felt uncom-
fortable having to choose between these 
two models. The consultation allowed both 
the youth and her parents to feel supported 
and helped the primary care providers to 
overcome their split and continue their 
ongoing support. 
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well as external infl uences (Bibeau, Chan-Yip, 
Lock, & Rousseau,  1992 ). Promoting cultural 
awareness among mental health care providers 
therefore requires training programs that include 
both refl exive and clinical skills. This can be 
incorporated into continuing education through 
various pedagogical approaches including in-ser-
vice conferences for case discussion or perform-
ing joint clinical work, in which primary care 
providers can observe and participate in the pro-
cess of exploring cultural aspects during a specifi c 
consultation (De Plaen et al.,  2005 ; Rousseau, 
Alain, De Plaen, Chiasson-Lavoie, et al.  2005 ). 

 Because collaborative care projects regularly 
involve many collaborators, training of the par-
ticipants is a complex enterprise. Each collabora-
tor has his or her own knowledge and awareness 
of cultural diversity and experiences of otherness. 
In general, the health care system provides few 
opportunities for workers to discuss their  personal 
and clinical experiences related to culture and to 
integrate social and cultural issues into their 
professional knowledge and skills. 

 Awareness of the social and historical experi-
ences of individuals and communities is at the 
heart of collaborative mental health care in trans-
cultural contexts. This approach favors the iden-
tifi cation, recognition and acknowledgement of a 
multiplicity of individual and collective factors 
that impact on a particular clinical situation. Illness 
narratives bring their share of uncertainty and 
diagnostic challenge, even more so when they 
involve many interacting sociocultural elements. 
This may lead to the misattribution of symptoms, 
for example, when a child’s hypervigilance and 
agitation are interpreted as signs of attention-
defi cit hyperactivity disorder because there is no 
recognition that the child experienced major 
trauma (such as organized violence or abuse) 
leaving him with persistent fears. Many clinical 
situations are the result of the complex dynamics 
between personal (constitutional- temperamental), 
familial and social issues. Culturally sensitive 
assessment and care can allow for pertinent 
contributing factors to surface in due time. 

 Only this more detailed contextual information 
can clarify the diagnosis in complex, ambiguous 
clinical situations. For example, the suspicious 
attitude of a refugee teenager may be the result 

of post traumatic stress disorder, mistrust of a still 
unfamiliar host society, a coping strategy in the 
face of discrimination or a sign of an emerging 
psychotic disorder. A migrant child presenting 
with confl ictual relationships with the mother 
might have attachment disorder given that she was 
separated from the mother early in life without 
benefi tting from consistent caring fi gures or might 
be expressing a combined mother and child 
depression when family reunifi cation after many 
years of separation during the migration process 
brings ambivalence, anger and guilt while they 
struggle with poverty. A 10-year-old boy having 
diffi culty in school may be mentally challenged or 
have major communication diffi culties due to lan-
guage barriers that were never properly assessed. 

 A major challenge for collaborative care is 
how to provide a holding space for patients and 
their families where the multiple meanings of 
symptoms can be explored and where doubts, 
disagreements and uncertainty can also be heard 
while insuring that the clinical process does not 
become a new venue for confl ict. Multidisciplinary 
input and the engagement of interpreters and cul-
ture brokers help identify different contributing 
factors in complex clinical cases. Each partner in 
clinical care has his or her own knowledge and 
experience to contribute. The primary care pro-
fessionals involved may have known the patient 
and family for some time and can provide a lon-
gitudinal history of the illness, increasing the 
likelihood of an accurate diagnostic and treat-
ment plan. Families have often developed trust 
and a working alliance with these care providers, 
who may have helped them in very concrete ways 
in addition to offering psychosocial support. 
Thus, the consultation starts within a somewhat 
familiar setting in the company of their primary 
care providers for these families.  

    A Youth Mental Health Care Project 
in a Multiethnic Neighborhood 

 About half of Montreal’s school-aged children 
are fi rst- or second-generation immigrants 
(Sévigny, Viau, & Rabhi,  2002 ). Over the last 
decade, we have been involved in implement-
ing a collaborative mental health care program 
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in a community-based health and social services 
institution in Montreal, Canada, the Centre de 
santé et de services sociaux de la Montagne 
(CSSS DLM). The CSSS includes community 
clinics in three multiethnic neighborhoods of 
Montreal, which are among the most culturally 
diverse areas of the city. According to the 2006 
Canadian census, 52 % of the population in the 
catchment area of the CSSS are either immi-
grants (45.7 %) or nonpermanent residents 
(6.3 %), and 45.8 % have neither French nor 
English as a mother tongue, but one of many 
other languages (Paquin,  2008 ). 

 The collaborative care project developed 
through a 10-year partnership between the CSSS 
and the transcultural child psychiatry team of the 
Montreal Children’s Hospital lead by the second 
author. The goal of the project was to provide youth 
mental health services to newcomer migrant fami-
lies who were experiencing mental health diffi cul-
ties related to resettlement or to a previous exposure 
to organized violence. Partners included frontline 
professionals involved in the psychosocial care of 
children and adolescents, as well as others special-
ized in the care of refugee claimants. 

 During the fi rst phase, indirect consultations 
to mental health care workers and direct consul-
tations to children and their families were pro-
vided at the hospital, and joint case discussion 
seminars between the hospital outpatient team 
and community mental health care providers 
took place in the local community service center. 
In 2005, a government reform (PASM) promoted 
a shift of mental health care from hospital-cen-
tered mental health services toward community-
based (proximity) services in order to strengthen 
delivery of care at the primary care level 
(Ministère de la Santé et des Services Sociaux, 
 2005 ). This reform involved a transfer of fi nan-
cial resources and child mental health profession-
als including social workers, psychologists and 
specialized educators from hospital psychiatric 
teams to community institutions. In addition, the 
reform envisioned the community clinics as the 
doorway of entry for youth to access all mental 
health care services, which would be linked in a 
network of institutions providing increasing 
levels of mental health care (from community 

care to mental health care specialty and subspe-
cialty outpatient care to hospitalization) accessed 
by the creation of service networks between the 
institutions. Community services were also sup-
ported by creating a new role of “responding psy-
chiatrist” which consisted in supporting primary 
care professionals through on-site capacity-building 
activities ranging from case conferences, direct 
consultations with patients, training opportunities 
and ad hoc telephone discussions of clinical issues. 

 The collaborative care model has been the 
subject of much challenge, resistance and debate. 
On the one hand, primary care professionals, 
including family physicians who already are 
underrepresented in Montreal, noted that the 
addition of community-based mental health care 
to their existing community responsibilities was 
particularly challenging given their limited 
resources. Hospital-based services also resisted 
the reform, because the shift of services was not 
accompanied by new money or personnel, but 
instead involved a transfer of funds and care pro-
viders from existing hospital services to the com-
munity clinic. The challenge, therefore, has been 
to build partnerships that respect the realities on 
the ground and offer more benefi t than burden for 
all of the partners as they work to provide appro-
priate mental health care to an underserved popu-
lation. In the government plan, the community 
clinics were identifi ed as the main place where 
this new challenge was to be met. A recent report 
by the Commissioner of Health and Well-being of 
the province reiterated the importance of primary 
care settings and community organizations in 
providing mental health care (Commissaire à la 
santé et au bien-être,  2012 ). 

 In the summer of 2007, three child psychia-
trists specialized in transcultural mental health 
moved from the pediatric hospital to work in the 
community clinics of the CSSS. With them came 
a research group devoted to immigrant and refu-
gee children and their families. At the same time, 
the community clinics started to build a youth 
mental health team, which included both profes-
sionals already working in the community clinic 
and professionals transferred from hospital-based 
child mental health teams. This Youth Mental 
Health Team aimed to provide mental health care 
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directly to youth and their families and support 
the work of other teams in the community clinic. 
When the project began, the group was deter-
mined to work closely with community organiza-
tions. This determination stemmed from previous 
clinical experience, which highlighted the impor-
tance for refugee and immigrant families of the 
barriers to care and the power imbalances in health 
care delivery (Nadeau,  2004 ). Establishing bridges 
with community organizations provided a channel 
for the expression of individual and family con-
cerns. Understanding a family’s community links 
during the consultation process facilitated the 
appraisal of the child and family’s diffi culties 
within broader social and cultural perspectives. 

 The CSSS staff already worked closely with 
community organizations. These professionals’ 
experiences and their sense of familiarity with the 
different ethnic communities enhanced the part-
nerships formed around youth mental health care. 
Social workers, educators, dieticians and nurses 
from the CSSS also worked closely with daycare 
facilities and schools. Primary care health and 
social service organizations, meant to be frontline 
services for the population, faced the challenge of 
establishing respectful partnerships with commu-
nity organizations. Health institutions go through 
restructuring phases, changing their organiza-
tional models, their leaders or their programs’ 
vocations which may interfere with the continuity 
of community partnerships, putting at risk the 
slowly developed personalized links which have 
been forged with community organizations. As 
well, child psychiatrists and the youth mental 
health collaborative care initiative, including all 
of the restructuring it entailed, were newer addi-
tions to the community-based model, and this 
could be destabilizing at times or even threatening 
because of the shadow of hospital- centered and 
hierarchical professional models.  

    Service Delivery by the Youth 
Mental Health Team 

 The child or adolescent mental health referrals to 
the Youth Mental Health Team are fi rst reviewed 
by the “Guichet d’accès” (triage team) and then 

assigned to a specifi c community-based youth 
mental health team. Depending on the clinical 
situation, a youth mental health team member 
may become a key person in the care of this 
patient or alternatively may provide backup to a 
fi rst-line professional from another team already 
involved in the care. The triage team also 
decides if a child psychiatric consultation is 
necessary (either directly with the child and 
family or indirectly through a case discussion 
among professionals). 

 Child psychiatry consultations are always 
done in the presence of the main primary care 
provider and often with other professionals 
involved in the care of the child or youth. The 
role of the main care provider is reinforced dur-
ing the consultation and he or she remains 
responsible for implementing the treatment rec-
ommendations and insuring continuity of care. 
Consultations have three main aims: (1) provid-
ing the frontline professional with therapeutic 
tools by establishing or clarifying a diagnosis, 
exploring individual and family dynamics, elab-
orating a treatment plan and transmitting thera-
peutic know-how; (2) supporting the professional 
during complex therapeutic work through clini-
cal supervision, allowing the expression of feel-
ings of uncertainty, ambivalence and sharing the 
perceived burden of care; and (3) facilitating 
access to specialized services in mental health 
care. The consultation process is fl exible and 
varies according to circumstances: it may consist 
of a punctual consultation or can involve repeated 
meetings with the patient and or the treatment 
team at the request of the primary treating 
professional. 

 The WHO and WONCA report ( 2008 ) under-
lined the effi cacy of modalities using experiential 
ongoing training for primary care professionals 
built in their core work experience:

  The effects of training are nearly always short- 
lived if health workers do not practise newly-learnt 
skills and receive specialist supervision over time. 
Ongoing support and supervision from mental 
health specialists are essential. Collaborative or 
shared care models, in which joint consultations 
and interventions take place between primary care 
workers and mental health specialists, seem espe-
cially promising. (p. 67) 
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   Addressing power issues within interprofes-
sional care is a cornerstone of collaborative mental 
health care. Professionals often renegotiate their 
roles within the process of care, either at the time 
of the consultation or following it. The consulta-
tion creates an opportunity to identify roles and 
responsibilities, to express concerns and to review 
treatment strategies. Most often, all professionals 
working with the identifi ed patient and family are 
invited to the consultation. 

 In the presence of the family, the consultation 
process is described as one of sharing views, thus 
allowing families to voice their concerns and inter-
pretation of the situation. This hopes to be an 
empowering process, counteracting some of the 
voicelessness that migrants may experience in the 
host society. The establishment of a dialogue is an 
explicit recognition of the knowledge that migrants 
and minority ethnic groups have of their own pre-
dicament and of their agency in seeking solutions. 

  Mental health issues may complicate this 
process of dialogue when the stigma of mental 
illness adds to the exclusion associated with 
minority status. At times, the internalization by 
migrants of paternalistic and hierarchical repre-
sentations of mental health professionals act as 
barriers to the empowerment process. 

 The consultation is often an occasion to have 
a joint meeting with other institutional and com-
munity partners involved in a child’s care, if a 
family is open to their presence and it is clinically 
relevant. These networking meetings favor 
 collegial discussion and co-construction of a plan 
among the family and the multiple professionals 
involved in the child’s care. Although profession-
als may disagree about treatment directions, this 
form of consultation decreases misunderstand-
ings and improves communication, facilitating 
mediation between potentially divergent views. 
The inclusion of community organization mem-
bers in the consultation may also facilitate the 
alliance with the family, as illustrated in the fol-
lowing vignette.  Case Vignette 9-2 

 Carlos, a 10-year-old boy from Peru who 
had academic diffi culties, mentioned to a 
school psycho- educator that on occasions he 
was hearing voices. The school asked for a 
psychiatric consultation because they were 
worried by these symptoms. Within the con-
sultation, the parents were invited to share 
their views on the boys’ symptom. They dis-
closed that according to the family Carlos 
was the bearer of a transgenerational gift: he 
had some shamanic powers, which were 
associated with the voices he heard. The 
parents then thanked the consultation group 
members for their openness and respect 
toward this interpretation of his “problems.” 
While the parental explanatory model was 
acknowledged, the consultation also 
emphasized the boy’s anxiety and his dis-
sociative symptoms. This intervention 
helped to strengthen the alliance with the 
school and the health care system and 
facilitated follow-up intervention by simul-
taneously addressing the strengths and the 
vulnerabilities of the family and of the boy, 
without pathologizing them. 

 Case Vignette 9-3 

 Anika, a 7-year-old girl from Bangladesh 
was referred by her school social worker 
for consultation for symptoms of anxiety 
and depression. Her mother was reported to 
have been non cooperative at an earlier 
interpreter-assisted school meeting to dis-
cuss her daughter’s diffi culties. The 
description of the diffi culties communicat-
ing with the mother was such that the Youth 
Mental Health Team, prior to the meeting, 
raised the possibility that she might be suf-
fering from paranoid symptoms. With the 
mother’s approval, a representative from a 
community organization, who was already 
known to her, was invited to the consulta-
tion with the objective of better under-
standing the mother’s worries and of 
fi nding acceptable strategies to help her 
and her child. 

 In the community organization work-
er’s presence, the mother was able to 
explain how she felt bewildered in the host 

(continued)
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  Interpreters are also major players in building 
bridges toward communities. They are important 
members of the multidisciplinary team and play 
a key role in the consultation process, not limited 
to translation (Leanza,  2007 ;    Rousseau, 
Measham, & Moro,  2011 ; see Chapter   5    ). 
Unfortunately, the inclusion of interpreters in 
health institutions across the province tends to 
remain limited to situations where communica-
tion is expected to be very restricted or impossi-
ble without their presence. At the CSSS, 
interpreters are asked to join consultations when 
the professional organizing the consultation 
deems this necessary. Because mental health 
consultations touch upon sensitive and complex 
emotional issues often requiring a rich vocabu-
lary, and because family members may differ in 
their knowledge of the host country languages, 
liberal use of interpreters in consultations is 
essential in the work of the Youth Mental Health 
Team. Interpreters also often play the role of cul-
tural brokers, alerting the group to possible mis-
understandings and to cultural issues (Kaufert & 
Putsch,  1997 ). They can give advice about how to 
interpret the cultural elements of a narrative and can 
help to distinguish signs of pathology from 
culturally normative behavior. Their presence 

may support the family disclosure of adverse 
experiences in the community of origin or 
in the host country community. At the same 
time, the presence of an interpreter adds a new 
fi gure to the consultation and collaborative care 
process. Exchanges through interpreters take 
more time and require an adjustment of assess-
ment and treatment practices. This new presence 
can be integrated in order to bring collaboration 
and clarifi cation rather than confusion in the 
clinical process. Finally, the very presence of an 
interpreter or cultural broker conveys a message 
that the family’s cultural background is deemed 
important within the consultation. The need for 
the family to experience a sense of a culturally 
safe space gets explicitly named during the 
consultation interview. 

society because she was suffering from 
intimate partner violence. She had been 
kept isolated and threatened by her partner 
and had no information about what ser-
vices the host society could offer. The 
meeting shifted the perception of the con-
sulting team, who now perceived the moth-
er’s avoidance as trauma-related rather than 
a sign of paranoia. Her linguistic communi-
cation problems and her sparse knowledge 
of the host society aggravated her fear and 
withdrawal. The support provided to her by 
community organization members who 
were familiar with her social and cultural 
circumstances enabled the team to estab-
lish a working alliance to respond to her 
child’s needs. 

 Case Vignette 9-4 

 Kiara, a 12-year-old girl was referred to the 
clinic for symptoms of anxiety. The family, 
from the Philippines, had to deal with the 
challenge of the mother suffering from a 
disabling chronic illness. The parents 
needed help navigating the health and 
social services systems. The whole family 
experienced anxiety because of mother’s 
illness, which had drastically changed their 
hopes around immigration. The family 
wished to have another family member, liv-
ing in their country of origin, come to help 
them deal with the mother’s illness but felt 
disempowered to take action toward such a 
request. The presence of a professional 
interpreter who was very knowledgeable 
about social services, health networks and 
immigration procedures was key to con-
veying health information in a culturally 
safe manner and to accompanying through 
the multiple steps needed to get help within 
the local health network and proceed with 
the request to have the family member to 
come for a few months to Canada. They 
were reassured and able to envision possi-
ble steps forward. 
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      Addressing Culture and 
Immigration 

 For the vast majority of the child psychiatry 
consultations taking place within the CSSS project, 
the meeting with the family provides an opportu-
nity to discuss the cultural roots and sense of 
belonging of families. Meeting with migrant 
families also acts as a reminder for clinicians’ of 
their own values and representations, both indi-
vidual and collective. Many care providers have 
become more aware of how their own identities 
are implicated in the clinical process and are 
learning to make intentional use of these identities 
within the clinical work (Nadeau et al.,  2009 ). 

 In addition to training in cultural competence, 
collaborative care requires that frontline profes-
sionals acquire the knowledge, skills and atti-
tudes essential to provide mental health care. 
This includes core information about the epide-
miology, identifi cation and treatment of major 
mental health disorders, the relationship between 
physical and mental health problems and commu-
nication skills to enhance the patient–clinician 
relationship (WHO & WONCA,  2008 ). Mastering 
the new roles associated with collaborative care 
and becoming aware of impact of one’s own iden-
tity in the clinical process can be challenging 
(Murphy,  1987 ) and requires the ability to suspend 
judgment and learn from  others (Lu, Lim, & 
Mezzich,  1995 ; Toniolo,  2007 ). 

 Training modalities need to adapt to this trans-
formation of practices and to provide support to 
 clinicians. Learning to tolerate uncertainty, while at 
the same time being supported in new experiences 
of clinical work can increase professional confi -
dence. Joint clinical work and case discussion semi-
nars over a period of time can help professionals 
expand their clinical knowledge, skills and attitudes 
in the encounter with “otherness.” 

  Adapting services also means taking into 
account the sociopolitical context of the patient’s 
history, acknowledging pre-migratory experiences 
(such as organized violence) as well as post-
migratory experiences such as discrimination and 
poverty. These experiences modulate the illness 
experience, diffi culties encountered and the 
response given to proposed treatments (Kleinman, 
Das, & Lock,  1997 ; Porter & Haslam,  2005 ). 

 The consultations with the child psychiatrist 
often provide an occasion to ask the family to 
narrate their migration process including some of 

 Case Vignette 9-5 

 Nader, a 10-year-old boy presented with 
confl ictual peer relationships and intra-
familial verbal aggressivity with the use 
of threatening and disrespectful language. 

He also had academic diffi culties. His family 
was from Lebanon and the parents were 
separated. There were some attachment dif-
fi culties with the mother who was suffering 
from lupus and obsessive-compulsive disor-
der. After the initial consultation, a follow-
 up was organized for the parents to review 
parenting issues. Individual therapy was 
offered to Nader, in order to support him 
while his parents’ confl ictual relationship 
was addressed. During the treatment, the 
primary care professionals were faced many 
family crises. The boy’s verbal threats were 
reassessed in relation to the family’s cultural 
background. For example, when the boy 
said to his parents “I will kill you,” this was 
viewed as a homicidal threat by the service 
providers who were worried by the level of 
confl ict in the family and were afraid of the 
risk of a violent acting out. A culture broker 
emphasized that in Lebanon these utter-
ances would mainly be understood as an 
expression of anger with no real intention 
to infl ict physical violence. This reframing 
and repeated contacts and discussions 
between care providers allowed them to bet-
ter understand the family dynamics and to 
interpret the boy’s aggressive verbalizations 
in cultural context, avoiding a more intru-
sive intervention through youth protection. 
The collaborative care model facilitated the 
discussion of specifi c cultural manifesta-
tions of family turmoil and supported their 
resolution. 
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their pre- and post-migratory challenges, stresses 
and successes. Frontline professionals who famil-
iarise themselves with these experiences deepen 
their understanding of the family’s unique history. 
At the same time, the consultation process is not 
only about obtaining specifi c information from 
families; it is also about deciding what information 
needs to be gathered and when and how this can be 
done. When sensitive information, such as trau-
matic events, is involved, the timing of disclosure 
of this information with the family is a delicate 
issue (Measham & Rousseau,  2010 ). 

 The stigma associated with mental illness may 
also need to be addressed because it is a major 
barrier to access services for many people. 
Stigma may be particularly severe for some cul-
tural groups, for example, if mental illness was 
highly stigmatized in their country of origin or 
they already have experiences of discrimination 
or exclusion due to their minority status in the 
host country. Primary care settings may be 
viewed as less stigmatizing than mental health 
services making it easier to deliver mental health 
care (   Kates,  2008 ). 

 The consultations are also an occasion to learn 
know-how regarding fostering attention to diver-
sity and culture. Primary care professionals 
themselves represent the growing diversity of 
society. In the consultation process, the diversity 
of cultural identities within the group of profes-
sionals can implicitly represent the multiplicity 
of interpretations available to give meaning to a 
clinical situation. This can encourage families to 
share their own understandings of the clinical 
situation. At times, the consultation may 
acknowledge this diversity explicitly by inviting 
both service users and professionals to share their 
own interpretations with the group. 

  Allowing for the expression of the multiple 
points of views of patients, their family members 
and the different primary care providers needs to 
be considered in the context of the imagined 
legitimate public expression of thoughts and 
emotions within the framework of both the cul-
tural manners one feel bound to and the host soci-
ety current discourses on migrants. It talks about 
providing a safe space to discuss alternative ways 
to Western models of healing. It stimulates clini-
cians’ awareness of their expectation regarding 
the style of emotional expression and communi-
cation strategies within the clinical encounter. It 
also solicits in a modulated manner a discourse 
on the country of origin. 

 Furthermore, the institutional culture in the 
Western world often frames the patient-service 
provider clinical encounter in a dyadic way. 
Some patients used to a more collective way to 
envisage solutions when facing adversity, may 
feel estranged by a purely dyadic process. The 
primary care professionals differ in their training 
on this aspect: some will have been used to 
almost exclusively to a dyadic process, whereas 
others have been more exposed to systemic 
approaches.  

 Case Vignette 9-6 

 At the onset of a consultation for David, a 
6-year- old fi rst-born son of two university 
parents from Togo, the child psychiatrist 
evoked the diversity of professions and 
 cultural origins of the team present at the 

assessment and explained their presence as 
an opportunity to think through the issues 
together using different lenses or ways of 
interpreting the diffi culties to identify strate-
gies to improve the situation. Meeting a child 
psychiatrist alone might have led the parents 
to refer mostly to the Western biomedical 
models they were familiar with through their 
studies. The invitation to discuss different 
interpretations, together with the initiative of 
one of the team members professional to 
comment on traditional views on fi rst-born 
sons, allowed them to share the extended 
family discourse on the privileged place of 
this son as the fi rst-born grandchild. His 
oppositional behavior could then be reinter-
preted in the light of the specifi c dynamics 
around this cherished child. 
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    Training Methods to Support 
Collaborative Care for Culturally 
Diverse Populations 

 The implementation of the collaborative youth 
mental health project in an urban setting was 
 supported by a continuing education program based 
on the synergy between seminars, supervisions and 
didactic teaching. Inter-institutional case discus-
sion seminars promote a shared place of dialogue 
between partners who work in different organiza-
tional cultures. They can work to decrease service 
fragmentation, offer support to primary workers 
and transmit clinical know-how (De Plaen et al., 
 2005 ; Rousseau et al.,  2005 ). By regularly bringing 
together workers from different neighborhood 
institutions to discuss the same case, these semi-
nars allow clinicians to develop trusting working 
relationships and to co- construct their clinical prac-
tices within a theoretical framework that facilitates 
the transformation of these practices to better 
address the specifi cities of the clinical situation at 
stake. Training in the form of group and individual 
clinical supervision provides complementary 
modalities together with didactic clinical and theo-
retical teaching. This training takes into account 
the time and clinical load constraints of primary 
care workers. The training content focuses on 
issues pertinent to primary care including adapta-
tions of clinical detection and intervention tools 
for youth with mental health diffi culties to fi t the 
 reality of primary care in multiethnic urban neigh-
borhoods. There is also a focus on promoting 
awareness of the historical and sociocultural speci-
fi cities of the communities served. 

 These hands-on training activities seem to 
benefi t the collaborative partnership. Shared dis-
cussions and teaching strengthen the network 
and increase understanding of each other’s 
responsibilities, limits, mandates and traditions 
(Nadeau & Measham,  2006 ). Shared clinical dis-
cussions also offer a forum to merge different 
clinical points of view, which is an essential part 
of developing collaborative care. Rather than 
aiming at a consensus of points of view, these 
discussions provide a space for different inter-
pretations to be heard, considered and integrated 

within a coherent treatment plan. In initiatives 
combining collaborative mental health care and 
services to a culturally diverse population, the 
mix of different modalities including case dis-
cussions within seminars and supervision as well 
as didactic teaching facilitates the refl ection on 
one’s own work that is needed to enable the 
patient’s voice to be heard (Katz & Shotter, 
 1996 ). As such, it helps to avoid two pitfalls: ste-
reotyping the culture of the patient and being 
color blind and attributing no importance to cul-
tural aspects. 

 In describing our approach to collaborative 
care, we have used case vignettes involving 
children and youth, refl ecting our practice as child 
psychiatrists. While the general principles dis-
cussed in this chapter also apply to adult popula-
tions, adults face specifi c challenges in a culturally 
diverse population (e.g., work, lodging) that must 
be addressed accordingly. As well, collaborative 
care in adult mental health requires specifi c part-
nerships and resources (e.g., crisis centers) that 
differ from those most relevant in child and youth 
mental health.  

    Conclusion: Collaborative Mental 
Health Care in Transcultural 
Contexts 

 Collaboration between primary, secondary and 
tertiary care professionals can provide better 
continuity of care and effi cient use of limited 
resources. Of course, collaboration across dif-
ferent professions demands its own share of 
adjustments, and much work must be done with 
partners and stakeholders at the onset to clarify 
roles and build effective teams. Multidisciplinary 
teams can facilitate understanding of cultural 
contexts and promote negotiation of differences 
and the provision of culturally appropriate care. 
Indeed, the focus on cultural formulation can 
itself facilitate the interdisciplinary exchange by 
giving explicit place for the insights of profes-
sions like social work, nursing and social sci-
ences focussed on the lifeworld of patient and 
family (Dinh, Groleau, Kirmayer, Rodriguez, & 
Bibeau,  2012 ). 
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 At its roots the model of collaborative mental 
health care encourages all actors to be partners in 
care and promotes a partnership role for families 
as well. At the same time, true collaboration 
remains a major challenge as both illness and 
migration may strain the voice and agency of 
families as they struggle with new predicaments. 
Families come to a new country with an expected 
model of care in mind, unconsciously if not 
consciously. Migrants become expert at adapting 
to new realities, but in so far as mental health 
problems mobilize defence mechanisms, they 
can provoke fears about an unfamiliar system of 
care which is perceived as stigmatizing and unre-
sponsive. Introducing a multiplicity of voices 
within collaborative care symbolically conveys 
that all perspectives are important and this pro-
cess can be empowering for families. 

 Multidisciplinary collaboration and inviting 
a multiplicity of voices, however, runs the risk of 
disorganization if no one acts as leader. The con-
sultation process needs to avoid a cacophony of 
voices while promoting a stimulating diversity of 
actors. To insure coordination and coherence, the 
process needs to be led by a designated care 
provider, usually the main primary care provider 
who will remain in charge of the follow-up. 
Having the primary care provider take this lead 
role reorganizes the traditional hierarchy between 
psychiatrists and other health care providers and 
may at times be destabilizing. It also confronts 
primary care providers with all the complexities 
and uncertainties of mental health issues. It is 
thus essential that opportunities are provided 
within both training and practice settings to regu-
larly discuss the transformation of roles and to 
support workers who face diffi culties with the 
new modes of practice. This underscores the 
need to introduce opportunities for debate about 
the impact of collaborative care ventures during 
the implementation of new models. Introducing 
spaces to express doubt and uncertainty is espe-
cially important at the outset of the implementa-
tion of collaborative care projects when everyone 
is struggling to understand what exactly the 
 project will entail in terms of new roles. 

 In summary, models of consultation in collab-
orative care base their effi cacy on partnerships. 

The mental health consultation model described 
in this chapter promotes close partnerships 
among professionals but also with families and 
communities through which traditional power 
imbalances within the medical system can be 
challenged and transformed. The model also can 
be used to promote greater awareness of the 
diverse cultures that permeate the collaborative 
care in multiethnic populations, and tries to avoid 
cultural stereotyping by giving voice to the diver-
sity of perspectives within communities, includ-
ing those of women and youth. Because this 
model presents a double challenge to primary care 
professionals’ in terms of role and cultural iden-
tity, training modalities must directly address the 
feelings of adequacy or competence of primary 
care workers as well as the notion of cultural 
safety for both families and professionals.     
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           Introduction 

 Most models of mental health services have been 
developed in urban settings, with large popula-
tions and many specialized resources. Rural and 
remote communities pose challenges to these 
models for reasons of geography, social structure 
and culture. In Canada and other countries, rural 
and remote communities include a high propor-
tion of Indigenous    peoples, with important cul-
tural differences from the urban population. In 
this chapter, we discuss the role of cultural con-
sultation in providing mental health services for 
remote and rural communities, with an emphasis 
on the mental health of Indigenous peoples in 
Canada. The authors have worked as psychiatric 

consultants to First Nations and Inuit  communities 
in Northern Quebec and draw from this experi-
ence and the work of the CCS to outline key 
issues for cultural consultation in this setting.  

    The Context of Rural and Remote 
Communities 

 Rural and remote communities can be defi ned in 
various ways refl ecting relative size and density 
of population, level of infrastructure and distance 
from urban centers (Hart, Larson, & Lishner, 
 2005 ). A rural community is located outside an 
urban area has smaller size, lower population 
density and less infrastructure. A remote commu-
nity is situated at a great distance from a metro-
politan region and is diffi cult to reach by regular 
transportation. Such communities typically have 
a small population and low population density 
and usually have very limited infrastructure. The 
costs of providing mental health services in such 
settings are high. 

 In Canada, the population of most remote 
communities is predominately Aboriginal 
 peoples (First Nations, Inuit or Métis). 1  Although 
more than 50% of the Indigenous population live 
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in cities, and many live in reserves located near 
cities, according to Statistics Canada ( 2008 ), 
approximately 20% of Indigenous people in 
Canada live in rural or remote non-reserve com-
munities. In this context, rural and remote 
includes wilderness areas and agricultural lands, 
as well as small towns, villages and other popu-
lated places with a population of less than 1,000 
and a density of less than 400 persons per square 
kilometer. Many of these communities are located 
in Canada’s northern regions. The social, cultural 
and political issues of Indigenous peoples com-
bined with logistical issues of geographical loca-
tion and scale pose distinct challenges for mental 
health services. 

 Fully 90% of Indigenous communities across 
Canada consist of less than 1,000 people. These 
communities are often located in regions with very 
low population density. Some of these communi-
ties, especially arctic and northern communities, 
are more than 2,000 km from a major city. Access 
to many of these centers from rural and remote 
areas is often diffi cult. Few roads connect some of 
the smaller communities, which may be hundreds 
of kilometers from neighboring communities. 

 Small communities have some advantages with 
regard to mental health. There can be greater social 
cohesion, easy access to social and family support 
systems, a strong informal network of helpers and 
widely shared knowledge of the community and 
available resources. In small communities, per-
sonal networks and professional relationships are 
likely to overlap. This can be an advantage when 
an immediate response is needed to avert a crisis 
but can be a disadvantage to both clinicians and 
clients when privacy and professional distance is 
desired. Community workers may be closely con-
nected to the people they are supposed to help, 
implicated in their confl icts, and may never have 
any respite from their role as caregivers. 

 A variety of forms of mental health service 
have been provided to rural and remote 
Indigenous communities, including primary care, 
crisis intervention, prevention and health promo-
tion programs. However, many people living in 
rural or remote areas do not have ready access to 
professional mental health care. Larger commu-
nities may have a primary health clinic staffed by 

a physician and other health or social service 
professionals. Smaller communities may have a 
nursing station, with nurse practitioners, assisted 
by visits from other health professionals on a 
rotating basis. Specialist, secondary and tertiary 
services are generally not readily available in 
smaller rural and remote communities. Patients 
with serious health problems may therefore need 
to travel long distances at considerable expense 
to receive the appropriate medical care. 

 This situation is compounded by common dif-
fi culties faced in the provision of mental health 
services in rural and remote settings. These include 
(1) shortage of trained professionals or other help-
ers, (2) the pressure on the mental health workers 
living in a small community who work alone with 
limited access to ongoing clinical supervision and 
continuing education, (3) the diffi culty of ensuring 
confi dentiality when people live in close proxim-
ity, (4) stigma associated with mental illness that is 
diffi cult to conceal in small communities and (5) 
the costs and logistical challenges associated with 
transportation of providers or patients (McDonel 
et al.,  1997 ; Nagarajan,  2004 ). 

 In addition to the challenges associated with 
geographical remoteness, rural and remote com-
munities face similar challenges to those faced by 
Indigenous people across Canada. Many remote 
Indigenous communities have social problems 
including housing shortages, overcrowding, pov-
erty, unemployment as well as issues of substance 
abuse and domestic violence that may reduce well-
being and increase the prevalence of mental health 
problems (King, Smith, & Gracey,  2009 ; Kirmayer, 
Tait, & Simpson,  2008 ). Social and mental health 
services may be underfunded, while rates of sub-
stance abuse, violence and suicide often are high 
(Kirmayer, Whitley, & Fauras,  2010 ). 

 Beyond the geographical and environmental 
challenges associated with remoteness, there are 
dilemmas for health service delivery in remote 
and rural communities refl ecting jurisdictional 
issues in the ways that services have developed 
(Macdonald,  2008 ; McCormick & Quantz,  2009 ):
•    Services tend to be provided in reaction to cri-

ses, with fewer resources invested in primary 
and secondary prevention or mental health 
promotion activities.  
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•   Services are often fragmented with lack of 
continuity of care over time and across  sectors. 
The lack of temporal continuity results from 
staff shortages, high levels of staff turnover, 
and shortages of resources. Remote and rural 
communities often rely on locum or itinerant 
physicians and nurses on rotation (Armstrong, 
 1978 ; Group for the Advancement of 
Psychiatry,  1995 ). Discontinuity across sec-
tors occurs because services are segmented in 
silos, i.e. substance use disorder services, 
mental health services, social services and 
education are not integrated and may provide 
contradictory advice or interventions.  

•   Often services are provided through specifi c 
time-limited projects or initiatives. Funding 
tends to be available for pilot projects on a 
short-term basis, with promising and innova-
tive projects terminated just as communities 
are becoming more comfortable with the 
intervention.  

•   Program evaluation is less common in rural 
mental health than in urban settings, due to the 
shortage of resources, costs of hiring outside 
researchers to evaluate projects and the lack of 
trained personnel on the ground to conduct 
evaluation. There may also be a heightened 
sensitivity on the part of providers about the 
potential perception of urban-based outsiders 
that their services are of an inferior quality. 
The result of all this is that there is a lack of 
rigorously evaluated, evidence-based inter-
ventions relevant to promoting mental health 
and well-being in rural and remote regions.    
 In the absence of a comprehensive service, it 

has been suggested that a community mental 
health liaison service or related models of col-
laborative care can provide support for primary 
care practitioners, while also assisting family car-
ers, though again this model has not been rigor-
ously tested (Hazelton, Habibis, Schneider, 
Davidson, & Bowling,  2004 ). 

 In additional to these pragmatic and logistical 
considerations, there is increasing recognition 
that conventional services may create situations 
that are unsafe for Indigenous peoples and other 
groups that have experienced oppression. 
Building on work by Maori nurses in New 

Zealand (Papps & Ramsden,  1996 ), Indigenous 
scholars and organizations have endorsed the 
notion of cultural safety as a way to highlight and 
address issues of power, institutionalized racism, 
and discrimination in the health care system 
(Brascoupé & Waters,  2009 ; Koptie,  2009 ; Smye, 
Josewski, & Kendall,  2010 ). The Indigenous 
Physicians Association of Canada ( 2009 ) has 
produced a curriculum for training health profes-
sionals to give them some of the basic historical 
and contemporary background knowledge 
needed to understand the experience of 
Indigenous patients and to begin to address their 
own attitudes and stereotypes. Any approach to 
services for Indigenous peoples must engage 
these principles of cultural safety to insure that 
the context of health care delivery and the modes 
of interaction acknowledge and redress the leg-
acy of colonialism and ongoing power disparities 
that continue to affect the health and well-being 
of Indigenous individuals and communities.  

    Social Determinants of Mental 
Health in Rural and Remote 
Settings 

 As a result of the social, economic and techno-
logical changes in developed countries in the last 
200 years, there has been an enormous migration 
from rural to urban regions. One result of this 
migration is the preferential move of young peo-
ple to urban centers, with a corresponding aging 
of rural populations (Judd et al.,  2002 ). A more 
recent phenomenon is counter-urbanization, with 
the movement of low-income families from 
urban zones towards rural areas, often searching 
for housing at lower costs (Fitchen,  1995 ). 
Increased mobility has also resulted in greater 
circulation of people back and forth between 
urban rural and remote communities. 

 Generally speaking, health indicators in urban 
and rural regions are similar, and both present a 
profi le that is less favorable than the profi le found 
in suburban regions that are comprised of a large 
proportion of high-income families. In the United 
States, many rural regions have higher rates of 
premature mortality (before 75 years of age), 
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child mortality, suicide, accidents, tobacco con-
sumption and chronic obstructive pulmonary dis-
ease (Eberhardt & Pamuk,  2004 ). 

 Few studies have considered area of residence 
(rural, urban or suburban) as a risk factor for psy-
chiatric illness. The prevalence of illness seems to 
be infl uenced more by socioeconomic factors 
(such as unemployment, poverty, social support 
networks) that vary within rural and urban zones 
as well as between them (Judd et al.,  2002 ). The 
socioeconomic profi le of rural areas in North 
America has evolved in the last decades, but the 
populations remain disadvantaged in many ways 
in comparison to urban centers, with lower 
employment rates and average salaries, higher 
poverty rates and a larger proportion of individuals 
depending on social security, as well as a globally 
lower level of education (Gamm,  2004 ; Judd et al., 
 2002 ; Nelson, Pomerantz, & Schwartz,  2007 ). 

 Further, the lifestyle in rural communities dif-
fers in many ways from the lifestyle in cities. 
Many authors use the concept of subculture to 
describe the particularities of values, traditions, 
religious practices and attitudes towards illnesses 
that are common in rural populations. As an 
example, some authors cite the prevalence in 
rural areas of the values of independence, self- 
management and a strong work ethic (Fuller, 
Edwards, Procter, & Moss,  2000 ; Hoyt, Conger, 
Valde, & Weihs,  1997 ; Nelson et al.,  2007 ; 
Strasser,  1995 ). The church holds a place of 
prominence in many communities (Judd & 
Humphreys,  2001 ), and there is evidence that, 
when dealing with issues of mental illness, rural 
residents have a tendency not to use health ser-
vices and are more inclined to rely on informal 
support including neighbours, the church, police, 
teachers and community groups (Bushy,  1994 ; 
Fuller et al.,  2004 ; Judd et al.,  2002 ). 

 The standard models of mental health services 
and interventions, which have been developed 
mainly for urban contexts, must be adapted to fi t 
rural situations (Gamm,  2004 ). This may involve 
considering issues of lifestyle, values, commu-
nity dynamics and the overall organization of 
place and time. The values and perspectives of 
rural communities may be unfamiliar to health 
professionals who have been born, raised and 

trained exclusively in urban centers. For example, 
in some rural regions where hunting is an impor-
tant activity, patterns of health utilization refl ect 
the impact of the migration of animals. Adapting 
the hours of service availability to respect this 
community activity is a simple expression of 
respect for local values and priorities. Providing 
mental health services in remote regions also 
poses many logistical challenges. Rural popula-
tions may be dispersed across large areas, with a 
low population density, long distances for patients 
to travel to see clinicians and diffi cult climatic 
conditions that cause transportation problems and 
make it more diffi cult to organize services effi -
ciently (Gamm,  2004 ; Nelson et al.,  2007 ). 

 One of the most common problems in provid-
ing mental health services in remote regions is 
the lack of professionals and other appropriately 
trained staff. This problem affects mental health 
providers, general practitioners and psychiatrists. 
In industrialized countries such as Australia, 
Canada and the United States, approximately 
20% of the total population lives in rural areas, 
whereas only 10% of physicians practise in these 
areas (Gamm,  2004 ; Judd & Humphreys,  2001 ). 
These regions typically have limited access to 
specialized services. Various strategies have been 
used to improve access to services in remote 
areas, including the use of itinerant specialists, 
training community workers to address basic 
needs and transferring patients to urban regions 
where they can receive specialized care. 
Increasingly, telemedicine and telepsychiatry 
have been used as ways to provide assessment 
and treatment for patients as well as consultation 
and support for providers (Calloway, Fried, 
Johnsen, & Morrissey,  1999 ; Judd et al.,  2002 ). 

 Although technology has infl uenced the orga-
nization of mental health services in rural areas, 
there are continuing problems of engagement and 
retention of professionals to support local workers. 
Furthermore, local resources including commu-
nity organizations may also be limited in rural 
areas. Small communities may have a few com-
munity workers who may be integrated within the 
health and social services system but rarely have 
an organization of their own. The Internet has 
allowed a growing number of  support networks for 
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people with mental health problems and concerns. 
Yet access to the Internet may be less available and 
reliable in remote areas where such networking is 
most needed. Overall, therefore, access to mental 
health services remains limited in rural regions, 
and as a result, patients, their families and relatives 
all face greater challenges than their urban coun-
terparts (Judd & Humphreys,  2001 ). 

 Mental health services in rural areas face spe-
cifi c challenges in relation to stigmatization and 
the protection of patient confi dentiality. In small 
communities where everyone knows each other 
and a clinic visit will not go unnoticed, the fear of 
being identifi ed and stigmatized as mentally ill can 
be a major barrier to help-seeking. This reality of 
the proximity of caregivers to patients can lead to 
delays or avoidance in seeking professional help. 

 Rural populations have been described as 
holding negative attitudes towards mental illness 
and as being prone to stigmatizing individuals 
struggling with mental illness. Stigmatization, 
shame, social exclusion and isolation can occur 
because individuals are identifi ed as “carriers” of 
mental illness or because they have displayed 
inappropriate behavior in public situations 
(Crawford & Brown,  2002 ; Fuller et al.,  2004 ; 
Judd et al.,  2002 ; Lambert & Hartley,  1998 ; Nelson 
et al.,  2007 ). However, some studies also demon-
strate greater acceptance and better social integra-
tion in rural areas of individuals with mental health 
problems. Thus, rural communities, particularly 
those in remote regions, may display a greater 
tolerance of individual idiosyncrasies or social 
deviance because the community may view each 
person in terms of their network of social relations. 

  The community’s acceptance of Markoosie as 
recovered, partially refl ected Inuit notions of the 
nature of mental illness as a potentially transient 
or reversible state of mind (Kirmayer, Fletcher, & 
Boothroyd,  1997b ). However, it also seemed to 
result from the familiarity people had with him as 
an individual, with a long history in the commu-
nity and many connections to cousins and other 
members of his extended family. The sense of 
interconnectedness and familiarity with individu-
als can contribute to a sense of community cohe-
sion, responsibility and solidarity that encourages 
support and integration of individuals suffering 
from severe mental illnesses (Fuller et al.,  2000 ; 
Hoyt et al.,  1997 ; Judd et al.,  2002 ; Lambert & 
Hartley,  1998 ; Sommers,  1989 ). Of course, not 
all communities function this way for all affl icted 
members, and this portrait of the cohesive rural 
community caring for its mentally ill members 
has been criticized as a romantic ideal by some 
authors (Murray & Kelleher,  1991 ). Supporting 
patients in the face of potential stigmatization is a 
major challenge for community mental health. 

 From the point of view of clinicians working in 
small rural communities, the challenge of main-
taining confi dentiality in health clinic depends 
on the discretion with which the services can be 
delivered. Unfortunately, maintaining the most 

 Case Vignette 11-1 

 Markoosie was a 32-year-old Inuit man liv-
ing in a remote village in northern Quebec. 
He had auditory and somatic hallucinations 
and a persistent delusion that three men 
from the south, who he had never met, were 
planning to come north to kill him. One 
day he mistook three co-workers driving 

the water truck for his southern assassins 
and shot at them with his rifl e. He fl ed 
home in fear and was brought to the nurs-
ing station by police who asked that he be 
taken south to be hospitalized. On assess-
ment at a hospital in Montreal, he received 
a diagnosis of paranoid schizophrenia and 
was put on neuroleptic medication. When 
he returned to his community, he was soon 
put back to work as the village dog catcher, 
shooting stray dogs with his rifl e. Although 
he continued to have auditory hallucina-
tions and delusions, even on neuroleptic 
medication, he kept these experiences to 
himself and was viewed by many commu-
nity members as recovered. 

11 Consultation to Remote and Indigenous Communities



228

rigorous confi dentiality may require holding 
 oneself apart from the community in ways that are 
neither practical nor positively viewed in the com-
munity. While communication that occurs in the 
clinical consultation must remain private, the 
 consultant’s everyday presence in the community 
and interactions with others afford a more ecologi-
cally meaningful, contextualized understanding of 
patients’ problems that can point to creative solu-
tions. Modifi cations of conventional mental health 
professional strategies around boundaries should 
be made when needed, after weighing the poten-
tial risks and benefi ts (Savin & Martinez,  2006 ).  

    Indigenous Communities 

 In certain industrialized countries such as 
Australia, Canada, New Zealand and the United 
States, Indigenous peoples constitute a larger 
proportion of rural and remote populations. 
Indigenous populations suffer from the legacy of 
colonization and subsequent policies of forced 
assimilation that have resulted in loss of cultural 
traditions and rapid changes in way of life. These 
communities continue to face serious political, 
economic and social challenges that are refl ected 
in poor health (King et al.,  2009 ; Reading,  2009 ; 
Reading & Wien,  2009 ). 

 Many Indigenous communities have high 
rates of mental health and social problems includ-
ing suicide, depression, substance abuse, vio-
lence, sexual abuse, conjugal violence, 
incarceration, accidents, child mortality, type II 
diabetes, tuberculosis, hepatitis, and chlamydia 
(Adelson,  2005 ; Canadian Medical Association, 
 2003 ; Gamm,  2004 ). Life expectancy in Australia, 
Canada, New Zealand and in the United States 
for Indigenous peoples is less than in the general 
population (Cass,  2004 ; Durie, Milroy, & Hunter, 
 2008 ). In Canada, this difference is of 7.4 years 
in men and 5.2 years in women. The discrepancy 
in health indicators for Indigenous populations is 
largely determined by socioeconomic factors 
including income, employment, education, hous-
ing, infrastructure and environment (Adelson, 
 2005 ; Cass,  2004 ; King et al.,  2009 ). In Canada, 
a high proportion of Indigenous peoples live in 

overcrowded housing and lack basic services. 
Although academic enrolment is improving, the 
level of education attained by students is still sig-
nifi cantly below the national average. The 
employment rate is one-third that of the rest of 
the population (Tang & Browne,  2008 ). The aver-
age income is also greatly inferior to the national 
average (Adelson,  2005 ). Given these disparities, 
improvement in the health of Indigenous commu-
nities depends not only on providing services but 
on the correction of social and economic inequal-
ities, which requires political will (Canadian 
Medical Association,  2003 ). 

 Health services in Indigenous communities 
face several challenges. Despite the high preva-
lence of psychosocial distress and substance 
abuse in these communities, there is a lack of 
specifi c services to address these problems 
(Gamm,  2004 ). The provision of health care ser-
vices faces challenges in language and communi-
cation, the cross-cultural validity of diagnosis 
and the fi t with indigenous concepts of health and 
illness (Judd et al.,  2002 ). Indigenous concepts of 
well-being include notions of physical, emo-
tional, mental and spiritual wellness of the person 
at hand. The individual is understood as an ele-
ment in a larger ecosocial system, involving the 
family, community and environment (Adelson, 
 2005 ; Kirmayer, Fletcher, & Watt,  2008 ). Various 
forms of indigenous healing and helping may be 
preferred ways to address common mental health 
problems (Gamm,  2004 ). 

 Biomedical health care was established in 
Indigenous communities as part of the process of 
internal colonization. Today, there is increasing 
awareness of the need to provide culturally 
responsive services and to insure that non- 
Indigenous health workers have knowledge of 
cultural values and perspectives and the ability to 
work across cultures (Canadian Medical 
Association,  2003 ). Contemporary health ser-
vices in Indigenous communities often repeat 
and perpetuate the hierarchical, paternalistic and 
even racist attitudes of the colonial process. 
Clinicians have a tendency to assume they under-
stand the nature of the problem and the best inter-
vention, to the exclusion of indigenous ways of 
knowing and healing. These issues lead to a fail-
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ure to engage and support the capacity of local 
resources (McCallum,  2005 ). 

 Indigenous people making use of mainstream 
health services may face institutional racism and 
discrimination (Currie, Wild, Schopfl ocher, 
Laing, & Veugelers,  2012 ). One of the more prev-
alent discriminatory beliefs in the  non- Indigenous 
health community involves assumptions that the 
disparity of health issues in Indigenous commu-
nities results from their own poor choices. This 
refl ects general ignorance of the historical impact 
of colonization, sedentarization and the system-
atic destruction of Indigenous culture and iden-
tity through the Indian Residential Schools and 
other methods of forced assimilation (Tang & 
Browne,  2008 ). Other expressions of bias and 
discrimination may take subtler forms. The 
remote regions inhabited by Indigenous peoples 
may be described as harsh and unyielding and the 
Indigenous peoples perceived in romanticized 
and exoticized ways, while the non- Indigenous 
health professionals may describe themselves in 
paternalistic language reminiscent of the era of 
colonization as heroic workers “saving” the com-
munity (McCallum,  2005 ). 

 In recent years, Indigenous peoples in Canada 
have gained an increasing measure of control 
over health services in their own communities. 
This has been driven in part by top-down policies 
of “devolution” that seek to transfer responsibil-
ity for health care from centralized government 
institutions to regional and local authorities. 
It also refl ects ongoing efforts to reassert com-
munity autonomy and local control. While the 
devolution process has tended to lead to the 
 replication of bureaucratic models of health care 
regulation at different levels, the assertion of 
local autonomy suggests that services and inter-
vention models must be revised to fi t local aspi-
rations as part of a process of decolonization and 
reconstruction (Kirmayer, Brass, & Valaskakis, 
 2008 ; MacKinnon,  2005 ). 

 There is evidence that local control of health 
services along with other key services and institu-
tions is associated with better community health, 
including lower suicide rates (Chandler & 
Lalonde,  1998 ,  2008 ). The maintenance, strength-
ening or reintroduction of traditional healing 

practices is also an important part of cultural revi-
talization, spirituality and identity for many 
Indigenous people (McCormick,  2008 ). Many 
questions remain about how best to integrate or 
achieve the effective coexistence of mainstream 
mental health services and traditional or indige-
nous healing systems. For example, some 
Aboriginal clinicians argue for integration of 
indigenous healing with professional mental 
health services (Wieman,  2008 ), while others 
suggest they should remain separate to insure that 
the conventional health care system does not 
 simply appropriate community-based indigenous 
approaches and apply them in ways that under-
mine or betray their fundamental values and prin-
ciples (McCormick,  2008 ; Mussell,  2005 ). 

 Increasing representation of professionals 
with Indigenous background in the milieu of 
health professionals is an important dimension of 
this self-determination. At present, health ser-
vices in most Indigenous communities are still 
provided by a majority of non-Indigenous practi-
tioners, including nurse practitioners or family 
physicians living in communities and other itin-
erant, periodic visitors. Although the number of 
Indigenous professionals in health services is 
growing, and measures have been taken to pro-
mote their training, they remain under  represented 
in the health professions, particularly medicine 
and nursing (Lecompte & Baril,  2008 ). There has 
been greater progress in Indigenous representa-
tion in alternative professions such as midwives 
and natural medicine practitioners.  

    Service Models 

 Service models in rural and remote regions must 
adapt to a multitude of factors that vary consider-
ably from one region to another. These factors 
include the size of a community, the demography 
and population density, the distance of the region 
from urban centers, the health profi les of the 
communities, the acceptance of health services 
within the community subcultures, socioeco-
nomic conditions as well as the infrastructure and 
the available professional staff on location (Judd 
et al.,  2002 ; Kirmayer et al.,  2010 ). 
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 The organization of health services in a spe-
cifi c geographical area must take into account the 
economic factors that defi ne the service thresh-
old, i.e., the minimum population required to jus-
tify the development and sustain the provision of 
a particular service over time. Some services 
with a very high threshold, such as a unit 
 specialized in nutrition problems, can be justifi ed 
only as regional programs for an entire  province 
or region. Small rural populations with a low 
population density, however, cannot sustain even 
low threshold services, despite the fact that these 
communities might need certain specialized ser-
vices, particularly in mental health (Judd et al., 
 2002 ). Clearly, the service threshold is not only 
an economic issue but depends on political 
choices that refl ect cultural, social and moral 
values. 

 In urban centers in Canada, mental health ser-
vice models have been built around hospital ser-
vices with medical specialists as key providers. 
This organization persists despite the fact that 
there is evidence that many patients with mental 
health problems are treated exclusively in pri-
mary care. Recent efforts in Quebec to redefi ne 
the role of psychiatrists as consultants to primary 
care providers have been slow to take hold not 
only because the primary care system is overbur-
dened but also because patients with mental 
health problems pose particular challenges in 
terms of time, resources and skills that may be 
diffi cult to provide in overburdened family medi-
cine settings. Successful collaborative care 
demands adequate support for primary care prac-
titioners and a reorientation towards community- 
based care among tertiary care mental health 
practitioners (see Chapter   10    ). 

 The rural model is structured differently, as it 
is built around frontline professionals. The fam-
ily physician or general practitioner is the key 
medical resource. Interdisciplinary teams spe-
cialized in mental health are developed within the 
community making use of other professionals or 
local social workers, educators and others. In 
remote or dispersed communities, the key 
resource person is more often a nurse practitioner 
who must work with community workers or oth-
ers with less professional training and support. 

Ironically, then, those with less training and 
resources must provide the broadest range of ser-
vices (Judd et al.,  2002 ; Tobin,  1996 ). 

 Local teams of frontline workers in mental 
health must be supported and complemented by 
specialized services made available in rural areas 
through outreach strategies. There are three com-
mon strategies to provide this support: (1) mobile 
and itinerant services involving specialized work-
ers in mental health, such as psychiatrists that 
make periodic visits to isolated communities; (2) 
telepsychiatry, which refers to the use of audio–
visual communication technologies to provide 
psychiatric services and support for frontline pro-
fessionals on either a regular schedule or an 
urgent basis; and (3) the use of satellite services 
established through agreements between rural 
mental health teams and large psychiatric centers 
in urban settings that provide isolated communi-
ties with resources that they lack, including psy-
chiatric hospitalization, medico-legal evaluation 
and residential substance abuse treatment 
(Henderson, Vanier, & Noel,  1991 ; Judd et al., 
 2002 ; Owen, Tennant, Jessie, Jones, & 
Rutherford,  1999 ; Samuels & Owen,  1998 ; 
Yellowlees,  1992 ). In primary care models for 
rural services, the main role of the psychiatrist or 
mental health practitioner is no longer the direct 
provision of care. Instead, the specialist’s tasks 
are those of consulting, training, education and 
support of general practitioners and other health 
professionals in frontline positions.  

    Onsite Service Delivery 

 The challenges of providing mental health ser-
vices in remote or isolated communities include 
developing a practical and effi cient organization, 
training and sustaining an adequate team of pro-
viders and addressing the unique personal and 
professional dilemmas of working in a small 
community. 

 Small rural and remote communities generally 
have access only to general health services. 
Specialized services usually are available to the 
population only via outreach strategies. 
Furthermore, because there is a shortage of health 
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professionals in rural regions, frontline profes-
sionals face additional challenges. Professionals 
with limited training in psychiatry must address a 
wide range of clinical problems, broadening the 
scope of their professional functions and playing 
a more polyvalent role compared to practice in 
urban settings (Humphreys, Hegney, Lipscombe, 
Gregory, & Chater,  2002 ). 

 This type of work requires fl exible organiza-
tion among professionals who must collaborate 
to meet the needs of a rural community. To work 
well in this setting, professionals must be fl exi-
ble, eclectic and creative (Fuller et al.,  2004 ). For 
example, in isolated regions, social workers are 
often called upon to play multiple roles simulta-
neously, including the psychosocial follow-up of 
children, adults and the elderly, social interven-
tions for medical or psychiatric conditions, ensur-
ing the application of child protection laws, 
evaluating potential danger for self-injury or vio-
lence, crisis intervention and psychotherapeutic 
interventions. This work cannot all be carried out 
in the confi nes of a clinic offi ce and may require 
extensive travel for home visits in rural popula-
tions that are widely dispersed. 

 Developing human resources for mental 
health services constitutes a signifi cant problem 
in isolated regions. Recruiting well-trained pro-
fessionals is diffi cult and there is often a high rate 
of turnover of professionals who stay for only 
brief periods in communities. The diffi culty of 
recruiting and of retaining professionals can be 
attributed to several factors, including profes-
sional isolation, poor collegial support (due to 
limited resources), the scarcity of professional 
development opportunities, heavy workload and 
responsibilities and the demand for an unusually 
wide range of skills. As well, there is often some 
stigma associated with being a mental health 
worker who is known and identifi ed as such by 
the entire community (Judd et al.,  2002 ; Nelson 
et al.,  2007 ). Academic issues are also part of the 
problem in recruiting as mental health profes-
sionals are often poorly prepared to practise in 
isolated regions during their training. Most pro-
fessionals are trained exclusively in urban cen-
ters, and their training does not include the needs 
and realities of practice in rural contexts (Gamm, 

 2004 ; Merwin, Goldsmith, & Manderscheid, 
 1995 ). 

 Given the lack of local professionals, isolated 
regions frequently rely on outside aid workers 
who rotate through communities every few weeks 
or months. Although these teams insure basic ser-
vices, they have many limitations. They cannot 
provide continuity of care at the level of clinical 
follow-up of patients, communication and transfer 
of information or provision of supervision of 
medication and treatment. The lack of continuity 
can increase the risk of deterioration in patients 
with unstable chronic conditions. The responsi-
bility for maintaining follow-up then falls more 
often on patients and their families, despite the 
fact that they may lack the necessary skills and 
resources to deal with the problems or may be act-
ing in ways that contribute to stressors. Because 
of limited human resources, these regional orga-
nizations tend to privilege short- term services, 
such as emergency care, to the detriment of long-
term services focussed on prevention and health 
promotion, screening, counselling and adequate 
supportive care for the chronically ill (Fuller 
et al.,  2004 ; Minore et al.,  2005 ). 

 Additional problems arise from the rotation 
system of itinerant professionals. These workers 
have little opportunity for immersion in the com-
munity in which they work and therefore have 
limited knowledge of the social and cultural con-
text. Consequently, they are ill-prepared to cul-
turally adapt their services and interventions. In 
such a system, it is the patients who must con-
tinually adapt to new professionals with whom 
they must communicate intimate problems as 
they tell the same story over and over again. 
Patients also face the repeated threat of losing the 
aid worker, which places them in the precarious 
and uncertain position of anticipated loss. As a 
result, they may eventually become reticent or 
resistant to invest in a therapeutic relationship 
and may maintain a dubious or disengaged atti-
tude towards health services. For professionals 
working in remote communities, it is a common 
observation that the local population takes a cer-
tain period of time to accept and “adopt” profes-
sionals; this period of reticence gives locals a 
chance to assess the durability of the helper’s 
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presence in the community. Local community 
and health care workers also experience the dis-
continuities in this model of care, since they must 
train new visiting professionals regularly and 
adapt to their differing styles of working (Fuller 
et al.,  2004 ; Gamm,  2004 ; Minore et al.,  2005 ). 

 Several measures have been proposed to mini-
mize the negative impact of rotating profession-
als. Encouraging and supporting the recruitment 
of aid workers from within the communities 
where services are dispensed will provide a 
stronger base for the outside worker. Itinerant 
professionals need training in the organizational 
and interpersonal dynamics of episodic work and 
more specifi cally in the sociocultural realities of 
the communities in which they are to work, as 
well as in how local services function. This for-
mal training should be a prerequisite for working 
in rural and remote communities. In situations 
where the use of rotating teams and outside pro-
fessionals is necessary, it is important to assign 
the same professionals to the same communities 
during their rotations in order to minimize the 
discontinuity of care (Minore et al.,  2005 ). 

 The work of local aid workers in mental health 
in small rural communities raises distinctive issues 
of professional limits. In contrast to the usual ano-
nymity of practice in urban settings, the social and 
geographical isolation and scale of small communi-
ties put professionals in direct interaction with 
patients in public areas and social events. 
Professionals living and working in small commu-
nities then must provide services to individuals with 
whom they have frequent informal contacts and 
ongoing personal relationships. For example, a psy-
chiatrist may meet patients while grocery shopping, 
be obliged to intervene medically with a neighbor 
or a colleague or fi nd that his child’s teacher is a 
patient (Crawford & Brown,  2002 ; Judd et al.,  2002 ; 
Nelson et al.,  2007 ). This phenomenon of multiple 
or overlapping relationships requires rethinking 
professional roles, boundaries and rules designed to 
maintain ethical standards. 

 Mental health workers in small rural commu-
nities are known by the entire population. They 
must build trust and earn the respect of commu-
nity members, as well as accepting that their 

 private life will be the object of scrutiny. This 
demands high standards of comportment to 
maintain one’s good standing and leaves the 
worker with little privacy (Minore et al.,  2005 ). 
Of course, this proximity also has benefi ts and 
other authors have emphasized the advantages 
for assessment and intervention where the practi-
tioner is able to observe patients in their alterna-
tive environments (Jennings,  1992 ). 

 For example, when working in small remote 
communities with a population, the consultant 
will regularly meet patients at the grocery store, 
airport or on the street. These meetings provide 
important information about patients’ social 
functioning, support networks, resources as well 
as the ways in which their community view them. 
Seen in community context, many patients appear 
more functional than when assessed only within 
the narrow confi nes of the clinical setting. 

 Certain rules of conduct in mental health are 
not applicable in isolated regions. For example, 
psychiatrists are usually dissuaded from provid-
ing care for several members of the same family, 
in order to better preserve boundaries, confi denti-
ality or a position of neutrality. In small commu-
nities, where there is a single consultant, this rule 
cannot be observed, as the inhabitants would then 
be deprived of medical services. The same clini-
cian may have to deal with simultaneously treat-
ing a spouse, a parent and a child, siblings and 
others within an extended social network. This 
state of affairs can lead to challenging clinical 
issues, as illustrated by the following case. 

 Case Vignette 11-2 

 In the context of ongoing consultation work 
in an isolated First Nations community of 
600 inhabitants, a psychiatric consultant 
provided care for Mary, a 40-year-old 
woman suffering from schizoaffective disor-
der, and her 23-year-old son, with schizo-
phrenia. When the son presented with a 
psychotic decompensation with aggressive 
behavior, the psychiatrist had to arrange for 

(continued)
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  Although we have touched upon some of the 
diffi culties that occur when dealing with local 
mental health services in isolated regions, there 
are advantages as well. In particular, the smaller 
community may provide a strong support net-
work for patients, information about patients may 
be easier to obtain, and there may be fewer com-
munication problems than in urban settings 
(Calloway et al.,  1999 ; Judd et al.,  2002 ).  

    Itinerant Consultants 

 Some mental health professionals work as itiner-
ant consultants, making periodic short visits to 
isolated regions. In mental health, psychiatrists 
are the practitioners who use this approach most 
frequently, providing consultation to general 
practitioners and frontline workers, as well as 
training and continuing education to support 
mental health teams in the communities. Itinerant 
psychiatrists may also offer certain specialized 
services directly to patients. Because the services 
provided by itinerant workers are intermittent, 

they cannot provide reliable emergency care. For 
local teams, effective use of itinerant consultants 
depends on close coordination of services and 
logistical arrangements for transportation and 
housing. Compared with the services provided 
by local teams, the work of itinerant profes-
sionals has its own particularities, advantages 
and limitations. 

 First, an itinerant consultant is less subject to 
the multiple or overlapping relationships which 
constitute a major issue for local professionals 
and the population. Thus, the itinerant consul-
tant, who is usually a stranger to the intricate 
social structure of small communities, can avoid 
some of the diffi culties that can arise from 
encountering patients in social settings. From the 
patient’s perspective, the caregiver may be the 
only person they have never had personal interac-
tions with, and therefore they can offer a fresh 
account and refl ection on their problems to 
 someone with a “neutral” or outsider perspective. 
As an outsider and temporary visitor, the itinerant 
clinician can offer greater confi dentiality and less 
potential for stigmatization compared to relation-
ships with local caregivers (Fuller et al.,  2004 ). 
This outsider position may provide a comfortable 
distance between patient-therapist that allows 
some patients a safe space to discuss sensitive 
topics. This distance may be particularly useful 
in dealing with the impact of traumatic events 
within the community or within their families of 
origin. 

his hospitalization against his will. This 
event strongly impacted on the clinician’s 
therapeutic relationship with the mother, 
who was staunchly opposed to the hospital-
ization of her son. The mother’s position 
was infl uenced by several factors. She had 
maintained denial of her own condition in 
parallel with the denial of her son’s symp-
toms. In this way, she demonstrated solidar-
ity with him against the threat of psychiatric 
services, which she viewed as persecutory. 
The procedure of hospitalizing her son 
awakened memories of her own compulsory 
hospitalizations earlier in her life during 
acute relapses, which were traumatic and 
diffi cult for her to  integrate. To help her 
come to terms with her son’s need for hospi-
talization, the psychiatrist had to address 
and work through some of these past trau-
matic experiences with psychiatric services. 

 Case Vignette 11-3 

 Paulusie, a 45-year-old Inuit man, asked 
the community nurse for a meeting with the 
visiting psychiatrist to discuss some private 
matters. Alone with the consultant, he 
divulged his concerns about his wife’s 
mental health. She had become intensively 
involved in a local Pentecostal church and 
was urging him to join as well. He felt 
uncomfortable about this and found her 
overzealous. The discussion centered on 

(continued)
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  The visiting consultant is outside local systems, 
better able to provide confi dentiality, and poten-
tially can provide a safe place to confi de painful 
or shameful secrets. The consultant can symboli-
cally hold or contain the traumatic secret. The 
departure of the consultant from the community 
may then provide symbolic distance from the 
painful memories and can diminish the threat 
posed by ongoing therapeutic work. 

 For local aid workers, the itinerant consultant 
can be a precious source of professional support, 
in addition to performing their standard tasks. 
The position of outsider to the local social and 
professional systems has certain advantages. The 
outsider can provide alternative viewpoints and 
fresh thinking about clinical issues and organiza-
tional challenges in work relationships. 

 Of course, the position of itinerant consultant 
also has limitations. As a stranger to the commu-
nity, the itinerant consultant has but brief expo-
sure to local issues and may have very limited 
knowledge of the sociocultural milieu. The peri-
odic nature of visits does not promote continuity 
of care, with stable and reliable access to the con-
sultant’s services, nor does it allow for the timely 
management of emergency and crisis situations 
that emerge between visits. The itinerant consul-
tant may lose therapeutic momentum due to the 
episodic nature of interactions with the commu-
nity and have to rebuild trust and renew working 
relationships to some degree on each visit (Fuller 
et al.,  2004 ). The problems associated with lack 

of continuity can be reduced when the consultant 
is able to provide telephone or video services 
between visits. Using telecommunication to 
maintain a link can be extremely useful for local 
professionals working in isolated situations.  

    Telepsychiatry 

  Telepsychiatry  refers to the use of telephone, 
interactive video, electronic medical records and 
the Internet to allow communication between 
doctors, patients and other health care personnel 
for the assessment, treatment or prevention of 
mental health problems. Many different types of 
service can be dispensed through telepsychiatry, 
including clinical evaluations, medico-legal eval-
uations, legal audiences, neuropsychological 
assessment, consulting with frontline teams and 
clinical supervision, individual, family or group 
psychotherapy and continuing professional edu-
cation both in didactic presentations and clinical 
case conferences. 

 Telepsychiatry is a particularly important strat-
egy for providing specifi c mental health services 
and reducing health disparities for people in 
remote areas where specialist providers are not 
available (Hilty, Yellowlees, Sonik, Derlet, & 
Hendren,  2009 ). Telepsychiatry can reduce the 
need for lengthy, expensive and arduous trips for 
patients or health care personnel to and from 
urban centers. It can increase access to psychiatric 
services and reduce professional and frontline 
worker isolation in under-serviced regions (Hilty, 
Marks, Urness, Yellowlees, & Nesbitt,  2004 ; Hilty, 
Servis, Nesbitt, & Hales,  1999 ). Telepsychiatry is 
also consistent with efforts to provide community-
based care and promote community involvement 
in and control of service delivery. 

 There is increasing evidence that telepsychia-
try can be an effective method to deliver mental 
health services for both children and adults. It 
can be used for training, supervision, team build-
ing, assessment and intervention. It may allow 
teams to feel supported and sustain their work in 
challenging clinical situations. Telepsychiatry 
can be a reliable method of assessing psychiatric 

strategies for him to improve his communi-
cation with his wife. Several weeks after 
the consultant has returned to the south, he 
received a long letter from Paulusie describ-
ing his own traumatic experiences that, he 
said, had made him especially insecure and 
apprehensive about his wife’s religious 
involvement. He had never disclosed these 
events, and apologized for using the letter 
this way, but said it made him feel better to 
write this down to someone he trusted. 
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disorders (Shore, Savin, Orton, Beals, & Manson, 
 2007 ) and a cost-effective method of assessing 
suicidal patients (Jong,  2004 ). Studies have dem-
onstrated the reliability of diagnostic evaluations 
using telepsychiatry compared to live evaluations 
(Baigent et al.,  1997 ; Bear, Jacobson, Aaronson, 
& Hanson,  1997 ; Elford et al.,  2000 ; Hilty, Luo, 
Morache, Marcelo, & Nesbitt,  2002 ; Hilty et al., 
 2004 ; Ruskin et al.,  1998 ; Singh, Arya, & Peters, 
 2007 ). Several studies have found that videocon-
ferencing and face-to-face meetings have compa-
rable effectiveness for diagnostic and therapeutic 
intervention (Elford et al.,  2000 ; O’Reilly et al., 
 2007 ). Telepsychiatry also can work well for pro-
viding specialized services in child and adoles-
cent mental health, including cognitive behavioral 
interventions (Lingley-Pottie & McGrath,  2008 ; 
McGrath et al.,  2011 ; Myers, Valentine, & 
Meltzer,  2007 ; Nelson, Barnard, & Cain,  2003 ; 
Paing et al.,  2009 ). 

 Patients and clinicians, both in the general 
population and in Indigenous communities, gen-
erally report high levels of satisfaction with tele-
psychiatry services (Alexander & Latanzio, 
 2009 ; Greenberg, Boydell, & Volpe,  2006 ; Hilty 
et al.,  2009 ). Both mental health providers and 
patients tend to be comfortable with this method, 
in part because it allows them to avoid lengthy 
and costly travel and stay in their work setting or 
community while giving (or receiving) consulta-
tion (Hilty, Yellowlees, & Nesbitt,  2006 ; Kennedy 
& Yellowlees,  2000 ). 

 Although some patients and clinicians express 
scepticism or apprehension when fi rst presented 
with the idea of telepsychiatry, most quickly 
adapt to the situation. In a study with rural 
American Indian youth, patients expressed some 
concern at the beginning of videoconferencing 
about “talking to a box” (Savin, Garry, Zuccaro, 
& Novins,  2006 ). However, knowing that the ses-
sion was conducted by an expert, and having 
their own local clinician present in the room, 
helped them become comfortable with the pro-
cess. Clinicians sitting-in with the patient at the 
teleconference reported that the sessions acted as 
training experiences, increasing their knowledge 
and skills as clinicians. They also reported feel-
ing less professionally isolated and appreciated 

the regular contact that the teleconferences 
allowed as a better format for learning than irreg-
ular and infrequent visits to the city. Consultants 
did express apprehension about the potential for 
decreased rapport with the patients seen only by 
teleconference and the challenge of collecting all 
the needed information for clinical assessment 
through teleconference. However, these concerns 
subsided with increased familiarity with 
telepsychiatry. 

 There are several different models of telepsy-
chiatry based on the available resources at each 
end of the link (Janca,  2000 ). The community 
primary care clinic may have general practitio-
ners, nurse practitioners, social workers or 
Indigenous community mental health workers 
with varying level of training. The outside con-
sultant may be a psychiatrist, psychologist, psy-
chiatric nurse or social worker or a 
multidisciplinary team consisting of some or all 
of these types of practitioners. 

 Telepsychiatry can facilitate communication 
between a centrally located mental health care 
team (generally consultant psychiatrists in urban 
centers) and scattered primary care providers 
practicing in geographically remote locations 
(Hilty et al.,  2006 ). A collaborative care model 
can be implemented for remote rural areas 
through telepsychiatry (Fortney et al.,  2007 ). 
Telepsychiatry can be used to build a mental 
health team (Cornish et al.,  2003 ) and can be 
used to network clinicians located in remote 
communities. Community mental health workers 
or teams operating in rural and remote areas can 
use telepsychiatry for training, supervision and 
support, to the specifi c needs of clients with per-
sistent diffi culties, or simply for routine follow-
 up appointments. 

 To work effectively, mental health profession-
als and mental health workers on both ends of the 
line must be trained in the use of telepsychiatry 
(Szeftel et al.,  2008 ). Outside professional con-
sultants should have expertise in working with 
multidisciplinary teams and knowledge of the 
Indigenous communities where the patients 
involved live. In some circumstances, the outside 
consultant may be chosen for their specifi c exper-
tise in Indigenous mental health. This might 
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include Indigenous mental health workers from 
one community or organization consulting with 
another community where such expertise is not 
available. 

 Telepsychiatry may be safest and most effec-
tive when used in conjunction with local commu-
nity mental health workers. Community workers 
can provide support on the ground for people 
with mental health problems under the supervi-
sion of psychiatrists based elsewhere. 
Telepsychiatry can be used to deliver training 
programs, case supervision and case conferences 
as part of the development and continuing educa-
tion of a cadre of community-based mental health 
works. Telepsychiatry also can provide essential 
backup for the assessment and management of 
challenging cases. Without adequate training and 
supervision, however, telepsychiatry may be 
ineffective (Bartik, Dixon, & Dart,  2007 ; Crowe, 
Deane, Oades, Caputi, & Morland,  2006 ; 
McBride & Gregory,  2005 ). 

 Given the increasing use of Internet communi-
cations, familiarity with and acceptance of the 
use of telepsychiatry is likely to grow over time. 
Nevertheless, many patients do prefer face-to- 
face mental health assessment. In addition to 
patient preferences, being present in a commu-
nity allows a consultant to gain a much greater 
appreciation of social context and environment 
and may allow various forms of networking, 
mobilizing and negotiating with others that can 
lead to new clinical strategies. 

 The Internet and electronic media can be used 
in other ways to deliver educational health pro-
motion and training materials. There is evidence 
that Internet-based programs are well received 
and may be especially appealing to youth who 
make use of such technologies for social net-
working (Di Noia, Schwinn, Dastur, & Schinke, 
 2003 ). Such communications technology can 
provide a way to disseminate and share resources 
to be used by individuals on their own in self- 
management of mental health problems or as an 
adjunct to other forms of mental health promo-
tion (Griffi ths & Christensen,  2007 ). 

 There is evidence that with proper attention to 
local protocols, telepsychiatry and tele-mental 

health can be used effectively in Indigenous com-
munities (Muttitt, Vigneault, & Loewen,  2004 ; 
Shore, Savin, Novins, & Manson,  2006 ). A recent 
study that examined the acceptability of telepsy-
chiatry in American Indian communities found 
that, in comparison to interviews in person, the 
use of this technology did not present patients 
with any signifi cant difference in level of com-
fort, satisfaction and cultural acceptance (Shore 
et al.,  2008 ). To be most effective, however, tele-
conferencing should be a complement to, not a 
replacement for face-to-face services. 

 Studies that have examined the effects of tele-
psychiatry on the therapeutic relationship show 
that a good therapeutic alliance is possible despite 
some diffi culties in reading nonverbal or body 
language cues (Hilty et al.,  2004 ; McLaren, Ball, 
Summerfi eld, Watson, & Lipsedge,  1995 ; Nelson 
& Palsbo,  2006 ; O’Reilly et al.,  2007 ). Research 
on the nature of online communication offers 
support for the position that with suffi cient band-
width, electronic communication can provide a 
satisfying level of emotional rapport. A sense of 
contact can certainly be created through language 
alone (Havens,  1986 ). Nevertheless, the lack of 
physical presence experienced by clinician and 
patient when sitting together in the same room 
must have some effect on the nature of clinical 
communication and the therapeutic process, 
changing its rhythm and increasing the possibil-
ity of miscommunication or ruptures when the 
quality of transmission is poor or timing lags 
(Kappas & Krämer,  2011 ). 

 Another important challenge for telepsychi-
atry is the limited access that the long-distance 
consultant has to the everyday social contexts of 
the patient’s life. A distinctive feature of work in 
small communities is the likelihood of seeing 
patients outside non-clinical settings—at the gro-
cery store, at recreational facilities or other com-
munity activities or just walking about. This 
allows the clinician a view of patients in every-
day contexts in ways that can inform diagnostic 
assessment, treatment and outcome. With tele-
psychiatry, there are few opportunities for this 
type of encounter. As well, the patient has little 
sense of how to locate the consultant in an 

M. Cotton et al.



237

institutional setting. The use of telecommunica-
tion technology may exacerbate the tendency in 
psychiatric assessment to focus only on symp-
toms and signs instead of the patient’s experience 
and social context. 

 The consultant who will work repeatedly with 
patients from a particular region or community 
can gain some sense of the social and cultural 
context of a community through periodic visits. 
During these visits, in addition to doing consulta-
tions on site, the clinician spend time with com-
munity workers and others to learn something of 
local realities, including the physical environ-
ment, socioeconomic issues and the dynamics 
between community members and outside 
workers.  

    Satellite Services 

 Satellite services involve transferring patients 
from isolated regions to urban centers to provide 
care that is not available either from visiting ser-
vices or through telecommunication technology. 
These services rely on agreements between rural 
service teams and urban medical centers. The 
most common satellite services are psychiatric 
hospitalization, inpatient on a specialized unit 
(medico-legal maternal-infant, eating disorder, 
etc.) and residential  substance abuse programs. 
Satellite service provision demands careful atten-
tion to organization, communication and coordi-
nation between services for continuity of care. 
The logistical details extend to transport and 
housing supports for patients and their carers 
who are far from their homes (Judd et al.,  2002 ). 
Clinicians working in satellite services must have 
a clear sense of the context that patients come 
from and to which they will return for effective 
assessment, treatment and discharge planning. 

 From the patient’s perspective, a key issue is 
the separation from the familiar home and com-
munity environment at a time of crisis and sick-
ness. This separation may be helpful because it 
reduces stressors that contribute to distress but it 
may also exacerbate illness or impede recovery 
because it constitutes a rupture in bonds of attach-

ment and social support, as well as disrupting the 
cognitive, emotional and environmental land-
marks that serve to anchor or orientate the self. 
Being ill in an alien environment and unable to 
access personal networks of family, friends and 
community may pose signifi cant risks for 
patients. This disconnection from family and 
community supports and environment can be par-
tially mitigated by maintaining telephone or 
Internet connections as well as by creating some 
forms of familiarity within the hospital environ-
ment such as visits by interpreters and providing 
traditional food. 

 Satellite services for children usually include 
the presence of at least one legal guardian; how-
ever, the options are often limited due to fi nancial 
constraints and housing problems. Separations 
caused by hospital admissions are diffi cult for 
families in the best of circumstances. When such 
separations involve great distances and lack of 
contact for long periods, they provoke signifi cant 
anxiety for patients and their families. If a parent 
accompanies a child to hospital, the stress of sep-
aration may still be high if this requires leaving 
younger children in the community. While for 
some adolescent or adult patients, being away 
from the family can foster new levels of auton-
omy and independence, this developmental ben-
efi t may occur only if the process of leave-taking 
and returning is predictable and controlled by the 
patient. The sense of disorientation, loss and dis-
connection found in foreign hospital settings may 
far outweigh any sense of discovery or  stimulation 
provided by exploring a new place. These separa-
tions for hospitalization may also be experienced 
as resonant with stories of past forced separations 
experienced by others in the family or commu-
nity. Many Indigenous people in Canada experi-
enced long periods of forced separation and 
institutionalization in association with the resi-
dential school system or prolonged confi nement 
in sanatoria for tuberculosis (Adelson,  2005 ; 
McCallum,  2005 ). For some Indigenous people, 
hospitalization outside their community may 
elicit memories or images of these oppressive 
experiences. When Indigenous patients from 
remote communities are sent to urban centers, 
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they may also experience new forms of racism, 
discrimination and social exclusion. 

 From the point of view of the caregiving team, 
satellite services are equally challenging. Since 
the team cannot meet and consult with family 
members, it becomes imperative to fi nd alternate 
ways to collect information, communicate inter-
vention plans and provide a holding environment 
and ongoing support for the community-based 
care providers after the patient is discharged. In 
addition to the usual issues of cultural counter-
transference, health professionals may have their 
own biases or reactions to a patient who has been 
fl own in from a remote community.  

    A Consulting Service to Inuit 
Children and Youth Communities in 
Nunavik, Quebec 

 The arctic region of northern Quebec, called 
Nunavik, is populated mainly by Inuit, who live 
in 14 communities scattered along the coast of 
Hudson’s Bay and Ungava Bay, ranging from 
few hundred people to about 1,500. Demo-
graphically, the population is very young, with 
40% of the population under the age of 15 
(Auclair & Sappa,  2012 ). Like other Indigenous 
peoples in Canada, Inuit have struggled with 
many challenges that have followed from the 
 history of colonization, sedentarization and 
bureaucratic control, including forced displace-
ments, relocation and prolonged childhood sepa-
ration and traumas suffered in residential schools 
or during hospitalization for tuberculosis 
(Kirmayer et al.,  2008 ). The high levels of expo-
sure to traumatic events, losses and abuse have 
infl uenced the mental health of the communities. 
In recent decades, there have been very high 
rates of youth suicide (Boothroyd et al.,  2001 ; 
Kirmayer, Boothroyd, & Hodgins,  1998 ; 
Kirmayer, Fletcher, & Boothroyd,  1997a ). Inuit 
are under represented in health and social service 
professions. Community members may be reluc-
tant to invest in relationships with non-Inuit pro-
fessionals coming from “the South.” In this 
context, a culturally informed collaborative care 

consultation program has provided a useful 
supplement to local primary care services (see 
Chapter   9     for a general discussion of cultural 
consultation in collaborative care). 

 The Nunavik collaborative mental health care 
initiative consists of regular visits by a child psy-
chiatric consultant to Inuit communities of the 
Hudson coast, supplemented by a weekly half- 
day of indirect consultation by telephone. During 
visits, the local health care service (nursing station 
or, in one of the larger communities, a hospital) 
provides the consultant with an interpreter, as 
Inuktitut is the main language used, with more 
than 90% of Inuit speaking Inuktitut at home. 
Work with interpreters is well organized in 
Nunavik, and visiting medical specialists are 
always paired with an interpreter. Interpreters are 
available throughout the visit and often function 
as culture brokers as well, providing information 
about the community dynamics at the time of the 
visit. Interpreters are often able to give a general 
sense of how the patient seems to be doing in the 
community, and this complements information 
available from family, caregivers or others. The 
interpreter thus becomes an essential member of 
the collaborative care team. Telehealth confer-
ences were organized to provide the interpreters 
with an arena to discuss challenging aspects of 
mental health interpreting in a small community. 
These meetings also allowed the interpreters to 
provide the consultant with practical advice con-
cerning clinical meetings with parents and 
families. 

 At the start of the project, while planning the 
visits to the communities, the consultant invited 
primary care workers, including social workers, 
community workers, primary care physicians and 
school professionals, to take part in the consulta-
tion in order to strengthen collaboration and to 
reinforce their role in the continuity of care. This 
proved diffi cult due to the workload of most pri-
mary care workers, who are often dealing with 
emergencies. The consultation process therefore 
has been approached as a two-step process 
including a meeting with the family providing the 
core of the consultation, supplemented by a num-
ber of discussions with other treating providers. 
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Finally, the consultation process relies on the 
supportive presence of another consulting pedia-
trician who has been regularly visiting this area 
and who represents an important asset in terms of 
continuity of care. 

 For the non-Inuit consultant, there are many 
challenges in building bridges with the commu-
nities. First, being white brings the shadow of 
colonization, with wariness about the potential 
for racism, discrimination and exploitation. 
Second, as a visiting professional with limited 
time to spend in the communities, the consul-
tant’s commitment may be questioned. As people 
in these isolated communities are accustomed to 
frequent brief visits by itinerant professionals, 
they may expect little from these relationships 
and remain guarded or hesitant to build new part-
nerships unless there is evidence that the relation-
ship will be sustained. Third, cultural styles of 
communication raise complex issues. Inuit, tradi-
tionally, strive to avoid overt confl ict or anger in 
interpersonal relations (Briggs,  1970 ). While 
avoiding discussion of confl ictual issues and 
valuing non-interference with other’s autonomy 
may contribute to family or community harmony, 
it may also refl ect social pressures that silence 
individuals and the legacy of a history of indi-
vidual and collective trauma. 

 For Inuit professionals participating in this 
collaborative care model, key challenges exist 
around the burden of expectations and commu-
nity members’ trust in confi dentiality. Inuit 
 mental health workers experience the double 
burden of professional and community expecta-
tions in their roles. Their working conditions are 
challenging, as few fi rst-line professionals are 
employed in these communities. The limited 
availability of trained professionals restricts the 
multidisciplinary work that can be done in men-
tal health promotion. Access and continuity of 
care remain major challenges. To be successful, 
interprofessional collaborative care must be sus-
tained by an adequate structure and a diversity of 
collaborators (Pauzé, Gagné, & Pautler,  2005 ). 
The limited resources in the north present a 
major challenge to sustained collaboration. 

Strategies to address these limitations have 
included providing support to primary care 
workers, sharing with them know-how to 
improve continuity of care in the community and 
creating opportunities to share their ideas around 
the care needed. Continued advocacy for suffi -
cient community resources remains imperative. 
Supporting collective efforts may assist the com-
munity in voicing their concerns and proposing 
possible solutions (Kirmayer, Sedhev, Whitley, 
Dandeneau, & Isaac,  2009 ; Law & Hutton, 
 2007 ). Given the close ties and similarities in 
experience across families in many Indigenous 
communities, interventions focussed on one 
individual may have immediate relevance to 
others or to broader concerns in the community. 

 Building partnerships with Indigenous com-
munities is a long process which must take into 
account the historical background and appreciate 
the constraints of everyday life in these commu-
nities. Partnerships may require constant adjust-
ment and renegotiation in view of ongoing 
relationships with other individuals and institu-
tions in the south. Each new interaction is mea-
sured against previous experiences, as well as on 
the actual results of the current collaboration and 
on the potential future of consequences of engag-
ing with a new visiting health professional. This 
renegotiation demands understanding, respect 
and collaboration between health workers and 
community members. 

 Case Vignette 11-4 

 Adamie was a 27-year-old Inuit man with 
schizophrenia and substance abuse prob-
lem, living in a remote community in 
Nunavik. After an episode of psychotic 
decompensation, he drank heavily and 
became violent with several members of 
the community. Everyone in the commu-
nity knew of these events and community 
members approached their general practi-
tioner, a non-Indigenous professional 
from outside of Nunavik, for help. They 

(continued)
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  As this case illustrates, community-based inter-
ventions for individual cases may have a broader 
impact. The approach taken in this case, empha-
sizing public apology, efforts at restitution and 
taking responsibility for obtaining care, fi ts well 
with Inuit values of maintaining connections and 
reincorporating the person who has transgressed 
(Drummond,  1997 ). In the criminal justice sys-
tem, these values have led to methods of reparative 
and restorative justice. In the mental health fi eld, 
they have been expressed through family group 
conferencing, decision making, network therapy 
and other methods that emphasize reintegrating 
the individual into family and community (Speck 
& Attneave,  1973 ). The cohesion of small, remote 
communities may allow interventions based on 
forms of solidarity and mobilization that are 
 diffi cult to achieve in urban settings.  

    Conclusion 

 In Canada, as in many other countries, mental 
health services are limited in many remote and 
rural areas. Even where there are adequate pri-
mary health care services, community mental 
health workers or teams in rural and remote areas 
may lack access to experts who can assist them in 
case management. Innovative strategies for ser-
vice delivery need to be developed to allow 
appropriate management of patients, support 
community workers and contribute to mental 
health promotion. Such methods may include 
telepsychiatry and mobile consultation teams as 
well as regional and national networking 

requested intervention and hospitalization 
for the young man and safety for their 
community. 

 The general practitioner organized a 
medical evacuation and transfer of the 
patient to an urban general hospital affi li-
ated with the region. At the hospital, 
Adamie was admitted to psychiatry and 
stabilized with neuroleptic medication. 
Hospitalization and medication reduced his 
psychotic symptoms and violent behavior. 
His time in the hospital also gave him an 
opportunity to refl ect on his actions and his 
responsibility in seeking the community’s 
forgiveness. Reclaiming the respect of the 
community was a critical reparation task 
for his reintegration. 

 Adamie recognized that his use of can-
nabis had contributed to a psychotic 
decompensation and that his alcohol abuse 
had caused disinhibition with aggressive 
outbursts against members of the commu-
nity. He thus prioritized treatment for his 
substance abuse problems. Because there 
were no resources available for substance 
abuse within his community, he developed 
a creative plan to reach out to the commu-
nity to help him with his addiction issue. 

 Back in his village, after his return, he 
requested permission from the mayor to 
speak on the community radio. He asked 
the community for forgiveness for his vio-
lence. He also asked the community, with 
support from the mayor, to no longer sell or 
give him drugs or alcohol. He explained 
that he was incapable of controlling his 
intake once he started drinking and the 
drinking led to uncontrolled aggression. 
His public plea served several functions: It 
displayed his honesty and integrity; it 
showed him to be someone who was reach-
ing out to the community seeking their sup-
port and help to recover; it allowed him to 
seek pardon from the community and 
allowed the community, in turn, to include 

him rather than exclude him. Importantly, it 
gave the community a central role in his 
recovery and reinforced a sense of collec-
tive agency to address local problems 
including substance abuse and violence. 
The intervention combined medical, social 
and community approaches in a creative 
cultural way, ultimately empowering the 
patient, his community and the care team. 
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 strategies. All of these programs require training 
and support of Indigenous and non-Indigenous 
community mental health workers who can 
deliver improved primary mental health care with 
the collaboration of outside consultants. 

 Mental health services for Indigenous com-
munities need to be provided in culturally appro-
priate ways, both through supporting the use of 
traditional healing approaches and ensuring that 
mainstream mental health  services are culturally 
safe and competent. Specifi c issues refl ecting 
each community’s social, cultural and historical 
context must be addressed. Because of the diver-
sity of cultures, communities, populations, set-
tings and individual needs, one model or approach 
will not suffi ce.     
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           Around the world, some 36 million people have 
been forcibly displaced from their homes by mass 
confl ict or individual violence (United Nations 
High Commissioner for Refugees,  2013 ). This 
includes over 19 million people who are inter-
nally displaced and over 14 million others who 
are either stateless or have fl ed to neighboring 
countries of the global South where they are often 
housed in refugee camps. A minority (less than a 
million people a year) seeks asylum in the higher-
income countries of the global North. 

 The United Nations 1951 Convention and 
1967 Protocol Relating to the Status of Refugees 
(UNHCR, 2010), ratifi ed by 145 nations, defi nes 
refugees as people who have fl ed their country 
because of a well-founded fear of persecution 
linked to their political beliefs, ethnicity, religion, 

gender, sexual orientation, or similar reasons 
(Hathaway,  2005 ; United Nations High 
Commissioner for Refugees,  2010 ). Destination 
countries are prohibited from sending refugees 
back to their home country if they would be 
exposed to such persecution, and may not penal-
ize refugees for entering the destination country 
irregularly or without offi cial documents 
(Edwards,  2011 ; Hathaway,  2005 ; United Nations 
High Commissioner for Refugees,  2010 ). Some 
countries, including Canada, also recognize refu-
gees as people who, if returned to their home 
country, would face a danger of torture, a risk of 
cruel and unusual treatment, or a risk to their life 
that does not stem from inadequate health care or 
conditions such as natural catastrophes that affect 
the population in general (Immigration and 
Refugee Protection Act,  2001 ). 

 In Canada, as in many other countries, refu-
gees fall into two groups. The fi rst group is  reset-
tled refugees  sponsored either by the government 
(Government Assisted Refugees) or by private 
groups such as churches (Privately Sponsored 
Refugees). Resettled refugees, often coming 
from refugee camps, have already been recog-
nized as refugees and granted permanent resident 
status before arriving in Canada. The second 
group of refugees are individuals who come to 
Canada on their own without prior government 
authorization and make a well-founded claim for 
refugee status. During the claims process, they 
are known as  refugee claimants  or  asylum seek-
ers . Refugee claimants have the right to remain in 
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Canada until fi nal adjudication of the merit of 
their claim by an independent administrative 
 tribunal, the Immigration and Refugee Board 
(IRB), including any appeal or judicial review 
proceedings. If the initial claim is rejected, dur-
ing subsequent appeals, the person retains legal 
status and is known as a  rejected  or  failed claim-
ant . Acceptance of the claim confers secure refu-
gee status and is the fi rst step on the path to 
citizenship. If the claim is defi nitively rejected, 
the person will be ordered to leave the country 
(Immigration and Refugee Protection Act,  2001 ). 
If he or she does not comply with the deportation 
order, she loses her legal status and is known as 
an undocumented or nonstatus migrant. 

 In many countries, including Canada, it is also 
possible to apply for permission to remain in the 
country on humanitarian and compassionate 
(H&C) grounds. In Canada, as a result of recently 
adopted legislation (PCISA,  2012 ), most rejected 
claimants must now wait 1 year after defi nitive 
rejection of their claim before submitting an 
H&C application, during which time they will 
almost certainly be deported (unless they go 
underground). However, it remains possible to 
submit an H&C application immediately after 
fi nal rejection of the refugee claim if it is based 
primarily either on a medical condition or the 
best interests of a child. Unlike appeal proce-
dures, submitting an H&C application does not 
automatically prevent deportation but it may be 
possible to apply to the Federal Court for a stay of 
deportation while the H&C application is being 
examined. Humanitarian applications will not be 
further discussed in this chapter, because the cri-
teria vary considerably from country to country. 

 Most resettled refugees have suffered years of 
privation and marginalization in transit countries, 
often in refugee camps, in addition to the traumatic 
events that initially led them to leave their country. 
Many have major physical or mental health prob-
lems due to trauma and hardship in both the home 
and transit countries, as well as the challenges of 
integrating into a new society (Fazel, Reed, Panter-
Brick, & Stein,  2012 ; Fazel, Wheeler, & Danesh, 
 2005 ; Lie,  2002 ; Marshall, Schell, Elliott, Berthold, 
& Chun,  2005 ; Steel et al.,  2009 ; Steel, Silove, 
Phan, & Bauman,  2002 ; Turner, Bowie, Dunn, 
Shapo, & Yule,  2003 ; Vaage et al.,  2010 ). Upon 

arrival in Canada, however, they have secure, per-
manent status and are on the road to citizenship, 
factors that are associated with long-term improve-
ment of mental health (Beiser,  1999 ,  2009 ; 
Nickerson, Steel, Bryant, Brooks, & Silove,  2011 ; 
Porter & Haslam,  2005 ; Schweitzer, Melville, 
Steel, & Lacharez,  2006 ; Steel et al.,  2011 ). 

 Refugee claimants, on the other hand, face the 
challenge of trying to prove the well-foundedness 
of their refugee claim before the IRB, failing 
which they will be forcibly sent back to their coun-
try of origin (repatriation or deportation). Thus, in 
addition to the trauma experienced in the country 
of origin, refugee claimants face insecurity and 
precarious status in the receiving country. In this 
chapter, we will focus primarily on the situation of 
refugee claimants. After presenting the legal defi -
nition of a refugee, there is a brief overview of pre-
migratory, transit, and postmigratory factors that 
may affect refugee claimants’ psychosocial status, 
including a more detailed discussion of two com-
mon postmigratory problems: detention and fam-
ily separation. The next section examines clinical 
intervention with refugee claimants, particularly 
the assessment and treatment of posttraumatic 
symptoms. Finally, there is a discussion of the 
ways in which clinicians may act upon the social 
determinants of refugee claimants’ health, includ-
ing a detailed explanation of how to write a report 
in the context of refugee status proceedings. 

    Refugees and Refugee Claimants: 
Legal Principles 

 Clinicians generally adhere to an ethos of care 
which prescribes that people who are ill should 
receive treatment, irrespective of their migration 
status. Many clinicians feel that the laws and 
 policies defi ning migrants’ rights are not relevant 
to their clinical practice with this population. 
Yet, migratory status has a huge impact on 
migrants’ physical and mental health because it 
determines access to jobs, health care, social 
assistance, schooling, ability to reunite with 
 family, and, most fundamentally, secure status in 
the  destination country. 

 Sovereign states generally have the power to 
decide who may enter and remain in their country 
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and on what terms and to expel those who do not 
comply. United Nations 1951 Convention and 
1967 Protocol Relating to the Status of Refugees 
(UNHCR, 2010) is an exception to this rule. A 
person may enter and remain in a country other 
than her own if she would be in danger because 
of her ethnicity, religion, gender, sexual orienta-
tion, political opinions, or similar reasons if 
returned to her home country (Hathaway,  2005 ; 
Immigration and Refugee Protection Act,  2001 ; 
United Nations High Commissioner for Refugees, 
 2010 ). In Canada, a person may also be accepted 
as a refugee if she would be exposed to a risk of 
torture, cruel and unusual treatment, or an indi-
vidualized threat to her life if returned to her 
country of origin. An individualized threat to life 
must go beyond the risks affecting the general 
population (e.g., epidemics, environmental disas-
ters, earthquakes, famine) and excludes risks 
linked to lack of adequate health care 
(Immigration and Refugee Protection Act,  2001 ). 

 In Canada, refugee claimants present their 
case at a hearing before the IRB, which decides if 
their claim is well founded. The refugee claimant 
has the burden of proving three main elements. 
First, that she would be in danger of persecution 
if sent back to her country of origin and that this 
danger is linked to one of the grounds mentioned 
in the refugee defi nition (ethnicity, religion, gen-
der, sexual orientation, political opinions, risk of 
torture, etc.). To prove this, the person must usu-
ally establish that they suffered severe mistreat-
ment for one of these reasons in their home 
country, or were in imminent danger of suffering 
such mistreatment. Second, that the government 
of her country is unwilling or unable to protect 
her against this persecution. In some cases, this is 
obvious because government agents such as the 
military were directly responsible for the perse-
cution. In others, the refugee claimant must prove 
that the police and judicial system did not offer 
adequate protection against her persecutors. 
Finally, the refugee claimant must demonstrate 
that she would not have been safe anywhere in 
her country, even if she had moved to a different 
region. The refugee claimant must prove all of 
these elements; otherwise, her claim will be 
rejected (Hathaway,  2005 ; Immigration and 
Refugee Protection Act,  2001 ). Between 2006 

and 2011, on average, 41% of refugee claims 
were accepted annually in Canada (The Refugee 
Forum,  2012 ). 

 Many refugee claimants travel with false docu-
ments, for a number of reasons. In many cases it 
would be dangerous to apply to their government 
for a passport or other travel document because the 
government is involved or complicit in their perse-
cution. At times, staying in the country long 
enough to obtain offi cial documents would place 
the person in danger. Finally, many refugee claim-
ants would be unable to obtain a visa even if they 
asked for one, for there is no such thing as a visa to 
fl ee persecution (Hathaway,  2005 ; Phillips,  2011 ). 

 Under international law, states are not allowed 
to penalize refugees for entering the country with 
false documents (Edwards,  2011 ; Hathaway, 
 2005 ; Phillips,  2011 ; United Nations High 
Commissioner for Refugees,  2010 ). Since the 
1990s, however, governments in destination 
countries in the global North have increasingly 
adopted policies such as detention and visas 
designed to limit the fl ow of refugee claimants, as 
well as a discourse portraying them as “illegal” 
and potentially dangerous intruders, “bogus” ref-
ugees bent on taking advantage of the local popu-
lation (Crépeau, Nakache, & Atak,  2007 ; 
Hathaway,  2005 ; Hyndman & Mountz,  2008 ). 
This discourse tends to reinforce implicit xeno-
phobic stereotypes and may contribute to hostility 
toward refugee claimants in destination countries 
(Rousseau, Hassan, Moreau, & Thombs,  2011 ).  

    The Refugee Experience: 
Premigration, Transit, and 
Postmigration Stressors 

 Every year, thousands of people seek asylum in 
Canada (The Refugee Forum,  2012 ). Many have 
experienced traumatic events such as torture, sex-
ual or physical assault, spousal violence, armed 
confl ict, arbitrary imprisonment, murder of loved 
ones, or other forms of violence, often in the con-
text of mass confl ict or state failure. During their 
journey in search of a safe country, they often 
experience considerable hardship. When they 
fi nally arrive in the destination country, refugee 
claimants face not only the integration challenges 
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common to all new immigrants, but also specifi c 
challenges such as living in constant fear of 
deportation should they fail to convince immigra-
tion authorities that they are entitled to protection 
as refugees. Postmigration stresses experienced 
during the asylum-seeking process, such as fear 
of deportation, may exacerbate consequences of 
premigratory traumas. To fully understand refu-
gee claimants’ experience, therefore, it is crucial 
to examine the potentially traumatic events and 
stressors that they have faced in their country of 
origin, in transit, and since their arrival in the des-
tination country. 

 In many cases, multiple traumatic events may 
have disrupted the person’s daily life over an 
extended period. A recent meta-analysis of 181 
surveys involving over 80,000 adult refugees and 
other persons affected by mass confl ict showed 
that cumulative exposure to trauma was a strong 
predictor of PTSD and depression, particularly 
the latter outcome (Steel et al.,  2009 ). Populations 
granted secure, permanent status in another coun-
try had lower PTSD rates than persons who were 
internally displaced or living in camps, suggest-
ing that a positive post trauma environment can 
help mitigate the impact of trauma and foster 
recovery. This is consistent with another meta- 
analysis on refugee mental health showing that 
favorable post-displacement conditions such as 
access to employment and adequate housing sig-
nifi cantly reduced the negative impact of trauma 
exposure (Porter & Haslam,  2005 ). Longitudinal 
Canadian studies have shown that most adults 
and children with secure refugee status adapt well 
despite high levels of premigratory trauma expo-
sure (Beiser,  1999 ; Rousseau & Drapeau,  2003 ). 
However, negative postmigration conditions may 
adversely affect refugee claimants’ mental health. 
Some postmigratory stressors, such as language 
diffi culties (Pottie, Ng, Spitzer, Mohammed, & 
Glazier,  2008 ), cultural differences (McKeary & 
Newbold,  2010 ), lack of recognition of qualifi ca-
tions, loss of social support (Schweitzer et al., 
 2006 ), discrimination (Rousseau, Hassan, et al., 
 2011 ), or a combination of such factors (Kirmayer, 
Narasiah, et al.,  2011 ), also affect many other 
newly arrived migrants. However, refugee claim-
ants often face additional diffi culties that may 
aggravate the negative impact of past trauma, 

including detention (Cleveland, Dionne-Boivin, 
& Rousseau,  2013 ; Cleveland & Rousseau,  in 
press ; Ichikawa, Nakahara, & Wakai,  2006 ; 
Keller et al.,  2003 ; Kronick, Rousseau, & 
Cleveland,  2011 ; Lorek et al.,  2009 ; Mares, 
Newman, Dudley, & Gale,  2002 ; Momartin et al., 
 2006 ; Newman, Dudley, & Steel,  2008 ; Robjant, 
Hassan, & Katona,  2009 ; Robjant, Robbins, & 
Senior,  2009 ; Silove, Austin, & Steel,  2007 ; Steel 
et al.,  2006 ; Steel, Momartin, et al.,  2004 ); 
lengthy refugee claim proceedings and protracted 
precarious status (Laban, Gernaat, Komproe, 
Schreuders, & De Jong,  2004 ; Momartin et al., 
 2006 ; Steel et al.,  2006 ,  2011 ); limited access to 
health and social services (Arya, McMurray, & 
Rashid,  2012 ; Taylor,  2009 ); limited job access 
due to the temporary nature of refugee claimant 
work permits; or a combination of these factors 
(Laban et al,  2005 ; Nickerson, Bryant, Steel, 
Brooks, & Silove,  2010 ; Nickerson, Steel, et al., 
 2011 ; Porter & Haslam,  2005 ; Ryan, Benson, & 
Dooley,  2008 ; Ryan, Kelly, & Kelly,  2009 ; Silove, 
Sinnerbrink, Field, Manicavasagar, & Steel, 
 1997 ; Steel et al.,  2009 ; Steel, Silove, Bird, 
McGorry, & Mohan,  1999 ). 

 When refugee claimants fl ee their country, they 
generally leave behind close family members, 
including spouse and children, and must often wait 
for years before being reunited, given the lengthy 
delays involved in the refugee status and family 
reunifi cation proceedings (Nickerson et al.,  2010 ; 
Rousseau, Mekki-Berrada, & Moreau,  2001 ; 
Rousseau, Rufagari, Bagilishya, & Measham, 
2004). In addition to the pain of separation, refu-
gee claimants may fear for the safety of family 
members left behind. This fear of future harm to 
family may aggravate posttraumatic stress and 
depression symptoms, as may fear of future harm 
to self such as  deportation (Nickerson et al.,  2010 ). 

 In short, refugee claimants are simultaneously 
faced with the task of rebuilding their lives in an 
unfamiliar environment, while having to deal 
with past trauma and multiple ongoing stressors, 
including separation from family; anxiety about 
family back home; limited access to employ-
ment, social assistance, and health care; and fear 
of deportation should their claim be rejected. 

 Table  12.1  provides an overview of the fac-
tors affecting refugee claimants’ health and 
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    Table 12.1    Factors affecting refugee mental health and well-being      

 Premigration factors  Potentially traumatic events (PTEs) in home country 
 • Single or multiple 
 • Discrete event or continuing situation 

 Living conditions 
 • Socioeconomic circumstances 
 • Family situation 
 • Situation of membership group (ethnic, religious, etc.) 

 Personal history 
 • Vulnerability factors 
 • Protective (resiliency) factors 

 Transit factors  Direct trip to destination country vs. stays in transit locations 
  If transit through other locations  
 • Refugee camps (internal or in transit country) 
 • Stays in transit countries 

 − Clandestine (nonstatus) or with status 
 − Economic situation, access to care, etc. 
 − Detention linked to migratory status 

 Travel with offi cial documents or false documents 
  If obtained from a smuggler  
 • Cost and impact on the person’s fi nances 

 Exposure to PTEs during transit 
 • Exploitation by smugglers 
 • Poverty 
 • Protracted experience of marginalization, helplessness, being stuck (e.g., refugee camp) 
 • Physical injuries or mental stress linked to clandestine entry (e.g., exposure to the 

elements, hunger, confi nement) 
 Strengths acquired during transit 

 Postmigration factors  Obstacles upon arriving in destination country 
 • Interviews by immigration offi cers 
 • Detention 
 • Challenges to admissibility 

 Ongoing threat: fears for the future, feeling of not being safe 
 • Protracted uncertainty about legal status 
 • Anxiety about testifying at refugee status hearing 
 • Fear of being sent back to country of origin 
 • Fears about safety of family members back home 
 • Fear that their membership group (ethnic, religious, political, or other) is under threat 

in country of origin 
 Current living conditions 

 • Loss of social identity (role as provider, community member, member of extended 
family, social recognition of competence, etc.) 

 • Limited access to employment, health care, social services, education, etc. 
 • Separation from family 
 • Poverty 
 • Limited social support 
 • Marginalization or discrimination linked to migratory status, ethnicity, language, etc. 
 • Settlement challenges: fi nding a place to live, a job, adapting to a different culture, 

learning a language, etc. 
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well- being during the different phases of migra-
tion. Many of these factors apply to any migration 
situation but have specifi c features for refugee 
claimants. We will discuss two postmigration 
stressors mentioned in Table  12.1  in greater 
detail—detention and family separation—because 
these are especially challenging aspects of the 
refugee’s predicament.

      Detention 

 In Canada, about 5–10% of refugee claimants are 
detained upon arrival, most often pending iden-
tity checks (Nakache,  2011 ). Detention is gener-
ally unrelated to any criminal wrongdoing, and 
detained claimants are very rarely even suspected 
of being a security risk (Nakache,  2011 ). Yet 
nearly a third of detained refugee claimants are 
held in high-security provincial jails with the 
criminal population, while the others are placed 
in Immigration Holding Centres that are operated 
as prisons, with razor-wire fences, centrally con-
trolled locked doors, and constant surveillance by 
cameras and uniformed guards, as documented 
by recent studies (Cleveland et al.,  2013 ; 
Cleveland & Rousseau,  in press ). Men and 
women are held in separate wings, with a special 
section for children detained with their mothers. 
All aspects of daily life are controlled by rigid 
rules, and failure to respect rules may be pun-
ished by solitary confi nement. There are virtually 
no activities except watching television. Basic 
medical care is provided, but no counselling or 
mental health support. Suicidal detainees are 
either placed under 24/7 individual surveillance, 
usually in solitary confi nement, or transferred to 
a provincial jail. All detained refugee claimants 
except pregnant women and minors are hand-
cuffed, and sometimes shackled, during transpor-
tation, notably when in need of specialized 
medical care at a hospital. Detained claimants 
may be chained during medical procedures. For 
example, a claimant recounted being handcuffed 
to the dentist’s chair during surgery for an 
abscessed tooth (Cleveland et al.,  2013 ). If hospi-
talized, detainees, including women who have 

just given birth, are almost always chained to 
their beds as well as being under guard. Some 
claimants forego medical treatment rather than 
enduring the shame of being seen in public hand-
cuffed like a criminal (Cleveland et al.,  2013 ). 

 Studies from around the world have consis-
tently shown high levels of psychiatric symp-
toms among detained refugee claimants, even 
after short periods (Cleveland et al.,  2013 ; 
Cleveland & Rousseau,  in press ; Ichikawa et al., 
 2006 ; Keller et al.,  2003 ; Kronick et al.,  2011 ; 
Lorek et al.,  2009 ; Mares et al.,  2002 ; Momartin 
et al.,  2006 ; Newman et al.,  2008 ; Robjant, 
Hassan, et al.,  2009 ; Robjant, Robbins, et al., 
 2009 ; Silove et al.,  2007 ; Steel et al.,  2006 ; Steel, 
Momartin, et al.,  2004 ). Symptoms tend to 
worsen over time (Keller et al.,  2003 ; Steel et al., 
 2006 ). Depression and posttraumatic stress are 
the most common psychiatric problems among 
detained refugee claimants. In the United 
Kingdom, after about 30 days in detention, 76% 
of detained refugee claimants were clinically 
depressed compared to 26% of a nondetained 
comparison sample (Robjant, Robbins, et al., 
 2009 ). In the United States, after about 5 months 
in detention, 86% of refugee claimants showed 
clinical levels of depression, 77% clinical anxiety, 
and 50% clinical posttraumatic stress disorder 
(Keller et al.,  2003 ). At follow-up a few months 
later, the mental health of those who were still 
detained had continued to deteriorate, whereas it 
had substantially improved among those who 
had been released and granted permanent status. 
In Australia, in 2010–2011, there were over 1,100 
incidents of self-harm in immigration detention 
centers, including 6 suicides (Suicide Prevention 
Australia,  2011 ), for a population of about 6,000 
people detained for a median of 10 months 
(Australian Department of Immigration and 
Citizenship,  2011 ). 

 In Canada, researchers conducted a study 
involving 122 adult refugee claimants detained in 
immigration holding centers and a comparison 
group of 66 never-detained refugee claimants 
(Cleveland et al.,  2013 ; Cleveland & Rousseau, 
 in press ). Claimants in both groups had experi-
enced an average of 9 serious traumatic events 
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such as being physically assaulted, having family 
or friends who were assaulted and/or murdered, 
and being at risk of death. After an average deten-
tion of only 31 days, over three-quarters of the 
detained participants scored above clinical levels 
for depression, about two-thirds for anxiety, and 
about a third for posttraumatic stress symptoms. 
Detained refugee claimants were almost twice as 
likely as their nondetained peers to report clini-
cally signifi cant levels of posttraumatic stress 
symptoms (32% for detained participants, 18% 
for nondetained), while clinically signifi cant 
depression rates were 50% higher among 
detained claimants than among their nondetained 
peers (78% for detained participants, 52% for 
nondetained). This refl ects a response to factors 
such as disempowerment, loss of agency, inability 
to modify or escape from a painful situation, 
isolation, and stigmatization. 

 Detention is also harmful for asylum-seeking 
children (Kronick et al.,  2011 ). In the UK, after 
an average 43-day detention, asylum-seeking 
children showed symptoms such as posttraumatic 
stress, depression, suicidal ideation, behavioral 
diffi culties, and developmental delay as well as 
weight loss, diffi culty breast-feeding in infants, 
food refusal, and regressive behaviors (Lorek 
et al.,  2009 ). An Australian study of ten asylum-
seeking families (14 adults and 20 children) 
detained for a prolonged period found that all but 
one child suffered from major depressive disor-
der and half from PTSD (Steel, Momartin, et al., 
 2004 )   . A majority of children frequently contem-
plated suicide, and fi ve had self-harmed. Most of 
the younger children showed developmental 
delays as well as attachment and behavioral prob-
lems. A third of the parents had attempted sui-
cide. In 2004, an Australian government inquiry 
found that a high proportion of detained asylum- 
seeking children had psychological problems 
such as developmental delays, bed-wetting, 
nightmares, separation anxiety, sleep distur-
bance, depression, and suicidal behaviors 
(Newman et al.,  2008 ; Silove et al.,  2007 ). 
Previously competent  parents, notably women 

giving birth during detention, were often too 
depressed to adequately care for their children. 

 In January 2012, four asylum-seeking children 
won a six-fi gure settlement from the UK govern-
ment in compensation for the negative impact of 
their 13-month detention (Taylor & Hattenstone, 
 2012 ). During detention, the children had devel-
oped multiple problems including hand tremors, 
refusal to eat, hair loss, recurrent nightmares, and 
severe anxiety. Eight years after release, the four 
children still had numerous symptoms, including 
insomnia, intrusive frightening memories of 
detention, phobic reactions, and reduced ability to 
concentrate and study. Their academic perfor-
mance, which had been excellent before their 
detention, remained impaired.  

 Case Vignette 12-1 

 A family with two Canadian-born children 
aged 5 and 7 was detained for 5 days fol-
lowing rejection of their refugee claim. 
During the arrest, the parents were hand-
cuffed in front of the children. The 5-year-
old boy tried to escape and was physically 
forced into the van. 

 After release from detention the 7-year-
old girl, who was previously healthy and 
doing well at school, became severely 
withdrawn and had diffi culty speaking with 
adults and peers. Her academic perfor-
mance declined. She also had regular 
nightmares and diffi culty falling asleep. 
The 5-year-old boy developed phobias of 
police, dark-colored vans, and dogs and 
refused to go to preschool for the fi rst 6 
months after detention because he was too 
frightened to leave the house. He had regu-
lar temper tantrums, was unable to fall 
asleep without his parents present, and 
would not tolerate being in a room with the 
door closed. A year after detention, the two 
children were still struggling with anxiety, 
sleep problems and irritability, and met 
diagnostic criteria for PTSD. 
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 In some cases, children may be separated from 
detained asylum-seeking parents, particularly 
when parents are held in regular jails, which do 
not accept young children. Forced separation is 
particularly likely to be harmful to children who 
have been exposed to violence in their home 
country; who leave behind relatives, friends, 
school, and everything with which they are famil-
iar; and who arrive in a strange country where 
they may not even speak the language. Most are 
unlikely to have close relatives in Canada and 
would be placed in institutional care or in foster 
care with strangers, which is generally more 
harmful than fostering by relatives (Holtan, 
Rønning, Handegård, & Sourander,  2005 ). 

 Asylum-seeking Sudanese youth in the USA 
who were separated from their immediate fam-
ily were at increased risk of PTSD, especially 
those placed in foster homes with strangers 
rather than with other Sudanese families 
(Geltman et al.,  2005 ). Children separated for 
over a month from parents detained in US immi-
gration prisons had high rates of sleep distur-
bance, aggressiveness, and withdrawal (Chaudry 
et al.,  2010 ). On the other hand, when children 
fl eeing organized violence are able to maintain 
secure attachments to family members, they are 
protected from some of the psychological con-
sequences of trauma (Rousseau, Said, Gagne, 
& Bibeau,  1998 ).   

    Family Separation and Reunifi cation 

 Separation of family members is a central stressor 
for refugees. Barudy ( 1989 ) distinguished three 
main stages in the family separation and reunifi -
cation process: before the separation, during the 
separation, and the reunion itself. Each of these 
stages defi nes a new balance or imbalance in the 
family and determines, in part, what will become 
of the family. As in the case of other migrants, 
separations and cultural uprooting change family 
relationships, roles, and strategies (Williams, 
 1990 ), but for refugee families, these reorganiza-
tions take on distinctive characteristics. 

 Refugees repeatedly must face the question of 
what an extended separation means to the various 

members of their family. Family members who 
have fl ed abroad may be in a very diffi cult situa-
tion; the refugee who has found safe haven may 
feel guilty, powerless, and depressed about a sep-
aration over which they have little or no control 
(Fox, Cowell, & Johnson,  1995 ; Nickerson et al., 
 2010 ; Tseng, Cheng, Chen, Hwang, & Hsu, 
 1993 ). Those who remain behind may feel aban-
doned or even betrayed or deceived (Moreau, 
Rousseau, Meikki-Berrada, TCMR, & ERASME, 
 1999 ; Suarez-Orozco, Bang, & Kim,  2011 ). The 
long absence of one or more members fi rst leads 
to a reconfi guration of roles within the family. 
Sometimes one of the parents must play the role 
of both mother and father; sometimes the older 
children must assume adult responsibilities or 
symbolically take the place of one of the parents 
(Barudy,  1989 ). This reorganization may also 
involve the use of surrogates, including members 
of the extended family, outsiders, and sometimes 
even divine fi gures. The temporary nature of this 
initial reconfi guration of roles may make the 
family all the more vulnerable (Williams,  1990 ). 

 When adolescents were reunited with their 
parents after having been left with close relatives 
for a few years while their parents settled in the 
USA, those who had been separated from one or 
both parents for over 2 years had signifi cantly 
higher levels of depression and anxiety than those 
who had not been separated (Suarez-Orozco et al., 
 2011 ). Symptom severity increased with length of 
separation. Family reunifi cation was often fraught 
with confl ict. Especially in cases of lengthy sepa-
ration, many children felt estranged from their 
parents and were deeply distressed at the separa-
tion from their alternate caregivers. Some children 
showed withdrawal, lack of trust, and depressive 
symptoms, while others showed increased anger 
and aggression. The emotional scars of long-term 
separation typically took years to heal. 

 Refugees often see family reunifi cation as an 
event that will bring a happy ending to a long 
series of losses. Although refugees may eventu-
ally mention problems ensuing from reunifi ca-
tion, it is initially presented as a time for 
celebration. While the family reunion is a turning 
point that can lend meaning to the many losses 
refugees have endured in their long journey, it 
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also disrupts the fragile balance that has been 
established during the waiting period. The family 
reunion thus represents both renewal of highly 
signifi cant family bonds and at the same time 
another loss of the new equilibrium, which may 
be diffi cult to cope with because it often cannot 
be mentioned. Once the family has been reunited, 
it has another crisis to face in trying to unite 
members who may have had very different expe-
riences. The longer members of the family have 
been apart, the more diffi cult it may be for the 
family unit to regain its balance (Barudy,  1989 ). 
Roles must be redefi ned, taking into account the 
past (family history and ideas of the home cul-
ture) and the present (the realities of the host 
country, the cultural gaps between family mem-
bers across generations). For those who have 
experienced trauma, this process may be particu-
larly diffi cult if they need to hold on to well- 
defi ned roles in order to rebuild their identity 
(Rousseau et al.,  2004 ). For further discussion of 
issues of reunifi cation see Chapter   13    .  

    Responding to Refugee Trauma 
and Loss: When and How? 

 Primary care practitioners have a key role in the 
recognition and management of mental health 
problems in immigrant and refugee patients for 
three main reasons (Kirmayer, Narasiah, et al., 
 2011 ). First, general practitioners are the gateway 
to health care for immigrants and refugees, who, 
as a group, underutilize mental health services in 
Canada. Second, immigrants and refugees report 
elevated rates of extreme trauma, such as torture 
and rape, that can have severe and long-lasting 
consequences for both physical and mental health 
and require integrated treatment approaches. 
Third, although a particular family member may 
present as the identifi ed patient, a family perspec-
tive is essential because trauma stemming from 
organized violence tends to affect the whole fam-
ily, especially, children, who may not display 
dramatic or easily recognizable symptoms. 
Because of the complexity of these situations and 
the emotional burden that they represent, the 
 primary care practitioners can benefi t from 

 cultural consultation to help them address the 
entanglements of past and present contextual 
 factors with cultural issues. 

 In many places, health care services for refu-
gees are limited. In Canada, the federal govern-
ment has recently made major cuts to health care 
for refugee claimants (Arya et al.,  2012 ). The 
new Interim Federal Health Plan covers only 
medical acts by physicians or nurses and explic-
itly excludes coverage of psychotherapy or any 
services provided by psychologists or other non-
medical health professionals. Medication cover-
age by the federal government is also very 
limited, although this may be mitigated by pro-
vincial plans. As a result, primary care practitio-
ners will face the challenge of managing refugee 
claimants’ mental health problems with very lim-
ited resources. 

 Primary care practitioners need to be aware 
that immigrants and refugees may have under-
gone premigratory trauma. A warm and empathic 
stance is essential to create a safe environment 
for disclosure (Rousseau, Measham, & Nadeau, 
 2012 ). It is important to include an interpreter 
when language may impede accurate and empa-
thetic communication (see Chapter   5    ). The 
choice of interpreter (gender, ethnicity, religion) 
should be discussed with the patient. Interpre-
tation over the telephone is not recommended 
because of the mistrust and shame often associ-
ated with a traumatic experience. 

 Assessment of traumatic symptoms cannot be 
separated from potential interventions. If a 
patient discloses a traumatic experience, 
acknowledging the pain and suffering associated 
with the event may be helpful. Practitioners may 
explain that the reaction is common in persons 
who have undergone trauma (normalization) and 
provide information. When patients face misun-
derstanding or incredulity elsewhere in health 
care, social service, or legal systems, practitio-
ners may need to move away from offering a 
 neutral stance and adopt a clear position of advo-
cacy (Kirmayer,  2001 ; Rousseau et al.,  2012 ). 
Offering empathetic reassurance that help will be 
provided and that the situation is likely to get bet-
ter is an important fi rst step. For refugee patients, 
practical family and social support is most often 
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provided in Canada by community organiza-
tions. Family physicians may fi nd it helpful to 
establish partnerships with these organizations in 
order to reduce the isolation of families and to 
help them obtain support in the initial phases of 
resettlement. 

 Although not supported by clinical trials, 
National Institute of Clinical Excellence (NICE) 
(National Collaborating Centre for Mental 
Health, & Royal College of Psychiatrists’ 
Research Unit,  2005 ) recommends a phased 
model, refl ecting a pragmatic clinical approach 
for refugee and refugee claimants who face the 
possibility of being returned to a traumatic envi-
ronment. Phase I is defi ned as the period in which 
safety has not yet been established, during which 
intervention should focus on practical family and 
social support. Advocacy by health professionals 
may be essential at this stage to help establish a 
sense of safety. Phase II and III should focus on 
patient priorities, which may include social inte-
gration and/or treatment of symptoms. Trauma- 
focused psychological treatment should be 
offered because it has been shown to be effective 
even years after trauma occurred (Rousseau 
et al.,  2001 ). 

 There is some evidence that even for accepted 
refugees the effect of social factors like unem-
ployment, isolation, and discrimination may 
overshadow the effi cacy of mental health treat-
ment in many patients (Gorst-Unworth & 
Goldenberg,  1998 ). This adds support to the idea 
that a multilevel response to traumatic stress is 
needed for refugee and immigrant populations, 
with interventions that include primary care, 
community organizations, and other social insti-
tutions (Nickerson, Bryant, Silove, & Steel, 
 2011 ; Silove,  1999 ).  

    Clinical Assessment of Trauma 
and Its Consequences 

 Exploration of trauma and its consequences is not 
typically recommended in the fi rst meeting with a 
patient unless it is the patient’s primary com-
plaint. Otherwise, exploration of mental health 

issues can be delayed to subsequent interviews 
when a trusting relationship has been established 
(Weinstein, Dansky, & Iacopino,  1996 ). However, 
certain symptom presentations should alert clini-
cians to assess for PTSD, including unexplained 
physical complaints that may not be presented as 
PTSD (Burnett & Peel,  2001 ; Lustig et al.,  2004 ), 
but suggest the possibility of psychological dis-
tress and PTSD as differential diagnoses (New 
Hampshire State,  2005 ). Similarly, trauma and 
torture can lead to a wide range of psychological 
pathologies that have signifi cant comorbidity 
with PTSD. The most common are depression, 
panic disorder, and somatoform disorder (Fazel 
et al.,  2005 ; Hinton et al.,  2005 ). Other presenta-
tions, such as severe dissociation mimicking brief 
reactive psychosis, dissociative disorders involv-
ing amnesia and conversion symptoms (Van 
Ommeren et al.,  2001 ), and psychotic depression, 
although less frequent, may also be related to 
PTSD. Key elements of the assessment include 
the level of psychological distress, impairment 
associated with the symptoms in the patient and 
his or her family, substance abuse, and suicidal-
ity. In children, particularly under age 8, the 
 presence of sleep disturbance, emotional or 
behavioral problems should alert clinicians to the 
possibility of PTSD (   National Collaborating 
Centre for Mental Health, & Royal College of 
Psychiatrists’ Research Unit,  2005 ). 

 Interviews should be carried out in the pres-
ence of professional interpreters if the language 
ability of the patient is not adequate to express 
psychological distress and narrate their experience 
(Moreno & Grodin,  2002 ;    National Collaborating 
Centre for Mental Health, & Royal College of 
Psychiatrists’ Research Unit,  2005 ). Disclosing 
traumatic experience through relatives, family 
members or, particularly, through children can be 
traumatic and can discourage the patient from 
doing so. Efforts should be made to ensure the 
patient feels safe and understands that the assess-
ment will be kept confi dential. Assessment of 
children should be done directly in a culturally 
sensitive manner rather than relying solely on 
information from parents or guardians who may 
tend to minimize or ignore symptoms.  
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    Treatment Interventions, Recovery, 
and Resilience 

 For refugees and others recovering from the 
impact of trauma and forced migration, interven-
tion involves personal, family, and sociocultural 
collective dynamics with the aim of restoring a 
sense of normality by allowing life to go on 
(social integration) and overcoming the paralysis 
that terror and grief can cause (symptom reduc-
tion) (Nickerson, Bryant, Brooks, et al.,  2011 ; 
Nickerson, Bryant, Silove, et al.,  2011 ). Although 
they are affected by many of the same processes, 
social integration and symptom reduction are not 
given the same weight in the specifi c treatment 
interventions. The chief target of psychotherapy 
and medication is symptom reduction, and their 
effectiveness is usually measured in these terms; 
gains in terms of reduction of impairment and 
improvement in functioning are often not consid-
ered, although their relation to symptoms is not 
linear (Pynoos et al.,  2009 ). Consideration of 
patients’ own concerns and their social context, 
however, makes it clear that restoring the conti-
nuity of life by facilitating a person and family’s 
social integration into the host country is just as 
important as symptom reduction. 

 Trauma-related anxiety disorders (which have 
been mainly studied in relation to PTSD), 
depression stemming from multiple losses in an 
exile setting, and the interaction of the two can 
be treated through various forms of psychother-
apy, psychopharmacology, or alternative thera-
pies including traditional treatments (Hinton, 
Hoffmann, Pollack, & Otto,  2009 ). In primary 
care settings, the recommendation of one type of 
treatment over another must be based on consid-
erations that include the resources available and 
the cultural and clinical appropriateness of these 
resources. Acknowledging at the start that access 
to specialized therapeutic resources in the host 
country is limited can safeguard the referring cli-
nician and the patient against unrealistic expec-
tations. Drawing up an inventory of available 
resources prior to consultation is essential for 
a realistic treatment plan. In many settings, 

 specialized psychotherapy for refugee trauma or 
torture-related issues may not be widely 
 available, but committed community workers 
and primary care professionals can provide 
excellent therapeutic support and a forum for 
empathic listening that can provide relief for 
patients. 

 Trauma-focused psychotherapy helps reduce 
the fragmentation of memory caused by trauma 
by providing the patient with a coherent account. 
Diverse methods of psychotherapy that elicit a 
trauma narrative—some emphasizing structure, 
others the value of openness to what emerges—
may be successful and can be chosen to fi t the 
patient’s expectations and the clinician’s skills. In 
clinical practice, some patients seem to need to 
borrow an external structure in order to recon-
struct coherence. They may prefer a culturally 
distant frame of reference, like cognitive behav-
ior therapy (CBT) (Bolton et al.,  2007 ) or narra-
tive exposure therapy (NET) (Neuner et al., 
 2008 ), for example, or opt for a more traditional 
framework that emphasizes the coherence of 
their experience within the range of representa-
tions of their culture of origin (Peltzer,  1997 ). 
Other patients will resist such structures because 
they see them as representing a repetition of the 
constraints to which they were subjected. They 
need to talk at length and to be the architects of 
their life stories. The therapist, provided he or she 
does not enter into a struggle for control, can help 
them to avoid the vicious circle of traumatic rep-
etition and to reintroduce key fragments of their 
past to help them with their posttraumatic recon-
struction (Rousseau & Measham,  2007 ). 

 Unilateral imposition of either Western exper-
tise (no matter how “cutting edge”) or culturally 
sensitive modalities (no matter how rooted in tra-
dition) may be experienced as coercive if the 
choice of the individual or family is not taken 
into account. Creative arts based therapies, such 
as art therapy, are sometimes preferred by refu-
gee families, in part because these therapies often 
emphasize nonverbal therapeutic methods, thus 
helping people who are reluctant to engage in 
verbal therapy (Rousseau & Guzder,  2008 ). This 
reluctance may refl ect either cultural attitudes or 
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the fact that verbal approaches may be seen as 
being disrespectful of cultural values of emo-
tional containment or restraint. Some clinicians 
may regard nonverbal therapies as potentially col-
luding with the avoidance that is part of the psy-
chopathology of PTSD. But avoidance is not 
uniformly harmful, nor is it always a sign of psy-
chopathology. While psychotherapists in the West 
(and popular culture) may favor more direct 
working-through of trauma, focusing therapeutic 
work explicitly on trauma, other cultural tradi-
tions prefer to work “around” trauma, institution-
alizing avoidance as a collective strategy. At one 
end of the spectrum stands the culture of Jewish 
Holocaust survivors, in which collective pressure 
to remember has resulted in a “duty of memory”, 
and at the other end are cultural strategies like 
those adopted by Cambodian survivors of Pol 
Pot, who seek to set aside the past in order to 
move on (Kidron,  2012 ). The duty of memory 
serves collective goals of communal solidarity, 
moral pedagogy, and even nation building, but it 
is not always associated with individual healing 
(Semprun,  1994 ). The preferred strategy in some 
cultures is to avoid direct individual or collective 
references to specifi c trauma and instead empha-
size survival and continuity through a peoples’ 
ability to overcome adversity (Rousseau, de la 
Aldea, Viger Rojas, & Foxen,  2005 ). 

 In addition to emotional problems, refugees 
who have experienced trauma may display other 
stress-related symptoms, which may be very 
impairing (Ehntholt & Yule,  2006 ; Kinzie,  2007 ). 
Sleep is often a major problem for PTSD patients; 
nightmares being one of the most frequent and 
disabling symptoms. NICE recommends the 
short-term use of hypnotic medication for adults 
or, if longer-term treatment is required, the use of 
suitable antidepressants to reduce the risk of 
dependence. Trials of cognitive behavioral 
 treatments of nightmares have very promising 
results, and although they have not been tested in 
refugee and immigrant patients, their mode of 
action (cognitive restructuring and replacing neg-
ative by positive appraisals) may fi t well with the 
ways in which certain cultures normalize night-
mares rather than considering them symptoms 

per se. Medically unexplained symptoms and 
various forms of chronic pain also warrant atten-
tion. The Rehabilitation and Research Centre for 
Torture Victims in Copenhagen (Sjölund,  2007 ) 
has produced a very useful manual to help practi-
tioners address these symptoms which need to be 
taken seriously even if they are not related to 
clear organic pathology.   

 Case Vignette 12-2 

 Begum was a 30-year-old Bangladeshi 
Muslim mother who had fl ed her country 
after repeated domestic violence. After she 
had attempted to leave her husband, he 
abducted her from her family, vandalized 
her parent’s home, and assaulted them. 
With the help of her parents, she left 
Bangladesh with her 4-year-old son. En 
route to Canada, she was detained in New 
York by the agents who had arranged her 
passage with her parents. She was taken to 
an apartment with other refugees and raped 
before being returned to the airport. 

 She applied for refugee status in Canada, 
but was too ashamed to recount her rape en 
route and the history of rape within her 
marriage. The refugee board rejected her 
claim because her testimony differed from 
her initial written claim, and she had disso-
ciated during the hearing when attempting 
to recount her traumatic journey. Her appeal 
process continued for 6 years. During much 
of this time, she was suicidal and depressed, 
at times threatening to kill both her children 
as she felt unsafe to return to Bangladesh 
where her husband continued to be involved 
in antisocial gang activities. She was par-
ticularly terrifi ed that she might be returned 
to New York, which triggered re-experienc-
ing of her rape and helplessness. Both of 
her parents died in Bangladesh during this 
period and this further complicated her 
adaptation. Her depression undermined her 
parenting capacity and her children also 
suffered from depression. 

(continued)
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    Writing Reports for the 
Determination of Refugee Status 

 During the refugee status determination process, 
claimants must explain the events that have led 
them to seek refugee status. When they fi rst claim 
refugee status at the port of entry, they will be 
questioned by immigration offi cials, primarily 
about identity and security issues. Under new 
Canadian legislation that came into force in 
December 2012 (PCISA,  2012 ), refugee claim-
ants must complete and submit a detailed written 
Basis of Claim form explaining the reasons for 
their claim to the IRB within 15 days of arrival. 
Later, they will give an in-depth oral account of 
the events underlying their claim at a hearing 
before the IRB, which then determines whether 
the claimant meets the legal criteria for recogni-
tion as a refugee. The new law provides that most 
claimants will (for the fi rst time in Canada) have 
access to a full appeal on the merits before 
the Refugee Appeal Division (RAD) of the IRB. 
The RAD appeal is generally based solely on the 

transcript and other documentary evidence 
already on fi le, so the claimant will not testify 
anew at this stage. 

 In general, the refugee claimant is the only 
witness; everything hinges on the believability of 
the claimant’s testimony, as there are generally 
no witnesses to corroborate her account and little 
documentary evidence beyond general informa-
tion on country conditions. Credibility assess-
ment is largely based on the coherence, 
consistency, level of detail, and plausibility of the 
claimant’s account (Herlihy, Scragg, & Turner, 
 2002 ; Steel, Frommer, et al.,  2004 ). In addition, 
Board members are inevitably infl uenced by fac-
tors such as the claimant’s demeanor, nonverbal 
signals, and expressed emotions as well as their 
own emotional response to the claimant’s story 
(Macklin,  1998 ; Rousseau, Crépeau, Foxen, & 
Houle,  2002 ). Consistency is of paramount 
importance, and discrepancies between the 
claimant’s testimony before the Board and previ-
ous oral or written accounts tend to be viewed 
with suspicion. Claimants are generally expected 
to give a reasonably coherent, linear account of 
their traumatic experiences, including precise 
dates and locations. 

 Consultants may be requested by the patient, a 
lawyer or other health care practitioners, to pro-
vide a written report on the refugee claimant’s 
mental health and capacity to take part in the IRB 
hearing. When preparing this report, there are 
two essential questions to consider: (1) What are 
the precise issues of concern to the decision-
maker who will read the report? and (2) What 
aspects of the refugee claimant’s psychological 
state are relevant to these issues? 

 As already mentioned, refugee claimants must 
prove three main elements in order to be accepted 
as refugees. First, that if sent back to their coun-
try of origin, they would be in danger of severe 
mistreatment linked to one of the grounds men-
tioned in the refugee defi nition (ethnicity, reli-
gion, gender, sexual orientation, political 
opinions, risk of torture, etc.). Although in theory 
all that is necessary is to prove that the person 
would be at risk of persecution if returned to their 
country (future risk), in practice this almost 

 The role of the CCS consultant was to 
advise her primary care clinicians on the 
management of Begum’s complicated 
grief, PTSD, her threats of suicide and 
infanticide, as well as the depression of her 
children during the protracted period of her 
unresolved status. Initially, she had been 
assessed by a male Euro-Canadian psychi-
atrist and refused to speak because cultural 
and gender differences precluded a sense of 
cultural safety. Her primary care team, 
comprised of a female general practitioner 
and social worker, worked with interpret-
ers, her children’s school, the Department 
of Youth Protection, and other resources to 
stabilize her functioning. Her functioning 
improved signifi cantly after her refugee 
status was confi rmed, but her children 
remained fragile and continued to have sig-
nifi cant mental health problems. 
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always implies showing that they have already 
suffered persecution in their home country for 
one of these reasons and would still be in danger 
if sent back. Second, refugee claimants must 
show that they made reasonable efforts to obtain 
protection in their own country, but that their gov-
ernment was unwilling or unable to protect them. 
If the government is directly responsible for the 
persecution (e.g., ethnic minority civilians tar-
geted by government troops during a civil war), 
state protection is clearly unavailable. In other 
cases, the refugee claimant will have to show that 
he made diligent but unsuccessful efforts to seek 
protection from local authorities, or that he had 
serious reasons not to seek protection (e.g. in his 
country, police offi cers consistently beat up or 
ignore gay men who try to make a complaint). 
Finally, the refugee claimant must prove that she 
would still have been at risk if she had moved to 
a different region within her country. 

 These criteria are specifi c to refugee claim 
proceedings. If the report is submitted in the con-
text of a different type of procedure, the issues to 
be addressed will be different. For example, in 
Canada a failed refugee claimant can apply for 
permanent residence based on humanitarian and 
compassionate grounds (H&C application) if she 
can demonstrate that her deportation would be 
contrary the best interests of her children or 
severely detrimental to her own physical or men-
tal health. She must also show that she is well 
integrated into Canadian society (e.g., employed, 
studying or involved in volunteer work, reason-
ably fl uent in one of the offi cial languages). All 
these issues are largely irrelevant in the context 
of a refugee claim. The content of the report 
therefore will differ depending on the nature of 
the proceeding and the specifi c factors to be con-
sidered by the decision-maker. As already men-
tioned, only reports in the context of refugee 
claim proceedings will be discussed because the 
grounds for humanitarian applications differ con-
siderably from one country to another, whereas 
the criteria for successful refugee claims are rela-
tively  uniform throughout the 145 countries that 
have ratifi ed the United Nations 1951 Convention 
and 1967 Protocol Relating to the Status of 
Refugees (UNHCR,  2010 ). 

 The following comments on writing expert 
reports apply in cases in which the consultant has 
no serious reasons to suspect that the claimant is 
malingering or fabricating her story. When the 
consultant feels uneasy about writing a report, the 
consultant would share with the refugee claimant 
that the report may not be helpful to his or her case. 

 In the context of refugee claim proceedings, 
there are four main issues that mental health pro-
fessionals may potentially need to address: (1) 
whether the person’s symptoms and clinical pre-
sentation are consistent with the alleged trau-
matic events on which the refugee claim is based; 
(2) whether certain apparently unreasonable or 
surprising behaviors might be linked to the per-
son’s psychological diffi culties. For example, 
shame, disempowerment, and fear of authority 
fi gures might help explain why a woman in an 
abusive relationship failed to seek protection 
from local police and later failed to tell immigra-
tion offi cers about the abuse; (3) whether being 
sent back to her country might be a threat to her 
life or psychological integrity (e.g., risk of 
decompensation or suicide); and fi nally, (4) 
whether the person’s ability to adequately pres-
ent their case may be diminished due to cogni-
tive, psychological, or emotional diffi culties. 
Such diffi culties may affect the person’s ability 
to tell her story coherently, to describe certain 
particularly traumatic events, to attend a hearing 
on a particular date, or even to understand the 
proceedings (Herlihy et al.,  2002 ; Prabhu & 
Baranoski,  2012 ; Rousseau et al.,  2002 ; Steel, 
Frommer, et al.,  2004 ). 

 In writing the report, it is important to try to 
make the person come alive as a unique individ-
ual for the reader. Board members see dozens of 
reports from mental health professionals, most of 
which state that the person suffers from PTSD. 
Of course, this is because refugee claims are usu-
ally based on traumatic events, so PTSD is not 
only frequent among refugee claimants, but is 
also the diagnosis that is most likely to be rele-
vant to the issue at stake, namely, whether the 
refugee claimant’s story of traumatic persecution 
is credible. Unfortunately, the ubiquity of PTSD 
in reports submitted in support of refugee claims 
tends to generate the impression that the diagnosis 
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is overused. This impression is strengthened if, as 
sometimes happens, the report is simply a generic 
list of symptoms such as insomnia, nightmares, 
and loss of appetite followed by a diagnosis of 
PTSD, based on a single assessment interview. In 
this context it is all the more essential to provide 
a clearly individualized report. 

 Table  12.2  outlines the key elements of the 
report. The overall tone of the report should be 
professional and objective while conveying the 
suffering experienced by the patient. To be cred-
ible, it is important to speak as a professional, not 
as an advocate (e.g., not to write “I urge you to 
accept Mr. X’s refugee claim”). The report should 
focus on issues relevant to refugee status, partic-
ularly the symptoms consistent with acts of per-
secution that would entitle the person to 
protection as a refugee. It should be presented in 
terms that an educated layperson will readily 
understand. Technical jargon may be misunder-
stood by the decision-maker and should be 
avoided except when precise technical terms are 
essential, such as for the diagnosis, in which case 
the term should be briefl y explained. For exam-
ple, instead of “negative affect”, it is preferable 
to use terms such as “negative emotions” or, 
 better yet, more vivid and specifi c terms such as 
anger, sadness, or tears.

      Professional Qualifi cations 

 In legal proceedings such as the refugee claim 
process, opinions are generally not admissible. 
The sole exception to this rule is opinions 
expressed by qualifi ed experts, and only to the 
extent that the opinion is within their fi eld of 
expertise (Paciocco & Stuesser,  2008 ; R. v. 
Lavallee,  1990 ). Consultants’ opinion will not be 
taken into consideration unless they establish 
their expertise, primarily by listing their profes-
sional title (e.g., licensed psychologist) and rele-
vant degrees. To further establish expertise, the 
consultant can mention relevant experience with 
certain populations or disorders (e.g., experience 
with refugees or trauma survivors), institutional 
affi liation (e.g., cultural consultation service, 
multidisciplinary treatment team), academic 
position, publications, and so on.  

    Context of Consultation and Nature 
of Relationship 

 Indicate whether the report is based on a one-off 
assessment requested by a lawyer or on an ongo-
ing therapeutic relationship. If requested by a 
lawyer, the report may mention the specifi c ques-
tions that were posed. Otherwise, simply describe 
the person’s reasons for consultation and whether 
she was referred by a colleague. If the consulta-
tion was requested because of physical or mental 
health problems, rather than simply because of an 
upcoming hearing, this is worth mentioning 
because it may contribute to making the patient’s 
health problems credible.  

    Method of Assessment 

 Indicate the time frame, number, and length of 
assessment interviews or therapy sessions. 
Reports based on several assessment interviews 
or on a reasonably long-term therapy process are 
more credible than those based on a single brief 

   Table 12.2    Outline of the mental health consultant 
report for refugee determination   

 The report should generally be about 2–4 pages long 
and include the following information: 
 • Professional qualifi cations 
 • Context of consultation and nature of relationship 

(assessment requested by a lawyer, progress report of 
an ongoing therapy) 

 • Method of assessment 
 • Clinically relevant elements of the refugee claimant’s 

story 
 • Clinical signs and symptoms 
 • Diagnosis 
 • Potential limitations to the person’s ability to 

adequately present their case 
 • Recommendations 
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interview, so it is important to emphasize that 
time was taken to do a full assessment if such 
is the case. If tests were used, briefl y describe 
their purpose and validity, the results, and the 
interpretation.  

    Clinically Relevant Elements 
of the Refugee Claimant’s Story 

 References to the refugee claimant’s story should 
be limited to essentials, including only elements 
that are both relevant to the refugee claim and 
indispensable to explain the clinical assessment 
of the person’s psychological state. In particular, 
keep details such as date, time, and place to the 
absolute minimum needed to make the account 
comprehensible. This is vitally important, for 
three main reasons. First, the more narrative 
details included, the higher the risk of contradic-
tions between the report and the refugee claim-
ant’s testimony at the IRB hearing. At the hearing, 
claimants are under a tremendous amount of 
stress and may easily get confused about certain 
aspects of their story, particularly dates or names. 
Memories will be less reliable with the passage 
of time. The consultant may also have misunder-
stood certain details, such as the name of a town 
or a paramilitary group. During the interview, the 
claimant may describe a person as her brother 
and later call him a cousin during the IRB hear-
ing. Including such details increases the risk of 
inconsistencies that may harm the claimant’s 
credibility. Consulting the refugee claimant’s 
Basis of Claim narrative before writing your 
report may be helpful to minimize inconsisten-
cies, although this type of detail should in any 
case be limited to the strictly essential. 

 The second reason for keeping the summary 
of the claimant’s story to a minimum is that the 
consultant usually has no personal knowledge of 
the facts that the claimant recounts and no means 
to check their veracity. In any case, this fact 
checking is not the consultant’s job. Eliciting a 
detailed account of the facts on which the claim 
is based and assessing the refugee claimant’s 
credibility is at the heart of the IRB’s jurisdiction 
and will be the main focus of the hearing. For the 

same reason, it is also crucial to always use 
expressions like “Mr. Y reported” or “Ms. Z said” 
rather than stating that an event actually occurred. 

 Finally, if the diagnosis appears to be based 
primarily on the claimant’s story, and the Board 
does not believe the claimant, then the report is 
likely to be ignored. Board members frequently 
use this rationale to justify ignoring a clinical 
report: “The report was based on the refugee 
claimant’s account, and I don’t believe the refu-
gee claimant, therefore I do not need to take the 
report into account.” On the other hand, if the 
report is primarily based on specifi c clinical signs 
and symptoms, especially the consultant’s own 
observations, it is much harder to set aside. 

 In the context of a therapeutic relationship, 
claimants may sometimes reveal important facts 
that they had not previously disclosed to immi-
gration authorities or to their lawyer (e.g., sexual 
assault). When a claimant adds new details to her 
story at an advanced stage of the proceedings, 
there is a risk that the Board may suspect that the 
claimant is embellishing or making up facts to try 
to strengthen her claim. At the least, the claimant 
will need to explain the reasons for the late dis-
closure. Ideally, it is preferable to ask the lawyer 
whether the newly disclosed fact should be men-
tioned in the report. If the fact has little relevance 
to the claim, it may be as well not to include it. If, 
on the other hand, it is highly relevant, it is impor-
tant to mention it and explain the reasons that the 
person did not disclose earlier (e.g., shame, fear) 
and did disclose to the consultant (e.g., having 
developed a relationship of trust). Simply stating 
that “rape victims often feel ashamed,” for 
 example, may not be suffi cient. Board members 
will undoubtedly have heard such explanations 
before, as refugee claims are almost always based 
on acts of interpersonal violence. 

 Childhood trauma or other painful events 
unrelated to the refugee claim should usually be 
left out of the report. No matter how much a per-
son may have suffered during their lives, this does 
not entitle them to refugee status unless the events 
fall within the scope of the legal refugee defi ni-
tion. On the other hand, for example, it could be 
relevant to mention that a woman had been a vic-
tim of incest as a child if this helps to explain why 
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she stayed in an abusive relationship or was too 
ashamed to report spousal violence. More gener-
ally, psychological problems may have affected 
the person’s ability to seek state protection or to 
relocate within the country of origin.  

    Clinical Signs and Symptoms 

 A description of the relevant clinical signs and 
symptoms is at the heart of the consultant’s exper-
tise. Reports based solely on self-reported symp-
toms may be seen as less persuasive because of 
the perception that claimants could be making 
them up. It is therefore important to explain the 
congruence between the symptoms reported by 
the claimant and the signs that you personally 
observed, and how the overall presentation is clin-
ically plausible. Clinical signs are particularly 
important because they are directly observed by 
the clinician and cannot be entirely disregarded by 
the Board even if it does not believe the claimant. 
Potentially relevant clinical signs include: psy-
chomotor slowing or similar physical signs con-
sistent with depression; inability to stay focused 
or to tell the story coherently because of emo-
tional distress or problems with memory or con-
centration; and nonverbal expressions of emotions 
such as tears, choked voice, shaking, tension, agi-
tation, and tone of voice. Linking nonverbal emo-
tional expression to trauma may make it more 
credible (e.g., “As he described seeing his father 
being killed, tears ran down his face”). 

 Similarly, in describing the symptoms reported 
by the claimant, particular attention should be 
paid to symptoms consistent with the alleged 
traumatic antecedents. This may include intrusive 
thoughts or images, ruminations, recurrent themes 
in nightmares, situations that trigger strong emo-
tions or avoidance, suicidal ideation, and so on. 
A brief quote from the claimant that illustrates her 
pain about past trauma, current suffering, or fear 
of future harm may be useful to include. In the 
context of a hearing, the claimant may not be able 
to express her feelings in a way that is as vivid or 
personal as in a clinical setting. In any case, refu-
gee claim hearings tend to focus more on claim-
ants’ objective actions and cognitions than on 

their inner world, so the consultant’s report may 
be an occasion to highlight dimensions of the 
claimant’s subjective experience that are relevant 
to the refugee claim but might not otherwise be 
mentioned. For example, recurrent nightmares 
of men hammering on the door would be highly 
relevant if the claim centers on an incident of 
arbitrary arrest and imprisonment, yet this is 
unlikely to come up at the hearing unless included 
in the report. 

 Faced with the diffi cult task of assessing a 
claimant’s credibility, Board members often look 
for specifi c details that “ring true.” For example, 
a young man from a persecuted religious minor-
ity recounted how, hidden in his parents’ house, 
he had listened helplessly to his mother being 
insulted and threatened by police who were look-
ing for him. In a choked voice, he reported being 
tormented by persistent feelings of shame at 
 having exposed his mother to danger and having 
failed his duty as a man and a son to protect her. 
This type of snapshot of vivid, emotionally 
charged memories may contribute to the credibil-
ity of the claimant’s account, especially when 
they involve feelings that most people can readily 
identify with. 

 Mentioning that the claimant is afraid of being 
repatriated is relevant, as this is one of the ele-
ments that must be established for the claim to be 
successful. However, it is rarely useful to expand 
on the hardships such a return may involve for the 
claimant and her family (e.g., disrupting chil-
dren’s schooling) because this has no bearing on 
the merit of the refugee claim, although the same 
information would be highly relevant to an appli-
cation based on humanitarian and compassionate 
grounds. On the other hand, the heightened vul-
nerability of psychologically disturbed persons 
may be a relevant factor when assessing the risks 
they would face if returned to their country of ori-
gin. For example, a Roma woman who had suf-
fered for years from severe depression, anxiety, 
and agoraphobia following an attack by skin-
heads was found to have compelling reasons not 
to return to Hungary, although the Board judged 
that the risks that she would face there would not 
amount to persecution for a less psychologically 
fragile person (ReX,  2008 ). Similarly, the claim 

12 Cultural Consultation for Refugees



262

of an Ethiopian refugee claimant with bipolar 
disorder and a history of suicide attempts was 
accepted on the grounds that the severe stigmati-
zation and discrimination that she would experi-
ence in Ethiopia because of her mental illness 
amounted to persecution likely to lead to suicide 
(Re X,  2007 ). More generally, if there are serious 
reasons to believe that forced repatriation is 
likely to cause clinical decompensation, a suicide 
attempt or other consequences that could put the 
claimant’s life at risk, this should be explained. 

 Generally, it is important to indicate whether 
the clinical presentation is consistent with the 
alleged trauma. However, never write that the 
claimant’s symptoms are caused by the trau-
matic events, but rather that they are consistent 
with the alleged events. Causality is impossible 
to prove, and in any case the consultant has no 
personal knowledge whether the alleged events 
actually occurred.  

    Diagnosis 

 When posing the diagnosis (or clinical impres-
sions), it may be useful to very briefl y summarize 
the main factors on which the diagnosis is based 
that are set out in greater detail elsewhere in the 
report.  

    Potential Limitations to the Person’s 
Ability to Adequately Present 
Their Case 

 Refugee status hearings are extremely stressful 
for claimants because the outcome will determine 
whether they will obtain secure, permanent status 
and the chance to build a new life in a safe coun-
try, or be forcibly sent back to a country where 
they may face grave danger. To establish that their 
claim is well founded, refugee claimants have to 
describe, sometimes in considerable detail, the 
traumatic experiences that form the basis of their 
claim. They may face close, sometimes confron-
tational, questioning, and their credibility may be 
challenged. Many claimants are particularly psy-
chologically vulnerable because of the multiple 
hardships they have endured. 

 If the claimant may be unable to adequately 
present her case before the IRB because of cogni-
tive, psychological, or emotional diffi culties, this 
should be explained in the report. However, 
although the consultant may recommend that the 
Board be particularly sensitive when questioning 
the claimant about certain topics, the claimant 
generally will have no choice but to testify about 
the traumatic events on which her claim is based 
in order to prove that it is well founded. 

 The IRB has adopted the Guideline on 
Procedures with Respect to Vulnerable Persons 
Appearing Before the Immigration and Refugee 
Board of Canada (Guideline 8) to encourage 
decision-makers to make procedural accommo-
dations if required to ensure that vulnerable 
 refugee claimants are not disadvantaged in the 
presentation of their case (Cleveland,  2008 ; 
Immigration and Refugee Board of Canada, 
 2006 ). The focus is more on ensuring fairness 
than on minimizing distress, although decision- 
makers are also encouraged to “prevent vulnera-
ble persons from becoming traumatized or 
re-traumatized” by IRB proceedings. Procedural 
accommodations include expediting or postpon-
ing a hearing, allowing the presence of a support 
person, keeping questions about certain particu-
larly painful areas to a minimum, and so on. 

 Some claimants may have cognitive or psy-
chological problems that impair their ability to 
understand the nature of the proceedings, such as 
an intellectual handicap, dementia, traumatic 
brain injury, or certain psychotic conditions. In 
such cases, the Board will appoint a designated 
representative who will fi nd a lawyer and provide 
support to the claimant during the proceedings. 
Designated representatives are also automatically 
appointed to assist unaccompanied minors. 

 Other claimants may have diffi culty telling 
their story coherently and convincingly due to 
psychological diffi culties, sometimes com-
pounded by sociocultural factors such as illiter-
acy, language diffi culties, or traditional gender 
roles (Cleveland,  2008 ; Herlihy et al.,  2002 ; 
Prabhu & Baranoski,  2012 ; Rousseau et al., 
 2002 ; Steel, Frommer, et al.,  2004 ). The conse-
quences can be extremely grave; if the Board 
member does not believe the claimant’s story, the 
claim will be rejected. Board members often rely 
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on narrative characteristics such as coherence, 
consistency, and emotional congruence to assess 
credibility, yet these same characteristics may be 
detrimentally affected by psychological or emo-
tional problems. Therefore, if there are serious 
reasons to believe that a claimant may have dif-
fi culty presenting her case, it is important to men-
tion this in the report and to explain the basis for 
these diffi culties. Board members are generally 
aware that psychological problems may nega-
tively impact claimants’ ability to testify. The 
issue is to establish why this particular person is 
especially likely to have diffi culties. This should 
be based on observations during the consultation 
(e.g., confusion, incoherence, numbing, intense 
emotions, dissociation), the clinical history, and 
psychological state. Behavior that the consultant 
has personally observed may be very persuasive; 
for example, claimants who are distressed to the 
point of incoherence when describing certain 
events systematically avoid certain topics, or dis-
play frequent or severe attention or concentration 
problems. However, the consultant should avoid 
making specifi c statements about how the patient 
will behave at the IRB hearing because it is 
 diffi cult to predict how claimants will respond in 
this high-stress context. Some claimants may be 
very emotional, others may freeze, while still 
others may marshal all their inner resources and 
be very functional. 

 Board members’ assessment of a claimant’s 
credibility is likely to be infl uenced by the degree 
of congruence between the emotions expressed by 
the claimant and the content of her narrative. If the 
claimant displays fl at affect, numbing, or exces-
sive detachment, therefore, it is particularly impor-
tant to explain that this may be a largely involuntary 
coping mechanism to ward off unbearable emo-
tional pain. Lack of apparent emotion due to avoid-
ance, dissociation, depression, or rigid self-control 
may easily be mistaken for untruthfulness.  

    Recommendations 

 If the claimant’s ability to understand the IRB pro-
ceedings is impaired, recommend that a  designated 
representative be appointed. If the claimant may 
have serious diffi culty telling her story at the 

 hearing, the consultant can recommend proce-
dural accommodations such as expediting or post-
poning the hearing, minimizing questions about 
certain traumatic events, and so on. It is preferable 
to check with the claimant’s lawyer before fi nal-
izing such recommendations to make certain that 
they are feasible and likely to be helpful. 

 To illustrate writing an effective report, 
Box  12.1  presents examples of incorrect and cor-
rect styles. 

   Box 12.1: Examples of Refugee Claimant 

Report Writing 

     Example A: INCORRECT  
 X was raped on September 3, 2010 in her 
home in YZ. The rape was perpetrated by 
M21 paramilitaries who were targeting her 
husband for his political opposition to the 
ruling regime. Five men, armed with rifl es, 
broke into her house around 1:30  AM , 
while she and her husband were asleep. 
One man guarded the door, while two men 
dragged her husband to another room, tied 
him up, and hit him with the butt of a gun. 
The other two men forced X to undress and 
then one of them raped her. 

 X presents with primarily fl at affect, 
although she briefl y displays aversive nega-
tive arousal. She is currently suffering from 
insomnia, nightmares, anxiety, and feelings 
of hopelessness caused by her rape. 

  Example B: CORRECT  
 X initially appears tense and somewhat 
withdrawn. She reports having been raped 
in 2010 when several men broke into her 
home at night, apparently targeting her hus-
band for his political opposition to the rul-
ing regime. She fi rst recounts the incident 
in a detached tone with little visible emo-
tion. However, when she describes being 
rejected by her husband following the rape, 
she breaks down and weeps uncontrollably. 
She says “I have told my story so many 
times, I am tired of crying. I don’t want to 
cry any more,” but remains tearful for 
much of the rest of the interview. 

(continued)
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 There are several problems with Example A. 
There is far too much factual detail about the 
alleged rape, increasing the risk of  inconsistencies 
between the report and the claimant’s testimony 
at the hearing, which could seriously harm her 
credibility. Claimants may easily misremember 
details such as the date, time, sequence of events, 
precise identity, and even the number of attackers, 
either when recounting the story to you or to the 
Board. On the other hand, there is too little detail 
about clinical observations—the emotions, signs, 
and reported symptoms that are within the clini-
cian’s fi eld of expertise and contribute to making 
this woman’s story come alive. The clinical part 
of the report is generic and contains jargon terms 
such as “fl at affect” and “aversive arousal” that 
may be meaningless to the Board member. Events 
are described as if the clinician could attest that 
they actually occurred, and the alleged rape is 
presented as the cause of the woman’s symptoms. 
Example B avoids these errors, presenting a much 
more individualized picture that weaves together 
the claimant’s symptoms, emotional presentation, 
and the core traumatic event.     

     Conclusion 

 Cultural consultation for refugees is challenging 
because clinicians must often go beyond their 
usual clinical role and take a position of advocacy 
that actively acknowledges and engages with the 
predicament of forced migration. Caring for refu-
gees and their families involves medical and 
mental health interventions to mitigate the conse-
quences of past violence and loss as well as cur-
rent adversities. At the same time, consultants 
need to take on the role of advocate to contribute 
to illness prevention and mental health promotion 
by addressing the social determinants of health 
which include precarious migratory status, harsh 
practices of detention, prolonged uncertainty 
about the future, and obstacles to family reunifi -
cation. Many of these issues are important for the 
long-term well-being and social integration of all 
refugees, including those who are not symptom-
atic or who do not request services. 

 Recent years have seen increasing ambiva-
lence in most high-income countries toward 
refugees and refugee claimants, with consider-
able erosion of the international commitment to 
providing safe haven for the most vulnerable 
human beings. Clinicians who try to address 
these issues may be criticized by some individu-
als or institutions as taking an ideological posi-
tion. Guidelines for medical training in Canada 
recognize that clinicians must be able to play 
the role of advocate both to provide care and 
work toward prevent and health promotion 
( Kirmayer, Fung, et al., 2012 ). In refugee health, 
there is simply no way to avoid the complex 
issues at the intersection of human rights,  ethics, 
and politics. 

 In caring for refugee claimants, clinicians typ-
ically focus on helping the person to heal from 
past traumatic experiences and deal with the 
challenges of resettlement and adaptation to the 
host society. Helping to change the external cir-
cumstances that negatively impact the client has 
not traditionally been seen as an integral part of 
the mental health practitioner’s role. Yet, the 
ongoing threat of possible deportation and a 
 variety of other real-life stressors play a major 
role in maintaining and exacerbating psychological 

 Box 12.1 (continued)

X reports that she sleeps very poorly. She 
often imagines men breaking into her room 
and becomes terrifi ed, and cannot sleep at 
all without having a light on. She also 
reports frequent nightmares with themes of 
intrusion (e.g., men breaking down her 
door) and helplessness (e.g., being unable 
to fl ee). X says that at times when she is 
walking on the street and notices a man 
walking behind her, she panics and speeds 
up, fearing attack. She is particularly afraid 
of men who show signs of drunkenness 
because this reminds her of her rapist. 
According to X, all these symptoms (sleep 
problems, nightmares, fear of men) started 
after the rape. When asked how she sees her 
future, she replies in a despairing tone “The 
future is dark, it is like the past.” Yet, she 
also expresses hope that she will fi nd safety, 
saying that she has come to Canada because 
women are protected here. 
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problems among  refugee claimants and other 
migrants without secure status. Providing a report 
or letter concerning their mental or physical 
health in the context of the refugee claim process 
is only one of the ways in which  clinicians can 
play a key role in improving the health of people 
who are seeking refugee status. In order to pre-
vent further harm, health professionals also need 
to join forces in order to  advocate for protection 
of refugees and their access to the same rights 
and services as Canadian citizens.     
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        Immigrant or refugee families often leave their 
country of origin looking for a better future for 
themselves and especially for their children 
(Vatz-Laaroussi & Bessong,  2008 ). Although 
most immigrant families eventually integrate 
well into the mainstream society, they face many 
challenges in meeting their needs. These chal-
lenges can include systemic barriers to integrat-
ing into the labor market, loss of occupational 
status and poverty, diffi culties securing adequate 
housing and coping with discrimination in the 
community, as well as unequal access to health 
care and social services (Barn,  2006 ; Dufour, 
Hassan, & Lavergne,  2012 ; Mitchell,  2005 ). 

 An additional challenge for migrant families 
stems from the necessity for parents to renegoti-
ate their roles and adapt their child-rearing prac-

tices to the social norms, values and expectations 
of the dominant culture and its institutions. This 
task is particularly stressful for many immigrant 
parents, who may not be fully aware of these 
norms or associated laws and may struggle with 
host society values and the modes of their trans-
mission to children that signifi cantly differ from 
those of their culture of origin (Saulnier,  2004 ). 
The social conditions of migration and resettle-
ment may infl uence parenting in many ways, 
including the renegotiation of cultural, ethnic or 
religious identity; family separation and reunifi -
cation issues; changes in gender roles; parent–
child authority issues and the loss of support 
networks of extended family and community 
(Battaglini et al.,  2002 ; Dufour et al.,  2012 ; Vatz- 
Laaroussi & Bessong,  2008 ). 

 Services that are designed by, and for, the host 
society majority group may not be adequate or 
appropriate for ethnic minority or immigrant 
families because these services do not take into 
account specifi c cultural, migratory and resettle-
ment issues (Alegria, Atkins, Farmer, Slaton, & 
Stelk,  2010 ). There is increased awareness of the 
importance of such issues in understanding the 
mental health problems of children and families 
and in planning appropriate interventions. These 
issues are relevant to cultural consultants who 
may be asked to provide advice to a variety of 
social service and institutional settings, including 
youth protection and family services, law 
enforcement agencies and the judicial system, as 
well as non-governmental organizations (NGOs). 
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 In this chapter, we will focus primarily on 
consultation with youth protection and family 
services, law enforcement agencies and the 
 judicial system. Despite frequent involvement 
with migrants, these services and systems remain 
insuffi ciently adapted to the diverse social and 
cultural contexts of the families they serve 
(Dufour et al.,  2012 ; Hines, Lemon, Wyatt, & 
Merdinger,  2004 ; Stoltzfus,  2005 ). We begin 
with a description of how the context of migra-
tion may fuel family confl icts around identity and 
belonging. This is followed by discussion of a 
key area of intercultural confl ict for migrant fam-
ilies, the role of physical discipline in child- 
rearing. We then explore how some migratory 
trajectories may be associated with specifi c chal-
lenges for family relations. We examine, in par-
ticular, some of the mental health issues related 
to family separation and reunifi cation which may 
lead to involvement with youth protection or 
legal institutions. Next, we consider issues of 
domestic violence or intimate partner violence, 
which are highly challenging for clinicians as 
well as the legal system. In all of these sections, 
we make use of composite case to highlight key 
issues, while protecting confi dentiality. Finally, 
we discuss approaches to improve the cultural 
competence and safety of organizations and insti-
tutions through consultation and training. 

    Migration and Family Confl icts 

 Migration and settlement in a new society often 
leads to changes in the roles of parents and chil-
dren, which may destabilize the family system. 
Transmission of cultural identity is one of the 
most signifi cant challenges which immigrant par-
ents and children face in their new homeland. 
Immigrant children are exposed on a daily basis 
to role models from the host society, including 
media personalities, teachers and parents of chil-
dren from the host society as well as other minor-
ity or migrant cultures, which may present 
cultural values that differ from, or even contra-
dict, those of their culture of origin (Hassan, 
Rousseau, Measham, & Lashley,  2008 ). Some of 
these role models or competing values may prove 
to be more appealing to youth than the norms and 

values of their own parents (Phalet & Schonpfl ug, 
 2001a ,  2001b ; Phinney, Ong, & Maden,  2000 ). 
Second-generation adolescents, who are born in 
the host society, may experience different chal-
lenges in identity negotiation compared to immi-
grant youth who arrive with their parents (Hassan 
et al.,  2008 ; Phinney et al.,  2000 ). 

 The basic discrepancies in outlook and 
 expectations between immigrant parents and their 
children have been termed the “paradox of the 
migration condition” (Hassan & Rousseau,  2009a ; 
Phalet & Schonpfl ug,  2001a ). The paradox stems 
from the fact that in a new social environment, the 
transmission of parents’ cultural values may be 
viewed as both more important and more diffi cult 
due to their children’s immersion in competing 
cultural systems from a very early age and the 
weaker infl uence of their own ethnocultural group 
(   Hassan et al.,  2008 ). Parents and adolescents of 
many immigrant families are able to meet halfway 
to negotiate or resolve this paradox. However, in 
situations where parental identities are especially 
vulnerable—due to colonial histories, exposure to 
trauma or diffi cult resettlement conditions, includ-
ing discrimination, poverty, unemployment and 
social isolation or exclusion—the paradox may 
lead to increased family confl ict and stricter forms 
of child control or child discipline (Hassan & 
Rousseau, 2009a, 2009b). Further, from the per-
spective of children, parents may become less 
attractive models of identifi cation when they are 
devalued by the host society through personal or 
institutional acts of discrimination or exclusion. 
Many immigrant parents, particularly fathers 
from targeted groups (e.g., Blacks, Arabs), experi-
ence signifi cant diffi culty in accessing employ-
ment and fi nd themselves working in poor 
conditions, with low-status jobs that do not cor-
respond to their competencies and educational 
levels. To support the family, many immigrant 
mothers enter the labor market, but they too must 
struggle with discrimination, low wages and lack 
of recognition of their educational and profes-
sional qualifi cations. Even for the most resilient 
individuals, these adverse conditions may lead to 
feelings of failure, high levels of stress and a sense 
of being humiliated in the eyes of their children. 
Indeed, there is evidence that immigrants who 
have lower status employment than what they are 
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qualifi ed for based on their educational attainment 
are at elevated risk for mental health problems 
(Chen, Smith, & Mustard,  2010 ). 

 While the family faces the challenges of adap-
tation, immigrant children and youth also become 
aware of how the norms and ideals of parent–
child relationships may differ across cultures. 
They come to understand how authorities beyond 
the family, including those of school, health care, 
the legal system and other institutions, defi ne the 
limits of what is acceptable and what may be 
thought of as “abuse”. This awareness of societal 
norms and authority has implications for the fam-
ily’s own hierarchy and authority. Youth may use 
their knowledge of the workings of the host soci-
ety’s institutions to mobilize external authority in 
ways that undermine the usual family hierarchy. 
Indeed, the timing of “disclosure” of physical dis-
cipline or abuse by children may sometimes sug-
gest a strategic use of external authority (Hassan 
et al.,  2011 ). In this context, it is important to 
consider the potential signifi cance of underlying 
intergenerational confl ict when professionals are 
involved in assessing claims of abuse (Hassan 
et al.,  2011 ). Failure by professionals to consider 
the socioeconomic challenges, cultural transmis-
sion paradox and intergenerational confl icts 
faced by migrant families, as well as the confl icts 
of loyalty between host and heritage cultures may 
lead to an escalation of confl ict between parents 
and children or to the disinvestment of parents in 
their youth’s upbringing (Hassan & Rousseau, 
 2009a ). Both of these outcomes can signifi cantly 
jeopardize the integration of the family and youth 
into their new society.  

1    Workers from child protection services, who are gener-
ally social workers or psychoeducators, are legally man-
dated by the child and family court to offer help and 
assistance to any child who has been recognized by that 
court to be a victim of child abuse and/or neglect based on 
local provincial or state laws.  

 Case Vignette 13-1 

 A consultation was requested by Child 
Protection Services (CPS) 1  for Farah, a 
15-year-old girl from Palestine who had 

recently immigrated with her parents and 
siblings. Farah’s family had left their home 
because of political instability. Her father, 
who was a surgeon, was unable to pursue 
his profession because of nonrecognition 
of the equivalence of his medical training 
and diploma in Canada. Consequently, 
Farah’s mother had to work to help support 
the family, and she also managed to fi nd a 
low-wage job for her husband in the gro-
cery store where she worked. 

 Farah quickly adapted to her new school 
and social environment and became 
increasingly demanding of autonomy and 
independence within the family. She often 
accused her parents of being too strict and 
still living in their home country in their 
hearts, in comparison to her friends’ par-
ents. The family atmosphere became very 
tense as the family experienced fi nancial, 
social and psychological strain. On one 
occasion, Farah’s father noticed that she 
had drunk alcohol, which was forbidden 
according to the family’s religious and cul-
tural values. This provoked a serious con-
frontation that ended with Farah being hit 
by her father. When Farah shared this event 
with her friends at school, they spoke with 
a school counsellor and the CPS was 
alerted. Her parents were shocked by the 
involvement of the CPS and felt both 
shamed and powerless. They reacted 
angrily by refusing any cooperation with 
the CPS professionals and accused Farah 
of dishonoring the family. Her mother, who 
stood by her husband, was described by the 
CPS professionals, as being submissive. 
They warned the father that they would not 
tolerate his aggressive and authoritarian 
manner. 

 Based on CPS recommendations as well 
as Farah’s request, the court ordered her 
placement in a foster family for 24 months 
and gave authority over her activity to the 
foster family. Farah was allowed to call 
home once a week, but visits with her family, 

(continued)
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 Farah’s case illustrates some of the common 
issues involved in cultural consultations to CPS. 
The cultural consultant has several roles and 
tasks in cases like Farah’s. One of the central 
aims of the cultural consultation was to help 
bridge the gap between Farah and her parents. To 
do this, the consultant had to help the CPS work-
ers acknowledge and explore the multiple impacts 
of social exclusion and powerlessness on family 
dynamics and the mental health of each of the 
family members. The cultural consultant assisted 
the CPS worker in recontextualizing both Farah’s 
demands and her parents’ expectations and reac-
tions. Farah’s father had experienced drastic 
changes in his social and economic status. He 
was no longer the main provider for the family 
and had to adapt to a radical shift in his role and 
authority within the family. He also had to par-
ticipate in household chores during the day, such 
as preparing lunch for the younger children and 
helping to clean the house, but had diffi culty 
adapting to these changes, in part because he 
worked nightshifts and often needed to sleep dur-
ing the day. During the consultations, Farah’s 
father expressed deep shame at not being able to 
provide for his family, which affected his self- 
esteem and contributed to the emergence of 
depressive symptoms. Their fi nancial diffi culties 
isolated the parents and increased the barriers to 
their integration into the host society. Both par-
ents expressed feelings of helplessness, power-
lessness and failure. Moreover, the parents’ 
situation sharply contrasted with the rapid inte-
gration of their children. Farah, as the eldest 
child, was expected to assist in family chores. 
Her increasing demands to go out by herself, and 
for money, irritated her parents, who perceived 

these behaviors as a threat to their cultural 
 identity by breaching the important religious and 
cultural values, which had always guided their 
lives. The cultural consultation helped to show 
how, on a symbolic systemic level, the widening 
gap and confl ict between Farah and her parents 
was similar, in many respects, to the widening 
gap between her parents in terms of their integra-
tion into host society. This, in turn, helped to 
explain why the family situation had become 
explosive, leading to episodes of physical abuse. 

 Although placement decisions by CPS are 
triggered by the legitimate duty to protect the 
child from further physical abuse, these deci-
sions may nevertheless have unintended conse-
quences, particularly given the emphasis on 
values of individualism, autonomy and choice 
in health and social service institutions. The 
cultural consultation revealed that Farah’s 
dilemmas were closely related to her family’s 
predicament, and that the CPS professionals’ 
quick agreement with her wishes to leave the 
family may have refl ected their own cultural 
biases rather than her own best interests or long-
term needs. By establishing trust with the par-
ents through openness to the family’s concerns 
for their daughter, the consultant helped the 
CPS professionals become aware of how their 
own cultural values and prejudices might have 
interfered with their professional mandate. For 
example, CPS workers were outraged by the 
possibility that Farah’s parents’ restrictions on 
her behavior were motivated by culturally and 
religiously based gender norms congruent with 
their wish to raise her to be obedient and depen-
dent on her family, rather than independent and 
assertive. The CPS workers believed that Farah’s 
parents were too strict and her father is too 
authoritarian. Moreover, they felt that Farah was 
resisting pressure to be submissive and that, as 
professionals, they had a responsibility to assist 
her in her efforts at autonomy. Their apparent 
agreement with Farah’s own view of her needs 
was problematic at several levels and produced 
many negative side effects. 

 The decision to place Farah and, most impor-
tantly, to give the authority over her activities to 
the foster family was a catalyst for her parents’ 

including her siblings, were withheld until 
the parents cooperated more fully with the 
agency. Over the ensuing months, Farah’s 
health signifi cantly deteriorated. She became 
depressed, lost her appetite and had dis-
turbed sleep as well as suicidal thoughts. 
At this point, CPS requested cultural consul-
tation and psychological assessment. 
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 disinvestment in their daughter. Farah’s parents, 
like many immigrant parents in their situation, 
were too vulnerable to be able to challenge the 
authority of host society institutions. They saw 
themselves as harshly judged, helpless and aban-
doned, not only by the host society and its institu-
tions but also by their own child. Feeling 
completely powerless, unable to “fi ght” the institu-
tion or make their voices heard, Farah’s parents’ 
self-protective reaction was to reject her. Farah had 
switched her loyalty to the host society, while in 
the eyes of the CPS, the parents remained commit-
ted to an oppressive cultural value system. Giving 
Farah over to the institutional representatives of 
the host society was an attempt by the parents to 
regain some sense of control over their family’s 
future and block what they considered to be 
Farah’s negative infl uence on her siblings. Their 
unwillingness to accept the opinion of CPS 
 professionals became entrenched as a strategy of 
 resistance while underlying issues of betrayal, 
powerlessness and lack of agency were not 
explored. Unfortunately, this desperate and angry 
gesture by the parents further reinforced the 
CPS view of the parents as rigid and rejecting. The 
 cultural consultation recommended mediation ser-
vices between Farah and her parents, restoring 
parental authority and re establishing visits with 
her siblings in order to reconnect her with her reli-
gious, cultural and linguistic heritage.  

    The Challenges of Family 
Separation and Reunifi cation 

 Transnational migration patterns are infl uenced by 
economic opportunities and immigration policies 
(Longhi,  2013 ). Canada has had immigration poli-
cies that encouraged migration for women doing 
household domestic work. This policy created a 
situation in which immigrants, such as those from 
the Caribbean, may choose to leave their children 
in the care of others when they travel abroad in 
order to improve the economic status of their fam-
ily. Similar migration patterns have been docu-
mented in several national contexts (Allen,  1988 ; 
Brent & Callwood,  1993 ; Davison,  1962 ; Gopaul-
McNicol,  1993 ; Jokhan,  2008 ; Lashley,  2000 ; 

Lashley et al.,  2005 ; Simmons & Plaza,  2007 ). 
This migration strategy is facilitated for Afro-
Caribbean families because kin other than parents 
are often involved in the care and upbringing of 
children. Thus, in a given family, in addition to the 
child’s parents, both maternal and paternal rela-
tives may assume a degree of responsibility for the 
child’s welfare. It is not uncommon to fi nd that a 
child may live with, and be raised by, one relative 
while other siblings are raised by the children’s 
parents or grandparents. Very often the relative 
with whom the child resides may live near the par-
ent so that the child has daily access to his or her 
parents and siblings. 

 This separation of child and parent is usually 
not due to any psychological or legal inability on 
the part of the parents to care for the child, but 
may be based on complex factors, including 
affi nity between the child and a relative, an older 
relative living alone for whom the child provides 
companionship or even the fact that the school 
that the child attends is closer to the relative’s 
home than that of the parents (Gmelch,  1992 ). In 
the case of lower income families, the choice of 
living arrangement is most often based on eco-
nomic factors, in a pattern that Rodman ( 1971 ) 
called “shifting,” that is, the necessity to transfer 
the child to the care of one or more relatives as 
the family fortunes ebb and fl ow. The global 
mobility of the Afro-Caribbean family, therefore, 
is possible because of its highly plastic, open and 
extended structure. This structure allows migrat-
ing parents to enjoy peace of mind knowing that 
their children are being well cared for by extended 
family in familiar surroundings. However, it also 
means that during this time of separation, parents 
and children are subject to very different experi-
ences, pressures and patterns of socialization that 
may lead to them to grow apart and, especially in 
the case of early separations, becoming strangers 
to each other. For parents, the child may be fro-
zen in memory at an earlier age. For the child, 
attachments to the caregivers may match or 
exceed in intensity any primary attachments that 
may have formed earlier to their parents. 

 As a result, the process of reunifi cation can be 
fraught with distress and attachment diffi culties 
for both parents and children (Adams,  2000 ; 
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Arnold,  2006 ; Sewell-Coker, Hamilton-Collins, 
& Fein,  1985 ). Reunifi cation often occurs during 
adolescence, a time when the child develops 
increased verbal and physical capacities and 
more sophisticated understanding of power and 
negotiation of autonomy/dependence needs as 
well as a time when relationships with peers in 
his/her native home are of utmost importance. 
These transformations may add to the challenges 
of migration: on the one hand, there is the strong 
bond that has developed with the principal care-
giver and the sense of safety accorded by such a 
bond while, on the other hand, there is the desire 
to be with the natural parent and the allure of 
being in a country that holds the promise of 
immeasurable wealth and comfort. 

 Upon arrival in their parents’ adoptive coun-
try, children may feel suddenly thrown into a 
world that makes little sense to them. During the 
separation, not only have parent and child been 
living separate lives but the child and family in 
the home country may have a very inaccurate 
view of the fi nancial state of the migrant parent, 
especially if, during the period of separation, 
barrels and boxes of goods and money orders 
were sent home by the parent to provide for the 
child and others. The arrival of the child then 
may coincide with a profound disillusionment 
and sense of disappointment when the child dis-
covers that not only does the parent not have 
unlimited wealth (indeed, may even be living in 
abject poverty) but that the child must now make 
similar sacrifi ces to insure others back home 
continue to receive support. Thus, reunifi cation 
is often a time of strong feelings of excitement 
but also of grief for the loss of family in the 
homeland, school, peers, physical environment 
and the fantasy of parental wealth. 

 Teenagers reunited with their parents face a 
family with an already established routine, and 
parents rarely have the chance to take much time 
off in order to assist their children to adapt to this 
new situation. For their part, parents are often 
caught with multiple responsibilities and may 
have unrealistic expectations that the child will 
accommodate easily to the rules and regulations 
of a new household—a household that may not 
only include brothers and sisters they have never 

met but often a step-parent whom the child must 
accept as a parent. Parents may not adequately 
prepare arriving children for these realties 
because they may not perceive these circum-
stances as anything other than “normal” (Arnold, 
 2006 ; Smith, Lalonde, & Johnson,  2004 ).  

 Case Vignette 13-2 

 The cultural consultant received a request 
from juvenile court for the evaluation of 
two brothers, Selwyn and Dacosta, 16- and 
15-year-old Black males who were born in 
the Caribbean. Selwyn was a little over a 
year old and Dacosta was an infant when 
their parents emigrated to Canada leaving 
them in the care of maternal relatives but 
with daily access to paternal relatives who 
lived next door. During their stay in Canada, 
the parents had three younger children. 
When Selwyn and Dacosta reached 14 and 
13 years of age respectively, their parents 
brought them to Canada. This reunifi cation 
after almost 13 years turned out to be very 
diffi cult for all concerned. 

 Selwyn and Dacosta arrived in Canada 
in midwinter and were unaccustomed to 
cold weather. The day after their arrival, 
they were enrolled in a school whose norms 
they had never before encountered: the 
absence of school uniforms, students who 
argued with teachers, unfamiliar food, 
classes in a language (French) which they 
did not understand but which they had to 
learn in order to succeed, and, most impor-
tantly, no familiar peers. One week after 
they started school, both their parents 
returned to work. Because they would 
arrive home from school well before their 
parents, Selwyn and Dacosta were now in 
charge of their younger siblings until the 
parents returned in the evening—a situation 
that they deemed “unfair.” They accused 
their parents of bringing them to the new 
country in order to have free baby-sitting 
services. They also accused their parents of 
favoring the younger siblings, and thus 

(continued)
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 The estrangement and confusion that some 
youth feel in response to the challenges of migra-
tion and reunifi cation make them easy targets for 
gangs or delinquent groups as they search for a 
sense of belonging. These groups provide easy 

identifi cation and insulate the adolescent from an 
unfamiliar and sometimes harsh and rejecting 
world. To protect their children from this affi lia-
tion, parents may resort to threats and physical 
punishment, strategies that are common in many 
parts of the Caribbean, but that carry new mean-
ings and consequences in most Western societies. 
As a result, such strategies may actually escalate 
rather than reduce parent–child confl ict. 

 Like other parents in their situation, once 
social services became involved, the parents felt 
that Selwyn and Dacosta had brought humiliation 
and disgrace upon the family, inviting censure by 
the dominant society, not just of their family but, 
most importantly, of their whole minority group. 
The parents felt that the boys’ conduct had tar-
nished the reputations of all members of the 
Black community. This perception was intensi-
fi ed by their sense that they had to be a “model 
minority” in order to be accepted and reduce the 
stereotypes and prejudice that members of the 
host society held concerning their group. 
Perceiving themselves as ostracized by both the 
host and heritage communities, the parents felt 
completely alone. It was at this point that they 
“extruded” the boys from the family and commu-
nity, seeing them as no longer their “problem” 
but that of the system. They saw this rejection as 
necessary to “save” the three younger children 
from following in the footsteps of their older 
brothers. 

 As Schaafsma ( 2011 ) has observed, without an 
alternative means of support, such as that provided 
by a heritage group or community or transnational 
networks, migrant minorities may be more prone 
to suffer lasting negative effects from discrimina-
tion and prejudice. Selwyn and Dacosta’s parents 
concern to be a “model minority” is a clear refl ec-
tion of the predicament faced by minorities. 
Indeed, those who view themselves as powerless 
may be harshly judgmental towards their own 
group when they have no expectation of equity or 
authority in the wider world. 

 The central aims of consultation in cases like 
this are to stop the escalation of family confl ict 
and reduce the adolescent’s participation in gang- 
related criminal activities. In order to protect these 
vulnerable teenagers from further criminalization, 

were often angry and argumentative with 
their parents. 

 Their parents were baffl ed and over-
whelmed by the adolescents’ behavior. 
They felt that the boys were ungrateful, and 
that they were being infl uenced by undesir-
able peers into quickly adopting the “ways 
and bad behaviors” of the host culture. 
They also thought the boys were rude and 
disobedient and were very concerned that 
their behavior would have an impact on the 
younger children and that, as a result, the 
parents would lose control over the house-
hold. Coming to the decision that talking to 
the boys was of no value, the parents 
resorted to physical discipline. Selwyn and 
Dacosta—who had by this time learned 
about the new “rights” they had in their 
new country—reported their parents to the 
school, who in turn signalled the case to 
social services. 

 Out of hurt and anger, the parents told 
Selwyn and Dacosta that they wished they 
had not brought them to their host country. 
The boys viewed these statements as proof 
that they were not wanted, leaving them 
with little option but to join a dysfunctional 
peer group or “gang” that seemed to offer 
unconditional acceptance. To their satisfac-
tion, this new “family” appeared to break 
all the restrictive codes of their parents, and 
membership relieved them of the necessity 
of having to learn how to fi t into the wider 
society. Eventually, both boys found them-
selves in the juvenile justice system 
because of crimes they had committed as 
members of this dysfunctional peer group. 
At their court hearing, one of the boys 
stated “I thought I was coming to Heaven, 
but I was coming to Hell!” 
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in addition to other forms of interventions, 
cultural consultations may focus on mediation 
and on assisting members of the family to under-
stand the perceptions of all of the actors. The par-
ents need to be fully aware of the fears of the 
children as they attempt to confront all the new 
challenges they face, including inability to com-
municate in the new language; unfamiliar food 
and climate; academic institutions based on very 
different principles; discrimination based on radi-
calized identity, ethnicity or religion; potential 
rivalry with new siblings; new authority fi gures—
namely, a parent they have not lived with for some 
time and often their new conjugal partner; and 
perceptions of being unloved and used as domes-
tic help with little concern for their feelings. These 
children are often helped by understanding the 
adult’s considerations about the family group that 
led to the decision to migrate. Often this separa-
tion involved major sacrifi ces made by parents 
and leaving older children behind to pursue better 
lives for the entire group was a decision made 
from love and hopes for the entire family, and not 
an act of intentional rejection or abandonment. In 
a safe therapeutic space, parents can also hear the 
children’s experience of estrangement. The cul-
tural consultant can assist the social worker to 
work individually and in groups with family 
members, to identify appropriate community-
based resources (for example, youth, church and 
community groups) that can assist with the inte-
gration of youth into the new society. Finally, 
regular telephone  contact can be established with 
the grandparents or other primary attachment fi g-
ures in the home country who can positively sup-
port these youth in maintaining a sense of 
continuity and security in their lives. Grandparents, 
in turn, can join with parents to open up discus-
sions with young people about shared concerns 
around integration, cultural values and behaviors 
and peer relations. In addition to better monitor-
ing, the parents can be encouraged to institute 
rewards (e.g. an allowance) for the youths’ posi-
tive contributions to the family, for example, by 
baby-sitting younger siblings. These behavioral 
interventions can also infl uence the hierarchical 
structure of the family and support effective 
parental authority in constructive ways.  

    Cultural Variations in Disciplining 
and Physical Punishment 

 Migration compels families to renegotiate child- 
rearing values and practices in relation to the 
norms and expectations of the host society. This 
may be diffi cult for some immigrant parents, not 
only because these norms and values are unfamil-
iar or at odds with their own values but also 
because parental values and practices are largely 
unconscious and affectively charged schemas that 
are deeply rooted in culture-specifi c ideologies of 
personhood, models of child-rearing, modes of 
discipline and patterns of family interaction and 
social relations (Chiasson-Lavoie & Roc,  2000 ; 
Hassan et al., 2008; Kim & Hong,  2007 ; Kleinman, 
 1980 ). Cross-cultural comparative studies have 
shown considerable variation in the acceptability 
of diverse types of disciplinary behaviors (such as 
hitting a child with an object) across countries and 
across cultural groups living in the same country 
(Aronson-Fontes,  2000 ,  2002 ; Buntain-Ricklefs, 
Kemper, Bell, & Babonis,  1994 ; Chao,  1994 ; 
Corral-Verdugo, Frias-Armenta, Romero, & 
Munoz,  1995 ; Elliott, Tong, & Tan,  1997 ; Frias-
Armenta & McCloskey,  1998 ; Kim & Hong,  2007 ; 
McClure, Chien, Chiang, & Donahoo,  1996 ; 
McEvoy et al.,  2005 ; Segal,  1995 ). An ethnic 
minority or immigrant parent’s disciplinary behav-
ior towards his/her child may be judged acceptable 
or seriously problematic by members of their heri-
tage culture by different criteria than the norms 
used by professionals or majority group culture 
institutions (Aronson-Fontes,  2002 ; Ferrari,  2002 ; 
Gopaul- McNicol,  1999 ; Hassan & Rousseau, 
 2009b ; Welbourne,  2002 ). In fact, given the het-
erogeneity within any ethnocultural or profes-
sional group, professional norms may not refl ect 
the cultural beliefs of many within the majority 
culture (Hassan & Rousseau,  2009a ; Maitra,  2008 ; 
Orhon, Ulukol, Bingoler, & Gulnar,  2006 ). 

 Although the Western literature on child mal-
treatment has established that recourse to physical 
discipline constitutes a risk factor for cycles of 
physical abuse (Durrant et al.,  2004 ; Gershoff, 
 2002 ; Larrivée, Tourigny, & Bouchard,  2007 ), there 
remains a grey zone between legally “acceptable” 
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and “abusive” physical discipline. This is an issue 
that is particularly important for many immigrant 
families. Larrivée et al. ( 2007 ) have suggested 
that many ethnic minority families, who consider 
physical discipline as an acceptable means of 
child-rearing, fi nd themselves in a  situation of 
 dysnormativity  rather than of  dysfunctionality . 
In the case of dysnormativity, professionals may 
erroneously perceive and convey an image of the 
family as pathologically dysfunctional or danger-
ous for the child when there is in fact no family 
pathology but rather a clash of cultural norms 
and values (Hassan & Rousseau,  2009a ; Mosby, 
Rawls, Meehan, Mays, & Pettinari,  1999 ). 

 The concept of dysnormativity is clinically 
important because the intensity and nature of pun-
ishment or chastisement differ signifi cantly when 
dysnormative practices shade into frank abuse. 
These crises may be evidence of dysfunctional 
parenting and often related to parental mental 
health problems. This raises another clinical ques-
tion as to whether infl icting extreme or problem-
atic punishment is, in and of itself, evidence of a 
parental mental health problem. Abuse occurring 
in the context of parental mental health problems, 
therefore, is more likely to require clinical inter-
ventions with the parents and may sometimes 
require alternative care or resources (e.g., foster 
care placement or psychoeducators visiting at 
home) until parental mental health improves. 
However, the most common issues with physical 
discipline will respond positively to psychosocial 
or educational interventions that promote the fam-
ily’s management skills, coping with stress and use 
of disciplinary practices that are more acceptable 
in the host society. Unnecessary interventions, 
including placement, that assume dysfunction 
among dysnormative families may cause more 
harm than benefi t for both the child and family and 
actually lead to new dysfunctionality in the family 
system. Labelling families as dysfunctional can be 
self- perpetuating. Thus, the history of removal of a 
child or “therapeutic” interventions for parents are 
sometimes used by professionals to justify further 
interventions. Although the primary objective may 
have been to help the child and family, erroneous 
interpretations of parental behaviors may, there-
fore, victimize the family and child.  

 Case Vignette 13-3 

 Rodrigo is a 12-year-old boy who immi-
grated at age 8 to Canada from Colombia 
with his family and two siblings. His par-
ents had converted to a form of fundamen-
talist Christianity before migrating. The 
family had been middle class in their coun-
try of origin, and they were having diffi -
culty adjusting to their lower economic 
status in Canada. The parents felt that the 
family should live their lives in a manner 
that they could not be viewed by the host 
society as being ungrateful or “bad” immi-
grants. In the parents estimation, Rodrigo 
did not always live up to these dictates. In 
particular, he was not always truthful with 
his siblings, parents or teachers. His mother 
especially was concerned that Rodrigo’s 
lying to his teachers cast the family in a bad 
light and caused them to “lose face.” 
Rodrigo received several warnings from 
his parents that his continued lying would 
result in physical punishment. On one 
occasion, Rodrigo provided an untruthful 
response to a question posed by his mother 
who, at the time was stirring a pot of soup 
with a long stainless steel spoon which she 
removed from the pot and used to strike 
him across the face and hands, leaving fi rst 
degree burns. When he returned to school 
the next day, the teacher enquired about the 
nature of the injuries and, on this occasion, 
Rodrigo was completely truthful. As the 
law required, the teacher informed the 
authorities and the mother was charged 
with child abuse. The juvenile court asked 
for a psychological consultation during 
which the mother explained that the Bible 
was clear that sparing the rod would spoil 
the child. The parents also spoke of their 
shame concerning a child who lied, the 
shame this brought on the family and their 
fears that the host society would judge 
them harshly and this would increase the 
level of racism and discrimination which 
the family had already endured. 
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 One of the major roles for the cultural consul-
tant in cases like that of Rodrigo is to help the 
court contextualize the cultural diffi culties faced 
by the family. While culture cannot be used to jus-
tify behavior that clearly harms the child, to some 
extent notions of harm and benefi t are themselves 
culture-bound (Kirmayer, Rousseau, & Lashley, 
 2007 ). Understanding these issues allows the 
judiciary to mandate interventions that are more 
likely to be culturally appropriate and benefi cial 
for the family, as well as contributing to a more 
open, pluralistic society. Thus, assessing the 
mother’s behavior towards Rodrigo in context, the 
court suspended the placement option, and instead 
gave the parents a suspended sentence of 2 years 
and ordered them to undergo psycho-educational 
counselling. One of the recommendations made 
to the court by the consultant in Rodrigo’s case, 
was that the therapist needed to be someone who 
understood the family’s cultural background as 
well as their concerns about the host society. The 
consultant also recommended that a religious 
minister be asked to assist the mother to interpret 
the text of the Bible in a manner that took into 
account her religious beliefs and helped her to 
recognize areas in which her understanding may 
come into confl ict with Canadian laws and views 
of the state’s responsibility to children. One year 
later, Rodrigo’s case was closed by CPS and the 
intervention was deemed successful.  

    Domestic Violence 

 In most Western countries, domestic violence is 
now legally recognized as among the risk factors 
that cause harm to children. In Canada, for 
instance, domestic violence is now legally con-
sidered as a form of child maltreatment. The 
arguments that justify the consideration of 
domestic violence as a form of child maltreat-
ment are many, including its co-occurrence with 
violence towards the child and its consequences 
on the child and on parenting capacities (Adams, 
 2006 ; Krug, Dahlberg, Mercy, Zwi, & Lozano, 
 2002  ; Savard & Zaouche Gaudron,  2010 ). CPS 
are thus increasingly involved with women 
 victims of domestic violence due to the view that 

both parents, the abuser and the victim, may be 
unable to protect the children from the effects of 
the couple violence. 

 When domestic violence is discovered or dis-
closed, the actions taken by CPS—particularly 
when the violent spouse is noncooperative—aim 
to ensure that the nonabusive parent (often the 
mother) leaves the home, to seek refuge in a sepa-
rate residence or women’s shelter in order to dem-
onstrate her willingness to protect the children 
from further exposure to the violence. Failure to 
make this commitment can jeopardize the moth-
er’s right to keep custody of her children, who 
may then be placed in foster care in order protect 
them from future episodes of violence. While the 
CPS professionals’ mandate is to protect the chil-
dren, such placement decisions may be perceived 
by the abused mother as punitive and disqualify-
ing of her parental competencies. Further, the 
CPS position may demand that the mother accept 
sole responsibility for protecting her children 
(something she may never have envisaged) at a 
time when she is at her most vulnerable and strug-
gling with fears of violence and marital collapse. 

 If the mother accepts the need to seek alter-
nate accommodation, which could be the home 
of a relative or friend judged by CPS to be safe 
for the mother and the children, no professional 
supervision is required. However, as with many 
victims of domestic violence, immigrant and eth-
nic minority women who suffer this type of abuse 
tend to become isolated from extended family 
members or friends, making it diffi cult for the 
victims to seek support from those who may be 
willing to offer protection. Consequently, these 
women may have no other option but to seek pro-
tection in a professional shelter. 

 Although shelters may offer protection as well 
as clinical and advocacy services, some immi-
grant women may have diffi culty accepting ref-
uge. They may consider refuge as increasing 
their isolation and risking exclusion from 
extended family and community networks 
because this type of refuge may be viewed in a 
negative light. Women from migrant or minority 
groups may not express these stigma issues or 
other cultural concerns to staff in shelters that are 
not adapted to their needs. Women may choose 
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not to disclose domestic violence for many rea-
sons, including fear of losing custody of their 
children, efforts to preserve the unity of the 
nuclear unit as well as ties between the extended 
families, protecting the reputation of their hus-
band and the challenges of socio-economic sur-
vival if the husband is the family’s only mainstay 
for economic survival (Hassan et al.,  2011 ). In all 
cases, culturally insensitive practices can contrib-
ute to the social injustices that sufferers of 
domestic violence experience and limit their 
access to much needed professional intervention. 
Advocacy practices that fail to consider cultural 
sensibilities, therefore, may contribute to a wom-
an’s return to an abusive spouse. 

 Cultural consultation can help uncover these 
additional complexities of domestic violence 
among immigrant women providing the contex-
tual information needed for better understanding 
of the family’s predicament and guiding cultur-
ally appropriate interventions.  

 In Asuntha’s case, the cultural consultation 
clarifi ed that she had joined her husband in Canada 
at a very young age and was under his authority 
both in terms of her migratory status and her 

 Case Vignette 13-4 

 Asuntha was a 24-year-old woman from Sri 
Lanka who immigrated to Canada at age 
18, under the sponsorship of her husband 
who had immigrated several years earlier. 
She was a distant relative of her husband 
who had proposed to marry her on one of 
his trips to Sri Lanka and then sponsored 
her to join him in Canada. She was living 
with her husband and their two  daughters 
(ages 4 and 2) when a CPS alert was issued 
for psychological and physical abuse of the 
children. Asuntha did not work outside the 
home and spoke neither French nor English. 
With the help of an interpreter, she revealed 
that she and her daughters were the victims 
of severe physical abuse by her husband. 
She had previously attempted to seek help 
from a relative who lived in the same city, 
but his recommendation to her had been to 
“bear it and forgive.” After CPS involve-
ment, Asuntha’s husband threatened to 
 terminate her sponsorship agreement. 
This threat, and the complexity of the legal 

procedures associated with addressing 
domestic violence, scared Asuntha who 
refused to fi le a criminal complaint against 
her husband. In order to keep custody of 
her daughters, she accepted the CPS 
requirement to leave the marital home (and 
abuser) and take refuge in a women’s shel-
ter. At the shelter, Asuntha expressed sig-
nifi cant depressive symptoms and could 
not care for her daughters as the shelter 
professionals expected her to. A week later, 
she returned with her daughters to her abu-
sive husband. Her daughters, who showed 
symptoms of PTSD, were apprehended by 
CPS at school, placed in foster care and 
given psychotherapeutic treatment. 
Asuntha was given the right to have super-
vised visits, but she was very inconsistent 
in attending these visits. Consequently, the 
court ordered a long-term placement for the 
daughters with the possibility of adoption 
by the foster family. Asuntha, who had kept 
the social worker’s address, regularly sent 
cards and gifts to her daughters, but the 
worker judged it inappropriate to pass these 
items along to the girls. Two years later, 
Asuntha attempted again to renew super-
vised visits with her daughters but her 
application was denied. A year later, she 
obtained a divorce from her husband and 
subsequently remarried. With the help of 
her new spouse, she met CPS workers who 
congratulated her on being able to leave the 
abusive marriage. The new spouse was 
assessed by CPS workers on several occa-
sions and considered to be a very good ally 
for Asuntha. She therefore made a new 
request to the court to allow supervised vis-
its with her daughters and to acquaint them 
with their newborn half-brother. However, 
once again, the court denied her request. 
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access to socio-economic resources. Although 
this situation may not be problematic as such, it 
becomes diffi cult in cases of marital confl ict and 
violence. In addition, Asuntha was socially iso-
lated and had very little knowledge of the host 
society given that she did not speak the language. 
She was, therefore, particularly vulnerable to the 
abuse of her husband and felt unable to protect her 
daughters as she had no economic or social 
resources and nowhere to go. The CPS interven-
tion could have been salutary in her case, had the 
professionals, institution and court taken into con-
sideration the complexities of her situation and the 
challenges of her settlement conditions (i.e., isola-
tion, no employment, not speaking the language, 
total economic dependency on her husband, no 
citizenship) in designing an intervention plan that 
could help her better meet her needs and exercise 
greater autonomy over her destiny, as she wished. 

 The relative safety of the shelter allowed 
Asuntha and her daughters to give expression to 
the traumatic experiences they had been through. 
Asuntha, however, felt that the major focus was 
on her inability, in the minds of professionals, to 
adequately protect her daughters, and this made 
her feel fearful and hopeless. She could not see 
her way out, and was afraid that her husband 
would revoke her sponsorship, and ruin her life by 
depriving her of her daughters. This prospect 
instilled so much fear in her that it overrode the 
risks in her mind of further jeopardy to herself and 
her daughters. As a result, in a desperate move, 
she returned to her abusive husband in order to 
stay close to her daughters and provide them shel-
ter and economic well-being. CPS interpreted this 
as a lack of understanding and empathy for her 
daughters’ needs, further justifying their conclu-
sion that continued placement in a foster home 
would be safer for the children. The psychological 
experts’ reports confi rmed the children’s trauma-
related symptoms and their positive attachment to 
the foster family. These considerations led CPS 
and the court to consider that it would be in the 
girls’ interests to cut their bonds with both bio-
logical parents. Though the court gave Asuntha 
the right to supervised visits with her children, her 
husband did not permit these visits. Three years 
later, when she had managed to remarry and was 
more secure, the court and CPS professionals 

refused her renewed request for supervised visits 
with her daughters. Their reasons for the refusal 
included the risk of disturbing the positive inte-
gration of the girls into their foster family, who 
were prepared to adopt the girls; the improvement 
of their psychological symptoms; the loss of the 
maternal language as they had become unilingual 
francophone (and mother did not speak French) 
and the fact that the daughters had no contact with 
their mother for 3 years. 

 Asuntha’s case illustrates the double victimiza-
tion of some ethnic minority or immigrant moth-
ers who endure intimate partner violence. The 
same institutions that are meant to assist and pro-
tect women and children from violence, may 
themselves act in ways that are violent towards 
victimized mothers when they use a defi ciency- 
focused approach, mistaking cultural boundaries 
as personal defi cits and focusing solely on the 
mothers’ limitations. Keeping in mind the neces-
sity to protect children from domestic violence, 
cases like Asuntha’s reveal the potentially devas-
tating effects when the decisions of professionals 
and courts are based on oversimplifi cation and 
decontextualization of the ethnic, religious, cul-
tural and socio-economic contexts of immigrant 
women and children experiencing domestic vio-
lence. Asuntha’s case also shows how placement 
decisions made without suffi cient cultural aware-
ness and attention to social context can block path-
ways for the transmission of linguistic, religious 
and ethnocultural identity. The rupture of the 
bonds between immigrant children placed in fos-
ter care and their families or communities of ori-
gin may affect their developing identities in many 
ways. In many cases, the rupture may become per-
manent alienation. Unfortunately, to date, very 
little research has investigated the consequences 
of such ruptures, though a growing literature 
on the impact of the placement of First Nations 
children with Euro-Canadian foster parents offer 
useful insights (Nuttgens & Campbell,  2010 ). 

 Asuntha’s case highlights the urgency of cul-
tural training for professionals working in legal 
and criminal justice systems, including health 
and social welfare professionals, police and 
judges. To be able to make decisions that are both 
culturally sensitive and consistent with the law, 
judges and other individuals or organizations 
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involved in administering justice must be aware 
of the social realities of immigrants and minority 
groups. Cultural consultants can play a key role 
in training professionals and organizations to 
increase their cultural competence and cultural 
safety (Fung, Lo, Srivastava, & Andermann, 
 2012 ). The next two sections addresses some of 
the issues that need to be considered in develop-
ing and delivering cultural competency training 
in CPS and legal or criminal justice settings.  

    Cultural Competence Training in 
Social Service and Legal Settings 

 Training programs designed to improve practitio-
ner and organizational cultural competence can 
be adapted for use with specifi c groups related to 
CPS and legal services by considering their roles 
and constraints. Before instituting a training 
 program, a statement of objectives, expected 
 outcomes and a method of evaluation should be 
developed. The development of training should 
solicit input from administrators, frontline work-
ers and stakeholders within the community. 
Evaluation of the training program should 
 examine its impact on individual workers, as well 
as the organization. 

 Although cultural competence is recognized 
as including the three components of knowledge, 
skills and values or attitudes (Dufour et al.,  2012 ), 
much cultural competence training, particularly 
at the institutional policy level, has focused on 
knowledge of specifi c ethnocultural groups. This 
approach may inadvertently reinforce stereotypes 
of immigrant and ethnic minority families. 
Further, it implies that the culture of the “Other” is 
relatively easy to understand, that clients can state 
their needs clearly, or that the professional can 
easily identify these needs simply by paying close 
attention (Hassan, Fraser, Papazian, & Rousseau, 
 2012 ). However, this approach ignores the funda-
mentally dialectical nature of the transmission or 
transformation processes inherent to every cul-
ture. This approach may essentialize cultural 
traits, rather than enriching clinical analysis by 
identifying structural inequalities that mirror the 
imbalance of power relations between minority 
and majority groups (Hassan et al.,  2012 ). 

 Knowledge of the family’s culture must be 
acquired through a process of inquiry that 
approaches each family as unique. This inquiry 
can only be done when professionals begin with 
the recognition of their own personal biases and 
prejudices which may infl uence the helping rela-
tionship. Only by exploring one’s own values, 
which may clash with those of the family and elicit 
strong emotional responses (Dufour et al.,  2012 ), 
can one be open to the family’s experience 
(Bélanger,  2002 ). This openness can best be 
achieved when workers acknowledge their igno-
rance of the family’s culture, thus giving the fam-
ily members the opportunity to tell their own story 
as they see it. Cultural competence training 
approached only through knowledge acquisition 
will remain a hierarchical process that reproduces 
the dominance of professionals and limits dialogue 
and exchange. Cultural competence training that 
focuses on issues of power, values and attitudes of 
professionals and institutions can foster meaning-
ful exchange and help create cultural safety. 

 The establishment of a diversity training pol-
icy and standards unit within the organization can 
support continuous in-service training. Courses 
or workshops developed in collaboration with 
this unit would integrate cultural awareness and 
multicultural values throughout the training cur-
riculum and everyday. The aim of this focus on 
awareness and values is to allow workers to 
explore their own biases in a safe, nonjudgmental 
and supportive environment and help change atti-
tudes and modes of practice to insure cultural 
safety throughout the organization. To accom-
plish these aims, we suggest a three-part model 
based on information exchange, self-awareness 
(knowing one’s own values and privileges) and 
communication skills based on empathy. 

 Participants need to examine their own values, 
beliefs and practices, and consider their own 
unacknowledged and unearned privileges and 
advantages, which those with minority status do 
not often enjoy. This should include discussion of 
the contribution of the dominant culture to the 
social predicaments, experiences and responses 
of minority groups and individuals. While it may 
be useful to focus training on particular popula-
tions, it is essential that consideration be given to 
the heterogeneity within cultural, religious and 
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linguistic communities. Attempts to convey rules 
of thumb in working with specifi c groups too 
often result in stereotypes that undermine real 
recognition and result in individuals being mis-
understood, or even insulted and alienated. In 
general, any specifi c examples must be treated as 
illustrations of modes of inquiry. Training should 
be augmented by specifi cs based on the most 
pressing needs of the organization. For example, 
this may include training on the implications of 
religious pluralism for government agencies and 
institutions, given the concerns of Muslim or 
Arab groups in many Western countries who 
must contend with the current international polit-
ical climate. Attention to cultural issues should 
be coupled with discussions of human rights as 
refl ected in international, national and local 
 charters, statutes and provisions (Dudley, Silove, 
& Gale,  2012 ). Finally, we underline the impor-
tance of providing those at the managerial and 
executive levels with the training. Indeed, we 
would argue that such training is crucial to create 
systems conducive to the needs of a culturally 
diverse work force. Moreover, participation of 
senior-level managers in the training sends a 
message to the rest of the organization that being 
culturally competent is an attribute that is valued 
by those in authority. 

 In summary, training should not be viewed as 
a one-off event, but must consist of ongoing edu-
cational and experiential activities, reinforced 
and monitored over long periods of time, in order 
to ensure improved skills and changes in biased 
attitudes and actions. Moreover, organizations 
should demonstrate through administrative prac-
tices, including hiring, programing and promo-
tion, that they value diversity and view it as an 
important component of their functioning.  

    Cultural Competence Training 
for CPS 

 Cultural competence and safety have been 
recognized as basic components of the training of 
social workers as well as an issue for health and 
social service organizations (Betancourt, Green, 
Carrillo, & Ananeh-Firempong,  2003 ; Fung et al., 

 2012 ). This training must be focused, with clearly 
defi ned objectives that each participant can rea-
sonably expect to achieve at the end of each train-
ing session or workshop. For example, training 
can center on some of the typical issues addressed 
by CPS representatives and legal services includ-
ing discipline, parental authority, child autonomy 
and cultural differences or variation within a spe-
cifi c geographical area or community. 

 In conducting cultural competence workshops 
and consultations with CPS and legal services 
workers, we have found that child discipline is 
one of the major issues commonly identifi ed by 
participants. For example, some immigrant or 
refugee families may use disciplinary methods 
such as hitting a child with an object that are con-
doned in their cultural context of origin but that 
contravene child protection laws in most Western 
countries (Hassan et al.,  2011 ; Pottie et al.,  2011 ). 
Other cultural practices, such as scarifi cation, 
coining or cupping, may be misinterpreted as 
signs of child abuse by clinicians (Hassan et al., 
 2011 ; Pottie et al.,  2011 ). Some culture-specifi c 
practices, such as female circumcision, create less 
doubt in the minds of professional as to whether 
or not they constitute abuse, because these prac-
tices clearly contravene child protection and civil 
laws in many countries (Hassan et al.,  2011 ; 
Pottie et al.,  2011 ). Yet these practices have 
important cultural meanings that must be consid-
ered in determining how to intervene effectively 
(Grisaru, Lezer, & Belmaker,  1997 ; Halila, 
Belmaker, Abu Rabia, Froimovici, & Applebaum, 
 2009 ; Shweder,  2002 ). The trainer aims to help 
professionals learn to distinguish between paren-
tal practices that are illegal, legal but unusual or 
dysnormative practices and practices that may be 
legal or illegal but are clearly dysfunctional prac-
tices. The law defi nes the boundaries within 
which CPS interventions take place and it is 
within these same boundaries that culturally sen-
sitive interventions can occur. In cases deemed to 
be dysnormative, professionals should inform 
parents of their legal rights and obligations to 
their child. They can then implement psychoso-
cial interventions that help alleviate family stress, 
model more acceptable disciplinary practices and 
support the parents in acquiring new ways of 
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establishing their authority over their children 
and setting appropriate limits. However, in cases 
of dysfunctional abusive parenting, clinical and 
therapeutic interventions and, sometimes, foster 
care placement may be necessary. 

 The impact of any foster placement on cultural 
continuity and its transmission processes, as well 
as identity development, must be carefully con-
sidered. For example, clinical consultations have 
revealed that some professionals are not aware of 
the fact that immigrant and refugee children 
placed in foster care may suffer signifi cantly 
from losses and identity crises related to separa-
tion from their language of origin as well as reli-
gious, familial and cultural traditions (Hassan 
et al.,  2011 ; Pottie et al.,  2011 ). The role of reli-
gion should not be minimized as it exerts a great 
infl uence on the parent–child bond, as well as the 
child’s evolving identity. While some attempts 
are made by CPS institutions to address the issues 
inherent in fostering children by resorting to a 
policy of “same-race” placements, as is the case 
in the United Kingdom, these practices tend to 
confl ate geographical region with religion and skin 
color or other racialized “markers” of difference 
with culture. In such circumstances, these poli-
cies may create even more harm to the child. For 
example, a 15-year-old Somali boy, who was an 
unaccompanied minor, was placed in a Caribbean 
family on the assumption that he would do better 
in a ‘Black family’. He was accustomed to having 
a signifi cant amount of autonomy and reacted 
with anger to the more hierarchical parent–child 
relations in the foster home. The ‘match’ turned 
out to be a disaster. He subsequently did well in a 
white Québecois family, whose vision of auton-
omy was quite similar to Somali notions of what 
was appropriate for his age group. 

 There are instances when ethnic matching 
may be in the best interests of the child’s well- 
being. There has been great concern in Canada, 
for example, about policies of systematic out- 
adoption in Aboriginal communities in the 1960s 
(referred as “The Sixties Scoop”; Johnston, 1983) 
in which CPS workers sought non-Aboriginal 
homes for children who they perceived as requir-
ing placement in “good” Euro-Canadian homes 
(Fournier & Crey,  1997 ; Gough, Trocmé, Brown, 

Knoke, & Blackstock,  2005 ). Efforts have been 
made in recent years to place Aboriginal children 
with Aboriginal families both to support their 
individual identity and to reduce potential dam-
age to the larger community (Lavergne, Dufour, 
Trocme, & Larrivee,  2008 ). However, such 
matching must include careful consideration of 
relevant aspects of identity such as language, reli-
gion and ethnic groupings in ways that consider 
the best interest of the child and the community. 

 Establishing a meaningful relationship with 
families requires attention to the frames of refer-
ence that govern parent–child relationships, 
parental authority, aggression and discipline as 
well as determining what is a private family mat-
ter and what can be shared (Aronson-Fontes, 
 2002 ; Ben-Arieh, Khoury-Kassabri, & Haj- 
Yahia,  2006 ; Chiasson-Lavoie & Roc,  2000 ; 
Rasmussen, Akinsulure-Smith, Chu, & Keatley, 
 2012 ; Taylor, Baldwin, & Spencer,  2008 ). Social 
and mental health interventions, including CPS 
interventions, may gain legitimacy from the per-
spective of the parents if they focus on areas of 
convergence between the values of the family’s 
culture and those of the institution. When the 
emphasis is on the cultural meaning of problem-
atic family practices, the host country’s culture 
tends to be regarded as superior or more 
“advanced” provoking defensiveness and mis-
trust of host society institutions (Hassan & 
Rousseau,  2009a ). In contrast, an emphasis on 
shared values such as the well-being of the child, 
as a common goal for families and professionals, 
can facilitate the negotiation of differences and 
support the needs of the family. 

 When conducting assessments, language bar-
riers present another challenge that must be taken 
into consideration as they can jeopardize accu-
rate evaluation and isolate some family members 
from the intervention plan (Hassan et al.,  2011 ; 
Pottie et al.,  2011 ). The intricacies of language 
often require working with interpreters and cul-
ture brokers (see Chapters   5     and   6    ). With ade-
quate communication, cultural consultation can 
allow the co-construction of meaning and a plan 
of action that incorporates knowledge from the 
cultural systems of the family and the profes-
sional. Working with an interpreter or culture 
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broker raises specifi c process issues which the 
professional must take into consideration, includ-
ing confi dentiality, dilemma of ethnic/religious 
match (match may be imprecise and individuals 
may view members of their group with suspi-
cion) and the impact of the interpreter as co- 
therapist. The professional and the brokers and/or 
interpreters must establish procedural rules for 
collaboration before engaging in their work. 

 Child protection laws can be confusing and dif-
fi cult for parents to understand. Moreover, profes-
sionals often fail to inform parents about the local 
child protection laws, their legal rights and their 
obligations regarding children (Hassan et al., 
 2011 ; Pottie et al.,  2011 ). In order to create a good 
working relationship, the child protection worker 
must explain his or her role in relation to the law 
and the rights and duties of parents. This key infor-
mation will contribute to families feeling more 
empowered in facing the power imbalance with 
legal institutions such as police, CPS and courts. 

 Power is a central aspect of CPS work in situa-
tions where abuse or risk to the child is deemed 
signifi cant. Through law enforcement and legal 
actions, CPS workers can compel the family to 
comply with recommendations. The assertion of 
these institutional powers can undermine parental 
strengths, and the tensions or contradictions 
between child protection and strengthening 
healthy family functioning must be considered in 
assessing placements or other interventions. Like 
other psychosocial and mental health practitio-
ners, CPS workers tend to defi ne their professional 
roles and identities as “good” because they help 
and support children and their families achieve a 
better future. Integrating institutional power into 
this idealized professional identity as a helper 
raises complex issues since it requires acknowl-
edging and accepting responsibility for the poten-
tially detrimental aspects of CPS care plans. 

 Immigrant and refugee parents are particularly 
vulnerable to the power imbalance inherent to 
interactions with host society institutions and pro-
fessionals which undermines their voice and 
agency. Indeed, several qualitative studies report 
that parents express a deep sense of fear, appre-
hension and powerlessness in the face of host 
society legal institutions, such as child protection 

agencies, child courts and the police (Corby, 
Millar, & Young,  1996 ). Obviously, mistrust of 
these institutions may be related to parental histo-
ries with legal authorities in their country of ori-
gin as well as the host society. As a result, legal 
interventions are often perceived by migrant par-
ents as intrusive and punitive (Hassan & Rousseau, 
 2009b ; Rao, DiClemente, & Ponton,  1992 ; 
Welbourne,  2002 ). Judicial interventions may be 
perceived as a threat to the migration project of 
the family, particularly among recently settled 
immigrants who are not familiar with host society 
institutions (Hassan et al.,  2011 ; Pottie et al., 
 2011 ). The fear of punitive institutional power is 
multiplied for refugee parents and their families 
due to risk of deportation or fear of not accessing 
citizenship in the event of criminal proceedings 
such as suspected or real physical or sexual abuse 
(Hassan et al.,  2011 ; Pottie et al.,  2011 ). 

 Immigrant and ethnic minority families who 
are less familiar with host country institutions 
often recognize this power differential and per-
ceive CPS and mental health professionals as 
“manipulating” their destinies. Consequently, they 
may not interact with workers in ways that convey 
a positive image or express gratitude for interven-
tions. Parents may express feelings of fear, shame, 
victimization and powerlessness because of their 
vision of CPS, mental health institutions and pro-
fessionals as intrusive or even violent (Hassan & 
Rousseau,  2008 ). In this context, any attempt 
from the family to redeem some of its power and 
have a say in decision making (whether through 
contestation, opposition or anger) may be discred-
ited because it constitutes a threat to the image of 
the CPS or mental health professional’s identity as 
competent and well- intentioned (Morneau,  1999 ). 
The professional may react by reasserting power 
over the family, which then leads to increased 
anxiety, anger and mistrust. When family and pro-
fessional identities are mutually threatening, the 
perceptions of the “Other” becomes oversimpli-
fi ed, stereotyped and polarized, with each party 
attempting to reaffi rm their identity as “good” in 
the face of the “bad Other” (Hassan & Rousseau, 
 2008 ). For the professional, adopting the position 
of keeper of the law or holder of scientifi c knowl-
edge in a hierarchical expert–patient relationship, 
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become attractive alternatives to struggling with 
the ambiguity and complexity of the family’s situ-
ation. These dynamics further contribute to the 
consolidation of social control and the imbalance 
of power between the family, the institution and 
the legal system. 

 The trainer must enable the professionals to 
recognize the inherent potential violence of CPS 
interventions. Training must provide safe space 
for workers to refl ect on their roles and interven-
tions without guilt or being made to feel their 
actions are intentionally harmful. This safety is 
hard to fi nd in most institutions given the heavy 
case loads, urgency of interventions and burden 
of administrative tasks related to clinical and 
legal proceedings. Nonetheless, we contend that 
no alliance between the worker and the family is 
possible if the worker does not address the 
 “elephant in the room,” which is the power dif-
ferential. Thus, regardless of the institutional 
 diffi culties, every child protection worker must 
fi nd an appropriate place and time to discuss the 
power disparity with the family. This discussion 
should include the direct and indirect conse-
quences on the child, the family system, the 
migration situation of the family and family 
agendas involving the continuity of cultural and 
familial transmissions. Clinical encounters must 
promote the family’s sense of empowerment and 
participation in the decisions that affect their own 
and their child’s future.  

    Cultural Competence in the Legal 
System 

 There are other professionals, with mandates out-
side of health and social services, who interact 
with groups and individuals from ethnocultural 
communities and make decisions which have great 
impact on their functioning and view of them-
selves in society. The decisions and actions of 
police, judges or other legal professionals may 
also infl uence the mandate of health and social ser-
vices professionals as they seek to assist certain 
families. When creating cultural competence train-
ing for these professionals, the consultant must 
take into consideration the particular contexts of 

practice, institutional mandates, occupational roles 
and time constraints. The fi rst author (ML) has 
been involved in developing policy and training 
programs for the police and juvenile justice 
 systems. We will describe two training programs 
geared to such professionals to illustrate how 
issues of occupational role and time constraints 
infl uence program design and delivery. 

 Judges working within the legal systems have 
clearly defi ned schedules which are often set 
months ahead of the time their cases are fi nally 
heard. Refl ecting these time constraints, a 1-day 
training session for judges and lawyers in the 
juvenile justice system was designed to acquaint 
them with many of the issues faced by youth and 
families who must appear in court. The goal was 
to expose the participants to the societal realities 
that affect parents and families of different eth-
nicities, particularly how they may perceive, 
interpret and address situations differently from 
host culture members. The purpose of training 
judges and others involved in the justice process 
was not to encourage the use of culture or ethnic-
ity as explanations or excuses for criminal acts, 
but rather to integrate social and cultural consid-
erations in sentencing and devising more effec-
tive interventions (Kirmayer et al.,  2007 ). 

 Participants were presented with scenarios 
based on actual cases which helped them to 
approach these issues. For example, the historical 
nature of racism, discrimination and racial profi l-
ing was a focus in understanding the issues of 
Blacks and other racialized minorities. Case dis-
cussions were used to clarify the ways that histori-
cal factors shape collective identities and infl uence 
the response to racial or ethnic labels and attribu-
tions for youth, families and the larger society. 
The impact of migratory laws and policies on 
many communities was outlined, such as those 
from the Philippines and the Caribbean, in which 
Canadian policy favored migration of women 
from these communities to work as domestics in 
the homes of white Canadian families. As dis-
cussed earlier in this chapter, many domestics had 
to leave their own children in the care of others in 
their homeland and await reunifi cation. The work-
shop discussed the problems for both parent and 
child inherent in the predicament of reunifi cation 
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after many years of separation (Arnold,  2006 ; 
Lashley,  2000 ; Pottinger, Stair, & Brown,  2008 ). 
These reunifi cation experiences were discussed in 
the context of racism, culture change, changes in 
educational systems and disrupted attachments to 
family and friends. Although there was no formal 
evaluation of this 1-day workshop, it appears that 
judges who took part have been more likely to call 
for attention to cultural factors in their decisions 
on interventions for CPS cases complicated by 
these migration issues. 

 The second example of cultural awareness 
training concerns the municipal police organiza-
tion in Montreal, the  Service de police de la ville 
de Montréal  (SPVM, the Montreal Municipal 
Police). As a member of the SPVM committee 
looking at the issue of racial profi ling, the cul-
tural consultant (ML) was able to contribute to 
the organization’s development of teaching mod-
ules to promote cultural awareness and sensitiv-
ity towards the city’s diverse communities. The 
organization has used these modules to provide 
its members with training in alternative ways of 
dealing with diverse citizenry rather than 
 adopting the approach of “one size fi ts all.” Police 
offi cers’ beliefs and behaviors were challenged in 
a supportive manner during training which 
encouraged their self-awareness in approaching law 
enforcement interactions. Training emphasized 
refl ection on behavior, experiences and  historical 
perspectives that might contribute to potentially 
deleterious approaches to work with ethnic 
minorities. A parallel agenda addressed the ways 
that members of ethnic minority or racialized 
communities are perceived in public space by 
other citizens and host society institutions, which 
infl uences their interactions with the police. 
These training sessions also provided those with 
cultural competence skills with the support they 
needed to confront others within the institution in 
order to improve intercultural interactions—all 
the while validating this work as part of the basic 
principles of “good policing.” 

 Exposure to the Other in non-threatening situ-
ations while enhancing understanding of how the 
Other may interpret the world around them, is also 
important for police offi cers. To facilitate this, in 
addition to the in-house training programs, the 

SPVM has produced a series of DVDs in which 
individuals from minority communities explain 
some of the key aspects of their religions and eth-
nicities. This is an ongoing program and has 
spawned other efforts to address diversity, such as 
the establishment of an advisory group that 
focuses exclusively on issues pertaining to mental 
health. Although training cannot cover every rel-
evant variation in religion or ethnicity, training 
tools like these DVDs can provide an overview of 
the issues and, with the right facilitator, can open 
up dialogue and begin to foster mutual respect.  

    Conclusion 

 Cultural consultation can assist professionals and 
administrators in social service and legal systems 
in understanding issues among their clients 
related to social inequalities during migration and 
resettlement. The cultural consultant’s double 
alliance with the family and with the child protec-
tion and legal services actors can clarify the dif-
fi culties at hand and help all involved to better 
understand the complexity of family and institu-
tional situations. Agencies as well as families and 
communities can use cultural consultation to pro-
mote trust, facilitate negotiation and fi nd practical 
solutions. These solutions may involve working 
through perceptions that institutions are allied 
with forces in the host society that have infl icted 
violence on the family. Negotiating meaning and 
fi nding compromises not only create the possibil-
ity of restoring some power to the family, but 
expands the space for dialogue between families 
and institutions (Hassan et al.,  2012 ). The process 
of listening and recognition inherent in cultural 
consultation can help reduce the feelings of 
threat, powerlessness and mistrust that families 
often experience in interactions with youth pro-
tection or legal systems. By promoting the alli-
ance with CPS workers, who sometimes feel 
threatened by the family and by their institution’s 
often punitive responses to any questioning of the 
standardized intervention approach, the cultural 
consultant validates the insights and clinical intu-
itions of workers. This process works towards 
advancing a more complex understanding of the 
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family’s situation. In this space of listening and 
story sharing, contradictions between the family 
and professionals are welcomed as useful vehi-
cles for working through possible new strategies 
for change and creative problem solving. 

 Conversely, culturally inappropriate interven-
tions can contribute to the fragmentation of mean-
ing and suffering of clients. Explaining social 
predicaments primarily in psychopathological 
terms places the ultimate responsibility for resolv-
ing problems on parents who have been disem-
powered by life circumstances and the challenges 
of migration (Filc,  2004 ; Marange,  2001 ). 
Ignoring the impact of social and structural 
inequalities experienced by vulnerable families, 
as well as minimizing the collective responsibil-
ity to remedy their plight, is an important issue 
for many of these families facing resettlement 
challenges and poor living conditions (Filc,  2004 ; 
Kirmayer, Weinfeld, et al.,  2007 ; McClean & 
Shaw,  2005 ). By promoting recognition of these 
structural issues, the cultural  consultant can assist 
in the development of a  culturally safe space for 
families working with institutions like CPS or the 
courts. Cultural consultation also provides an 
opportunity to advance training within these 
agencies to insure that staff and administrators 
work towards fuller understanding of the needs of 
their clientele. In multicultural societies, training 
in cultural issues is essential for institutions such 
as child protection, police or the justice system to 
provide more equitable services and achieve bet-
ter outcomes in their encounters with minorities.    
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           Introduction 

 Cultural consultation can provide a useful adjunct 
to existing services in general hospital psychia-
try. The cultural consultant brings a different 
focus than the usual approach in consultation- 
liaison psychiatry, inpatient psychiatry, or emer-
gency and crises services. However, hospital 
emergency departments and inpatient wards may 
be diffi cult places in which to conduct cultural 
consultation because of time constraints, con-
fi ned or awkward interviewing space, inconsis-
tent use of language interpreters, and the severity 
of illness of the patients. This chapter will dis-
cuss the use of cultural consultation in general 
hospital psychiatry, focusing on the ways in 
which the context of the emergency room and 
inpatient wards infl uences the types of problems 
referred and the logistics of cultural consultation. 
I will illustrate how to use cultural consultation in 
these challenging settings to promote more accu-
rate and comprehensive assessment and cultur-
ally appropriate interventions.  

    Characteristics of Hospital Settings 

 Hospital settings pose specifi c challenges for cul-
tural consultation based on the need for timely 
and effi cient management of patients, the dynam-
ics of emergency departments and hospital wards, 
institutional policies that aim to standardize 
the approach to patients, and the severity of 
patients’ conditions, which may include acute, 
life- threatening illness, medical comorbidity, and 
chronicity. 

 Cultural consultations with outpatients referred 
by community-based practitioners generally allow 
suffi cient time to arrange for the consultations and 
fl exibility to choose the settings for evaluation 
that will be most helpful to patients and their fam-
ilies. Outpatient consultations are organized by 
the Cultural Consultation Service (CCS)  consul-
tant, who controls the place, time, and format of 
the assessment process, modifying institutional 
practices that are not culturally appropriate. 
Ambulatory patients are usually not so severely ill 
that their condition impedes the communication 
needed to arrange and conduct the assessment. 

 Patients referred from inpatient psychiatry and 
emergency services, in contrast, may be severely 
ill, have limited capacity for communication, and 
require urgent assessment. These consultations 
may occur in crowded settings with other chal-
lenges that undermine the quality of the clinical 
encounter. The institutional context may impose 
priorities and constraints on the consultation that 
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may work against the process of  establishing 
 cultural safety. The involvement of multiple clini-
cal staff or teams introduces systemic dynamics 
that also must be considered. Routine shift 
changes of staff may undermine continuity of 
care and make data collection and intervention 
more diffi cult. 

 Despite these limitations, institutional psychi-
atric settings also offer some advantages to the 
cultural consultant. Patients are continuously 
present and easier to meet, and the hospital can 
serve as a convenient place for family, commu-
nity members, and psychiatric staff to come 
together to discuss the needs of the patient, nego-
tiate an understanding of the illness, and plan 
appropriate interventions as well as post- 
discharge follow-up. The crisis associated with 
the patient’s ER visit or hospitalization can mobi-
lize the different parties involved and momen-
tarily ease some of the resistances to change or 
problem solving. 

 Table  14.1  lists some of the specifi c con-
straints faced by cultural consultation in emer-
gency department and inpatient hospital settings, 
which are discussed in more detail below.

       Time Pressure 

 Time pressure poses challenges for cultural con-
sultation, which requires much data gathering and 
negotiation and should unfold at the pace toler-
ated by the patient and family (Lettich,  2004 ; Lu, 
 2004 ). Two kinds of time constraints commonly 
affect cultural consultations: (1) the urgent nature 
of emergency or inpatient consultations and (2) 

the time-consuming process of preparing the cul-
tural consultations. Urgent emergency and inpa-
tient consultations often arise around the need to 
quickly determine diagnosis and treatment plan. 
There is pressure for availability of beds as new 
patients are referred to the emergency department 
and psychiatric ward for urgent care. The need to 
discharge patients in a timely manner becomes a 
preoccupation that drives many clinical decisions 
(Rhodes,  1991 ). Emergency and inpatient teams 
need to know how to contain symptoms of psy-
chosis or self- harm, for example, in order to man-
age the fl ow of patients appropriately. Cultural 
and linguistic barriers hinder this process and 
may precipitate an urgent referral with the expec-
tation of rapid intervention. 

 The time involved in bringing together the 
resources needed for cultural consultation fre-
quently limits its practical implementation in 
hospital settings, particularly when consultations 
are requested late in the patient’s hospital stay 
and shortly before discharge. Finding a mutually 
convenient time for the various members of the 
consultation team (consultant, referring clinician, 
interpreter, culture broker, family members) to 
meet the patient can be diffi cult. Given the time 
pressure in general hospital care to discharge 
patients (Mizrahi,  1985 ), clinicians may forgo 
cultural consultation and settle for expedient dis-
charge plans. When there is close cooperation 
and communication between the referring clini-
cian and the consultant, however, it may be pos-
sible to modify arrangements to insure completion 
of the assessment. 

 Despite the time pressures, inpatient clinicians 
should be encouraged to make early referrals 

   Table 14.1    Comparison of cultural consultation in emergency department and inpatient services   

 Setting  Time pressure  Physical space  Interpreters  Severe illness 

 Emergency 
department 

 Extreme due to 
constant infl ow 
and triage of new 
cases 

 Often a noisy, crowded, chaotic 
environment; privacy may be 
limited 

 Often not 
available 

 Degree of severity is highly 
variable; many acute crises, 
with suicidal behavior, psychosis, 
agitation, intoxication, and 
domestic violence 

 Inpatient 
services 

 Depends 
on timing 
of discharge 

 Some privacy may be possible  May be 
available 
with proper 
planning 

 Admitted patients tend to have 
more severe symptoms than 
outpatients 

 Hospital wards have their own 
distinctive use of space which 
impacts on safety of patients 
and staff 
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for cultural consultation, but the length of time 
required to respond may dissuade them from 
making use of services like the CCS. In an effort 
to respond quickly, more focal initial consulta-
tions can be provided, even when a culture broker 
or interpreter cannot be arranged, and this may 
sometimes help the clinical team develop inter-
vention options that are more sensitive to cultural 
issues. For example, the cultural consultant can 
review the case and briefl y write some observa-
tions and suggestions related to broad cultural 
themes which can be developed in more depth 
later. These may include the identity of the patient 
and languages spoken, the need for a language 
interpreter, possible reasons for migration from 
the country of origin, the patient’s current status 
in society, general attitudes to psychiatry and 
medication, and the presence or absence of family 
in the patient’s life. The Cultural Formulation 
Interview (CFI) in DSM-5 provides an example of 
a brief culturally oriented interview that can pro-
vide basic information and identify the need for 
more in-depth cultural evaluation and follow-up.  

    Challenges of the Physical 
Environment 

 A physically confi ned or awkward interviewing 
space that does not allow adequate privacy can 
affect the process of cultural consultation just as 
negatively as a lack of time. Lack of privacy pre-
vents trust and disclosure in any patient, but this 
may be even more diffi cult for some patients 
referred for cultural consultation, who may be sus-
picious of authority because of experiences of rac-
ism, discrimination, persecution, or trauma in their 
countries of origin. For some refugees, being inter-
viewed in an unfriendly, impersonal, or exposed 
location, such as an emergency department cubicle 
or inpatient nursing station, may bring back mem-
ories of interrogation or imprisonment at the hands 
of abusers. Ideally, these delicate interviews would 
be conducted in an outpatient offi ce in relative pri-
vacy and comfort. Disclosures by patients, while 
diffi cult in the best of  circumstances, may not take 
place at all in the hurried, public atmosphere of 
emergency or inpatient services. While inappro-
priate interviewing spaces may discourage trust 

and disclosure, at other times, it may cause con-
cern about the safety of the patient or the consul-
tant. Even in less restrictive situations, where 
patients may seem to speak freely, some individu-
als may not feel comfortable enough to disclose or 
discuss key issues.  

 Disclosure of confl ict-laden or traumatic mate-
rial may be an emotionally intense experience 
that is diffi cult for many people, but for some 
patients the loss of face or humiliation of reveal-
ing shameful secrets before family, community, 
and others may be a direct contributor to feelings 
of despair and suicide. Consequently, creating a 
safe place for disclosure is not only essential for 
assessment but may be an important intervention 
in its own right. The presence of the nursing team 
and others in an open ward space or nursing unit 

 Case Vignette 14-1 

 Mr. A., a 37-year-old Chinese man recently 
arrived in Canada with his young family, 
was admitted to the psychiatric intensive 
care unit for suicide threats. The CCS inter-
view took place in the nursing station, with 
staff and patients circulating at the periph-
ery, because the patient’s room was unsuit-
able for a team evaluation. He spoke at 
length about immediate concerns, such as 
not working and being mistreated by his 
landlord. However, he made no mention of 
other crucial issues, including a letter he 
had written in red ink, entitled “The 
Misfortune of the Happiest Immigrant 
Family,” explaining why he planned to 
commit suicide. He had endured multiple 
humiliating losses: severe fi nancial strain, 
need for government welfare, his wife’s 
criticism for failing to provide for the 
 family, the involvement of child protective 
services because his children were not 
being given enough food, and working as a 
laborer in Canada when he had been a 
highly paid engineer in his country of ori-
gin. Mr. A. entirely avoided discussion of 
these potentially shameful issues during the 
interview at the inpatient nursing station. 
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may make patients feel exposed and unprotected. 
The informal audience creates a complex scene in 
which the patient may feel “on stage” and pres-
sured to perform in ways that are at cross-pur-
poses with the consultant’s goals of exploring the 
meaning of illness experience. The lack of private 
interviewing space interacts with time pressure 
and demands to conform to institutional norms in 
ways that may not only impede trust, communica-
tion, and building a working alliance but that can 
aggravate the patient’s underlying condition.  

    Availability of Language 
Interpreters 

 Although professional interpreters play an essen-
tial role in the delivery of mental health care 
(Lettich,  2004 ), interpreter services are not read-
ily available in many hospitals (Jacobs, Sadowski, 
& Rathouz,  2007 ). Lack of professional language 
interpreters constitutes one of the most important 
impediments to cross-cultural work in hospital 
settings, with potentially serious consequences 
for patient care, including increased risk of mis-
diagnosis, reduced access to necessary treatment, 
and misunderstandings that can result in harm to 
the patient (Gouvernement du Quèbec,  2007 ; 
Sentell, Shumway, & Snowden,  2007 ). The fol-
lowing vignettes illustrate some of the basic 
problems that can arise due to language barriers 
in the emergency department.  

 Interviewing patients through family mem-
bers, while sometimes viewed as expedient in the 
emergency room, can lead to serious clinical 
errors. Use of a professional interpreter is essen-
tial to establish accurate diagnosis (see Chapter   5     
for detailed guidelines). In this case, the clinical 
presentation should have suggested the need for 
an interpreter to permit assessment of potential 
intimate partner violence and, more broadly, 
because gender roles often silence women’s con-
cerns (Jack & Ali,  2010 ). Gender violence remains 
an important area of misdiagnosis and lack of 
appropriate intervention, especially in cases 
where family members are asked to interpret for 
one another. Neglecting to use professional inter-
preters can also result in impoverished clinical 
evaluations as the following vignette illustrates.  

 As a matter of course, the CCS uses profes-
sional interpreters, and patients are strongly 
encouraged to make use of the interpreter if there 
is any indication that their English or French is 
limited. Most patients are comfortable and even 
relieved to have this help. There are many reasons 
for using professional interpreters rather than 
family members or other volunteers: Family or 
others may not know how to translate language 

 Case Vignette 14-2 

 Ms. B, a 24-year-old Tamil woman from 
Sri Lanka, was brought to the emergency 
department by her husband because she 
had become mute. The staff psychiatrist on 
call interviewed her with her husband inter-
preting. The psychiatrist was unsuccessful 
in getting any history other than what the 
husband himself volunteered. He recorded 
a working diagnosis of selective mutism 
and recommended a sodium amytal inter-
view. When the CCS consultant reassessed 
Ms. B. with the help of an interpreter, and 
without her husband present, she revealed a 
history of severe domestic abuse. 

 Case Vignette 14-3 

 Ms. C, a 47-year-old woman from Vietnam, 
came to the emergency department accom-
panied by her two adult children. The psy-
chiatrist was asked to evaluate her mental 
status despite the fact that she only spoke 
Vietnamese. No mechanism existed in the 
hospital to provide urgent language transla-
tion, so a rudimentary examination was 
done using the patient’s son as the inter-
preter. It soon became clear that the patient 
was distracted by what seemed to be visual 
hallucinations. She stared away from the 
interviewer at the walls and ceilings of the 
room, looking intently at one location and 
then another. When the children were 
asked to clarify what she was experiencing, 
they fell silent, preferring not to discuss 
their mother’s behavior with the inter-
viewer at all. 
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affected by severe symptoms, such as psychosis, 
and may be disturbed by reports of suicidal ide-
ation, marital infi delity, or domestic abuse; family 
or others may be embarrassed by personal mate-
rial about sexuality or other issues brought for-
ward in the interview and may elect not to 
translate items that they feel should remain pri-
vate; and, at times, family members are directly 
implicated as causes of the patient’s distress, as in 
cases of domestic violence. Unfortunately, despite 
these issues, ad hoc interpreters of convenience 
continue to be frequently used in hospital set-
tings. This disregard for basic parameters of clini-
cal communication impedes access to adequate 
medical care and impairs the quality of services 
including cultural consultation, in these settings.  

    Cultural Consultation in Severe 
Mental Disorder 

 Emergency departments and inpatient services 
admit patients with relatively severe illness where 
they can be closely observed and monitored and 
receive intensive treatment and rapid follow-up. 
Given the limitations of hospital resources, the 
trend in recent years has been to admit only 
patients with the most severe symptoms, with the 
result that inpatient psychiatry wards have 
acquired characteristics of psychiatric intensive 
care units (Lu,  2004 ). Cultural consultation for 
severely ill inpatients presents unique challenges, 
some of which are related to the dominant mod-
els and approaches in contemporary psychiatry. 

 Psychiatrists increasingly view schizophrenia 
and other psychotic illnesses as brain disorders. 
This refl ects a longstanding tradition in psychia-
try that views biological mechanisms as central 
to the causes of psychopathology ( pathogenesis ) 
while cultural factors play a role in shaping 
symptomatology ( pathoplasticity ). Consistent 
with this perspective,    Marsella ( 1988 ) proposed 
that the cultural variability of symptoms 
decreased as the importance of neuropsychiatric 
pathology increased. In other words, disorders 
with clear neurological mechanisms were pre-
sumed to be less infl uenced by social- 
environmental factors. In this view, psychotic 
disorders ranked just after neurological diseases 
in terms of the degree to which biology was 

deemed important compared to the effects of 
 culture and society. Common mental disorders 
like anxiety and depression were assumed to 
show greater shaping by culture. 

 One consequence of this view is that psychotic 
disorders, especially schizophrenia, are assumed 
to be universal phenomena occurring at much the 
same rate among all peoples, places, and times. 
This assumption of universality occurs even 
though the prevalence of most diseases varies 
widely with geography, ecology, demography, 
and other factors. Investigators in the World 
Health Organization (WHO) Determinants of 
Outcome of Severe Mental Disorders (DOSMeD) 
study reported that for narrowly defi ned schizo-
phrenia, incidence rates were remarkably similar 
in all study centers, though the reported rates 
 varied twofold from 0.7 to 1.4/10,000 (Jablensky 
et al.,  1992 ). 

 Given the dominance of this biological view, 
the role of social factors in the assessment and 
treatment of psychosis has been pushed to the 
margins of psychiatric theory and practice (   Jarvis, 
 2007 ). At the same time, several lines of inquiry 
have suggest that there are powerful effects of 
social context on psychosis including (1) high 
rates of psychosis among immigrants to the UK 
and Western Europe and (2) superior outcome in 
patients with psychosis living in some low- 
income countries compared to those in wealthy, 
better resourced nations (for a review, see 
Morgan, McKenzie, & Fearon,  2008 ). 

 Several important studies have reported high 
rates of schizophrenia and psychosis among 
Black migrants to Western Europe compared to 
native-born Whites (Cantor-Graae & Selten, 
 2005 ; Fearon et al.,  2006 ; Kirkbride et al.,  2006 ). 
These fi ndings persist after controlling for socio-
economic status, rates of psychosis in countries 
of origin, obstetric complications, and other pos-
sible contributing or confounding factors 
(Hutchinson & Haasen,  2004 ; Kirkbride et al., 
 2008 ). These results point to migration-related 
factors including racism and discrimination in 
the receiving society as potential contributors to 
the onset of psychosis and schizophrenia (Cantor- 
Graae & Selten,  2005 ). 

 Studies by the WHO over the last 40 years have 
documented substantial variations of outcome of 
schizophrenia depending on setting (Harrison 
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et al.,  2001 ; Hopper, Harrison, & Wanderling, 
 2007 ; Jablensky et al.,  1992 ; WHO,  1973 ). One 
consistent fi nding across these studies is that the 
outcome of psychotic illness may be better in some 
developing countries compared to developed 
nations. In more recent work, Cohen, Patel, Thara, 
and Gureje ( 2008 ) suggested even greater hetero-
geneity of outcomes through the examination of 
research reports on schizophrenia in 11 low- and 
middle-income countries. They found that there is 
great variation in clinical outcome among non-
Western centers, and this may be of greater magni-
tude than the variation previously reported by the 
WHO between developed and developing societ-
ies. Taken together, these variations in the preva-
lence and course of  psychotic disorders point 
toward a crucial role for social factors in onset and 
expression of  psychosis as well as course and 
recovery (Adeponle, Whitley, & Kirmayer,  2012 ). 

 Although the research in the UK showing dif-
ferences in rates of psychosis across groups has 
not yet been replicated in Canada, there are rea-
sons to believe that similar phenomena may occur. 
There is a long heritage of colonial conquest, 
slavery, and persistent negative racial stereotypes 
in North American culture that have given rise to 
misattributions of psychosis to persons of African 
descent with other types of mental health prob-
lems (Jarvis,  2008 ). Patients from some racialized 
groups in Canada, such as those from sub-Saha-
ran Africa and the Caribbean, encounter system-
atic discrimination, fewer opportunities for 
material advancement, and social exclusion, 
especially when they become distressed or ill 
(Satzewich,  2011 ). These forms of social adver-
sity, institutionalized racism, and structural vio-
lence directly affect patterns of help-seeking and 
health care utilization and may contribute to the 
course and outcome of severe mental illness. 

 In patients with psychosis, it is particularly 
important to work with professional interpreters, 
rather than family members, so that problems of 
discrimination, social adversity, impaired cogni-
tion, and communication can be properly identi-
fi ed. For example, in the CCS experience, it is 
common for professional interpreters to report not 
understanding patients with thought disorder, 
whereas family members may downplay the prob-

lem, glossing over disorganized or incoherent state-
ments, and fi lling in what they imagine the patient 
is trying to say. Some of the most subtle communi-
cation problems occur when it seems that the 
patient can speak French or English adequately.  

 Case Vignette 14-4 

 Ms. D, a 37-year-old woman of Vietnamese 
origin, lived with her 16-year-old son. She 
was admitted to the hospital after overdos-
ing on medication and going to the subway 
to die where her son would not be able to 
fi nd her. She lost consciousness and awoke 
in the hospital after having been in a coma 
for 2 days. The patient reported hearing the 
word  salope  (slut in English) repeated in 
her head by voices, and the inpatient team 
was puzzled by the meanings of these 
symptoms. Ms. D. spoke meager English 
and French and was unable to elaborate 
what had happened to her. The referring 
team asked the CCS to clarify the diagno-
sis, specifi cally, to determine if the patient 
had a psychotic disorder. 

 Through an interpreter, the patient told 
the following story: She had been ill for 18 
months, worse for 3 months, and was 
unable to continue her job managing a res-
taurant. She was troubled by ongoing back 
pain, headache, and tremor or twitching of 
her legs. The night before the interview, 
she had a nightmare in which she was 
raped. Nightmares occurred regularly, but 
usually were about her living in miserable 
circumstances, not having enough food, 
etc. She was worried that her son would die 
of starvation. She was afraid of a female 
acquaintance, especially when she saw her 
in the street. She admitted to hearing voices 
on two occasions telling her to die. 

 After a break for a few minutes, the 
patient returned to the interview to discuss 
previously undisclosed material. Ms. D. felt 
deeply ashamed whenever she saw the 
female acquaintance because this woman 
had called her a prostitute. Apparently, the 
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 This vignette illustrates how, with the help of 
language and cultural interpreters, the CCS team 
clarifi ed the meaning of specifi c fi ndings on the 
mental status examination that had suggested 
psychosis, to conclude that the patient was not 
suffering from psychotic disorder but rather from 
depression. The transient auditory hallucinations 
and the suspiciousness of members of the com-
munity could be interpreted as symptoms of psy-
chosis, but arose instead from the stresses and 
strains of a single, traditional Vietnamese woman 
who immigrated to a new country. Alone and 
unsupported, she experienced overwhelming 
stress through a series of unfortunate events that 
placed her in a vulnerable position vis-à-vis the 
members of her own community. This was 
expressed through culturally distinctive idioms of 
distress grounded in sociosomatic theory of ill-
ness causation (Groleau & Kirmayer,  2004 ).  

    Diagnostic Issues: Distinguishing 
Psychosis from PTSD with 
Dissociative Symptoms 

 The CCS is often asked to clarify diagnostic 
issues in patients with psychotic symptoms. In a 
signifi cant proportion of cases, this results in a 
re-diagnosis, with the psychotic symptoms rein-
terpreted as part of an affective disorder (major 
depression or bipolar disorder) or dissociative 
symptoms that may be part of a cultural syndrome 
or PTSD. The relationships among psychosis, 
trauma exposure, and PTSD are complicated 
(Mueser & Rosenberg,  2003 ). Epidemiologically, 
up to 40 % of combat veterans with diagnosed 
PTSD have comorbid psychotic symptoms, 
although misdiagnosis is common, especially in 
patients from cultural communities (Seedat, 
Stein, Oosthuizen, Emsley, & Stein,  2003 ). High 
rates of psychosis have also been observed in 
traumatized refugee populations (Kroll, Yusuf, & 
Fujiwara,  2011 ). Consequently, some researchers 
have proposed a PTSD subtype with secondary 
psychotic features (Hamner,  2011 ), although 
more work is needed to establish this diagnostic 
entity. To further complicate matters, high rates 
of observed dissociation in patients with PTSD 

woman’s husband had fallen in love with 
the patient and made sexual advances, and 
this was the source of the woman’s animos-
ity. The patient felt intensely dishonored by 
the innuendo and linked her physical symp-
toms to this shameful situation. She was 
tearful and tremulous and stated that she 
wanted to sleep and not wake up, but denied 
any suicide plan. 

 After coming to Canada, she had worked 
long hours in a factory sewing garments and 
saved enough money to buy a restaurant 
which she eventually sold for a substantial 
profi t. She used much of the money to 
help friends in the Vietnamese community. 
Unfortunately, they did not repay these loans. 
The patient felt betrayed and guilty that she 
had squandered her sons’ inheritance. Facing 
these fi nancial losses and the innuendos 
about her sexual impropriety, she became 
suicidal and took a medication overdose. 

 The culture broker spoke to the patient 
in Vietnamese for a few minutes in order 
to explore her sense of shame and indigna-
tion. The patient reported sexual advances 
by men in the Vietnamese community, 
including the husband of her adversary, 
which were not delusional, but arose from 
the patient’s vulnerable position as a single 
woman, traditional and somewhat passive. 
There was precedent in Vietnamese society 
for some men to take a second wife, or 
concubine, and could explain why she was 
approached about this in the fi rst place. 
Her sense of shame and outrage was 
expressed in the patient’s own words as  uat 
u ’ c  (“indignation”) and arose from being 
unjustly called a prostitute by the wife of 
the man who had made advances to her. 
These problems were made worse by her 
having been abandoned by the father of 
her son 4 years earlier as well as the shame 
associated with the loss of her savings and 
her dependence on welfare. She spoke of 
wanting to “go to sleep” rather than face 
these problems. 

14 Cultural Consultation in General Hospital Psychiatry



298

(up to 30 % in women) have prompted the pro-
posal of a dissociative subtype of PTSD (Wolf 
et al.,  2012 ). Dissociation refers to experiences of 
altered memory,  perception, and identity and is 
common across cultures. Dissociative experi-
ences may be exacerbated or precipitated by 
trauma exposure (Seligman & Kirmayer,  2008 ), 
and the presence of dissociation predicts psy-
chotic symptoms, such as hallucinations, in 
patients with a history of trauma (Kilcommons & 
Morrison,  2005 ). Many refugees have been 
exposed to trauma, have symptoms of PTSD, and 
come from ethnic and linguistic minorities where 
dissociative experiences may be common whether 
as part of religious practices or modes of express-
ing distress, making accurate diagnosis diffi cult. 

 To examine the impact of cultural formulation 
on the diagnosis of psychotic disorders,    Adeponle, 
Thombs, Groleau, Jarvis and Kirmayer ( 2012 ) 
compared intake diagnoses of patients referred to 
the CCS to fi nal CCS diagnoses assigned after 
full cultural consultation. The research team 
found that misdiagnosis of psychotic disorders 
occurred in patients of all ethnocultural back-
grounds, but most especially among immigrants 
and refugees from South Asia. In other words, 
patients from India, Sri Lanka, Pakistan, and 
Bangladesh who were referred to the CCS with a 
baseline diagnosis of psychosis were signifi -
cantly more likely than patients from other 
regions to have their diagnosis of psychosis 
changed to a nonpsychotic disorder, such as 
PTSD or adjustment disorder. There was uncer-
tainty among referring clinicians about diagnosis 
in these traumatized patients, particularly as to 
whether or not their symptoms were psychotic or 
dissociative. In a qualitative companion to this 
study, Adeponle and colleagues ( Submitted ) 
found that clinical decision-making by the CCS 
team that resulted in a change in diagnosis during 
the clinical case conferences followed a 3-step 
reasoning process that included raising questions 
about the diagnosis of a given patient, elaborat-
ing alternate diagnoses, and either confi rming or 
reinterpreting the diagnosis. At each step, consid-
erations of social context and cultural variations 
in illness experience played a role in questioning 
the original diagnosis of psychotic disorder. 

This process reduced but did not eliminate 
 stereotyping or diagnostic error as illustrated 
in the following example.  

 Case Vignette 14-5 

 Ms. E, a 25-year-old woman from Chad, 
was referred from the regional refugee 
clinic for diagnostic assessment to rule out 
psychosis. She had arrived in Canada 6 
months earlier and lived with her brother 
and his family and two of her own children 
(5 years old and 5 months old). The patient 
explained that she divorced her fi rst hus-
band due to conjugal violence. Her hus-
band’s family was abusive and her husband 
delivered severe, recurrent beatings in 
which she was punched and kicked until 
bruised and bleeding. On at least one occa-
sion, she lost consciousness. After becom-
ing pregnant, she feared she would be kept 
alive only until the child was delivered. 
Worried for her life, she confi ded in the 
leaders of her Church, was helped to leave 
the country by a circuitous route, and 
fi nally arrived in Montreal 1 month before 
the birth of her second child. 

 The patient reported the following 
symptoms since arrival in Canada: poor 
sleep, poor appetite, depressed mood, fre-
quent tearfulness, wish to die, frequent 
nightmares of her husband appearing to 
her, auditory hallucinations of her husband 
and others telling her that she must die and 
they will take the baby, and fear of her hus-
band to the point she rarely left the apart-
ment. The patient also reported headache, 
heaviness in the head, and the sensation of 
heat in the head. She denied suicidal plan 
or intent, but said that if refused status in 
Canada, she would attempt suicide because 
she could not be sent back to Chad where 
her ex- husband would certainly fi nd her. 

 The patient overall was downcast and 
lethargic, but appropriate and cooperative 
during most of the interview. She presented 
her story in a succinct, articulate manner 
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 The decision to bring Ms. E. to the emergency 
department was based on the psychiatrist’s con-
cern for the patient’s safety as well as the safety of 
the young children in her brother’s home. It was a 
diffi cult decision speedily made in a moment of 
crisis. In retrospect it was not the right decision, 

but one that was based on a poor understanding 
of the patient’s symptoms, diagnosis, and the cul-
tural context of her distress. Post hoc discussions 
with the culture broker and other CCS team 
 members highlighted a number of issues. First, the 
patient’s diagnosis was most likely PTSD with 
associated depressive and dissociative symptoms. 
Psychosis was not the principal diagnosis. The 
hallucinations, nightmares, and paranoid behav-
ior represented posttraumatic dissociation with 
cultural overlay. The evidence for this included 
the form and content of the symptoms and their 
rapid resolution with reassurance. Second, the 
patient hinted that her symptoms were linked to 
sorcery. Her dramatic behavior was consistent 
with the dissociative behavior associated with 
spirit possession and spirit attacks (Kirmayer & 
Santhanam,  2001 ). Betrayal of social responsi-
bilities, such as the abandonment of a husband, in 
Ms. E.’s eyes, resulted in spiritual retribution, 
possibly in the form of spirit possession or other 
form of attack. The manifestation of distress in 
this way served at least two purposes: (1) It was a 
vehicle to express distress about a taboo topic 
(abandonment of social duty in the face of conju-
gal violence), and (2) it served a tacit help-seeking 
function by drawing attention to the intensity of 
the patient’s distress. 

 Hence, in this case, the patient’s symptoms 
signifi ed a spiritual attack for having left her hus-
band and his family. A knowledgeable healer was 
not available to ward off the power of the attack-
ing spirits sent by her husband. Usually, this 
would take place through the use of “counter- 
witchcraft,” something that the CCS team clearly 
was not able to provide. The patient’s symptoms 
seemed psychotic, but in cultural context were 
understandable and even to be expected under the 
circumstances. In essence, she was trying to com-
municate her need to the psychiatrist (healer) in 
the best, clearest way she knew. Instead of pro-
viding protection against vulnerability (spiritual 
attack), the psychiatrist pronounced her psy-
chotic, took her to the hospital emergency depart-
ment, and attempted to recommended treatment 
with antipsychotic medication. It was only the 
diligence of the patient’s brother that saved her 
from inappropriate care. 

without evidence of thought disorder. At one 
point in the interview, when the consultant 
was interrupted by a phone call, the patient 
became acutely distressed. She shouted 
loudly, clenched her fi sts, and closed her 
eyes. She yelled, “No! Leave her!” as if 
responding to internal stimuli and for the 
next few seconds looked around the room 
and out the offi ce windows as if searching 
for something or someone. Ms. E. did not 
respond for 1–2 min, but held her head in 
her hands, weeping and whispering “No, no, 
no.” At last she explained that her husband’s 
voice had threatened again to take away her 
baby. She wondered if he was using sorcery 
to communicate with her. She sometimes 
also heard the voices of his family members 
saying similar things. She seemed convinced 
that her husband was nearby and was com-
ing for her baby but was reassured and set-
tled after 5–10 min. 

 The attending psychiatrist was con-
cerned and brought her to the emergency 
department to rule out major depressive dis-
order with psychotic features. The psychia-
trist suggested that in view of the young 
children at home, the patient needed a social 
work consult and possible hospital admis-
sion to initiate antipsychotic treatment. In 
the end, Ms. E. recovered quickly in the 
emergency department, and her brother 
took her home against medical advice. The 
patient refused medication despite ongoing 
symptoms of anxiety but allowed the CCS 
team to follow her on an outpatient basis, 
and she was seen on three later occasions. 
Her greatest explicit concern remained her 
upcoming refugee hearing. 
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 In the end, the CCS listened to the various par-
ties and decided upon several revised conclusions 
and recommendations. First, the patient’s diagno-
sis was PTSD, not major depressive disorder with 
psychotic features. Referral to an ethnically 
matched religious or other community organiza-
tion was contraindicated due to the patient’s fear 
of meeting her husband or contacting someone 
he knew. The patient knew little about her rights 
in Canada as a woman and a mother, so it was 
important to explain these things to her in addi-
tion to teaching her about the immigration pro-
cess in Canada. The patient’s lawyer was 
contacted to determine the need for a letter of 
support for immigration purposes. The patient 
also was referred to local services for immigrants 
and to a women’s group that focused on domestic 
violence. It was important to gain the trust of the 
patient’s brother, if possible, in order to better 
understand her functioning in cultural context 
and to adopt an optimistic stance, explaining that 
the symptoms she was experiencing were to be 
expected in someone that has suffered so much 
and that she was expected to improve in time. 
Medications were to play an adjunctive role in 
symptom management depending on the clinical 
state of the patient.  

    Strategies for Inpatient 
Management of Patients with 
Severe Mental Illness 

 The assumption that severe mental illness repre-
sents neuropsychiatric disorders that are deter-
mined by biological dysfunction might suggest 
that they will respond poorly if at all to social and 
cultural interventions. In practice, however, there is 
good evidence that attention to social and cultural 
issues, and psychosocial interventions such as 
engaging family members and educating the treat-
ment team about cultural beliefs and practices, can-
not only clarify diagnoses but guide more effective 
treatment plans, sometimes incorporating novel 
interventions that lead to better outcomes and 
recovery (   Adeponle, Whitley & Kirmayer,  2012 ).  

 Case Vignette 14-6 

 Ms. F, a 64-year-old woman from Haiti, 
was referred to the CCS by inpatient ser-
vices for a lack of response to antipsychotic 
treatment. The inpatient team hoped the 
CCS would clarify the patient’s diagnosis, 
improve the clinician–patient alliance, and 
propose a treatment plan. In addition to 
hypertension, the patient presented with the 
following medical problems: (1) She was 
on renal dialysis 3 times per week and had 
surgery to provide an AV shunt for the 
dialysis in the last year; (2) she took multi-
ple medications, including risperidone, 
citalopram, olanzapine, amlodipine, ateno-
lol, and phenytoin, among others; and (3) 
she had an elevated parathyroid hormone 
level and was scheduled for parathyroidec-
tomy. CT scan of the head was normal 
except for the incidental fi nding of a small 
focal lacuna in the right basal ganglia. The 
patient was known to be hypertensive. The 
patient was concerned about the challenges 
of dialysis and about the side effects of her 
multiple medications. Her most pressing 
complaint, however, was none of these, but 
rather had to do with the bugs or insects 
( bibittes , in Québecois French, referring to 
a small insect and also colloquially to emo-
tional distress or “black thoughts”) crawl-
ing on and under her skin. She could not 
see them because they were as small as 
“grains of sand,” but she felt them con-
stantly and was tormented by them, repeat-
edly scratching and picking at her skin in 
an effort to remove the bugs. According to 
her, these bugs originated from her rectum 
and migrated to her vagina and other parts 
of her body, especially under the breasts 
and under the arms. She also complained 
that the bugs were in her hair, on her face 
and in her internal organs. When she lay 
still she could feel them burst from time to 
time inside her, and they emitted a foul 
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odor when they broke open. The patient 
denied any such problem prior to returning 
to Montreal a month earlier from a trip to 
the USA. At that time her youngest daugh-
ter, whom she had sponsored to immigrate 
to Canada 10 years earlier, completely cut 
ties with her and denied access to the two 
young grandchildren, telling them that their 
grandmother had died. The patient tearfully 
recounted these problems and explained 
that she was depressed since the surgery on 
her arm last year, but that the feeling inten-
sifi ed since the return to Montreal last 
month. She reported poor sleep with fre-
quent wakening during the night, decreased 
appetite with an 18 kg weight loss in the 
last 2 months, loss of pleasure doing regu-
lar activities, and social withdrawal (not 
attending church every week as before). 

 By way of background, the patient’s 
husband initially left the Caribbean and 
sponsored her migration to Canada 30 
years ago, although the couple later sepa-
rated without divorcing. The husband had 
died suddenly at around the time of the 
CCS evaluation. When the patient immi-
grated to Canada, the children stayed in 
Haiti with the patient’s aunt except for the 
youngest child, a daughter, who was reared 
instead by a cousin who mistreated her. As 
funds became available, reunifi cation took 
place one child at a time over years until 
the youngest was brought to Canada only 9 
years before. The patient was a practicing 
Baptist, but had not attended church for 
several months. 

 On examination, the patient was a thin 
64-year-old woman who appeared older 
than the stated age. She initially presented 
with a bright affect despite incessant 
scratching and picking at her face. As the 
interview progressed, the patient’s 
demeanor changed. She became tearful and 
sad while discussing the rupture with her 
daughter. Her posture became stooped, with 
head hung low; arms were folded in her lap; 

and she was increasingly slow to respond. 
There was no thought disorder and no sui-
cidal or homicidal ideation, but there were 
delusional preoccupations with “bibittes” 
and the conviction that a foul odor ema-
nated from them whenever they burst under 
her skin, in her genitalia, or within her vital 
organs. The bibittes were associated with 
sensations of itching and crawling under 
the skin (tactile hallucinations or formica-
tion). Cognition was grossly within normal 
limits. Judgment was fair except that the 
patient was unable to stop scratching her 
skin in public. Insight was poor with respect 
to the invasion of her body by bugs. When 
her concern about the odor was addressed 
by asking, “So you sometimes feel dirty 
when you smell the odor?” the patient 
quickly answered, “I don’t smell bad—it’s 
the bugs that are dirty!” 

 The fi rst recommendation of the CCS 
consultant was that a general medical 
 condition had to be carefully excluded in 
this patient, especially physical sensations 
secondary to renal failure, hyperparathy-
roidism, or medication side effects. In the 
absence of medical explanations of the 
patient’s symptoms, the working diagno-
sis was major depressive disorder, single 
episode, with psychotic features (delu-
sional infestation, with formication). The 
diagnosis of primary psychotic disorder 
was not considered likely. Of especial 
importance was the loss of daughter and 
grandchildren precipitated by unresolved 
issues of  reunifi cation. In addition to 
increasing the antidepressant dose, the 
CCS team recommended to meet again 
with the patient and to focus on issues of 
mother-daughter reunifi cation and the 
patient’s withdrawal from religious life as 
precipitants and/or exacerbating factors of 
depression. A family meeting was pro-
posed with the patient’s son, who lived in 
Montreal and who was still on speaking 
terms with his mother. 

(continued)
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 Formication (sensations of insects crawling 
under the skin) is a form of paresthesia that can 
have many medical causes, including medication 
side effects, uremia, and other conditions (Blom 
& Sommer,  2012 ). The cause in this patient was 

uncertain, but the sensations themselves can give 
rise to ideas of infestation and may also occur as 
a form of delusional disorder (Freudenmann & 
Lepping,  2009 ). This patient’s condition was 
clearly exacerbated by the rupture with her daugh-
ter and grandchildren, by growing debt incurred 
since her daughter’s arrival in Canada, and by a 
longing to return to her home country. The recent 
return from a visit to the USA may have aggra-
vated an episode of depression that began the pre-
vious autumn around the time of surgery to 
provide an AV shunt for renal dialysis. 
Underpinning the patient’s sadness were problems 
connected to family, migration, and reunifi cation 
that had only partially been acknowledged let 
alone redressed (see Chapter   13    ). Once medical 
causes were ruled out, these family issues directly 
contributed to the patient’s symptoms and con-
fi rmed a fi nal diagnosis of major depressive 
disorder. Treatment recommendations refl ected 
culturally consonant themes of visiting family in 
Haiti, reconnecting to the Haitian community, and 
facilitating religious participation for the patient. 

 Although family systems issues may contribute 
to the severity or apparent intractability of severe 
mental illness, family members are not always 
available during the process of assessment or inter-
vention. In some cases, members of the patient’s 
local ethnocultural community may be engaged in 
the consultation. When differences of opinion 
between community members and the treatment 
team emerge, however, the cultural consultant 
needs to mediate and negotiate an acceptable com-
promise to assist the patient, maintain community 
ties, and avoid rejection by health  care providers.  

 At the second CCS interview, 1 month 
later, the patient was recovering from para-
thyroid surgery and experienced an exacer-
bation of the preoccupation with skin 
parasites. She sat through much of the 
interview picking her face and rubbing her 
axillae. The patient’s son, who was in atten-
dance, indicated that his mother pulled hair 
from her head and caused marks on her 
face from incessant picking. The patient 
initially preferred to remain alone in her 
hospital room, but eventually joined the 
meeting with her son. She was completely 
absorbed by somatic discomfort, but her 
occasional comments were appropriate and 
showed that she followed the conversation. 
Most of the session had to do with the fam-
ily situation, which involved a troubled 
relationship with the younger daughter 
who was on welfare and had fi nancially 
exploited her mother while attempting to 
block Ms F.’s access to her grandchildren. 
For her part, the patient missed her grand-
children, who would occasionally drop by 
her house to visit despite their mother’s 
prohibition. During most of the interview, 
especially when discussing her daughter, 
the patient sat with a stooped posture, head 
held low, tears in her eyes, and scratching 
and picking her face and body. On occa-
sion, she sighed when comments were 
made about the family diffi culties. Her 
affect brightened considerably, however, 
and she stopped the picking behavior 
entirely when discussing two themes: her 
former life in Haiti and her religious par-
ticipation. The patient was passionate about 
her religion and derived considerable sup-
port from it. Members of the church visited 
her in the hospital and prayed with her. 

 Case Vignette 14-7 

 Ms. G. was a 40-year-old woman from 
Trinidad, who had immigrated to Canada 
10 years earlier. She was brought to the 
hospital by a community social worker and 
admitted to psychiatry for symptoms of 
paranoia and angry threats toward her sis-
ter. The patient complained that her sister 
was tampering with her cell phone and tele-
vision, had been spying on her, and was 

(continued)
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monitoring her telephone calls by means of 
special technology. The patient threatened 
to beat up or even kill her sister and had 
attacked her on one occasion. Ms. G was 
experiencing poor sleep, with only about 
3 h per night over the last 2 weeks; 
decreased appetite; and depressed mood. 
There were no suicidal thoughts, no audi-
tory hallucinations, and no substance 
abuse. Her mood was dysphoric and affect 
was blunted. During an interview in the 
hospital, the patient said, “My doctor was 
treating me for one thing, but something 
else was going on.” The patient expressed 
the hope that the CCS team would under-
stand what she was really going through. 
She said, “The doctor’s treatment is not 
working—my ears are still aching because 
of my sister.” She explained that her sister 
practiced witchcraft, or Obeah. At fi rst, the 
patient didn’t realize that her sister was 
involved in the occult. Earlier in the year, 
when her sister went to Trinidad, the patient 
stayed in her apartment to tend her chil-
dren. According to the patient, the house 
smelled like urine and caused her to sneeze. 
She cleaned the place thoroughly, but when 
her sister returned she didn’t thank the 
patient for her hard work cleaning up the 
mess. Also, the sister was supposed to con-
tact the patient’s children, who still lived in 
Trinidad, while in the Caribbean, but she 
did not. As a result, long-prepared gifts 
were never delivered as previously agreed. 
The patient complained to a friend, and the 
relationship with her sister became strained. 
In this context, Ms. G. came to think that 
her sister was listening to her telephone 
conversations and blocking the telephone 
to prevent her from using the line. The 
patient knew it was witchcraft because 
there was music with a heavy beat coming 
from the telephone. She was convinced that 
her sister had been using witchcraft to harm 
her “for a long time” because of previously 
unexplained hot and cold sensations in her 

body. The patient referred to these sensa-
tions as “spiritual attacks.” She linked 
these attacks to other somatic complaints: 
“My liver is fl apping, my uterus is squeez-
ing, there is a pressure.” Despite taking up 
to 3 mg of risperidone daily, the patient 
reported no improvement in her symptoms, 
which included hearing music in her ears, 
feeling heat in her body, and thinking that 
her sister controlled “the system in the 
house” and was “involved in iniquity.” She 
said of her sister, “She’s tracking me by the 
moving lines of the telephone.” 

 When asked what would help her to feel 
better, the patient maintained that she 
would need to visit “a Spiritual Baptist per-
son” where she could fast and pray and 
receive blessings to overcome the attacks 
she was enduring. She said, “To help me, 
someone needs to know where the attacks 
are coming from. I need help when I am 
hurting.” She reported that her mother in 
Trinidad had a similar problem and met 
with “a spiritual person” to fi nd a success-
ful cure. The patient saw no difference in 
her distress with or without medication. 
She thought that her inpatient psychiatrist 
and the Euro-Canadian minister at her 
church did not know how to help her. When 
asked about the possibility of increasing 
the dose of risperidone, she refused and 
said, “Medication cannot help me—it is the 
iniquity thing.” Iniquity, on closer ques-
tioning, referred to what the patient called 
“Obeah” and the spiritual attacks arising 
from its practice by her sister. She believed 
that her sister could paralyze her by super-
natural means and make items vanish from 
her home. The patient wanted no contact 
with her sister and hoped that avoiding her 
sister would lessen the degree to which she 
was under her control. 

 At the suggestion of the CCS, the patient 
brought a friend from her religious com-
munity to a meeting with her inpatient 
treatment team, who were cautious about 

(continued)
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 In this case, the culture broker explained that 
throughout the Caribbean islands, in addition to 
Christian beliefs, there was the notion that forces 
in the spiritual realm could affect everyday life. 
As Vodou was practiced in Haiti, so Obeah was 
practiced throughout the English-speaking 
Caribbean islands. “Obeah” was a traditional 
term for witchcraft, or folk magic based on the 
belief that the forces of nature can be manipulated 
to infl uence ordinary outcomes in everyday life. 

For example, in Jamaica, children learned that a 
certain “bush” (weed, vine), when placed under a 
stone, would prevent the teacher from punishing 
students when they are late for school. Individuals 
such as the patient, who were poor and from rural 
areas, often held to these beliefs to explain mis-
fortunes and fi nd solutions to their troubles and 
affl ictions. In addition, many individuals were 
members of charismatic churches in which pro-
phetic preaching foretold of impending disaster if 
the individual member did not adhere to certain 
codes of behavior. As in other Christian denomi-
nations, guilt and other forms of psychological 
distress were expected outcomes for “a life of 
sin,” which left one vulnerable to “iniquity” and 
“chastisement from the devil.” These were some 
of the terms that the patient used to describe her 
situation. Traditionally, adherents to these prac-
tices tended to envisage catastrophic outcomes 
for individuals who for whatever reason chose to 
leave the group. Hence, when the spiritual healer 
accompanied the patient to the CCS evaluation, 
the healer embraced the patient as a lost sheep 
returning to the fl ock. The healer reassured the 
team by saying that she knew many individuals 
who were not amenable to spiritual healing, but 
the patient was likely to benefi t and even recover. 
The team felt it was important to encourage 
discussion of these treatments because to do 
otherwise was to undermine ongoing psychiatric 
treatment or follow-up. By remaining involved in 
these decisions, the treatment team could support 
the patient through the process of the spiritual 
healing while moderating interventions that 
could be excessively expensive or even poten-
tially harmful. Furthermore, continued collabora-
tion with the patient’s religious community was a 
way to encourage adherence to medication, 
remain informed of her actual medication use, 
and openly discuss her reasons for stopping the 
medication if that occurred. The clash of explana-
tory illness models, between the patient and the 
inpatient psychiatry team, caused tension and 
discomfort in this case, but did not give rise to 
gross misunderstanding, breakdown in communi-
cation, and negative stereotyping that might have 
taken place without the mediation provided by 
the CCS. In the end, the patient eventually left the 
hospital to have a Spiritual Baptist healing in 

the spiritual approach to the patient’s 
psychosis and wanted to understand what 
spiritual healing would entail. The patient 
made up her mind to seek healing from an 
authority in the “Spiritual Baptist faith” 
(as she called it). According to the friend, a 
healer in her own right, cure would only 
come by fasting and prayer. The patient 
believed that her symptoms represented 
“chastisement of the devil” and that the 
symptoms would only abate once she was 
“called back to the fold.” The friend was of 
the opinion that the symptoms were not 
chastisement per se, but were something 
else (not fully defi ned in the interview) 
deriving from Obeah and High Science, 
Caribbean healing traditions. As the friend 
repeated several times, “constant, earnest 
prayer and fasting would help remove this 
illness.” The fasting and prayer could take 
up to 21 days. The patient was to be 
secluded in a special room during this 
time and would be attended to by “nurses” 
(those who care for her, not formally 
trained nurses). The friend said that the 
patient could take prescription medication 
during the healing, but it might be stopped 
to give the spiritual healing a chance. 
“Bush,” or plant remedies, such as aloe vera, 
would also be administered to the patient. 
Despite the planned medication holiday 
during healing rituals, the patient’s friend 
agreed to help her take the medication 
regularly the rest of the time. The patient 
was determined to proceed as planned. 
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another city. She experienced a brief improve-
ment in symptoms but eventually returned to 
psychiatric care and antipsychotic medications 
with only partial remission. Fortunately, the 
patient remained on good terms with her psychi-
atrist and treatment team, and this allowed long-
term collaboration. 

 In severe mental illness, much of the work of 
CCS involves identifying major social stressors, 
helping the patient and the treatment team fi nd 
common ground despite divergent explanatory 
models, and maintaining an effective working alli-
ance with the treatment team. However, on occa-
sion cultural consultation can identify strategies to 
approach seemingly intractable problems that have 
exhaustive conventional psychiatric interventions.  

 Cases like this, with persistent self-injury, 
present great diffi culties for inpatient psychiatric 
care. The challenge for the CCS was to fi nd prac-
tical interventions that would enhance the treat-
ment team’s understanding of the patient’s 
behavior, open up the dialogue, and ultimately 
reduce self-injury. In this case, the CCS identifi ed 
several culturally based strategies to enhance the 
patient’s care. 

 While in this particular instance the referring 
team was motivated to seek cultural consultation 
due to the lack of clinical improvement, some 
inpatient teams may lose hope in the face of 
severe symptoms that are unresponsive to stan-
dard therapies. In these cases, they may not make 
a referral in the belief that little more can be done 
and that cultural interventions can only make an 
impact in patients with less biologically based 

 Case Vignette 14-8 

 Mr. H, a 45-year-old man from a rural com-
munity in China, was referred to the CCS 
from the Psychiatric Intensive Care Unit, a 
locked ward for severely ill psychiatric 
patients. He was admitted 8 months earlier 
due to command auditory hallucinations 
telling him to mutilate his body. So far, he 
had attempted to amputate one of his hands, 
perforated his bowel with a knife, and deliv-
ered serious blunt trauma to his head. No 
treatment modality had helped, including 
antipsychotic medication and electrocon-
vulsive therapy. The patient spoke of “celes-
tial friends” or spirits that were commanding 
him to carry out these acts. When asked to 
contract not to harm himself, he said, “I am 
not in a position to agree with that state-
ment.” The treatment team wondered if 
there was a religious or cultural component 
to his symptoms that they were missing that 
might facilitate recovery. 

 Over the course of the consultation, the 
treatment team expressed concern about 
how the patient hoarded food in his 
hospital room. They noted that he wanted 
to give the food to his celestial friends and 
asked for extra money to make purchases 
for them. Sometimes, he left the ward 
without permission to stare at food in the 

cafeteria. The cultural consultation team 
advised patience in this regard and 
explained that, according to Buddhist 
custom, it is common practice in some 
parts of China to offer food to the spirits of 
ancestors. If an ancestor is not buried 
properly, is not offered food or incense or 
clothes, or has no descendants to take care 
of the tomb, the spirit may become a 
“hungry ghost.” When the spirits are 
hungry, they may bother human beings to 
prompt them to make offerings. In this 
light, the treatment team was advised to 
explore the meaning of the food offerings 
along the following lines: What are the 
food offerings for? Is the patient making 
offerings to his celestial friends? If yes, 
what will the spirits do if he stops giving 
them food? Is there something he can offer 
the celestial friends that will induce them 
to stop troubling him and leave him alone? 
The CCS team suggested that the treat-
ment team negotiate an acceptable form of 
food offering with the patient. This could 
strengthen the treatment alliance and foster 
discussion about commands to self-harm 
before they take place. 
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conditions. Even in the most severe of mental 
disorders, however, cultural consultation can 
improve clinical understanding of the patient, 
provide therapeutic avenues for future investiga-
tion, and strengthen the therapeutic alliance by 
optimizing communication between the patient 
and the treatment team.  

    A Clinical Caveat 

 The very existence of a cultural consultation ser-
vice within a hospital makes cultural issues more 
salient for staff. However, cultural issues may 
sometimes function as “camoufl age” diverting 
attention from personal or systemic issues that 
patients, families or clinicians would prefer to 
ignore (see Chapter   7    ). At the same time, focus-
ing on culture may divert attention from underly-
ing medical conditions.  

 As this case illustrates, the persistent dualism 
in biomedicine may lead to dichotomous thinking 
in which the presence of family systems and cul-
tural issues interferes with the recognition of 
physical illness (Kirmayer,  1988 ; Miresco & 
Kirmayer,  2006 ). The cultural elements of the 
civil war, arranged marriage, divorce, loss of 
property, and a widowed mother had nothing to 
do with the medical causes of the patient’s 
anorexia but led the treating staff to postulate an 
eating disorder, PTSD, conversion disorder, or 
malingering. Chapter   15     presents    further exam-
ples from general hospital consultations of the 
interplay of cultural issues in medical conditions.  

    Lessons Learned 

 Patients with psychosis or other severe mental ill-
ness are challenging to assess and treat under 
routine conditions let alone when issues of 

 Case Vignette 14-9 

 Shalini, a young Sri Lankan Hindu Tamil 
woman from a high caste family, presented 
repeatedly to the hospital emergency room 
for diffi culty with her gait and low back 
pain. After many visits to the ER, she was 
noted to be emaciated with very poor appe-
tite and was admitted to psychiatry with a 
diagnosis of probable anorexia nervosa and 
personality disorder. During this hospital-
ization, a psychiatric resident referred her 
for cultural consultation as a diagnostic 
quandary with possible posttraumatic stress 
disorder added to the differential diagnosis. 

 Shalini had survived bombings and 
attacks during the Sri Lankan civil war and 
was sponsored to come to Canada with her 
husband by her mother, who was working 
at a clothing factory in Montreal. She had 
an arranged married to a young man who 
asked for a divorce as soon as he had 
secured permanent resident status in 
Canada. He kept her large dowry and had 
insisted on his ownership of her mother’s 
Sri Lankan property according to the terms 

of their marriage contract. Despite the loss 
of the family wealth, which brought pro-
found shame to her maternal extended fam-
ily, Shalini showed little concern about the 
divorce and remained focused on her phys-
ical pain. The treatment team saw her 
mother bringing her food from home and 
interpreted this as probable maternal 
enmeshment, with a working diagnosis of 
eating disorder. During the CCS consult, 
mother reported her worry that Shalini’s 
appetite had diminished and stated that she 
was trying to help her daughter gain weight 
by bringing her Sri Lankan foods. The con-
sultation found no signs of the food com-
pulsions or family dynamics commonly 
associated with eating disorders. Since 
there were no symptoms of PTSD, the CCS 
consultant suggested a more extensive neu-
rological workup. Subsequent neurological 
examination and MRI identifi ed a spinal 
tumor which accounted for Shalini’s gait 
disturbance and weight loss, followed by 
surgery leading to marked improvement. 
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 culture and migration add layers of complexity to 
the clinical picture. The following rules of thumb, 
based on the experience of the CCS, can guide 
clinicians encountering culturally diverse patients 
in general hospital psychiatry. 

  Determine before the fi rst interview whether or 
not an interpreter is needed . It is a good idea to 
inquire about language profi ciency prior to the 
patient’s fi rst appointment so that the need for 
interpreters can be determined well beforehand. 
When working with psychotic patients, profes-
sional interpreters may have diffi culty translating 
when the patient’s language is vague or incoher-
ent. The interpreter needs to convey this diffi -
culty because it provides useful diagnostic 
information. When family members are used to 
interpret, they may unintentionally obscure the 
presence of thought disorder, and other psychotic 
symptoms, by fi lling in the gaps, leaving out non-
sensical material, or organizing incoherent state-
ments, in an effort to portray the loved one in a 
favorable light.    Language barriers can magnify 
defi cits and symptoms or even make them seem 
present when none exist. On the other hand, when 
the patient is given the option of speaking through 
a qualifi ed interpreter in her mother tongue, lan-
guage that initially seems disjointed because of 
limited profi ciency may become clearer. 

  Allow suffi cient time for interviews of patients 
who speak a different language or are from a dif-
ferent culture . Scheduling extra time can prevent 
problems caused by too rapid or compressed con-
sultations that may prevent adequate assessment 
and treatment negotiation and increase the risk of 
clinical error. Allowing adequate time at the fi rst 
meeting with a patient will pay dividends in 
terms of engagement and rapport, treatment 
adherence, and assessment of suicide and aggres-
sion risk. Typically, the consultant should allow 
2 h for the fi rst meeting with any patient requir-
ing an interpreter. 

  Focus on urgent matters fi rst . Many patients, par-
ticularly immigrants and refugees, are faced with 
a variety of practical dilemmas that need to be 
urgently addressed. Resolving these issues will 

go a long way to reducing the distress of patients 
who may otherwise seem demanding or diffi cult 
to help and for whom medication, and other stan-
dard treatment modalities, may not be working 
well. For example, an upcoming immigration 
hearing for a refugee claimant is such a momen-
tous event that virtually every other consideration 
is of secondary importance. Planning ahead for 
the hearing, including recommending a desig-
nated representative for patients unable to relate 
their story unassisted and providing letters of 
support, may be as important as providing appro-
priate medication and obtaining an interpreter 
(see Chapter   12    ). Other urgent matters that can-
not be neglected include fi nding competent legal 
counsel, procuring health care coverage, fi nding 
shelter and other basic necessities, and, for some 
patients, securing a work permit. 

  Adopt a respectful ,  nonjudgmental clinical stance . 
The temptation among many clinicians, when the 
language, culture, and religion of a patient are dif-
ferent from those of the treating clinician, is to 
assert the supremacy of the psychiatric model in 
the assessment and treatment of mental disorder. 
The complexity of the patient’s experience, 
including their cultural idioms of distress and 
modes of illness experience, can be simplifi ed by 
mapping them onto the signs and symptoms of 
specifi c diagnostic entities. However, straining to 
fi t every patient with severe mental illness into the 
neatly demarcated categories and rubrics of psy-
chiatry ignores much potentially vital clinical 
information that is associated with culturally dis-
tinctive symptoms, idioms, and explanations. 
Careful exploration of the patient’s and family’s 
own understanding of psychiatric symptoms and 
their efforts to deal with distress through cultur-
ally based coping strategies or various forms of 
healing practice will convey respect for the patient 
and their family, building trust and a working alli-
ance, which can improve treatment adherence and 
clinical outcomes. In contrast, disinterest, exces-
sive criticism, or outright dismissal of patients’ 
alternative explanations, coping strategies, and 
uses of complementary or traditional treatments 
will risk polarization, alienation, and breakdown 
of the alliance, with discontinuation of treatment. 
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 Sometimes patients or their families may 
reveal explanations of symptoms that strike the 
clinician as wrong, absurd, or even harmful. 
Suspending judgment long enough to understand 
the personal and social meaning of these explana-
tions and their relationship to broader ethnocul-
tural values and perspectives may be essential to 
maintaining a therapeutic relationship and infl u-
encing the patient’s care. Traditional and alterna-
tive therapies should not be dismissed out of hand, 
but should be discussed and explored before 
endorsing or discouraging them as part of the 
patient’s treatment. Care should be taken to show 
respect and genuine curiosity in relation to reli-
gious beliefs and practices of patients with mental 
disorders and their families so that appropriate 
community supports may be uncovered and mobi-
lized. Religious communities are far more likely 
to be helpful resources than they are to confl ict 
with psychiatric care, although some degree of 
mutual suspicion between psychiatric and tradi-
tional practitioners is common. The wise clinician 
will recognize that culture gives contextual mean-
ing to symptoms, and understanding these mean-
ings opens the way to negotiate bridges between 
worldviews or modes of coexistence, rather than 
conquering, colonizing, or converting the other to 
the viewpoint of biomedicine and psychiatry. In 
patient-centered care, the aim is shared decision-
making in which appropriate treatments are 
offered rather than imposed and patients remain 
active partners in their own care and recovery. 

  Recognize that patients and families are usually 
trying the best they can ,  even when their efforts 
seem ill - informed or ineffectual . Barriers to men-
tal health care arise when immigrants and refu-
gees unwittingly seek help, or conduct themselves, 
in ways that may not be generally accepted in 
their new country. Examples include missing 
appointments or arriving late for appointments; 
not understanding the purpose of the consultation; 
forgetting to obtain medical reports, insurance 
forms, or other important papers; bringing small 
children along to the evaluation with no one to 
tend them; refusing to allow the interpreter into 
the consultation; insisting on speaking limited 

English rather than speaking through the available 
interpreter; and refusing to divulge key informa-
tion for fear that it will not be kept in confi dence. 
All of these challenges to clinical and bureaucratic 
routines can be understood in relation to divergent 
culturally based realities and expectations, and 
they should not be too readily interpreted as evi-
dence of a lack of motivation, interest, or engage-
ment in treatment. Maintaining a respectful, 
sympathetic attitude toward the social predica-
ments of minorities, immigrants and refugees will 
go a long way toward gaining their trust. Most 
problems can be resolved, if given suffi cient time 
and attention by sympathetic clinicians who adopt 
a fl exible stance, within the health care system. 

  Appreciate that recovery will take place through 
understanding and respect . The assignment of 
psychiatric diagnoses is not only dependent on 
the symptoms elicited from patients during the 
clinical evaluation, but also on the assumptions 
and biases of the clinician. There is evidence for 
systematic biases in diagnosis due to racial ste-
reotypes and other factors (Adeponle, Thombs, 
Groleau, Jarvis & Kirmayer,  2012 ). When work-
ing with patients from racialized groups, 
migrants, and other minorities with severe men-
tal illness, caution should be the rule to avoid 
hasty decisions that risk misdiagnosis and inap-
propriate treatment. By taking the time to work 
with professional interpreters, and by making an 
effort to understand the everyday social predica-
ments of patients from marginalized, racialized, 
and other minority groups, the clinician can pro-
mote trust, respect, and positive therapeutic alli-
ance that will allow the best possible clinical 
outcomes. The collaboration of family and com-
munity are essential to recovery from mental ill-
ness throughout the world, and their perspectives 
should be engaged to insure that patients receive 
appropriate support and maximize avenues to 
social reintegration after discharge from the 
hospital (Adeponle, Whitley, & Kirmayer,  2012 ). 
True recovery then will be possible as alternate 
explanations of illness enter the clinical dia-
logue and the use of the range of culturally con-
sonant coping strategies and forms of healing, 
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some of which may fall outside the traditional 
purview of psychiatry and medicine, are given 
due consideration.  

    Conclusion 

 Cultural consultations in hospital settings may be 
especially diffi cult to carry out because of time 
constraints, confi ned or awkward interviewing 
space, lack of language interpreters, and the sever-
ity of psychiatric illness in hospitalized patients. 
Table  14.2  summarizes strategies to address 
some of the constraints of the hospital setting.

   Given the time pressure inherent to emergency 
care, basic elements of cultural consultation, 
including the use of language interpreters and 
culture brokers, may be diffi cult to implement 
systematically. Hence, in the emergency depart-
ment, the clinician may need to use generic strat-
egies of inquiry to achieve initial crisis 
intervention while opening the door to more sys-
tematic evaluation at a later date. 

 Inpatient services, on the other hand, although 
lacking in privacy and preoccupied by the dis-

charge of patients, may allow a more systematic 
approach to the assessment of cultural factors in 
the diagnosis and treatment of patients. Inpatient 
hospitalization typically lasts for days or weeks, 
so that a cultural consultation team may have suf-
fi cient time to make a contribution. Hospital 
admission opens the opportunity for repeated 
meetings with the patient. Family or community 
members may be brought to provide additional 
information or contribute to discharge treatment 
planning. Successful consultation with inpatients 
requires close collaboration with the treatment 
team. Indeed, a systemic approach that under-
stands the reasons for referral and impasses in 
treatment as arising from interactions between 
the patient and the treatment team may offer 
fresh insights and possibilities for intervention. 

 While the challenges of cultural consultation 
in hospital settings are formidable, even minor 
interventions can signifi cantly infl uence patient 
diagnosis, care, and outcome. Untying the 
Gordian knot of cultural consultation in hospital 
settings is possible if the consultant adopts a 
patient, fl exible attitude in the face of challenging 
diversity.    

   Table 14.2    Strategies to address the constraints on cultural consultations in hospital settings   

 Time pressure  Physical space  Interpreters  Severe illness 

 Before the 
consultation 

 Clarify when the 
patient is due to 
be discharged 

 Clarify where the 
consultation will take 
place 

 Explore every 
available resource 
to insure that 
a professional interpreter 
will be present, if needed 

 Thoroughly review the 
patient’s chart to map the 
timeline of past diagnoses 
and treatments and 
reconsider the rationale 
for specifi c diagnoses 
and interventions 

 Be clear about 
when the cultural 
consultation can 
realistically be done 

 Request a quiet room 
where the evaluation 
can proceed in an 
unhurried and private 
manner 

 During the 
consultation 

 If needed, ask the 
treatment team if the 
patient may be kept in 
hospital for a few more 
days to allow 
completion of the 
evaluation 

 Make every effort to 
ensure the patient’s 
comfort 

 Make the interpreter 
an integral part 
of the cultural 
consultation team 

 Follow the lead of the 
patient regarding the pace 
and depth of the inquiry 
and limit the duration of 
the interview accordingly 

 Make certain the 
cultural consultation 
team feels safe 

 After the 
consultation 

 Comment in the report 
on the effect of time 
constraints on the 
consultation 

 Comment in the report 
on the effect of the 
physical space on the 
interview process 

 Comment in the 
report on how 
the presence (or lack) 
of a professional 
interpreter affected the 
cultural consultation 

 Comment in the 
report on how the severity 
of the patient’s symptoms 
infl uenced the cultural 
consultation 
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        Clinicians working in general medical settings 
encounter many patients whose linguistic and 
cultural backgrounds are relevant to their care. 
Clinicians may attribute diffi culties in communi-
cation, assessment, treatment negotiation or 
adherence to cultural factors and request a 
 cultural consultation if this service is available. 
Carrying out cultural consultations in general 
medicine may differ in some respects from work 
in psychiatric settings. In this chapter, we 
describe some common issues and considerations 
in cultural consultation in general hospital and 
outpatient general medicine settings based on our 
experiences with cultural consultation services in 
Montreal and Geneva. 

 In some respects, cultural consultation is 
similar to other forms of consultation in medi-
cine offered by cardiologists, endocrinologist, 
neurologists and many other specialists 

   (Kirmayer, Groleau, Guzder, Blake, & Jarvis, 
 2003 ). General internists and primary care phy-
sicians are accustomed to asking specialists for 
advice, assessment and help with the treatment 
of patients with complex medical problems. The 
consultant may simply discuss the case with the 
referring clinician, undertake comprehensive 
assessment and treatment planning, follow the 
patient with the referring clinician (in a form of 
collaborative care) or entirely take over manage-
ment of the case when the problems are espe-
cially complex and/or focussed on one organ 
system. In hospital settings, psychiatric consul-
tants may have liaison roles with specifi c units, 
teams or programs to provide ongoing consulta-
tion, training and support (Amos & Robinson, 
 2010 ; Stern,  2010 ). 

 Despite the familiarity of the consultation pro-
cess, implementing cultural consultation in gen-
eral medical settings poses unique challenges. 
Cultural consultation relies on the referring clini-
cian’s ability to recognise the need for cultural 
expertise. While physicians are trained to iden-
tify problems for which specifi c types of medical 
expertise are relevant, they usually are much less 
familiar with the indications for  cultural consul-
tation. Indeed, primary care  physicians’ concep-
tualizations of culture may be vague or based on 
common stereotypes of race and ethnicity 
   (Rosenberg, Kirmayer, Xenocostas, Dao, & 
Loignon,  2007 ). As with referrals to any special-
ized service, consultation requests may some-
times mask more basic  diffi culties in clinical 
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management or the need for resources that are 
scarce or diffi cult to fi nd. In addition to the 
explicit reasons for referral, as the case unfolds, 
additional reasons for the  consultation may 
emerge, including linguistic barriers, economic 
problems, social or administrative diffi culties, 
patient mistrust of health professionals, institu-
tional barriers, experiences of discrimination and 
untreated psychiatric conditions. 

 Medical diagnosis relies on identifying 
 clusters of physical symptoms and signs and 
measuring biological markers or parameters 
with laboratory tests. Diagnosis then leads to 
specifi c treatment based on scientifi c evidence 
and expert consensus. There is a tacit assump-
tion that the processes of diagnosis and treat-
ment, as well as the underlying mechanisms of 
disease progression and treatment response, are 
independent of cultural factors (Taylor,  2003 ). 
While there is recognition of some variation of 
diseases in specifi c populations, this is generally 
understood in terms of genetic variation or envi-
ronmental exposures to toxins or infectious 
agents. Perhaps because of this assumption of 
universality, cultural consultation requests in 
general medicine usually do not focus on diag-
nostic issues but tend to involve patients with 
very complex management issues. When explic-
itly cultural issues arise, these are often related 
to clinicians’ diffi culties applying the usual bio-
medical approach to care for the patient 
   (Wachtler, Brorsson, & Troein,  2006 ). The con-
sultation request may request help in “taking 
care of the cultural  problem,” with the assump-
tion that once culture is dealt with, conventional 
biomedical knowledge will be suffi cient to 
guide clinical care. The consultant, on the other 
hand, may see the need to more thoroughly 
rethink the nature of the patient’s diagnoses and 
treatment. In such circumstances, the agendas of 
the cultural consultant and the referring physi-
cian may diverge and will need to be renegoti-
ated. In any case, in general medicine settings, 
the cultural consultant acts in much the same 
way as a liaison consultant, keeping in mind that 
his main client is the referring clinician rather 
than the patient. The aim is to support the clini-
cian and transfer knowledge and skills to 

enhance the referring clinician’s capacity to pro-
vide appropriate care. Although some patients 
may view the consultant as a co-therapist, this is 
not the intended role. Rather, the cultural con-
sultant aims to assist the referring physician in 
providing appropriate care by providing cultural 
information to contextualise the patient’s prob-
lems and clinical strategies for intervention 
through a didactic model using the cultural 
formulation. 

 At the Montreal CCS, referring clinicians 
address consultation requests to an administra-
tive coordinator, who in turn organizes the meet-
ing between the patient, a cultural consultant and 
a culture broker with knowledge of the patient’s 
cultural background and community. After one 
or several meetings with the patient, initial 
 recommendations are given to the referring clini-
cian. The referring clinician is then invited to 
attend the CCS multidisciplinary team meeting 
to further discuss the case and receive recom-
mendations. Most clinicians are not able to 
attend these case conferences because of their 
own busy schedules, but when the case is partic-
ularly challenging, a member of the primary care 
team may attend. After the case conference, a 
written report detailing the cultural evaluation 
and the recommendations is prepared and sent to 
the referring clinician. About half of the requests 
for consultation come from hospital-based 
 clinics but only about 10 % are from medical 
inpatient services. 

 At the Geneva University Hospitals (HUG), in 
Switzerland, a transcultural consultation service 
(TCS) was initiated in 2007 by the fi rst author, a 
physician specialized in internal medicine and 
trained in cultural psychiatry, with the collabora-
tion of a medical anthropologist, also responsible 
for coordinating interpreter services at the HUG 
(Dominicé Dao,  2009 ). The structure of the TCS 
was based on the Montreal CCS model. Some 
adaptations were made to fi t the local setting, 
guided by the results of a formative research 
study investigating the needs of health care work-
ers at the HUG for assistance with diffi culties 
related to intercultural work. 

 Geneva has a population of about 470,000, 
including 40 % non-Swiss residents, the majority 
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with long-term working permits, and a much 
smaller proportion of short-term international 
civil servants, and still smaller groups of asylum 
seekers and undocumented workers (Offi ce 
Cantonal de la Statistique, Genève, 2012;   http://
www.ge.ch/statistique     Bureau d’Intégration des 
Etrangers,  2003 ). Although there is a historical 
tradition of receiving immigrants—Geneva has 
had more than 30 % of foreigners for over four 
centuries—the federal immigration policies have 
often been quite restrictive. Currently, foreigners 
come from about 190 countries; though 75 % 
come from European nations, an increasing pro-
portion are non-European immigrants. 

 The HUG, one of fi ve university hospital 
centers in Switzerland, includes a network of 
eight hospitals, providing 700,000 hospital days 
and 900,000 outpatient consultations in 2011 
(HUG, Facts and Figures of HUG, 2012). It is 
the only public hospital network in Geneva and 
receives joint fi nancing by state subsidies and 
fee for service from mandatory private health 
insurance. Cultural diversity is strongly repre-
sented both in staff and patients, with 51 % of 
each group being foreigners (HUG, Réseau 
santé pour tous, 2012) and 39 % of patients and 
18 % of staff speaking a fi rst language other than 
French (Hudelson, P. Enquête de prise en charge 
des patients migrants, 2010 (unpublished); 
Données linguistiques HUG, 2012 (unpub-
lished)). In the early 1990s, the HUG introduced 
interpreter services free of charge for patients 
(Bischoff, Tonnerre, Eytan, Bernstein, & 
Loutan,  1999 ; Loutan, Farinelli, & Pampallona, 
 1999 ). The HUG also offers facilitated access to 
care to specifi c underserved populations; con-
sultation services for asylum seekers and for 
undocumented migrants were established in 
1993 and 1996, respectively. There has been 
little institutional attention given to culture per 
se at the HUG, but there have been several ini-
tiatives by individuals. A pioneer consultation 
program in cultural psychiatry was created in 
1985 by Dr. Jacques Arpin but was discontinued 
after his departure from the HUG. Since 2008, 
there has been an ethno-psychoanalysis consul-
tation program in the Department of Child and 
Adolescent Health. 

 The Geneva TCS comprises three frontline 
consultants: a physician (an internal medicine 
specialist, trained in cultural psychiatry), a medi-
cal anthropologist and a nurse specialized in 
community health care. A small pool of culture 
brokers has been identifi ed, in the community, 
among hospital interpreters and hospital person-
nel. Culture brokers bring their expertise to the 
consultation, either during the evaluation process 
or during the case discussion. Cases are discussed 
twice monthly with a multidisciplinary team of 
health professionals working closely with immi-
grant patients in Geneva. The composition of 
this group has varied over time and has included 
institutional and private psychiatrists, pediatric 
nurses, family doctors, a public health specialist, 
a sociologist and a chaplain. The referring clini-
cian is encouraged to attend the case conference. 

 Because of the frequent co-occurrence of cul-
tural and psychiatric issues, several experienced 
psychiatrists were included in the multidisci-
plinary team. The cultural consultation reports 
prepared by the TCS are integrated in the patient’s 
electronic medical record at the HUG, as with 
other specialist consultation reports. This integra-
tion of the report in the medical record allows for 
the patient’s personal and cultural information to 
be available to all hospital clinicians as needed. 
Exceptions to this procedure are made for confi -
dential information about sensitive issues that the 
patient does not wish to reveal openly (e.g., rape, 
family secrets). Careful attention is given to avoid 
stereotyping the patient’s culture and to focus 
attention on the patient’s unique predicament. 
Clinicians appreciate being able to go back and 
read the report, especially with chronic patients 
who are often readmitted. Some clinicians have 
found the report long, and we now include a sum-
mary of key points at the end. 

 In Geneva, an analysis of the fi rst 5 years of 
activity (2007–2011) revealed that the vast major-
ity of consultation requests (80 %) were made by 
physicians, with the remaining requests coming 
from nurses, social workers and psychologists. 
The Department of Internal Medicine and the 
Department of Community Medicine and Primary 
Care requested two-thirds of the TCS consulta-
tions. Fifty-eight percent of consultations were 
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made for hospitalized patients. In Montreal, of the 
patients referred to the CCS from medical wards 
or outpatient clinics, about 1/3 were referred by 
family physicians or GPs, 1/3 by nurses and 20 % 
from other medical practitioners. The remaining 
20 % were referred by social workers or mental 
health professionals (psychiatrists and psycholo-
gists). Fully 77 % of referrals were labelled urgent 
or ASAP. The most common explicit reasons for 
referral were help in clarifying diagnosis (60 %), 
treatment planning (60 %), clinician patient com-
munication (25 %), issues related to immigration 
or refugee claim (12 %) and treatment adherence 
(8 %). An interpreter was requested by the refer-
ring clinician in 57 % of cases and one had been 
used in the past in 22 % of cases. 

 In Geneva, the three most frequent reasons for 
referral were (1) diffi culties understanding 
patients’ explanatory models, expectations or 
comprehension of disease; (2) patient refusal of 
an intervention or nonadherence to treatment; and 
(3) the referring clinician’s need for more knowl-
edge about social and cultural factors infl uencing 
the case. Confl icts with patients or patients’ fami-
lies, which the referring clinician attributed to cul-
tural issues, were also a frequent reason for 
referral. Diagnostic issues, whether absence of or 
unclear diagnosis, were less frequent reasons for 
referral, probably related to the fact that, unlike 
the Montreal CCS, the Geneva TCS is not geared 
toward providing psychiatric evaluations. 

 The cases referred to the TCS often involved 
wider issues that made their clinical management 
especially challenging, such as the presence of 
violence or a life-threatening illness, unresolved 
confl icts within the health care team itself or 
institutional barriers to care. These were not 
directly related to cultural differences between 
the patient and health care provider but interacted 
with social and cultural contextual issues. The 
consequences for the clinician of this complexity 
included feelings of distress, frustration, incom-
petence, helplessness and exhaustion. These 
emotions sometimes led clinicians to blame or 
discredit patients or to overemphasize cultural 
factors as a defence against the threat to their pro-
fessional competence (Cohen-Emerique & Hohl, 
 2004 ; Leanza,  2005 ). 

    Diffi culty Understanding the 
Patient’s Explanatory Model 

 A very common reason for referral emerges from 
the referring clinician’s impression that the 
patient’s explanatory model of illness differs 
from the physician’s biomedical paradigm, 
whether in terms of causes and consequences of 
illness, or expectations for health care and appro-
priate treatment. The origins and implications of 
these differing explanatory models have been the 
focus of much research in clinically applied med-
ical anthropology (Cooper, Harding, Mullen, & 
O’Donnell,  2012 ; Dein,  2004 ; Helman,  1985 ; 
Kleinman, Eisenberg, & Good,  1978 ; Weiss & 
Somma,  2007 ; Weller, Baer, de Alba, Garcia, & 
Salcedo Rocha,  2012 ).  

 Case Vignette 15-1 

 Souleymane was a young Muslim man 
from Senegal who was perfectly fl uent in 
French and fi nishing his Masters’ degree in 
microbiology at a local university. He had 
been hospitalized with pulmonary tubercu-
losis without improvement despite 3 weeks 
of antibiotics. The infectious disease team 
believed his TB could be a sign of HIV 
co-infection, but Souleymane refused HIV 
testing, arguing that his long-term girlfriend 
tested negative and that he therefore could 
not possibly have the disease. He also indi-
cated that his circumcision was a preventive 
factor against catching HIV and, fi nally, 
that he could tell if someone was infected 
by HIV. These statements shocked the 
health care team: they thought Souleymane 
would share their biomedical model of 
 disease in light of his extensive scientifi c 
training. They were also concerned because 
the patient had had no visits from family or 
friends over the past 3 weeks of hospitaliza-
tion and believed that he was quite dis-
tressed by this despite his denial. 

(continued)
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 Souleymane’s story illustrates a number of issues 
that may provoke negative attitudes in the health care 
team: his rejection of conventional  procedures and 
intervention, the divergence of his explanatory model 
of illness from biomedical models (despite his exten-
sive education in biomedical principles), visible 
minority status, stereotypes about the high preva-
lence of HIV in Africans and the symbolic impact of 
the quarantine of a contagious patient. The combina-
tion of these factors complicated the relationship 
with the medical team. Indeed, Souleymane’s overt 
mistrust of the team may have been triggered by his 
accurate perception of the team’s negative attitudes. 

 Increased understanding of the patient’s 
 perspective obtained through the consultation helped 
the team to tolerate his refusal and diminished their 
stereotyping. The consultant proposed a strategy—
conducting an anonymous HIV test (a standard pro-
cedure at the outpatient clinic)—which allowed the 
patient to control information about his HIV status. 
In addition, the patient’s family in Senegal per-
formed a number of traditional rituals to counteract 
a possible curse. The patient slowly improved and 
was discharged without the team learning of his HIV 
status. As in many cultural consultations, a crucial 
effect of the intervention was to avoid a polarized 
“either/or” situation in order to help the referring 
team maintain a working alliance with the patient.  

    Treatment Refusal 
and Nonadherence 

 Adherence to treatment is infl uenced by many 
factors including patients’ own explanatory mod-
els and their understanding and acceptance of the 
biomedical explanation and the clinician’s 
authority. However, adherence also refl ects 
lifestyle, habit, routines, commitments and iden-
tities that must be renegotiated particularly with 
severe, chronic or life-threatening illness 
(Groleau, Whitley, Lesperance, & Kirmayer, 
 2010 ). Treatment refusal or nonadherence to 
treatment recommendations, therefore, may be 
related to differences in explanatory models of 
illness, but these differences are often intermixed 
with other issues such as linguistic barriers, 
social stressors, economic diffi culties or familial 
roles and authority in decision-making.  

 During the TCS evaluation, Souleymane 
emphasized that he belonged to a privi-
leged social stratum in his country of 
origin. He raised this because it was his 
impression that the team stereotyped all 
Africans as poor and uneducated. He 
believed that he had caught tuberculosis 
through lab work with infected specimens 
instead of in his country of origin, as none 
of his relatives had been infected. He also 
felt that the team’s hypothesis that he 
might have HIV was evidence of preju-
dice against Africans. He noted, accu-
rately, that epidemiological data indicated 
that the prevalence of HIV in his country 
was only 1 %—a rate identical to that in 
Switzerland. The interview revealed that 
the patient’s use of the biomedical model, 
acquired through his studies, coexisted 
with other explanatory models. While he 
recognized and employed the microbio-
logical model of tuberculosis, he also 
stated that “illness was the will of God.” 
The TCS team explored with him the 
possibility that he might be the target of 
jealousy because of his enviable socioeco-
nomic position. In many African tradi-
tions, such envy can provoke sorcery 
attacks leading to illness. In fact, this was 
his mother’s explanation for his illness; 
Souleymane himself, though, was not sure 
whether to believe it. He stated that after 
having lived a third of his life in Europe, 
he had lost familiarity with this type of 
traditional explanation. However, he 
acknowledged he was preoccupied with 
this possibility and was having frequent 
nightmares related to this fear. 

 He had shared the tuberculosis diagnosis 
with his family by telephone, but he had not 
informed his local friends and colleagues 
because he feared the stigma attached to 
this disease. He was very reluctant to have 
the HIV test because of his fear that a docu-
mented positive test would eliminate his 
chances of fi nding a job, which was essen-
tial in order to support his family. 
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 In the case of Lindita, the medical team was 
confronted with a patient who refused to take the 
medication prescribed and to adhere to medical 
recommendations to avoid pregnancy. They did 
not mention some of the other obviously impor-
tant issues: the emotional impact of the recent 
diagnosis of a severe chronic, debilitating condi-
tion in a young, previously healthy woman and the 
diffi culties the patient and her family had accept-
ing this diagnosis and planning and  providing for 
her future. As with many requests for cultural con-
sultation, the referring team hoped for a cultural 
solution for what was, in fact, a clinical dilemma 
frequently encountered with patients from any 
background. In such cases, it may be unclear 
whether it is the diffi cult situation itself that brings 
clinicians to consider the cultural difference or if 
the cultural differences really add a layer of 
 complexity to an already challenging situation.

  In this vignette, the cultural evaluation identi-
fi ed several important issues that contributed to 
the patient’s apparent non-adherence to treatment: 
linguistic barriers in communicating with the 
patient and her family, their lack of knowledge of 
biomedicine and bodily anatomy, strong cultural 
and family values surrounding marriage and fertil-
ity and group rather than individual decision- 
making. In many cases, the cultural formulation 
uncovers a divergence of explanatory models of 
illness between patient and health care providers 
(Bhui & Bhugra,  2004 ). Addressing divergent 
explanatory models is not simply a matter of edu-
cation or health literacy. Explanatory models of 
illness are often embedded in or closely linked to 
wider personal and social issues that must be con-
sidered if medical information is to be conveyed in 
ways that are intelligible and credible to the patient 
and effective in changing health behavior. 

 Case Vignette 15-2 

 A request was made by the inpatient inter-
nal medicine team to evaluate Lindita, a 
young unmarried woman from Kosovo 
who was hospitalized for incapacitating 
dyspnea. The workup showed that she was 
suffering from severe  arterial pulmonary 
hypertension with no identifi able cause. 
The consultation request was made because 
the patient refused to take the anticoagulant 
medication prescribed by the pulmonary 
specialist. The treatment team was also 
worried because neither Lindita nor her 
family would give up the idea of a future 
pregnancy, despite perinatal mortality rates 
estimated as high as 40 % in this condition. 
One of the pulmonary specialists feared 
that Lindita would disregard their medical 
advice and get pregnant anyway. The ques-
tion to the TCS was whether cultural fac-
tors were present that infl uenced the 
patient’s understanding of the diagnosis 
and acceptance of treatment recommenda-
tions. The medical intern in charge on the 
ward believed that the team’s diffi culties 
were related to the fact that Lindita’s cul-
ture of origin greatly valued motherhood. 
The team expected the TCS to provide 
them with cultural information and alterna-
tive strategies to better manage the case. 

 Although Lindita was quite fl uent in 
French, she had little formal education and 
could read neither French nor Albanian. 
She did not understand the nature of this 
disease and had a simple, mechanistic view 
of her body, thinking that “broken parts can 
be fi xed.” She did understand and agreed 
she should not get pregnant while on the 
medication but feared that the teratogenic 
effects of taking medication would be 
 permanent, even if she eventually stopped 
taking the medication. Her family was 
extremely worried about her future mar-
riage prospects and supported her refusal to 
initiate treatment. Organizing meetings 
between the extended family and the medi-
cal team in the presence of an interpreter, 

guiding the medical team on how to deliver 
simplifi ed explanations of her disease, and 
focusing on the illness and the threat it 
posed to Lindita’s health, rather than on the 
confl ict around the treatment, helped the 
team, the patient and her family to negoti-
ate common treatment goals. 
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 Situations in which patients refuse treatment 
or other aspects of care are frequent reasons for 
 cultural consultation. The referring team may have 
an almost magical wish that the cultural consultant 
will change the patient’s mind. The consultant then 
must redefi ne his role as providing information 
that will allow a broader perspective and better 
understanding of the patient. Sometimes alterna-
tive strategies can be found to reach the clinician’s 
goal of behavioral change, while in other cases an 
alternative goal must be negotiated.  

 Several issues were at stake in this patient’s 
rejection of dialysis: general compliance issues 
in chronic illness, denial or minimization of his 
condition, positive prototypes of illness leading 
to expectations of good outcome, questions of 
authority in decision-making and possibly alter-
native explanatory models (although the patient 
was not keen to discuss sorcery and traditional 
treatments with the European doctors). Again, 
some of these issues are inherent to any treatment 
of a chronic condition; others are more specifi -
cally cultural, such as the weighing of medical 
authority against other sources of knowledge or 
experience. It was also evident that the patient 
suffered from his loss of socioeconomic status 
and lack of recognition of his educational attain-
ment in Switzerland. Recommendations made to 
the team refl ected these multiple issues. We sug-
gested including the hospital chaplain in the 
patient’s care and she became a major resource 
for the patient and the team. We encouraged the 

 Case Vignette 15-3 

 Severin, a 45-year-old man from Angola, 
who had left his country 10 years ago 
because of the civil war, had been diag-
nosed with HIV 4 years earlier. He had 
taken antiretroviral (ARV) therapy regu-
larly until 1 year ago when he stopped tak-
ing it in the context of economic diffi culties 
paying for his health insurance. His kidney 
function had declined to the point where he 
was in terminal renal insuffi ciency, for 
which he was admitted to hospital. The 
nephrologists wanted to start dialysis, but 
he fl atly refused. He questioned the author-
ity of the physicians, declaring that he was 
ready to resume taking ARVs, which he 
believed would undoubtedly improve his 
kidney function enough to avoid dialysis. 
The medical team requested a TCS consul-
tation to “convince the patient to start 
 dialysis.” The consultant renegotiated the 
initial goal as an exploration of the patient’s 
perspective behind the refusal. 

 Severin understood his medical situa-
tion quite well and acknowledged the pros-
pect of his dying due to kidney failure in 
the absence of treatment. There was no lan-
guage barrier. He had searched the Internet 
for further information and discussed the 
issues with his cousin who was a physician. 
However, he maintained an extremely opti-
mistic view, grounded in his Christian faith 
which gave him hope and strength. He also 
pointed out that he was highly educated 
and held a university degree. He believed 

that if he took the ARV medication regu-
larly, his kidney function would improve, 
arguing that he already felt better after 1 
week of therapy (and indeed his blood 
chemistry results were improved). He gave 
several examples of miraculous recoveries 
of relatives with HIV in Africa. He also 
gave the example of his father, who suf-
fered all his life from a severe chronic con-
dition, which he believed to be infl icted by 
sorcery and nevertheless died of old age. 
Severin evaded our questions about whether 
sorcery could have anything to do with his 
own illness. He considered the doctors’ 
attitude as paternalistic and dismissive of 
his faith and his university education. He 
sensed, quite accurately, that they did not 
trust that he would comply with his medi-
cation. His mother and siblings, who were 
continuously present during the hospital-
ization, supported his decision to not start 
dialysis. Presented with different possible 
outcome scenarios, he agreed that if things 
got worse, he would reconsider dialysis. 
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team to consider the patient a valid partner in 
clinical decision-making, recognizing his active 
role in information seeking, by proposing rele-
vant sources to augment his knowledge of kidney 
failure and bringing him to visit the dialysis unit. 
The team collaborated with his family doctor and 
negotiated regular follow-up after his discharge. 
Despite initial improvement, several months 
later, after further worsening of his blood chemis-
try, he accepted dialysis.        

    Clinicians’ Requests for Cultural 
Information 

 Often clinicians request cultural information 
about patients, with the hope that increased 
knowledge of cultural context will help them 
understand their patient. We are particularly 
attentive to these requests because they may raise 
several problematic issues. One is that clinicians 
tend to consider the patient as sole recipient of 
“culture”, neglecting their own background 
which is taken for granted. There is a risk of 
“over- culturalizing” the patient or focusing on 
the “exotic”. Another danger of providing cul-
tural information about a certain group is that of 
 stereotyping and generalizing aspects of culture 
which may not apply to the patient. 

 One task of the consultation, therefore, is to 
clarify which specifi c aspects of the patient’s cul-
tural background or current context are of interest 
to the referring clinicians and why they believe 
these factors might be relevant to the patient’s 
situation.    In place of an exclusive focus on the 
patient’s cultural background, we then attempt to 
frame the problem in terms of interactions 
between the two equally legitimate cultural con-
texts of the patient and the health care team. 
Finally, we often bring to the attention of the 
 clinician the importance of the culture of 
 biomedicine and how their own assumptions or 
routines might contribute to the current diffi culty. 
Of course we are careful to verify with the patient 
the pertinence of any general statements provided 
by the culture broker. Most of the time, the con-
sultation sheds light on the patient’s particular 
personal predicament, which takes precedence 
over more general cultural matters. 

 When similar clinical diffi culties arise with 
patients from a certain background, the request to 
the TCS may concern a whole group of patients 
or a community. This is illustrated in the follow-
ing vignette.  

 Case Vignette 15-4 

 The Division of Pneumology requested a 
consultation after identifying a cluster of 
tuberculosis cases in an immigrant commu-
nity and recognizing that social relation-
ships existed between several patients. 
They specifi cally wanted to understand this 
community in terms of demographics, 
socioeconomic background, access and 
barriers to care. They also wanted to deter-
mine if cultural factors constituted obsta-
cles to effi cient contact tracing procedures 
and what culturally congruent strategies 
could help to overcome any obstacles. 
(To avoid stigmatization of this commu-
nity, it will not be named.) 

 The TCS provided detailed information 
about the profi le of this specifi c community 
and identifi ed several issues that likely 
played a role in the diffi culties related to 
contact tracing. First, there was intense 
stigma attached to the diagnosis of tubercu-
losis, which was considered a “dirty and 
sinful disease” which would bring shame 
and social exclusion. There were also lin-
guistic barriers due to patients’ reluctance 
to work with interpreters because of confi -
dentiality issues in a small community, so 
that patients and health care professionals 
both used a third language that neither was 
fl uent in, which undermined mutual com-
prehension. Differences in communication 
style, i.e., the fact that bad news should 
 traditionally be given in an oblique and 
indirect manner, further complicated the 
social worker’s task, as she was asked to 
contact all potential contacts by telephone 
to invite them to receive tuberculosis test-
ing. Patients found this unacceptable and 
thus did not give any names of contacts. 

(continued)
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 In this case knowledge of the social dynamics 
of the community and more specifi c information 
about the meanings and stigma attached to TB 
were essential to providing useful consultation to 
guide a public health intervention (Tardin, 
Dominicé Dao, Ninet, & Janssens,  2009 ). In sev-
eral other situations, transcultural consultation 
requests about a specifi c community or repeated 
consultations for the same issue in similar 
patients revealed structural problems in the care 
to these patients, in addition to salient cultural 
issues within the patients’ community (Dominicé 
Dao et al.,  2010 ).  

    Confl icts with Patients’ Families 

 Although family medicine explicitly acknowl-
edges the central role of the family in primary 
health care, much of Western medicine is rooted 
in individualistic notions of the person. The 
patient’s body is seen as the locus of disease so 
that diagnosis can be made without systematic 
attention to social context. Moreover, because the 
patient is seen as an autonomous individual, ethi-
cal decisions can be made without considering 
the implications for family and community. As a 
result of this individualistic approach, families 
are sometimes marginalized in the delivery of 
care. Yet families are major sources of both stress 
and social support. In most parts of the world, 
families play a key role in guiding help-seeking 
and making decisions about health care. 

Clinicians unfamiliar with these patterns of 
family involvement may fi nd it diffi cult to 
understand the patient’s predicament or negotiate 
effective and appropriate care.  

 The TCS also commented on commu-
nity features that could enhance successful 
contact tracing and proposed a number of 
strategies to bypass some obstacles: work-
ing with professional interpreters; media-
tion through a neutral “middle man,” which 
was the traditionally acceptable way to 
deliver bad news; using alternate sources to 
broadcast information about TB, e.g., bul-
letin boards in ethnic community shops; 
and open TB testing of respected commu-
nity fi gures such as esteemed clergymen 
during religious celebrations. 

 Case Vignette 15-5 

 A consultation request was made by the 
rehabilitation clinic for Senait, an elderly 
widow from Eritrea with advanced meta-
static cancer. The family would not allow the 
medical team to reveal the diagnosis to their 
mother. The patient spoke only Tigrinya and 
her daughter insisted on interpreting. The 
family was constantly present in the room, 
sleeping and eating with their mother. They 
were very reluctant to allow the administra-
tion of morphine but insisted that the nurses 
continue to bathe and dress Senait and get 
her out of bed every morning despite her 
obvious and intense pain. The team was dis-
tressed with this situation and was torn 
between the desire to respect the family’s 
personal and cultural values and concern 
about not respecting local professional, ethi-
cal and legal rules and norms for informed 
consent and pain relief. Some nurses stated 
that they felt they were “torturing” the 
patient by following the family’s requests. 

 The fi rst action of the TCS consultant 
was to hold a meeting with the family with 
the collaboration of a trained interpreter. 
This allowed Senait to explain that, in the 
absence of her husband, she wished for her 
eldest sons to be told the diagnosis and to 
make all the decisions regarding her health, 
but did not wish for any direct information 
herself. The patient, her family and the cul-
ture broker recognized this as cultural norm. 
The presence of the interpreter allowed her 
to confi rm that any mobilization of her body 
was increasingly painful and that the low 
dose of morphine was not providing her 
adequate relief. At this point in the inter-
view, the eldest daughter described their 
mother as being confused, a claim which 

(continued)
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 This case presented many complex medical 
and social issues, including language barriers, 
end-of-life issues, authority for decision-making, 
denial of the severity of mother’s illness by one 
daughter, differences in cultural representations 
of morphine and culture-related family dynamics 
that were unfamiliar to the health care team. 
Indeed, end-of-life and palliative care situations 
are often suffused with cultural issues involving 
core values and beliefs (Crawley, Marshall, Lo, & 
Koenig,  2002 ; Gysels et al.,  2012 ). The work of 
the cultural consultation was to support the team 
who continued to provide thorough and sensitive 
care to the mother despite major cultural barriers 
with potential grounds for misunderstanding and 
confl ict. The TCS consultant also validated the 
clinical team’s concern with pain control and 
their right to refuse to perform interventions that 
would hurt the patient without adequate analge-
sia. Additional specifi c recommendations were 
to have regular encounters with the patient with 
an interpreter and to include her children in all 
decision-making meetings.  

    Social and Economic Contexts 

 While certain cultural issues are salient for clini-
cians treating medical patients, many important 
contextual factors remain unrecognized until 
uncovered in the process of cultural consultation. 
These include major social determinants of 
health, cultural values and practices that shape 
coping and help-seeking, concerns about the 
meaning and implications of illness and expecta-
tions for care. 

 A common issue encountered in cultural 
 consultations for medical patients is the presence 
of major stressors in the patient’s life or a very 
precarious social or economic context that 

 overshadows the current medical problem for the 
patient but that remains largely ignored by the 
clinician, such as in the following example.  

 Rebecca’s hematologist had overlooked pos-
sible socioeconomic problems and focused on 
the most obvious cultural difference in illness 
explanations. Rather than a difference in treat-
ment perspectives, however, the cultural consul-
tation showed that from Rebecca’s perspective 

was not confi rmed by the interpreter. After 
the family meeting, the interpreter explained 
that morphine was associated with worsen-
ing of one’s condition and rapid death in the 
view of the local community. 

 Case Vignette 15-6 

 Rebecca, a 19-year-old woman born in 
Europe of immigrant parents from Rwanda, 
suffering from poorly controlled sickle-cell 
disease, was referred by her haematologist 
because he thought her nonadherence to 
medication was related to her cultural 
belief that her illness had to do with 
bewitchment. More materially, her lack of 
compliance over the previous year was due 
to lack of fi nancial means to buy the medi-
cation. The increase of sickle-cell crises 
prevented her from working, thus leading 
to further fi nancial loss. The forced fasting 
that followed her lack of money for food 
also brought on more sickle-cell crises. 
Regarding her bewitchment, she explained 
that when she was a child, her parents had 
brought her to Rwanda to receive tradi-
tional treatment; this had left her free of 
disease for almost 5 years. She wanted to 
try this treatment again, but didn’t know 
how to access it, as she was not talking (or 
receiving any support) from her parents 
after a fi ght linked to their disapproval of 
her choice of life partner. In fact, her belief 
in traditional treatment did not confl ict 
with her belief in medical treatment, which 
she regarded as effective. She acknowl-
edged that she sometimes just became 
“tired of being sick and taking medication 
every day since childhood” and that she 
would just quit for several months at a time, 
although she realized the negative impact 
of these episodes. 
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there were multiple concurrent treatment alterna-
tives, if only she had the means to access them. In 
addition to socioeconomic barriers, issues of 
dealing with a chronic disabling disease were 
also in the forefront. The TCS evaluation led to a 
referral to a social worker who intervened to help 
Rebecca access a number of government subsi-
dies and referral to a primary care doctor special-
ized in youth medicine to work on broader issues 
of adapting to chronic illness and the develop-
mental passage to adulthood.  

    Discrimination as Source 
of Communication Problems 
or Confl ict 

 In many settings, it is diffi cult for clinicians and 
patients to talk explicitly about experiences of 
racism and discrimination. Although it is not sur-
prising, therefore, that clinicians do not identify 
discrimination as a motive for consultation, issues 
related to racial, ethnic or religious discrimination 
may underlie requests in situations where health 
care providers feel that there are communication 
problems or confl ict with a patient.  

 Case Vignette 15-7 

 The dialysis team made a request for a TCS 
consultation for Negasi, an Ethiopian man 
in his sixties, suffering from end-stage renal 
failure, who had been receiving dialysis 3 
times a week for 3 years. The consultation 
request was made to understand why he 
seemed constantly unsatisfi ed with care, 
whereas the team considered that they had 
gone out of their way to help him. The 
nurses believed there was a gender issue and 
felt he treated them “like servants”. When 
he began dialysis, he had no legal status in 
Switzerland or health insurance. The social 
worker had helped him access a temporary 
residence permit on humanitarian grounds, 
which gave him free access to health care, 
social benefi ts and housing. He spoke 
Amharic and some English, but no French. 

 The TCS consultant met with him twice, 
separately from the dialysis sessions, with 
both an interpreter and culture broker pres-
ent. He complained that the nurses and 
orderlies did not listen to him or respond to 
his requests to change dirty sheets on his 
bed, help him cut his food as his right arm 
was tied to the bed, etc. A nurse had told 
him: “You should be happy that you get to 
stay in this country and be taken care of.” 
His was very shocked by this statement, 
explaining that his culture commands 
respect toward and welcoming of foreign-
ers. He thought the doctors did not pay 
enough attention to his symptoms, espe-
cially his exhaustion after the dialysis 
 sessions. He believed he was being discrim-
inated against because he was not yet on the 
transplant list, whereas newer patients 
were. He wished for a transplant in order to 
return to Ethiopia, and he feared being sent 
back to his country without access to dialy-
sis. Exploration of his background revealed 
that he had come to Switzerland on busi-
ness and had fallen sick rapidly, preventing 
his return to his country and to his family. 
He was very sad and demoralized by this 
separation and his loss of social status and 
was ashamed of his dire living conditions. 
The dialysis sessions exhausted him, mak-
ing it diffi cult to attend French classes or 
fi nd a job. He was worried because he could 
not fulfi l his role as provider for his family. 
Furthermore, domestic tasks were new to 
him and he did not know how to cook. He 
was well integrated in the Ethiopian 
Orthodox community, from whom he 
received occasional support. 

 Feedback from the TCS evaluation to 
the dialysis team during a weekly multidis-
ciplinary team meeting included a discus-
sion on the everyday discrimination 
encountered by African patients, especially 
those without legal status and suffering 
from a serious chronic illness. The consul-
tant pointed out how these experiences of 

(continued)
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 Several issues coexist in this complex situation. 
Paramount was the language barrier, especially 
with the nurses and orderlies who did not always 
speak English and had trouble communicating 
with the patient but also with the doctors as the 
patient’s English did not allow full discussion of 
complex medical problems. There were obvious 
discriminatory reactions from some members of 
the team, probably exacerbated by language and 
cultural misunderstandings and by the context of 
recently enacted tougher immigration laws and 
political campaign messages by a nationalist party 
portraying asylum seekers as abusers of the sys-
tem or even criminals. Differences in expectations 
about the roles of patient and health care workers 
also played a role. The “grey zone” of transplant 
list criteria put the doctors in the uncomfortable 
position of having to make health care rationing 
decisions that might have political overtones or 
implications. Finally, it became evident that an 
undiagnosed and untreated depressive disorder 
contributed to the patient’s fatigue, as well as to 
the general clinical picture. The TCS consultant 
 recommended that the dialysis team have regular 

interviews with interpreters present, arrange a 
 formal evaluation for depression by the team 
 psychiatrist, include a family doctor in his care to 
address both medical and social issues and ensure 
the patient participated actively in all major deci-
sions regarding his health.  

    Diagnostic Issues 

 A number of cultural consultations in general 
medical settings involved patients that were ini-
tially referred for clarifi cation of cultural issues 
but were found to have unrecognized or untreated 
mental illness, in particular depression or post- 
traumatic stress disorder. Related to the diffi cul-
ties in diagnostic assessment and treatment were 
issues of cultural differences in the expression of 
affect, patient’s representation of mental illness 
and their fear of stigmatization, availability and 
differential expectations of mental health care or 
clinician reluctance to discuss patient’s traumatic 
history (Kirmayer,  2001 ). Because of the psychi-
atric setting of the Montreal CCS, issues of clari-
fi cation of psychiatric diagnosis are more 
common there but also occur occasionally in the 
Geneva TCS. When this is the case, collaboration 
with consultation-liaison psychiatry is essential, 
as in the following case.  

discrimination might be internalized and 
lead the patient to misinterpret some of the 
team’s actions as discriminatory. The con-
sultant also relayed the patient’s distress at 
the doubting of his migration narrative, 
when team members conjectured that his 
was a case of “medical tourism.” There 
were contradictory opinions about his 
 eligibility for the transplant list, and an 
active debate took place within the dialysis 
team because it was unclear whether his 
temporary permit allowed him to be put on 
the list. His lack of mastery of French also 
was considered a relative contraindication 
for transplantation listing, because it would 
make post-transplant follow-up more diffi -
cult. The consultant pointed out that medi-
cal interpreters were readily available, and 
that refusal to consider his eligibility would 
constitute a health care inequity. Ultimately, 
the head of the Division supported his 
enlisting for transplantation. 

 Case Vignette 15-8 

 Mahmoud and his 85-year-old mother 
Parvin were referred for a cultural consul-
tation by their family doctor because of 
increased confl ict between the two and 
Mahmoud’s exhaustion in caring for his 
mother. The consultation question was 
whether personality disorder or dementia 
might explain the mother’s diffi cult 
behavior. The TCS conducted two inter-
views with both the cultural consultant 
and the consultation-liaison psychiatrist 
present, as well as a Farsi interpreter and 
culture broker: the fi rst interview with 
Mahmoud, the second one with Parvin 
alone and then with her son. 

(continued)
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 Clarifi cation of the mother’s diagnosis helped 
the family doctor proceed with adequate 
 follow-up care for Parvin and position himself 
clearly vis-à-vis her son and daughter-in-law. 
The consultation also helped the family doctor 

realise the severity of Mahmoud’s depression, 
raising concern about possible worsening of this 
condition upon the mother’s death. A long pro-
cess of negotiation was initiated to help Mahmoud 
accept practical help for his mother and psychiat-
ric help for himself and to focus on providing his 
mother with the best possible end of life. To 
accomplish this, the family doctor had to take 
into account the cultural obligation that children 
had to look after elders. This knowledge helped 
the physician offer relevant support to Mahmoud. 

 In this situation, it was mostly language barri-
ers and complex family dynamics that prevented 
the family doctor from making adequate assess-
ments of the condition of both mother and son. 
Beyond language and family dynamics, cultures 
vary in modes of emotional experience and expres-
sion. In some cases seen by the TCS, the clinical 
assessment and treatment have been compromised 
because physicians have had diffi culty identifying 
cultural variations in expression of emotions. In 
particular, clinicians may take at face value the 

 Mahmoud came to Europe from Iran as 
a teenager to study and made his life there 
as a university professor. He was married to 
a Swiss woman and the father of four adult 
and independent children. After being wid-
owed, Mahmoud’s mother came from Iran 
to live with him. Confl ict rapidly developed 
between his mother and his wife. The two 
women did not share a common language 
or culture, and communication between 
them relied on Mahmoud’s translation. The 
situation had worsened since Parvin 
became physically entirely dependent upon 
her son and daughter-in-law for all aspects 
of her care including bathroom routines. 
He described his mother as always having 
what he considered to be a “very strong 
Persian character” which manifested in her 
accusing people of wrongdoing without 
any evidence and offering irrational 
 opinions which, as a scientist, irritated him 
profoundly. He minimized her recent unin-
hibited behavior and paranoia as part of the 
same character traits. He appeared to deny 
the severity of his mother’s illness and her 
imminent end of life. He was exhausted by 
the constant care he provided to his mother 
but also was overwhelmed by guilt and 
shame at the prospect of placing her in an 
institution, which was personally and cul-
turally unacceptable. His marriage was 
jeopardized by this situation, which added 
further stress. His psychiatric evaluation 
revealed major depressive symptoms that 
warranted treatment. 

 Assessment of the mother revealed 
probable dementia with confusion, abnor-
mal and uninhibited behavior, and loss of 
recent memory. She seemed nevertheless 
both aware and at peace with the idea that 
this was the end of her life. 

 Case Vignette 15-9 

 Rosa, a 54-year-old woman, originally from 
the Philippines, was referred to the TCS by 
her family doctor who was concerned about 
her poor adherence to treatment prescribed 
for severe asthma. She was separated from 
her husband and had a 10 year-old daugh-
ter. Rosa had met her husband in Manila 
and they came back to live in his home 
country of Switzerland. Rosa left her hus-
band, after years of verbal and physical 
abuse from him, when their daughter was 3 
years old.    She had worked as a domestic 
helper in a family but had to quit 2 years 
ago because of her health problems. Her 
diffuse joint pains and severe asthma were 
too incapacitating to allow her to return to 
work, and a disability claim was pending. 

 Her family doctor requested a TCS con-
sultation, because he believed that cultural 
factors, namely, differences in perspectives of 
illness, could explain her noncompliance 
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superfi cial good humor expected in some cultures. 
This is illustrated by the case of Rosa.  

 Rather than a difference in cultural explana-
tory models, the main issue in Rosa’s case 
involved differences in cultural modes or styles 
of presentation of distress, which accounted for 
the nonrecognition of the severity of her mood 
disorder by her family doctor. For Rosa, this lack 
of overt expression of distress resulted from her 
preoccupation with saving face and the fatalistic 
optimism she adopted, as well as the fact that 
expression of negative emotions is discouraged 
and mental illness shamed and stigmatized in 
Filipino society (Sanchez & Gaw,  2007 ). 
Congruent with her cultural background, Rosa’s 
allusions to her distress were made indirectly, 
through cues that her physician did not pick up 
on. The TCS consultant interpreted the noncom-
pliance to her medication and her lack of action 
on the worsening of her asthma as signs of her 
depression, an interpretation that Rosa confi rmed. 
The TCS consultant along with her family doctor 
negotiated a referral to a culturally competent 
mental health care professional, in conjunction 
with a referral to the primary care clinic’s social 
worker for evaluation of possible fi nancial subsi-
dies and to a volunteer legal consultant to help 
implement the divorce judgement.  

    Medically Unexplained Symptoms 

 A frequent reason for requesting cultural consul-
tation has to do with the problem of medically 
unexplained symptoms (MUS) in immigrant 
patients. MUS are defi ned by the presence of 
somatic symptoms in the absence of a medical 
diagnosis after adequate investigations (Kirmayer, 
Groleau, Looper, & Dao,  2004 ). They are often 
associated with emotional distress. These symp-
toms pose dilemmas in Western biomedical 
health care systems that tend to separate mental 
and physical illnesses (Miresco & Kirmayer, 
 2006 ). There is a rich literature on understanding 
the physiological, attentional, affective and cog-

with asthma medication and failure to 
consult her family doctor during fl are-ups 
of her asthma. In recent months, she had 
visited the emergency several times in 
respiratory distress after progressive wors-
ening over the previous week and, on one 
occasion, she had to be monitored in the 
intensive care unit. Her family doctor felt 
very frustrated, because he had asked her to 
call him as soon as she felt worse and had 
even given her his personal cell phone 
number, which she never used. In the con-
sultation request, he asked for information 
about the patient’s explanatory model of 
asthma and possible cultural barriers to her 
medical management. 

 The TCS consultant met with Rosa 
twice, the fi rst time conversing in English 
and a little French, the second time with a 
Tagalog interpreter. She appeared very 
light-hearted and gay, smiling, talking and 
laughing a lot, but inquiries into her per-
sonal situation revealed a tremendous 
amount of distress related to the continuous 
confl ict with her ex-husband regarding their 
daughter’s custody and his reluctance to pay 
her alimony, as well as her own economic 
diffi culties because of lack of income. She 
expressed intense guilt because her mother 
in the Philippines was severely ill and her 
own fi nancial situation did not allow her 
either to visit or send money for her moth-
er’s health care. Regarding her medical 
problems, she said that she was used to the 
chronic pain but that she was very discour-
aged by the impact of asthma on her daily 
activities. In fact, at the end of the second 
interview, she revealed that she had recur-
rent suicidal ideation. A month earlier she 
had poured herself a glass of bleach, but the 
sudden arrival of her daughter in the kitchen 
had prevented her from drinking it. Further 
questioning revealed she met diagnostic cri-
teria for major depression. 
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nitive-interpretive mechanisms that may contrib-
ute to MUS (Kirmayer & Looper,  2007 ). 
Techniques from cognitive behavior therapy 
have been found useful in treatment (Looper & 
Kirmayer,  2002 ). These can be adapted for cross-
cultural use by incorporating culture-specifi c 
explanatory models and coping strategies. 

 Treating a patient suffering from MUS origi-
nating from an unfamiliar culture or background 
constitutes a double diffi culty for the clinician. 
Referral of these patients to the cultural consultant 
may be triggered by a number of factors, including 
hope for the existence of a cultural syndrome that 
would explain the unfamiliar symptoms, the clini-
cian’s feelings of frustration and inability to help 
the patient and the patient’s refusal of psychiatric 
referral. Kim’s predicament is a striking example 
of a transcultural case of MUS.  

 Case Vignette 15-10 

 Kim was a married women in her late forties, 
of Vietnamese background, whose youngest 
son had been diagnosed with paranoid 
schizophrenia. She had immigrated from 
Vietnam to Switzerland over 20 years ago. 
Her husband worked as an orderly; she had 
not worked since the birth of her children. 
She suffered from acute and diffuse joint and 
bone pain, fatigue and depression. She had 
been treated for years by a family doctor and 
recently by a psychiatrist, without any 
improvement. Her depression became worse 
after her disability claim was rejected. The 
medical expert reviewing her case for the 
claim stated that “factors other than medical, 
predominantly social and cultural, were 
impeding her  ability to work.” 

 She was referred for cultural consulta-
tion by her psychiatrist who wanted better 
understanding of Kim’s cultural and family 
context. The referring psychiatrist was con-
vinced that taking care of her son was 
exhausting Kim and that he should be 

placed in an institution for Kim to have 
“more time for herself.” The psychiatrist 
was frustrated by Kim continuously bring-
ing the discussion back to her somatic 
symptoms. 

 A careful history obtained through an 
interpreter revealed that Kim had been 
orphaned during the Vietnam War, which 
led her and her siblings to live with her 
father’s younger brother. She reported 
being treated as a slave by this man and his 
wife, who beat her regularly. Her only ally 
was her paternal grandmother, who tried 
to protect and nurture her as best she 
could. Kim escaped Vietnam in the early 
1980s in a daunting journey on a small 
boat and was granted asylum in 
Switzerland where she met her husband, 
also a Vietnamese refugee. When she was 
pregnant with her youngest son, her grand-
mother died in Vietnam, leaving her incon-
solable. She believed that her intense 
feelings of bereavement had harmed her 
son and thus explained his diagnosis of 
schizophrenia. She also believed that this 
was a punishment for not taking care of 
her grandmother in old age. She felt very 
stigmatized by her son’s psychiatric  illness 
and hid it from the community. He required 
her constant care because of suicidal ide-
ation and inappropriate behavior. She felt 
supported by her husband and the medical 
team and found some solace in her 
Catholic faith. But she was reluctant to 
speak about her suffering, saying that 
 “cởi áo cho nguò’i xem lưng”  (“One does 
not bare one’s back for other’s to see”), a 
proverb equivalent to the idea that you 
should keep your  problems private and 
“not wash your linen in public.” 
Nevertheless, she did quite spontaneously 
bare her body to show the consultant the 
striking stigmata of her child-time abuse. 
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 Kim’s symptoms seem to act as an idiom of dis-
tress and closely resembled the Vietnamese mal-
ady  uất ức , which has been described as a 
sociosomatic idiom or explanation for bodily ill-
ness caused by extreme social indignation or injus-
tice that cannot be openly disclosed (Groleau & 
Kirmayer,  2004 ). She was abused by the very peo-
ple who owed her and her siblings respect as chil-
dren of the eldest son. They had also deprived 
them of their inheritance: their uncle sold the fam-
ily land and did not share the benefi ts with her and 
her siblings. The rejection of her disability claim 
was the fi nal injustice. When the term was men-
tioned to her, Kim denied having heard of  uất ức , 
but she did not reject our explanation. For her phy-
sician, Kim’s symptoms could thus be better 
understood in cultural perspective and hopefully 
more easily managed. The TCS team recom-
mended a number of culturally congruent resources 
that the physician could include in the care of this 
patient: Buddhist meditation that was offered at 
the outpatient psychiatry clinic and referral to a 
Catholic hospital chaplain familiar with psychiat-
ric illness. We clarifi ed Vietnamese family dynam-
ics and roles and explained to her doctors that 
placing her son in an institution would be in com-
plete contradiction with Kim’s moral and familial 
obligations and might even bring on additional dis-
tress. The patient appreciated the cultural evalua-
tion, and the knowledge that her psychiatrist would 
have a better understanding of her plight helped 
reinforce this therapeutic relationship.  

    Misattribution of Clinical Problems 
to Culture 

 Requests for cultural consultations are often 
 triggered by an intuition that “something cul-
tural” is at stake, although it may be diffi cult for 
the referring clinician to identify the exact role 
of culture. There may also be situations where 
 culture actually plays little or no role in the com-
plexity of the clinical situation, but because the 
patient appears in some way “different” from the 
majority, a  cultural consultation referral is initi-
ated. This recognition of difference means that 
cultural issues are important for the medical team 

 Case Vignette 15-11 

 Brigitte was hospitalized for a pulmonary 
infection complicated by a pleural effusion. 
A 50-year- old mother of four children, she 
had emigrated from Cameroon over 25 
years earlier. Her lengthy medical history 
included hypertension, hepatitis C second-
ary to blood transfusions and an episode of 
erythema multiforme (Stevens-Johnson 
syndrome), a life-threatening allergic 
hypersensitivity reaction to an antibiotic 
prescribed for an infection 4 years earlier. 
Since that allergic reaction, she had become 
suspicious of any medication and had not 
been compliant with the drugs prescribed 
for hypertension. The referring medical 
team was concerned she would not con-
tinue the antibiotics once she left the hospi-
tal and also that she was experiencing 
complications from her poorly controlled 
blood pressure. They requested a TCS con-
sultation to explore cultural factors that 
might be infl uencing the patient’s under-
standing of the disease and her perceived 
lack of adherence to treatment. 

 When we met with her, she had many 
questions regarding her illness. She could 
not understand why the physicians wanted 
to discharge her because she still had pain 
in her chest and her legs were swollen. 
Exploration of her background revealed 
that she had been able to attend only very 
little schooling and that she had little notion 
of anatomy or body organs. According to 
her, the body was a single receptacle bor-
dered by her skin, and she did not acknowl-
edge any internal boundaries (such as 
organs). Thus the fact that her legs were 
swollen (in reality from a touch of heart 
failure) was a sign that the doctors had not 
fi nished their job, since “all the water had 
not been taken out.” She openly expressed 
mistrust of any medication but directly 
related this to severe reaction she had expe-
rienced from the antibiotics prescribed for 
another infection. 
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or health care system, whether or not they are at 
the root of the patient’s health problems.  

 In this situation, more than a cultural barrier, 
there was an educational barrier and an under-
standable response to the life-threatening side 
effects of medication that led to persistent mis-
trust and communication problems. The team did 
not suspect that the patient was illiterate and 
believed that the terms they employed like 
“lung”, “lung envelope”, “heart” and “infection 
with pus” were simple enough that the patient 
would understand them and could visualize what 
they meant. In situations like this, exploring the 
patient’s body image through drawing and 
unpacking the meaning of specifi c metaphors can 
be helpful (Saint Arnault & Shimabukuro,  2012 ). 

 The medical team also minimized the impact 
of the severe iatrogenic episode of the Stevens- 
Johnson syndrome and did not want to acknowl-
edge the responsibility that the patient attributed 
to health care professionals for what she consid-
ered to be a serious medical error. The TCS 
 consultant underlined how coherent and appro-
priate the mistrust was, from the patient’s point 
of view. The TCS made recommendations to 
openly discuss the mistrust and its consequences, 
look for allies in the outpatient team already 
 caring for the patient and offer creative ways to 
adequately explain the key aspects of her illness 
and the necessity of continuing the antibiotics 
once she left the hospital.  

    Conclusion 

 Cultural consultation in general hospital medi-
cine can provide a useful adjunct to routine care, 
supporting clinical teams in responding to the 
diversity of patient populations. The focus on 
practical solutions for pressing issues in care pro-
vides an opportunity to convey strategies of 
inquiry, communication and negotiation that can 
be used by the clinical teams in their daily work. 

 The clinical vignettes presented in this chapter 
illustrate how each TCS consultation leads to the 
unpacking of several different issues, which may 
or may not be related to the patient’s culture. 
These issues frequently coexist and interact in 

ways that increase complexity to the point where 
the clinician in charge is impelled to request 
external advice. Of course, many of the same 
complexity factors can be found with non- 
immigrant patients, where culture and ethnicity 
may be less salient. Often, complexity may be 
related to aspects of the culture of biomedicine or 
to local institutional cultures. In these multilay-
ered situations, the cultural component is only 
one source of complication. But clinicians often 
entertain the hope that “solving the cultural prob-
lem” will allow them to proceed with “medicine 
as usual.” To some extent, this hope refl ects an 
attitude brought to many innovative or special-
ized services, but it may also refl ect a more per-
vasive view of culture as creating obstacles to 
standard practice. This view of culture as erect-
ing barriers to standard care is problematic 
because it tends to hide structural problems in the 
health care system or prejudices of the institu-
tions and practitioners associated with the “domi-
nant” or “mainstream” cultural groups. The focus 
on obstacles also may downplay or ignore the 
positive dimensions of culture as the constituting 
the roots of individual and collective identity and 
esteem as well as providing resources for adapta-
tion, resilience and creative diversity. 

 Our experience practicing cultural consulta-
tions in medical settings reveals a number of 
common problems encountered by individual 
physicians and institutions caring for patients of 
diverse origins. One issue is the tendency to 
overestimate patients’ fl uency in host country 
languages and, consequently, to underutilize 
trained interpreters, even when they are made 
available by the institution (Hudelson & Vilpert, 
 2009 ). In these situations, communication is 
obviously hindered by lack of shared vocabulary. 
Another diffi culty is insuffi cient knowledge of 
clinicians of their patients’ non-medical history 
and of personal, social and cultural factors infl u-
encing present care. Often, when clinicians 
believed there was a cultural barrier, we uncov-
ered a social or personal problem refl ecting 
structural issues (lack of health insurance, fi nan-
cial diffi culties, social isolation, etc.) that consti-
tuted a barrier to care and/or contributed to the 
medical illness. This diffi culty in recognizing 
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social and cultural issues was partly related to 
clinicians” lack of training and the lack of a 
model for the systematic evaluation of cultural 
factors in the clinical encounter (Rosenberg, 
Kirmayer, et al.,  2007 ). Furthermore, clinicians 
tended to focus primarily on their patients as 
bearers of culture and ignored their own personal 
cultural background, the role of the culture of 
medicine, and that of the institutions that shaped 
their own belief systems, values and practices 
(Taylor,  2003 ). 

 Clarifying the cultural component of these dif-
fi culties, whether related to the patient or the 
health care professional; providing clinicians 
with additional cultural and social data about the 
patient; and referring them to local resources 
were the main interventions in these cultural con-
sultations. The Cultural Formulation (Mezzich, 
Caracci, Fabrega, & Kirmayer,  2009 ), which is 
the guide used to interview patients in both 
 consultation services, offers a practical and didac-
tic model that the clinicians can learn to apply in 
future clinical encounters. Hospital teams often 
ask for several consecutive cultural consultations, 
until the model is suffi ciently integrated into their 
practice and they feel competent to explore these 
topics on their own. Our experience with cultural 
consultation in medical settings points to the 
obvious need for additional and mandatory medi-
cal training in cultural competence and in particu-
lar in learning to access and assess the social and 
 cultural contexts of patients and their families.     
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           In this chapter we refl ect on the lessons learned 
from over a decade of work by the cultural con-
sultation service. We consider the challenges of 
implementation and evaluation, the evidence for 
impact on health outcomes the implications for 
mental health policy, the design of health care 
systems, the training of professionals and every-
day clinical practice. 

 The fi ndings from the CCS project are impor-
tant because they indicate signifi cant unmet needs 
for mental health services for Indigenous peoples, 
immigrants, refugees and asylum seekers. At the 
same time, the CCS project suggests that outpa-
tient consultation provides an effective means of 
responding to some of these needs. A service like 
the CCS can support mainstream health care, pro-
vide ongoing training within clinical institutions 

and create a context that allows professionals from 
diverse backgrounds to make systematic use of 
their linguistic and cultural expertise. 

 As seen in many of the case vignettes pre-
sented in this volume, the cultural consultation 
service has documented serious errors in diagno-
sis and inadequate treatment of mental health 
problems that refl ect a lack of clinical attention to 
culture and social context. Systematic attention 
to these issues can lead to more comprehensive 
assessment, more effective treatment and better 
clinical outcomes. 

 Outpatient consultation is a familiar process 
for health professionals. Family physicians are 
accustomed to referring patients for specialist 
evaluation, and collaborative care models pro-
vide a natural way to incorporate attention to 
culture in mental health services. The dilemma, 
of course, is that a referring clinician must recog-
nize the need for consultation, convey this to the 
patient in an acceptable way, fi nd the appropriate 
resources and be able to apply any recommenda-
tions effectively. All of this presumes a substan-
tial degree of cultural awareness or competence 
on the part of the referring clinician. This requires 
training in cultural aspects of mental health. 
The virtue of the consultation approach is that it 
works with the existing health system frame-
work and improves continuity of care by reduc-
ing segmentation and there can be a spillover 
effect from consultations so that other patients in 
the clinician’s practice benefi t from new knowledge 
and skills. 
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 Globalization is increasing the rate and intensity 
of culture contact and exchange. Rather than 
resulting in a standardization or homogeneity of 
experience, however, these exchanges are leading 
to the emergence of new forms of hybrid identity. 
At the same time, the networks that bind people 
together through the Internet and social media 
are providing opportunities for new forms of 
identity and community. Along with this come 
changes in the meanings of culture itself. Recent 
years have seen signifi cant changes in the demog-
raphy of Canadian cities, which have made issues 
of culture more salient. While Canada has always 
been a nation of immigrants, the older waves of 
mainly European immigrants have shifted to be 
predominately people from the Asian and south-
ern countries. Many of these cultures have sub-
stantially different values at the levels of individual 
psychology, family structures and community—
all of which affect the nature of mental health 
problems and solutions. 

 At the same time, the post 9/11 environment 
of anxiety has contributed to new waves of xeno-
phobia and restrictive immigration legislation in 
many countries. Commitments to the protection 
of refugees have weakened, undermining both 
the right of asylum and the conditions for produc-
tive resettlement. Recently, the Canadian Federal 
government increased the use of detention for 
refugee claimants and, simultaneously, drasti-
cally cut their health care coverage. There are 
ongoing legal challenges to this retrograde pol-
icy. However, in the meantime, failed refugee 
claimants and other migrants with precarious sta-
tus, who arrived in Canada as temporary workers 
or with a visa, are likely to form an increasingly 
important group of undocumented persons in 
need of health care. These vulnerable individuals 
and families constitute an important challenge 
for the health system. 

 While globalization has broken down barriers 
between nations and cultures and encouraged 
cultural exchange, intermixing and hybridization, 
it has not resulted in a global monoculture (   Burke, 
 2009 ). Indeed, one reaction to this exchange has 
been the reassertion of local ethnic identities 
and boundaries to exclude the cultural “Other.” 
In many jurisdictions, there have been increasing 
calls for less accommodation and more assimilation 

of immigrant and refugee communities. Even 
within Canada, there are notable regional differ-
ences in policies and attitudes toward migration 
and cultural diversity. For example, Quebec has a 
provincial government that is currently propos-
ing a “charter of secularism” to insure that reli-
gious values and symbols are kept out of the 
public sphere. This is consistent with laicism and 
republicanism in France but very much counter 
to the spirit of multiculturalism. On the other 
hand, Québec is the only provincial government 
that has offi cially stated that it will cover the cost 
of health care for refugees, because the federal 
policy is unacceptable in terms of Québec values. 
This illustrates the local paradoxes in facing 
otherness and the complex ties between welcom-
ing policies and collective history. 

 There is increasing recognition of the impor-
tance of culture in psychiatry. The US National 
Institute of Mental Health sponsored a culture 
and diagnosis work group that made many rec-
ommendations for DSM-IV only some of which 
were incorporated, most notably the outline for 
cultural formulation (Mezzich et al.,  1999 ). 
DSM-5 has expanded on this with a cultural for-
mulation interview and supplementary modules 
that provide a way to collect clinically relevant 
information about illness experience, culture 
and context. To make effective use of this infor-
mation, however, clinicians need better under-
standing of the biological, psychological and 
social processes through which culture infl u-
ences normal development, psychopathology 
and adaptation. The ongoing revisions of ICD-
10 have also emphasized the importance of cul-
ture and its interaction with clinical utility. It 
will be interesting to see how the growing body 
of work on cultural idioms of distress and local 
nosological systems infl uences this interna-
tional document. 

    Paths to a Culturally Safe and 
Competent Mental Health Care 
System 

 Cultural consultation provides a way to improve 
the overall competence of practitioners and institu-
tions. The case centered approach fi ts with the 

L.J. Kirmayer et al.



335

explicit mandate, everyday tasks and practical 
concerns of health care institutions. At the same 
time, discussion of issues of social and cultural 
context in specifi c cases highlights systemic issues 
and implications of standard practice in health care 
institutions. In a sense, it reveals the culture of the 
institution, pushing back against medicines “cul-
ture of no culture” (Taylor,  2003 ). 

 Recognition of culture points to the need for 
adaptation of service models and interventions 
and a variety of approaches have been devel-
oped (Bhui, Warfa, Edonya, McKenzie, & 
Bhugra,  2007 ). Unfortunately, there have been 
no comparative evaluation studies of the merits 
and limitations of any of these models, so that it 
remains diffi cult for planners to choose from 
among the different approaches and models for 
the development and maintenance of special-
ized services (Bhui et al.,  2007 ; Renzaho, 
Romios, Crock, & Sonderlund,  2013 ). This is a 
general problem with applying evidence-based 
approaches in the area of cultural diversity 
(Whitley, Rousseau, Carpenter Song, & 
Kirmayer  2011 ). In the absence of evidence for 
a specifi c model, the CCS has followed the main 
trends in contemporary psychiatry and psychol-
ogy in terms of effective psychosocial and psy-
chotherapeutic interventions but has also built 
on the experiential and cultural knowledge of its 
clinicians and cultural brokers to expand the 
repertoire of available interventions and adapt 
them for particular patients. There is a need for 
more work developing innovative interventions 
that may rely on different mechanisms of heal-
ing and adaptation rooted in social processes of 
culture and community and for rigorously eval-
uating these practices.  

    Access to Services 

 The CCS experience documented important gaps 
in the delivery of mental health care to refugees, 
immigrants and First Nations peoples. Many of 
the patients referred to the CCS had needs for 
services that went beyond what was available to 
them in the health care. These cases required 
more time and more resources (e.g., interpreters, 
culture brokers, meetings with extended family, 

linkage with community organizations) than 
comparable cases from Canadian-born patients 
to accomplish basic clinical tasks of diagnostic 
assessment and treatment planning. Given this 
greater demand and the technical and logistical 
complexity of conducting an adequate assess-
ment, in many cases a basic assessment with an 
interpreter had never been attempted even 
though patients had been in the treatment sys-
tem for many years. The use of the cultural for-
mulation and strategies for working with 
cultural difference are still not widely known by 
clinicians and have not been given suffi cient 
attention in professional training or continuing 
education. 

 The CCS facilitated access to services in 
 several ways. Through its collaboration with the 
regional refugee clinic and other community 
organizations, the CCS provided service for 
underserved groups who usually do not receive 
mental health care. For patients already in the 
health care system, the CCS provided links to 
clinicians, interpreters, culture brokers and 
 community organizations with knowledge and 
expertise in working with specifi c ethnocultural 
groups. By providing access to specialized con-
sultation that increased the knowledge and clini-
cal skills of clinicians, the service improved the 
quality of care of patients. Finally, by creating a 
place for professionals from different disciplines 
to learn to use cultural perspectives in their work, 
the CCS contributed to building capacity to 
respond to diversity within the mainstream 
health care system. 

 The development of a specialized resource 
like the CCS also brings with it certain prob-
lems. Increasing clinicians’ awareness of and 
sensitivity to cultural issues leads to an increase 
in demands, which can quickly exceed the 
capacity of the team. It may also lead clinicians 
to think that cultural issues are outside their 
areas of competence and should all be referred. 
Regulating intake by adjusting the catchment 
area or criteria for referral reduces accessibility 
for those who may be in greatest need. The 
CCS also raises expectations in terms of the 
need for various forms of specialized treatment 
that may not exist, e.g., psychotherapy or fam-
ily therapy in different languages and expertise 
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in working with survivors of torture. This can 
exert useful pressure on the health care system, 
motivating the development of new services, 
but it can also create frustration in settings 
where resources are limited. Interestingly, how-
ever, many of the basic CCS recommendations 
fall within the range of nonspecialized inter-
ventions recommended by the WHO in the 
Mental Health Gap Action Program (mhGAP) 
modules, designed to be feasible in low-income 
countries (World Health Organization,  2010 ). 
This refl ects the role of cultural consultation in 
addressing basic needs that are sometimes dis-
placed by technical interventions in high-resource 
settings with specialized health care. In many 
cases, CCS consultations emphasize providing 
psychological fi rst aid built on cultural coping 
strategies, family and community- based psycho-
social care and restoring the ruptured social 
networks that are essential for recovery and 
well-being. 

 The CCS increasingly recognized the need to 
offer time-limited treatment interventions and 
long-term follow-up to meet the needs of refer-
ring clinicians and patients to have access to 
basic care. On the other hand, the Transcultural 
Clinic at the MCH, which offered comprehensive 
treatment and longer-term therapy from the start, 
found that it quickly became backlogged and was 
unable to respond to its unique populations 
(including refugee children). As a result of this 
and of the diffi culty of sustaining a specialized 
transcultural clinic in a hospital setting, the 
MCH considered a move toward more consulta-
tive services based on supporting care providers 
in other parts of the hospital and other institu-
tions or community settings. Thus, both services, 
although starting out with different models, con-
verged on a mix of consultation-liaison (mainly 
diagnostic assessment and treatment planning) 
and direct treatment provision (including various 
forms of individual and family therapy and 
aspects of case management, coordinating care 
from many providers). The ideal situation would 
seem to be a service that primarily serves consul-
tation and training functions but has the capacity 
to follow complex cases with a network of diverse 
providers.  

    Person-Centered Medicine 
and Communication 

 There has been much recent interest in person-
centered care as a counterbalance to the tendency 
in biomedicine to focus on treating the disease 
rather than the person (Mezzich et al.,  2010 ). 
The work of the CCS fi ts squarely with this 
person-centered approach but expands it by 
focusing not only on individual illness experi-
ence but on the family, community and social-
systemic contexts of suffering and healing. The 
CCS assessment process attends to the voice of 
patients and clinicians to identify their most 
pressing needs and concerns. The consultant 
views patient and clinician as embedded in social 
systems and institutions—including health care, 
social services, education, immigration and com-
munity organizations—that frame their concerns 
and present them with a limited set of options. 
By providing a place to consider diverse perspec-
tives on illness and healing and think outside the 
limits of conventional frameworks, the CCS has 
promoted the use of innovative interventions for 
mental health problems. 

 The CCS approach refl ects core values, global 
strategies and specifi c clinical tactics. At the level 
of values, the CCS adopts an ethical stance that 
grants the primacy and validity of patients’ own 
stories, which include both illness narratives and 
autobiographical accounts that situate their 
personal predicaments and aspirations in their 
life trajectories. Eliciting and understanding this 
story requires adequate communication which, in 
turn, entails the use of interpreters and culture 
brokers to insure that patient and clinician can 
grasp each other’s meaning and intentions. 
Interpreters are integrated into the CCS team as 
partners in the assessment and treatment process. 
While recognizing that interpreters cannot pro-
vide an unbiased view or perfect window onto 
patients’ experience, they are nevertheless abso-
lutely essential to go beyond the imprecision and 
error found when there are signifi cant linguistic 
barriers to communication. Full communication 
is the basis for the CCS assessment and any 
subsequent intervention. 
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 The CCS approach is based on an epistemo-
logical view that recognizes the fl uidity and 
multiplicity of narratives and perspectives so 
that, contrary to the juridical view of the refugee 
review board and other institutions, no one story 
suffi ces or can be privileged as the “fi nal” truth. 
This multiplicity is found not only in the illness 
narratives of patients and their families but also 
among members of the health care team. It is 
refl ected in the composition of the CCS team 
and the discussions that take place at the CCS 
case conferences. The aim in this colloquy is not 
to reach a simple consensus but to elicit and 
hold a range of hypotheses or options that pro-
vide potential trajectories for interventions that 
can promote healing and recovery. 

 Given the problems that the CCS regularly 
identifi es in routine care and the health care system 
as a whole, its work necessarily involves a stance 
of advocacy. This is expressed both through 
actions on behalf of individual patients or ethno-
cultural communities and through an ongoing 
research program that aims to document the vital 
importance of cultural consideration for improv-
ing quality of care.  

    Service Integration 
and Continuity of Care 

 The work of the CCS cuts across sectors of the 
health and social service systems and so can 
contribute to improving continuity of care. The 
service works with many different types of 
health care and social service providers, accept-
ing referrals from both frontline and specialty 
settings. In the process of making sense of a 
given case, the CCS may convene workers from 
several different institutions representing sec-
tors of health, social services, education and 
legal systems. The CCS case formulation often 
identifi es multilevel or multi-system problems 
that call for the expertise of several professions 
and the need for collaboration across institu-
tions and with community organizations. 
Getting some of these people together around 
the same table to discuss a diffi cult case often 
has ramifi cations beyond the immediate clinical 

problem, as mutual understanding, common 
goals and new forms of collaboration can 
emerge. Even when the relevant professionals 
and concerned parties are unable to meet face to 
face, the CCS team may act as a go-between 
through successive conversations with different 
stakeholders and can identify intersectoral 
issues where collaboration can resolve shared 
problems and bring mutual benefi ts. 

 The CCS thus challenges the tendency for seg-
mentation of care and, by focusing on a set of 
issues that lie beyond the expertise of any single 
professional or institution, encourages open dia-
logue, collaboration and partnership. This is impor-
tant not only in remote rural communities, where 
such segmentation seems especially absurd, but 
also in highly resourced urban milieus where insti-
tutions may compete for resources or struggle to 
protect their turf and areas of responsibility. 

 The experience of the CCS also shows how 
building links with the community can identify 
resources to untangle complicated cases and 
provide opportunities for treatment and social 
reintegration that go beyond the limitations of 
conventional mental health care.  

    Health Outcomes 
and Cost-Effectiveness 

 Due to the extremely heterogeneous nature of 
the cases seen by the CCS, the relatively brief 
intervention and the lack of direct patient contact 
in many cases, it has proved diffi cult to demon-
strate the impact of the CCS on specifi c health 
outcomes and evaluate its cost-effectiveness. For 
many or most patients seen by the CCS, it appears 
there were signifi cant changes in service use, 
diagnosis and treatment in individual cases that 
had dramatic impact both on their long-term 
well-being and functioning and on the ultimate 
costs of their care to the health and social service 
systems. Although there are cases in which the 
CCS assessment and recommendations clearly 
had an immediate, dramatic effect, for most cases 
other situational factors also played an important 
role in the outcome. A report from Jacques 
Ramsay, coroner in Quebec, based in part on 
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consultation with the CCS, described six cases of 
mortality directly related to obstacles in accessing 
health care for migrant refugee or undocumented 
patients (Gouvernement du Quèbec,  2007 ). 
While language barriers and the lack of appropri-
ate use of interpreters were major reasons for 
these tragic outcomes, other issues including 
institutional racism, prejudice and discrimina-
tion, cultural misunderstandings and the poli-
tics of migratory status were all signifi cant 
contributors to these deaths, which illustrate the 
risks of cultural blindness and ethnocentrism in 
clinical practice. 

 Some of the cases seen by the CCS had 
received no mental health evaluation or treat-
ment, despite lengthy periods of contact with 
health care, and were clearly costing the system 
much more because of this neglect than they 
would have if effective treatment had been 
 provided at the outset. Problems that may be 
amenable to a relatively brief intense interven-
tion, like having an interpreter available to make 
a proper diagnosis at the start, may become more 
complicated and refractory to treatment over time 
as errors occur, trust in care providers and institu-
tions erodes and the functioning of the individual 
and family deteriorates. 

 The CCS has also seen many patients who have 
been in treatment for lengthy periods of time but 
never received a culturally oriented assessment 
with an interpreter. Reassessment often led to sub-
stantial changes in diagnosis and treatment plan. 
In many cases, patients who had not been receiv-
ing any effective treatment for their conditions 
were accurately diagnosed and enrolled in appro-
priate treatment. In some cases, this involved chil-
dren who had been incorrectly diagnosed due to a 
lack of use of interpreters and cultural expertise 
and who had been treated for years with inap-
propriate medications and other interventions. 
The personal and social cost of this systematic 
mismanagement is enormous. Of course, this is 
not only an economic or health care issue but also 
an ethical and human rights concern. 

 The existence of the CCS raised awareness 
about a host of issues related to culture through-
out the health care system. Among the unantici-
pated effects of the service was a great increase in 

interest in training in cultural psychiatry among 
students in medicine, psychiatry, social work and 
nursing. The opportunity to participate in the 
CCS has attracted trainees from psychiatry, 
psychology, social work and other disciplines to 
McGill postgraduate programs. The availability of 
this type of clinical experience may have a major 
impact on the skills and orientation of future gen-
erations of mental health practitioners.  

    Obstacles to Implementation and 
Sustainability 

 Our experience with the CCS identifi ed important 
obstacles to the implementation of cultural con-
sultation services and culturally sensitive care 
more generally. Some of these obstacles stem 
from limited resources and time pressure in the 
health care system, but    there are subtler obstacles 
that refl ect ambivalence in the broader society 
that is refl ected in the local values and practices 
of health care institutions and professionals. 
Hospitals, clinics and other social service institu-
tions that initially welcomed the effort to provide 
culturally responsive care found it diffi cult to 
understand and integrate the social perspectives 
and interventions provided by the CCS, which 
fell outside the framework of routine practice. 
This problem was especially evident when the 
CCS uncovered institutional biases or structural 
problems that required substantial change in stan-
dard practices or bureaucratic routines. It also 
occurred when professionals accustomed to 
working with limited models and treatment algo-
rithms were required to think more contextually 
and integrate multilevel and multisectoral inter-
ventions into their practice. 

 The CCS followed a consultation model with 
the aim of supplementing existing mental health 
care and upgrading the skills of practitioners 
throughout the health care system. However, 
because of problems in access to psychiatry and 
other mental health services throughout the sys-
tem, there was pressure to replace the consultation- 
liaison model with an outpatient treatment team 
approach that could provide basic care to take 
some of the load off existing services. There was 
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also pressure to respond to crises or emergencies 
(e.g., imminent deportation) or provide quick 
consultations to expedite disposition of cases. 

 Finding the requisite resources (consultants 
with expertise in cultural psychiatry, culture 
brokers, interpreters, community supports) for 
patients from particular cultural backgrounds 
was sometimes diffi cult, especially when the local 
immigrant community in question was small, 
which was the case for many newcomers. 

 One barrier to addressing cultural diversity in 
mental health care is the prevalent ethnocentrism 
of health care providers and planners. For exam-
ple, some clinicians asserted that they did not 
need to consider culture explicitly because they 
treated every patient equitably and on their own 
terms. Unfortunately, this liberal “colour blind-
ness” often was expressed in clinic routines and 
procedures that did not accommodate important 
variations in patients’ needs and expectations. 

 This lack of accommodation of the patient’s 
reality was also evident in attitudes toward lan-
guage. Despite the clear indications in the litera-
ture and potential medico-legal implications of 
inadequate communication, many hospitals and 
clinics underutilize existing interpreter resources 
because practitioners are satisfi ed with a minimal 
level of communication with their patients or fi nd 
it too diffi cult logistically to obtain the requisite 
help. This is sometimes justifi ed by claiming that 
newcomers need to adapt by learning to speak the 
host country language. In the context of Quebec, 
this claim is reinforced by a general concern with 
the need to protect and promote French as the 
offi cial language. 

 There was also a tendency to reframe social 
structural and economic problems in cultural 
terms and so divert attention from larger issues 
that demand political action. For example, issues 
related to Aboriginal health have been framed in 
terms of culture when there are obvious social 
structural problems related to poverty, marginal-
ization and disempowerment that are major 
determinants of health disparities in this popula-
tion (King, Smith, & Gracey,  2009 ; Reading & 
Wien,  2009 ). At the same time, explicit attention 
to culture may be very appropriate as much of the 
oppression endured by Aboriginal peoples 

involved deliberate devaluing and suppression of 
their traditions (Kirmayer, Brass, & Valaskakis, 
 2008 ). Similarly, many families from racialized 
minorities referred from youth protection face 
structural problems related to patterns of migra-
tion and discrimination within Canadian society 
(Chapter   13    ). Yet valorizing and supporting 
bicultural identities and the traditions of their 
parents and grandparents can be an important 
component of helping migrants strengthen a sense 
of individual identity and collective belonging. 

 By insisting that cultural issues are important 
and demonstrating that culturally competent care 
requires specifi c knowledge and skills, the CCS 
also challenged the complacency of existing insti-
tutions. The focus on cultural competence and 
safety as relevant to patient care implied that 
professionals needed to acquire new knowledge 
and skills and new ways of doing their work and 
this sometimes evoked apprehension and resis-
tance to change. Insuring that consultations were 
framed in accessible language and emphasized 
the transfer of skills and strategies reduced this 
apprehension. In many cases, it was possible to 
present cultural information within the frame-
work of family theory and therapy, which rein-
forced clinician’s sense of competence and made 
interventions easier to understand and integrate 
into existing treatment plans. 

 Refl ecting the current dominance of reduc-
tionist biological models and pharmacological 
treatments in psychiatry, some psychiatrists did 
not recognize social, cultural, economic or other 
structural issues as important dimensions of psy-
chiatric care. Others did not see the consultation 
as useful even for diffi cult cases, usually because 
they viewed it as too time-consuming or intru-
sive. Concerns voiced by clinicians who had not 
used the service included the impression that such 
consultations would increase their workload, 
were too lengthy, would take too long to arrange 
and therefore would not respond to the need for 
timely resolution of clinical problems. Many of 
these clinicians would prefer to hand over diffi -
cult cases altogether rather than go through the 
consultation process and perhaps receive recom-
mendations that required that they work in unfa-
miliar ways. 
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 Sustainability has been a challenging issue for 
the CCS. In particular, funding has remained 
diffi cult to secure. In large part, this refl ects the 
continuing perception by many policy makers, 
administrators and clinicians that culture is 
peripheral to the goals and methods of mental 
health services. As a result, a service like the 
CCS is not a budgetary priority. 

 In the Quebec version of the Canadian system 
of universal health insurance (Medicare), funding 
for psychiatrists is covered by the state on a 
fee-for- service basis, but support for other mental 
health professionals (i.e., psychologists, nurse prac-
titioners, social workers) must come from hospital 
or clinic budgets or else be paid by the client 
directly. As a result, it is diffi cult to sustain an 
interdisciplinary team without commitment from 
a hospital administration or comprehensive 
community clinic. As well, because cultural con-
sultation often requires coordinating the efforts of 
multiple consultants, interpreters, culture brokers, 
patients and their families, there is a need for skilled 
clinical administrative staff who can provide tele-
phone intake and triage and organize the work of 
the service. Finally, building collaborative rela-
tionships with ethnocultural community organiza-
tions takes time and effort that may not meet 
immediate clinical needs but lays the groundwork 
for effective interventions at a later time.  

    Transferability: Implementing 
Cultural Consultation in Other 
Settings 

 Although the CCS was developed in a particular 
context, we believe that it can be easily adapted 
to different settings and health care systems. 
In fact, similar services have been developed in 
other cities with modifi cations based on the needs 
of the local communities and practitioners. The 
basic requirements to transfer of the model 
include:
    1.    An explicit commitment (ideally long term) on 

the part of regional health and social service 
authorities and institutions to improving the 
quality of mental health services by addressing 
cultural diversity.   

   2.    Information about the kinds of diversity in the 
local population and the specifi c service needs 
of particular groups. It is important to recognize 
that lack of use of services does not indicate 
lack of need. Minority groups often underutilize 
mental health services because they fear 
stigma or discrimination. Insuring cultural 
safety of institutions and addressing negative 
attitudes toward mental health services in the 
community will eventually increase use of 
services by marginalized groups. Hence, the 
initial effect may be an increase in cost. When 
this is averaged over time, however, better 
access will lead to more effi cient use of services 
and better health outcomes.   

   3.    A willingness to work closely with represen-
tatives of ethnocultural communities and 
community organizations to identify unmet 
needs and potential resources for the delivery 
of culturally appropriate mental health care. 
This requires understanding the internal diver-
sity of cultural communities and provides the 
opportunity to build up a network of resources 
that can be deployed in the assessment and 
management of specifi c cases. This process 
can also contribute to reducing psychiatric 
stigma and educate the community to be more 
effective consumers of available services. 
This work must scrupulously respect issues of 
confi dentiality, which are particularly delicate 
in small ethnocultural communities.   

   4.    The process of implementation involves 
 identifying staff with the requisite skills and 
obtaining infrastructure support (consulting 
rooms for individual and family meetings, 
administrative and secretarial support, tele-
communications, videoconferencing, Internet 
access). It is important to locate the service in 
a place within the health care system that 
makes it acceptable to both patients and clini-
cians, preferably a nonpsychiatric setting that 
is easily accessible to the cultural communities 
and clinicians who are being served.   

   5.    The core staff for the service will generally 
include an individual or small group of clini-
cians with expertise in cultural psychiatry or 
cultural-clinical psychology. This includes 
familiarity with the elements of cultural 
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assessment and formulation and the tech-
niques of consultation-liaison work. Usually, 
clinicians obtain this expertise by training in 
specialized programs and by ongoing efforts 
to refl ect on their own ethnocultural back-
ground and learn from clinical experiences 
with diverse populations.   

   6.    The ready availability of a pool of professional 
medical interpreters is essential for work with 
newcomers or others with limited profi ciency in 
the languages of mainstream institutions. 
Ideally, these interpreters should have specifi c 
training in mental health issues to allow more 
accurate assessment of mental status, deal with 
complex cases of trauma and manage their own 
emotional reactions and countertransference.   

   7.    Similarly, the service requires a group of cul-
ture brokers (some of whom may be bilingual, 
bicultural clinicians or interpreters) who can 
serve as go-betweens in clinical communica-
tion and provide information on relevant 
cultural context and background. Funding, 
supervision and support must be arranged for 
each of these types of collaborators.   

   8.    The vitality of the service will be greatly 
enhanced by assembling a multidisciplinary 
team of culturally diverse professionals open 
to rethinking standard practices. In addition to 
adding to the available expertise and ability to 
respond to specifi c populations, this team can 
also provide the solidarity and support needed 
to challenge and transform existing institu-
tional policies and practices.   

   9.    Given the innovative clinical model and inter-
ventions of the CCS, there is a need for a fl exi-
ble institutional framework that can adapt to the 
pragmatic aspects of cultural consultation 
including changes in the number and type of 
patients referred to the service, the need to 
engage extended families and community orga-
nizations in decision-making processes and the 
need to collaborate with other institutions.      

    Policy Implications 

 The CCS documented signifi cant unmet need for 
services among ethnocultural minorities, including 
immigrants, refugees and Indigenous peoples. 

The analysis of cases seen in the cultural consul-
tation services and transcultural clinics indicates 
that language, cultural background and racism all 
diminish access to mental health care or under-
mine the relevance and reception of conventional 
care. Many of the cases seen in our clinics had 
inadequate treatment for mental health problems, 
in some cases despite having been “in the sys-
tem” for years. In a signifi cant number of cases, 
the absence of interpreters or culture brokers and 
the cultural complexity of the cases prevented 
adequate assessment in conventional mental 
health care settings. 

 Given the great diversity of immigration to 
Canada, ethnospecifi c clinics are not practical for 
most groups, in most regions. For small commu-
nities, specialized clinics may also be undesirable 
because they cannot provide the requisite privacy 
and anonymity for patients, since everyone in the 
community knows everyone else. 

 While there are grassroots community initia-
tives that address the mental health needs of 
immigrants and refugees, there remains a signifi -
cant lack of coordination of resources as well as 
a lack of a coherent structure to manage the needs 
of an increasingly diverse population. As well, 
there are too few clinical consultants available to 
support primary care and frontline workers in the 
community. 

 Our results suggest that there is a need to bal-
ance three sources of help for culturally diverse 
populations: (1) to increase awareness and skills 
at the level of primary care, (2) to support com-
munity services and improve liaison with profes-
sional mental health care and (3) to provide 
specialized teams with cultural knowledge and 
language skills essential to work with patients 
who require a high level of expertise to diagnose 
and treat their problems. 

 The model we advocate involves the develop-
ment of specifi c cultural consultation services 
which can provide assessment and treatment plan-
ning as well as networking with community 
resources for clinicians in primary care, psychiatry, 
social services and other mental health disciplines. 
This service can also contribute directly to the 
training of interpreters and culture brokers as well 
as developing links with helping resources within 
the cultural communities. Given the need for simi-
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lar resources (clinicians from specifi c backgrounds, 
interpreters, culture brokers) for both consultation 
and treatment, the most useful services will allow a 
combination of consultation with the availability of 
intervention and follow- up for complex cases or 
those requiring specialized resources. 

 Health care and social service institutions must 
enable clinicians who have specifi c cultural knowl-
edge and skills to devote time to cultural consulta-
tion and to train other clinicians in this domain. 
They should also make it easier for  practitioners to 
access and use interpreters and culture brokers. 
This requires supporting the additional time and 
personnel needed to work interculturally and 
across languages as well as recognizing (and 
recruiting) clinicians with diverse backgrounds 
and linguistic skills. This includes budgeting funds 
and establishing systems to remunerate culture 
brokers for their time and expertise. 

 There is a need to support community services 
and improve their liaison with professional  mental 
health care as well as to develop culture brokers 
who can work closely with clinicians to mediate 
clinical encounters and identify appropriate 
resources to assist with the social care of patients.  

    Implications for Training 

 An important goal of the CCS is to increase the 
cultural competence of the mental health care 
 system as a whole by addressing the training needs 
of frontline workers in primary care and mental 
health. Much of the training effort of the CCS has 
gone on through case conferences and consulta-
tions responding to the immediate clinical con-
cerns of referring individuals and organizations. 
To address broader training needs, we reviewed 
training models and developed teaching materials 
and in-service training workshops for health and 
social service professionals   .

   The review of training approaches used three 
strategies: (1) a systematic review of available lit-
erature on cultural competence training using 
PsychLit, PubMed and Google Scholar search 
engines; (2) a brief survey questionnaire and 
 subsequent conversations with international 
 leaders in the fi eld addressing pedagogical 

 philosophy, methods, models, trends and gaps in 
cross- cultural training in mental health; and (3) 
on-site visits to local, national and international 
programs. The initial version of this review 
appeared as an appendix in the CCS evaluation 
report (see   www.mcgill.ca/ccs    ). 

 A growing body of literature supports the 
need for cultural competence training in mental 
health. Although there is general agreement that 
the notions of race, ethnicity and culture have 
been confl ated and inappropriately applied in 
clinical settings, there are various training mod-
els emphasizing different issues, including anti- 
racism, cultural awareness, cultural competence, 
cultural safety and culture-specifi c or generic 
approaches (Kirmayer,  2012a ). Training manuals 
have been developed for use in university pro-
grams, continuing education and clinical  settings. 
Most follow a modular format with readings and 
exercises to address a spectrum of issues related 
to cultural awareness and skill development. 
However, there is limited  evidence to support the 
effectiveness of most training programs in terms 
of either cognitive and attitudinal changes or ulti-
mate impact on clinical skills and practice. 

 Much of the work on cultural competence 
comes from the United States, Australia and the 
UK where concepts and categories of ethnocul-
tural and racialized identity differ substantially 
from those in Canada and other places (Kirmayer, 
 2012a ). In recent years, the Mental Health 
Commission of Canada and Aboriginal groups 
have adopted the notion of cultural safety as a 
rubric under which to develop training and inter-
vention models (Mental Health Commission of 
Canada,  2009 ,  2012 ; Smye, Josewski, & Kendall, 
 2010 ). This recognizes the continuing legacy of 
colonialism and state policies that have disem-
powered and oppressed Indigenous peoples. 
Immigrants, refugees and racialized ethnic 
minorities also experience systematic disadvan-
tage that must be addressed in creating institu-
tions and modes of practice that are culturally 
safe and respond to the needs of patients, fami-
lies and communities. Cultural safety will 
require attention to specifi c social structural and 
historical issues in each setting. Table  16.1  lists 
some of the strengths and limits of different 
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approaches to cultural competence and safety in 
training and the organization of health systems 
(Kirmayer,  2012b ).

   To address the need for locally appropriate 
training approaches, the CCS established a 
multidisciplinary group to assess the education 
needs of different professionals and develop 
specifi c training activities in (1) primary care, 
(2) interpreter and culture-broker programs and 
(3) graduate training programs. The primary 
care work group comprised physicians, social 
workers and frontline workers who identifi ed 
cultural training needs in their respective disci-
plines. The group met regularly to coordinate 
these activities. 

 Group members have been active in intercul-
tural training. They organized workshops to 
increase the competence of clinicians in the 
domain of culture and mental health, particularly 
for refugee services, and to know how to make 
appropriate use of specialized services. An inter-
preter training subgroup included administrators 
from the Regional Board of Health and Social 
Services, who were responsible for the training 
and deployment of interpreters throughout the 
health care system. This group made recommen-
dations for improving the training of interpreters 
in the domain of mental health. It also interfaced 
with the primary care group to help train practi-
tioners to make appropriate use of interpreters, 
since there was evidence of underutilization of 
interpreters. 

 A subgroup addressed postgraduate training 
for psychiatrists and mental health professionals 
as well as with philosophy and methods of train-
ing and education at a more global level. This 
group organized an Advanced Study Institute on 
Models of Training in Culture and Mental Health 
in May 2001 as part of the annual McGill 
Summer Program in Social and Cultural 
Psychiatry (  www.mcgill.ca/tcpsych    ). Papers 
from a subsequent workshop on “Rethinking 
Cultural Competence from International 
Perspectives,” held in April 2010, have appeared 
in  Transcultural Psychiatry  (Kirmayer,  2012b ). 
This work culminated in the framing of guide-
lines for training in cultural psychiatry produced 
by the Section on Transcultural Psychiatry of the 

Canadian Psychiatric Association (CPA-TPS) 
and endorsed by the CPA Standing Committee 
on Education (Kirmayer, Fung, et al.,  2012 ). 
These guidelines are available online and are 
being supplemented with training materials 
including readings, video lectures and links to 
other training resources (see:   www.transcultural-
psychiatry.ca    ). Table  16.2  summarizes some of 
the major themes and content areas in these 
guidelines, which are deliberately broad and 
inclusive and which can be adapted for other 
professions.

   In collaboration with the McGill Division of 
Social and Transcultural Psychiatry and specifi c 
teaching hospitals, the CCS has supported 
monthly seminars for mental health professionals 
in the community. A series based at the Montreal 
Children’s Hospital entitled “Culture and Clinic 
Rounds” used case-based presentations to focus 
on clinical assessment issues including trauma 
and organized violence, family separation and 
reunifi cation, psychotherapy with South Asian 
women and boundary issues in transcultural psy-
chiatry. A second series of monthly meetings 
based at the Jewish General Hospital (where the 
CCS is located) on “Culture & Community 
Mental Health” focused on research and clinical 
issues in community psychiatry. Topics included 
minority origin professionals in health and social 
services; women, racism and the mental health 
system; rape as a crime of war; linkages between 
community organizations and mental health 
professionals; dilemmas of ethnic match; and the 
asylum-seeking process. 

 An integral goal of the CCS has been to pro-
mote dialogue with existing community resources 
in culture and mental health. To that end, CCS 
consultants have met with staff involved with 
training in community organizations to identify 
training needs and plan relevant workshops and 
other activities. Partners in these activities have 
included the regional network providing treatment 
and supervision for those working with  survivors 
of torture (Réseau d’Intervention auprès des 
personnes victimes de violence organisée, RIVO); 
the regional coordinating group for immigrant 
refugee organizations (Table de Concertation des 
organismes de Montréal au service des réfugiés et 
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immigrantes, TCRI); a training center for organi-
zational cultural competence (Institut Interculturel 
de Montréal, IIM); the local branch of the Canadian 
Mental Health Association, a lay advocacy group; 
a regional coalition of about 80 cultural commu-
nity organizations (Alliance des Communautés 
Culturelles pour L’égalité dans la Santé et des 
Services Sociaux, ACCESSS); and a social ser-

vice organization for immigrants (Centre sociale 
d’aide aux immigrants). We identifi ed areas of 
potential collaboration with these organizations, 
including training mental health professionals in 
intercultural awareness and skills, information 
and resource sharing and the development of a 
mechanism for providing ongoing clinical con-
sultations for mental health professionals working 

   Table 16.2    Core knowledge, skills and attitudes for training in cultural consultation   

  Knowledge  
 Prevalence of mental health among specifi c ethnocultural groups and populations 
 Cultural variations in idioms of distress, symptom presentation, illness explanatory models and cultural syndromes 
 Ethnic differences in response to medications, including pharmacokinetics (metabolism) and pharmacodynamics 
(drug response, susceptibility to side effects) 
 Interactions of culture with gender, age and social status 
 Sociocultural stressors, including migration, poverty and discrimination 

  Skills  
 Conduct and organize a culturally oriented assessment 
 Ability to negotiate sociocultural factors, such as healer–patient role expectations and power dynamics, that 
infl uence clinical engagement and alliance 
 Conduct a culturally valid mental status examination 
 Produce a cultural formulation 
 Consider cultural issues and present an integrative biopsychosocial–spiritual understanding 
 Develop a culturally appropriate treatment plan 
 Cultural adapt psychotherapy, pharmacotherapy and other interventions 
 Appropriate management of ethnic differences when using pharmacotherapy and somatic therapy 
 Direct patients to relevant community resources 
 Modify style of communication to facilitate rapport with patients and their families 
 Appropriate use of linguistic and cultural interpreters 
 Work with interpreters and culture brokers 
 Consult and collaborate effectively with other physicians, health care professionals, agencies, religious leaders, 
community leaders and cultural consultants as appropriate 

  Attitudes  
 Refl ect on and recognize one’s own biases and assumptions 
 Demonstrate integrity, honesty, compassion and respect for diversity 
 Understand ethical issues that concern diverse populations 
 Recognize power differences and dynamics in professional collaborative relationships 
 Demonstrate respect for diversity in working with teams 
 Aware of power dynamics and take appropriate steps to address inequity owing to sociocultural forces within teams 
 Participate in and promote quality assurance that takes into account cultural and equity issues 
 Ensure equitable allocation of health care resources and access to care 
 Identify and understand the impact of racism, access barriers and other social factors leading to mental health 
sequelae and health disparities in disadvantaged groups 
 Knowledge of major regional, national and international advocacy groups in mental health care 
 Ability to engage in effective mental health promotion strategies, including community educational talks and 
workshops 
 Advocate effectively for the biopsychosocial, cultural and spiritual needs of patients and their families within the 
health care system and community 

  Based on Kirmayer, Fung, et al. ( 2012 )  
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in an intercultural context. Often groups working 
on intercultural mental health care were unaware 
of the contributions of other groups locally, natio-
nally and internationally. 

 Cross-cultural training is a necessary compo-
nent of clinical training for all mental health pro-
fessionals. However, in most educational and 
practice settings, it remains largely undeveloped. 
In particular, most mental health professionals 
receive no training on how to work with interpret-
ers and culture brokers and no systematic educa-
tion in cross-cultural assessment or intervention. 

 Clearly, there is a need to strengthen training 
of mental health practitioners in concepts of 
culture and strategies of intercultural care. 
This should include recognition of the value of 
clinician’s own linguistic and cultural back-
ground knowledge as added skills. Professional 
training should provide explicit models for inte-
grating tacit cultural knowledge and current best 
practices in mental health care. Trainees should 
be given opportunities to refl ect on and make use 
of their own cultural backgrounds and to employ 
their linguistic skills in working with patients. 

 There is a particular need to train mental 
health practitioners to work with interpreters. 
This must become a standard part of all graduate 
training programs in psychology, psychiatry, 
nursing, social work and other health and social 
service professions. In-service training and 
 continuing education programs should be pro-
vided for practitioners to refi ne their skills in 
intercultural communication and collaboration 
with medical interpreters. 

 Interpreting in the context of mental health 
care is especially demanding because of the tech-
nical need to transmit not only the gist of what 
someone is saying but its precise form and quality 
(set against a backdrop of cultural norms) in order 
for the clinician to assess the patient’s mental sta-
tus. Mental health interpreting also involves emo-
tionally intense and challenging situations that 
may affect all participants. Interpreters therefore 
need additional training in mental health as well 
as supervision and support to work with poten-
tially distressing or traumatizing situations. 

 There is also a need to develop training for 
clinicians, interpreters and other knowledgeable 

community members who can play an important 
role as culture brokers. This requires addressing 
specifi c ethical issues that challenge the narrow 
role currently assigned to interpreters (Chapter   6    ). 

 Finally, quality assurance and accreditation 
standards for training programs must specify the 
components of cultural safety and competence in 
detail (e.g. knowledge, skills and attitudes) and 
insure they are addressed in training program cur-
ricula, evaluation and recertifi cation. Only formal 
monitoring can insure that these issues are fully 
integrated into training and certifi cation of profes-
sionals so that knowledge, skills and attitudes 
essential for cultural safety and competence 
become part of the core expertise of every mental 
health professional.  

    From Consultation and Clinical 
Services to Advocacy 

 As we have shown throughout this book, the 
political dimensions of culture are very often at 
the forefront in the consultation process. Inter- 
group power relations and the stresses and injury 
that stem from social exclusion—whether 
through the structural violence of poverty, micro- 
aggressions of discrimination in daily interac-
tions, institutionalized racism or as a result of 
restrictive policies of immigration and asylum—
are sources of social suffering that may be 
expressed as mental health problems or compli-
cate the course of recovery. From the perspec-
tives of public health, clinicians have a 
responsibility to advocate for changes in social 
policy that will promote mental well-being, pre-
vent illness and facilitate recovery. In the same 
way that clinicians advocate for anti-bullying 
measures and for restricted access to fi rearms, 
clinicians working with ethnocultural minorities, 
immigrants or refugee must advocate to improve 
the quality of services, recognition and protection 
and to decrease the social adversity that vulnera-
ble groups confront. 

 While advocacy for individual cases to sup-
port a refugee claim or facilitate access to services 
is highly valuable, clinicians should also advocate 
as a group to improve the way in which their 
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societies welcome immigrants and refugees and 
support their resettlement. In a context of increas-
ing xenophobia, this can be a challenging endeav-
our, and the creation of international networks of 
advocacy can help local advocates persist, despite 
institutional pressures, to keep human rights issues 
on government agendas. These rights include not 
only the protection of the right of asylum but also 
the right to health, education and the protection of 
the child’s best interest. Recognizing that we are 
fundamentally cultural beings and require hospi-
table communities and participation in traditions 
to fl ourish, there are also international rights to 
culture itself (Kirmayer,  2012b ). Mental health 
services that work with culture as a resource for 
individual and collective resilience can contribute to 
the protection of this right. 

    Building Communities of Practice 

 In 2007, a meeting of about 200 clinicians and 
leaders of government and community organiza-
tions from across Canada produced a set of rec-
ommendations for addressing health disparities 
and cultural diversity in health care (National 
Transcultural Health Conference,  2007 ). The rec-
ommendations emphasized the concept of cul-
tural safety, achieved through explicit attention to 
cultural issues in health care, including the devel-
opment of the skills of cultural competence, the 
use of trained interpreters and culture brokers, 
involving both linguistic translation and cultural 
mediation; ready availability of culturally appro-
priate information on illness and treatment in 
multiple languages through oral, written and 
visual materials accessible through Internet web-
sites, social media or standalone audiovisual 
kiosks; building on cultural knowledge through 
partnerships with communities; and the develop-
ment of local, regional and national networking. 
Many of the ideas from this conference have been 
incorporated into subsequent work by the CCS, 
particularly through the development of Internet 
web-based resources for training and clinical 
services. 

 To insure that the work of cultural consulta-
tion has maximum impact, frontline workers 

need easy access to resources and support to 
provide culturally appropriate care. One effi cient 
way to achieve this is through the use of web-
based resources and other information communi-
cation technologies which offer several 
advantages for promoting intercultural care. 
First, they allow for networking, creating links 
between community groups, clinicians and gov-
ernment organizations. Secondly, they allow for 
much wider accessibility, making these materials 
and tools available in rural or remote locations. 
Specifi c resources can be determined through 
needs assessment and during ongoing consulta-
tion with stakeholders but would likely include 
(1) training and self-assessment materials for 
continuing education in cultural competence 
(Lim, Hsiung, & Hales,  2006 ); (2) multilingual 
mental health information resources for patients, 
families and professionals; (3) specifi c material 
on key issues including ethnocultural variations 
in diagnostic and neuropsychological assessment 
and response to psychiatric medication; (4) guide-
lines for the design and implementation of cul-
tural consultation, community-based  collaborative 
care and ethnospecifi c mental health services; 
and, eventually, (5) consultation for specifi c clini-
cal and organizational issues related to cultural 
diversity in mental health care. 

 Intercultural work can be both exceptionally 
demanding and rewarding. Many practitioners 
concerned with cultural issues fi nd themselves a 
lone voice in their local health care system. There 
is a need to develop a community of practice 
through networking to bring together and support 
individuals who can spearhead the development 
of services like the CCS and who are actively 
engaged in intercultural work. This network can 
exchange information and support a national clear-
ing house for models of intervention, clinical 
resources and training materials. This network can 
also sponsor interdisciplinary training activities 
and collaborative research across centers. 

 With support from the Mental Health 
Commission of Canada, we have developed a 
web-based Multicultural Mental Health Resource 
Centre (  www.mmhrc.ca    ). The MMHRC is essen-
tially an Internet portal to provide easy access to 
material useful for intercultural mental health 
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care (Table  16.3 ). The website brings together 
links to resources and other sites useful to pri-
mary care and mental health practitioners, 
patients and their families, community organiza-
tions and policy makers. For clinicians, the site 
provides information on cultural assessment and 
formulation, migration-related health issues, 
methods for the use of interpreters and culture 
brokers and ways of helping patients to access 
community resources. For patients and their fam-
ilies or caregivers, there is multilingual informa-
tion on common mental disorders and materials 
for self-care and information on health resources 
as well as links to local and national community 
organizations. For health administrators and 
planners, the site serves as a clearing house for 
information on models of care and best practices 
in addressing cultural diversity in psychiatry and 
mental health care. This includes bringing 

together materials developed in other countries to 
give a comparative perspective on available strat-
egies and facilitate local, national and interna-
tional networks for knowledge exchange in this 
area. An associated e-mail  listserv provides a 
vehicle to announce programs and make requests 
to the network for information. Video podcasts, a 
blog and other social media are used to share 
ideas within the network and can attract a wider 
audience to enlarge the community of practice.   

    Conclusion: Valuing Cultural 
Diversity 

 Every culture has its own styles of reasoning and 
raison d’etre rooted in certain core values and 
ways of life. Culture is of value for each individ-
ual as it is essential to the realization of one’s full 
personhood with a range of competencies that 
build on collective history and accomplishments. 
Culture is of value to the group or community as 
a means of weaving people together with com-
mon purpose and coordinated roles in a larger 
system capable of creating institutions that far 
outreach the capacity of any individual. Beyond 
culture as a primary good for each individual or 
collectivity, we can recognize the diversity of 
cultures itself as a good, on analogy to the eco-
logical role of biological diversity in insuring the 
viability of ecosystems in situations of stress and 
change. This global diversity can be valuable 
even to a relatively homogeneous or monocul-
tural society. Every language and cultural tradi-
tion offers us imaginative possibilities that may 
help us adapt to new circumstances or address 
some of the limitations, injustices and inequities 
in our own way of life. 

 Recognizing the creative value of the encoun-
ter between different traditions works against 
the stale and stultifying arguments for exclusion 
or assimilation that arise from limited imagina-
tion and engagement with others. When the 
other is viewed only in terms of problematic 
 difference, we miss the creativity of exploring a 
new worldview that can challenge and invigorate 
our own, whether through dialogue or hybrid-
ization. Rather than viewing others from a dis-
tant, disengaged and uninformed view of their 

    Table 16.3    Contents of a Web-based resource for 
multicultural mental health   

  For health care providers  
 •  Guidelines for working with interpreters and 

culture brokers and for specifi c patient populations 
or clinical problems (e.g. immigrants, refugees, 
survivors of torture) 

 •  How to locate resources needed for intercultural 
care (e.g. interpreters, culture brokers, community 
organizations) 

 •  Self-study and assessment materials for cultural 
competence 

 •  Updates from current clinical and research literature 
on culture and mental health 

  For patients and their families  
 •  Mental health information factsheets in multiple 

languages 
 •  Self-help materials 
  For community organizations  
 •  Information on mental health services 
 •  Stigma reduction materials for diverse groups 
  For policymakers, planners and administrators  
 •  Information on policies, law and human rights 

declarations related to diversity in mental health 
care at different levels of jurisdiction (i.e. local 
health care systems, regional, national) 

 •  Criteria and measures for organizational cultural 
safety and cultural competence 

 •  Demographic information on ethnocultural 
communities 

 •  Models and approaches to the design of services for 
culturally diverse populations 

   Source :   www.mmhrc.ca      
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experience, which inevitably leads to stereo-
typing and prejudice (and sometimes is used to 
justify our own fearful reactions and aggres-
sion), we can engage them directly in  dialogue 
and in the process enlarge our imagination of 
what it is to be human. 

 If we value diversity for any or all of these rea-
sons, we must work to create forms of community 
that can sustain it. Along the way, we must do our 
best to protect the global diversity that is our col-
lective cultural capital. Our willingness to work 
for this diversity, at home and internationally, 
refl ects the level of our interest in and respect for 
others—and for the other in ourselves, born of our 
own hybrid histories, identities and experiences. 
The politics of alterity shapes our social world but 
it also has echoes in the recesses of each individ-
ual’s psyche as we write and rewrite our personal 
stories of identity. Health services are crucial are-
nas where diverse people come together in times 
of crisis with an openness born of the urgency of 
their predicament and the commitment to a com-
passionate response. The appropriateness and 
effectiveness of this response depends on recog-
nizing the person in their  individuality, which, in 
turn, draws from their participation in multiple 
cultural communities. Multicultural mental health 
care allows us the opportunity to explore cultural 
identities and engage communities to in an effort 
to understand and help others in ways that are 
grounded in recognition of both our common 
humanity and our essential differences.     
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