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ABSTRACT

In a world where migration is becoming an increasing global reality, migrants’
mental health is a cause of concern as they may face dual vulnerabilities due to cultural
(e.g., stigma attached to mental disorder) and structural barriers to treatment (e.g.,
navigating the medical system). In Australia, Chinese migrants represent the third largest
group of overseas-born residents and the largest group from non-English speaking backgrounds.
Concerningly, studies conducted in Australia have found that this migrant group reports a
lower use of mental health services compared to the locally born people and a tendency to
delay treatment until their mental health problems become severe, which significantly
increases the personal, social, and economical costs of treatment. Depression is a common
mental disorder among Chinese migrants living in multicultural countries including
Australia. Given that cognitive behavioural therapy (CBT) is one of the most efficacious and
cost-effective treatments for depression, the compatibility between CBT and Chinese values,
and the promising evidence for the efficacy of CBT for depression in Chinese migrants and
nationals, the overarching aim of this research program was to investigate cultural adaptations
of CBT for depression symptoms in Chinese migrants living in Australia. The present research
sought to contribute, through three interrelated studies, to the development of culturally adapted
psychological treatments, which may help to improve client engagement and treatment outcomes
in populations that are underrepresented in psychological services.

Study One comprised a scoping review of the current literature on CBT for depression
and anxiety in Chinese nationals and migrants, with a particular focus on cultural adaptation
frameworks, cultural modifications to therapy, consultations with health providers and
consumers, and clients’ experiences of undergoing therapy. Included studies (N =21) were
reported according to the Preferred Reporting Items for Systematic Reviews and Meta-Analysis
(PRISMA) Statement. This scoping review makes an important contribution to the literature by
mapping the available evidence on CBT for depression with or without comorbid anxiety in
Chinese nationals and migrants. Although there is favourable evidence to support the efficacy of
CBT in this population, there are important gaps in the literature, including limited use of
cultural adaptation frameworks for adapting CBT for depression in Chinese migrants

internationally, no cultural adaptation frameworks used in adapting CBT for depression in
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Chinese migrants to Australia in particular, and a high degree of variability in involving
clinicians and consumers in the cultural adaptation of CBT.

Study Two was a qualitative study that aimed to use the Formative Method for Adapting
Psychotherapy (Hwang, 2009) and the Generic Cognitive Model (GCM, Beck & Haigh, 2014) to
guide the cultural adaptation of CBT for depression in Chinese migrants. The objective was to
document clinicians’ and community members’ perspectives on the cultural adaptation of CBT
to Chinese migrants in Australia, with an emphasis on the specific and non-specific factors of
CBT. The qualitative study included two stages to document clinicians’ and community
members’ perspective on the specific factors (stage one) and non-specific factors (stage two) of
CBT. Thirty-four participants recruited using snowballing and purposive sampling, participated
in twelve individual semi-structured interviews and five focus groups. Thematic analysis and a
modified consensual qualitative research approach were used for data analysis. The interviews
and the focus groups were audiotaped, transcribed and structured in a database using NVivo 11.
The main findings of stage one were that it is equally important to use cognitive, behavioural,
and mindfulness techniques in a culturally sensitive manner with Chinese clients, and to cultivate
cultural humility, to ultimately improve treatment outcomes. Stage two identified unique aspects
of the non-specific factors including clinicians’ self-disclosure, providing a treatment rationale
that participants can connect with at an intellectual and emotional level, and using culturally
appropriate terminology for depression to facilitate client engagement.

Study Three comprised a quantitative study. The findings of Study Two informed the
integration of migration stress (i.e., trigger for depression) and ethnic identity (i.e., potentially
negative impact on mental health of losing one’s own identity after migration or being
stereotyped because of one’s identity) with aspects of the GCM, including brooding, mindful
attention, automatic thoughts, activation, and avoidance, to predict depression in Chinese
migrants. The first hypothesis was that the relationships between migration stress and brooding,
and migration stress and mindful attention, would be moderated by ethnic identity, such that at
higher levels of ethnic identity (i.e., a sense of belonging to a group and learning about one’s
group) the relationships will be weaker than at lower levels of ethnic identity. Higher brooding
and lower mindful attention were expected to predict higher automatic thoughts and avoidance,
and lower activation, which ultimately would predict the severity of depression symptoms. The

second hypothesis was that indirect effects between migration stress and depression symptoms
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(H2a), and between ethnic identity and depression symptoms (H2b), would be significant. A
convenience sample of 399 Chinese migrants across Australia completed a battery of
questionnaires uploaded on Qualtrics survey software. Structural equation modelling was used to
test a series of models investigating relationships between aspects of migration stress, ethnic
identity, components of the GCM, and depression symptoms. SPSS 23.0 and Mplus version 8
(Muthén & Muthén, 1998-2017) were used for data analysis. The main results of the quantitative
study are that only two aspects of migration stress (i.e., loss and not feeling at home) were
associated with higher brooding and lower mindful attention, which in turn were associated with
higher automatic thoughts and avoidance, which were ultimately associated with depression
symptoms.

The findings of these three interrelated studies contribute to the fidelity-adaptation debate
and favour the need for adaptations to evidence-based treatments to reduce disparities among
culturally and linguistically diverse groups in accessing mental health services. Additionally, the
present results underscore the need for testing a culturally sensitive version of CBT informed by
the findings of this thesis. A focus on cultural sensitivity has the potential to improve access,
clinical engagement, and treatment outcomes of psychological interventions for clients from

diverse ethnic groups, which is critical in an increasingly globalised world.



ACKNOWLEDGEMENT

First, I would like to thank the participants and clinicians who participated in my studies.
Without your willingness to assist me with recruitment and asking your family, friends, and
friends of friends to participate in my studies, completing this research program would have been
impossible. [ am grateful to each and every one of you for sharing your personal and clinical
experiences with me. From you I learned as much about the importance of considering culture in
providing psychotherapy as I did about the similarities and differences between us as human

beings. Regardless of what the future holds for me, this PhD made me a better clinician.

To my supervisory team, Professor Peter McEvoy, Associate Professor Rosie Rooney,
Associate Professor Lauren Breen, and Dr. Robert Kane, for agreeing to supervise and journey
with me. I have never imagined I would do a PhD in Australia, so thank you for giving me this
opportunity. To Pete, for his endless guidance and constant encouragement through these years.
You helped me understand that the biggest lesson from this journey is perseverance despite self-
doubt. To Rosie, for always having to say something positive and for seeing the positive in what
I was doing. To Lauren, for making me feel understood and supported. I will remember to hope
for the best, but at the same time to wear a helmet. To Bob, for his guidance on statistics, which
seemed a different language at the beginning of my PhD. I am grateful and privileged for being

able to call you my supervisors.

I am thankful to SiewHo Yeak for being my informal supervisor. Your guidance in better
understanding the Chinese culture and support with recruitment was invaluable. To Chun
(Sophia) Yau Man and Amber Mengyi Li, your dedication in helping me with recruitment made

a huge difference. Words cannot thank you all enough.

To my friends from the HDR HUB, you know who you are. I am truly happy I had the
chance to meet you and journey with you. The laughs, the hugs, the happiness dance, and the
little victories we shared will always be cherished. Because of you, I will remember in a more

positive light the time spent at Curtin.

Finally, I wish to thank my family and close friends from Romania and Perth for their
unconditional support. Special thanks to my parents Mariana and Geza for supporting me when I

decided to embark on this journey, which seemed to be at the end of the world, for your love, and



vi

for being amazing role-models. Hope you are proud of me. To my friends, I feel fortunate for
receiving encouragement both in my native language and English and for celebrating twice my
little victories. Lastly, to Marius, my husband, for taking me on a big jet plane to come to
Australia and encouraging me to fulfil my dream of doing a PhD. I cannot express my gratitude
enough for being there for me during my ups and downs. I cannot wait for our next adventure

together.



LIST OF CONFERENCE PRESENTATIONS

Bercean, A. (née Farcas), McEvoy, P., Rooney, R., Breen, L., & P., Kane, B. (July, 2018).
Towards a culturally adapted cognitive behavioural therapy for depression in Chinese
migrants living in Australia: Findings from two studies. Paper presentation at Denis

Glencross Memorial Student Seminar, Perth, Australia

Bercean, A. (née Farcas), McEvoy, P., Kane, R., Breen, L., & Rooney, R. (July, 2018). The
generic cognitive model for depressive symptoms and its specificity in Chinese migrants: A
structural equation model. Paper presentation at the 24" Congress of the Cross-Cultural

Psychology, Guelph, Canada

Farcas, A., Breen, L., McEvoy, P., Rooney, R, Kane, R., & Yeak, S. (June, 2017). Culturally
adapting cognitive behavioural therapy for depression in Chinese Australians. Paper
Presentation at the 9th International Congress of Cognitive Psychotherapy, Cluj-Napoca,

Romania

vii

Farcas, A., Rooney, R, McEvoy, P., Rooney, R., Breen, L., & Kane, R. (September, 2015). Non-

specific factors of culturally adapted cognitive behavioural therapy for depression in
Chinese Australians. Paper presentation at the Mark Liveris Health Sciences Research

Student Seminar, Perth, Australia

Farcas, A., McEvoy, P., Rooney, R., & Breen, L., Kane, R., & Yeak, S. (June, 2016). Adapting

Cognitive Behavioural Therapy for Depression in Chinese Australians: Health providers'
perspectives. Rapid Oral presentation at the 8th World Congress of Behavioural and

Cognitive Therapies, Melbourne, Australia

Farcas, A., Rooney, R, McEvoy, P., Rooney, R., Breen, L., & Kane, R. (September, 2015). 4
scoping review of cognitive behavioural therapies for depression and anxiety in a North-
East Asian population. Poster presented at the Mark Liveris Health Sciences Research

Student Seminar, Perth, Australia

Farcas, A., McEvoy, P., & Rooney, R. (October, 2014). Cognitive-behavioural therapies for
depression in Asian populations: A literature review and proposed guidelines. Poster
presented at the Australian Association of Cognitive Behaviour Therapy’s 37th National

Conference “Uniting Research and Practice in Mental Health Care”, Perth, Australia



viii

TABLE OF CONTENTS

DECLARATION ...ttt ettt ettt ettt et e st e et e entesate s e eneesaeeseeneesseensens i
ABSTRACT ...ttt ettt ettt et e a e b et eat e sae et eetesbe et e eanenbe e il
ACKNOWLEDGEMENT ...ttt sttt sttt st et s \%
LIST OF CONFERENCE PRESENTATIONS ...ttt vii
TABLE OF CONTENTS ...ttt ettt sttt st ne e eneenneas viii
LIST OF TABLES ...ttt sttt sttt ettt et sae et eaeens xii
LIST OF FIGURES . ... .ottt sttt st st xiii
LIST OF ABBREVIATIONS ...ttt ettt sttt ettt ae e sneenneas Xiv
Chapter 1: Depression and CUILUTE ..........c.eeeeiiieiiieiiiie et e e 1
1.1.  World Prevalence of Major Depressive DiSOrder ...........c.occveevieeiieniieniieenieeieeieeeeeeneen 1
1.2.  Cultural Influences 0n DePresSion .........eeuierieeiierieeiieiie ettt eite e eee e seaeeeeas 2
1.3.  Cultural characteristics of Chinese Migrants............ccccveerveeerieeerieeeiieeeieeesneeesreeesneens 3
1.4.  Depression in Chinese MIZIANtS .........ccccevuieeiiiieeeiiieeniieesieeesieeesreeessreeesaneessneesseeesveens 5
1.4.1.  Depression prevalence among Chinese migrants. ...........ccceeceeevveerveenieenieeenieenneenne 5
1.4.2.  Depression expression in Chinese Culture. ..........ccocceevvieriiinieniiienienieeieeieeeene 10
1.4.3.  Barriers to depression treatment among Chinese migrants...........c.ccceeeevveeeeveeennnenn. 12
1.5.  Would Chinese Migrants Benefit From Cognitive Behavioural Therapy?.................... 13
1.5.1.  Cognitive behavioural therapy for depression. ..........cceeecveevieriiieniienieenieeieeieene 13

1.5.2.  Cognitive behavioural therapy and Chinese culture: Theoretical compatibility and

LA 16 133 T 14
1.5.3.  Concepts of culture applied in psychotherapy. ........cccceecveeevieeeiiieeiiiecieeceeeeen 17
1.5.4.  Cultural adaptation frameworks: A way forward?...........cccceeveviiveniiinienenieneene. 19
1.6, TRESIS OVEIVIEW....eiuiiiiiiiieiieiieittete ettt ettt sttt b et st b et e ate bt eteeaeenbeenees 21
1.6.1.  Rationale of the present thesis. ........cccevvuiieiiiiiiiiieeee e 21
1.6.2.  Research aim, objectives, and StUAIES. ........cceeeriiieriieeiiie e 24
1.6.3.  Structure of the thesiS........coviviiiiiiiiii e 25
1.6.4.  Ethical conSIderations. ..........cc.eevuerierieriinieiertestete ettt 27

Chapter 2: Cognitive Behavioural Therapy for Depression and Comorbid Anxiety in Chinese
Nationals and Migrants: A Scoping REVIEW .........cceieiiiiiiiiiieiiiecieecee e 28
2,10 INEOAUCLION ...ttt ettt ettt et sbe et et nae e 28



X

N\, (<11 1 1o (0] (0o PSSR 30
2.3, RESUILS ettt ettt ettt e bt e et et e st ens 33
2.3.1.  The efficacy of CBT for depression and comorbid anxiety............cccceeruverurenennne. 33
2.3.2.  Use of cultural adaptation frameworks. ...........cccceeviiiniiiiiinieiiieecceeee e 33
2.3.3.  Consumer and clinician consultation regarding cultural adaptations. .................... 39
2.3.4. Common adaptation to semantics, treatment delivery, and client engagement...... 39
2.3.5. Common and unique cultural adaptations to CBT techniques...........c.cccceerurennenne. 40
2.4, DISCUSSION ..ottt sttt ettt ettt b et e bttt et e ebt e bt et e eatesbe et e eatesbeenbeennenbeenee 41
2.4.1. Limitations and directions for future research. ............cooiiiiiiiiii 44

Chapter 3: Improving the Cultural Sensitivity of CBT: Community Members’ and Clinicians’

Perspectives 0n SPeCific FACIOTS ......oouiiiiiiiiieiieie et 45
3.1, INEFOAUCTION c.eteiieiecteee ettt ettt et b ettt be et sat e b enees 45
R TR \Y <11 Ve (0] (o ey PSSR 47

32,1, PartiCIPANES. ....ccccuiieiiieeeiieeeieeeeiee et ee et e e e e e teeesstaeessbaeessbaeessaeeensaeensaeesnnaeeenaeenns 47
3.2.2.  Interview and focus group protoCol. .........ccceeoiiriiriiieriinieeieeie e 48
3.2.30 PTOCEAUIE. ..couiiiiiieieeet ettt sttt ettt et nbe s 48
3.2.4.  Data @nalySiS. ..cccueieeuieieiieeiiieeeiee ettt e e st e et a e e saaeeeabeeeaaeeeaaeeeneeens 50
3.2.5.  TrUStWOTTRINESS. ..cueieiieiiieiie ettt ettt e 50
3.3 RESUIES e ettt ettt st 51
3.3.1. Mixed attitudes and perspectives towards CBT.........ccccoecvveiieiiienieniieieeieeene 51
3.3.2. Improving the cultural sensitive of cognitive restructuring. ..........ccceeeeveeeeveereneenns 54
3.3.3.  Applications of behavioural Strate€gies. .........ccccvvrerriireriiireriieeriee e eee e 56
3.3.4. Attitudes towards mindfulness meditation............ccceveererieriineeienieneeieseeeeenen 58
3.3.5. The importance of incorporating core culturally sensitive strategies. .................... 58
34, DASCUSSION ..ttt ettt ettt et h e et e b e et e e bt e e ab e e bt e eabe e bt e sabe e bt e eabeenbeesnbeebeenaee 60
3.4.1. Limitations and directions for future research. .............cocoiiiiniiiiiiniiiie 65

Chapter 4: Non-specific Factors of Culturally Adapted CBT for Depression in Chinese Migrants:

Community Members’ and Clinicians’ Perspectives ..........cccverieerieerieeniienieenieenieeieesve e 66
4.1, INEEOAUCTION ..ttt ettt et e sttt esab e et e sateebeesateebeesaneens 66
Y, (<11 1 1o (0] (0o PSSR 70

4.2.1. Interview and focus Eroup protocol. .........cccceevirriiieiiiriiieiierie et 70



4.2.2. Data AnalySiS. couueeeiiieeiiieeiiieeiee et e e e e et e e eat e e etaeeeaaeennreeeennes 70
B30 RESUILS ..ttt ettt ettt e b e sha e et e et ens 71
4.3.1. Community members’ and clinicians’ mixed expectations. ...........ccceeeerveerueennnenne 71

4.3.2.  The importance of microcounselling skills in developing a strong therapeutic
1C<] P10 1020 ] 111 o PSRRI 75

4.3.3. Promoting clinical engagement through providing extended psychoeducation and a

treatment rationale that may normalise depression. .........cccceceeeerernienieneenienieneee e 77
4.3.4. Preferences for individual therapy or individual therapy with a support person.....79
A4, DISCUSSION «..eentieiitette ettt e rtte et ettt et e bt e e bt e s ate e s bt e saeesabeeabeeeabeesbbeeabeeeabeenbeeaaeeenbeesneeenbeenanas 80
4.4.1. Limitations and directions for future research. .............ccoceeiieniiiiiiniiinieneceee, 83

Chapter 5: The Generic Cognitive Model for Depression Symptoms and its Specificity in

Chinese Migrants: A Structural Equation Model............ccccoeviiiiiiiiiiniieiieieeeeeeeee e 85
S5.10 0 TIETOAUCTION ...ttt ettt et e sttt e s bt e e beesabeebeesaeeenneens 85
5.2 MEROM ...ttt et b et 89

52,1, PartiCIPAnS. ..o.eeeiieiieeiieeiieeiie et esite et et e et e st e et e esteeesbeeseesnbe e seesnbeenseeenseeseeenseenns 89
5.2.2.  MBASUIES. .ttt ettt ettt ettt ettt ettt ettt ettt et et b e e e 91
5230 PIOCEAUIE. ...ttt et ettt ettt e e st e e e 94
I S D 1 72 B 10 1 ) (TSRS 95
5.3 RESUIES .ttt 95
5.3.1. Preliminary analySiS........ccceeeieeruierieeiiieniieeiiesie ettt ettt st aee e 95
5.3.2.  Measurement MOAEIS. ........cooiiiiiiiiiiiiiiieeee e 98
533, Structural MOdel........cooiiiiiiii e 100
54, DISCUSSION c.uttuiiiieieeiteei ettt ettt ettt et ea b sbe e be et e sbe et e estesbeenbeeatenaeenneas 102
54.1.  Clinical IMPlICALIONS. .....eevuiieiieriieeiieeie ettt ettt et eae et e e eseesaaeenseeeenas 108
5.4.2. Limitations and directions for future research. ...........ccoccooiiiiiiiiiiniiniine, 109

Chapter 6: General DISCUSSION ......cccueieeiieeiiieeiiieeiieeeceeeeceeeeteeeeteeessreeesreeeeaeeesseeessseeens 111
6.1. Review Of Thesis ODJECTIVES ....ccuiiiiiiiieiieiieeiieiee ettt s 111
6.2.  Summary of Major FINAINGS..........cccieriiiiiiiiiieiieieceee et 112

TN B 1 16 | 20 ) o TSR R 112
TN 1 16 | 2 0o TSRS 114

6.2.2.1. Main findings on specific factors of CBT. ......ccccociriiniiiiniiniiicieeieceeee 115



X1

6.2.2.2. Main findings on non-specific factors of CBT. .........ccccccoiiviiiiniiiiniieeeee e, 116
0.2.3.  SHUAY thICe. ..oceeiieeeiie et 118
6.3.  Clinical IMPLICAtIONS ....ccueeiuiiiiiiiiiieiieie ettt ettt et e et e saae e s e enees 119
6.4. Strengths, Limitations, and Future Research............cccooccoeviiniiiiiiniiiniicicceeeee, 123
6.5. Concluding REMATKS ........ccceiiiiiiiiiieeiiiece ettt e svae e saee e sveeesaveeens 126
RETEIEIICES ...ttt ettt ettt et e st e e e 128
LISt OF APPENAICES ...oonvieiiieiieeiieeiieeie ettt ettt ettt et e st e et e s abeebeesabeenbeaesaeeseesnseenseennnas 158
Appendix A: HREC APPIOVAL .......cooiuiiiiiiiieiiicitece ettt ettt et et e e s 158
Appendix B: Information Sheet in English and Simplified Chinese and Interview Schedule for
Consulting CommuNity MEMDETS ........cceeiuiieiiiieiiieeiiieerieeertee et e ereeeseeeeeereesseeesseeesseeenns 159
Appendix C: Information Sheet and Interview Schedule for Consulting Clinicians............... 168
Appendix D: Information Sheet for the Online SUIrvey .........ccoocvvevieiiieiieniieieceeeeee e 175
Appendix E: Questionnaires included in the Online SUIVeY .......cccccvvevvieeiciieeecieeeieeciee e, 178
Appendix F: Impact of Migration Competition — Terms and Conditions.............cccceeeruveenneen. 184
Appendix G: Flyer for Recruiting Participants ............ccceocueeviierieeniienieeiieeieeieeeie e 186

Appendix H: SONA Advertisement for the online Survey ..........cceceveeverieneenenienceneneee, 187



Xii

LIST OF TABLES

Table 1 Studies on CBT for Depression and Comorbid Anxiety in Chinese Nationals and

MUEGFARLS ...ttt ettt et e e s it e et e e abeeeabeesaabeeeabbeeeabteeeabteeeabeeenanes 34
Table 2 Comparison of Cultural Adaptations From the Scoping Review and Chu and Leino’s
(2017) FFAMEWOFK ...t e ettt e e te e e tae e s tae e s staeesstaeesssaesssaeenssaesnsseesnsaeesnsaeennses 43
Table 3 Summary of Themes and Subthemes Reflecting Cultural Adaptations to Specific Factors
OF CBT ettt et h et a e b et e a bbbt a e bt ettt a et et nae e 52
Table 4 Catalogue Of ACHIVILIES ...........cccueeeeeeceieeieeiieeee ettt ettt aeesteesaeebeessaeesaesaseens 57
Table 5 Summary of Themes and Subthemes Reflecting Cultural Adaptations to Non-Specific

Y e Te 1) e A 6 > SRR 72
Table 6 Demographic Information (1 = 399) .....ccccuciereeiieiieeeeete ettt ens 91
Table 7 Means, Standard Deviations, and Cronbach’s AIDhas (0) ...........ccoeveeeeeveveincienienannn. 96
Table 8 Pearson’s Bivariate Correlations Between all Variables.................ccccceveevvienannnnnen. 97

Table 9 Model fit indices for each scale included in the measurement model ........................... 100



xiii

LIST OF FIGURES

Figure 1. PRISMA flowchart describing included studies. ...........cccveeeiieeeiieeciieeieecie e 32

Figure 2. Summary of the steps for improving the cultural sensitivity of the specific factors of

Figure 3. Hypothesised model showing the relationships between migration stress, ethnic
identity, brooding, mindful attention, automatic thoughts, behavioural activation, avoidance, and
AEPIESSIVE SYIMIPLOIIIS. ..eieuviiiiieiieeiieetiesteesteestteettesteeseesateesseessseensaessseesseessseenseessseanseesssesseessseans 90
Figure 4. Model showing the relationships between the components of migration stress,
brooding, mindful attention, automatic thoughts, avoidance, and depressive symptoms........... 103
Figure 5. Final model showing the relationships between components of migration stress,
including loss and not feeling at home, brooding, mindful attention, automatic thoughts,
avoidance, and depresSiON SYMPLOIIS ......ceuierieeiiieriieeteeriieeteenateeteesteesteerseessseenseesnseenseessseensens 104
Figure 6. Summary of non-specific and specific factors for improving the cultural sensitivity of

CBT for depression in Chinese migrants living in Australia..........cccceevvieenieeeiieencieeeieeenenn 113



ABS
AIC
APA
APA
ATQ-N
BADS
BIC
CBT
CFI

CI

DI
DSM
FMAP
GCM
iCBT

MAAS
MCM
MDD
MEIM-R
MI
MLR

n

N
PAMF
PHQ-9
PRISMA
RCT
RMSEA
SD

X1v

LIST OF ABBREVIATIONS

Australian Bureau of Statistics

Akaike information criterion

American Psychiatric Association

American Psychological Association

Negative Automatic Thoughts Questionnaire
Behavioural Activation for Depression Scale

Bayes information criterion

Cognitive behavioural therapy

Comparative Fit Index

Confidence interval

Demand of Immigration Stress

Diagnostic and Statistical Manual of Mental Disorders
The Formative Method of Adapting Psychotherapy
Generic Cognitive Model

Internet-delivered CBT

Mean

Mindful Attention Awareness Scale-6 item scale
Members of the Chinese Community

Major depressive disorder

Multigroup Ethnic Identity Measure - Revised
Modification indices

Robust Maximum Likelihood

Subsample

Full sample

The Psychotherapy Adaptation and Modification Framework
Patient Health Questionnaire-9

The Preferred Reporting of Items for Systematic Reviews and Meta-Analysis
Randomised control trial

Root Mean Square Error of Approximation

Standard deviation



SE
SEM
SRMR
TLI

Standard errors of the parameter estimates
Structural equation modelling
Standardised Root Mean Square Residual

Tucker-Lewis Index

XV



“...humans evolved to respond to psychotherapy—or better put, psychotherapy evolved as a
culturally imbedded healing practice because of human traits."

(Wampold, 2012, p. 445)

Chapter 1: Depression and Culture

1.1.  World Prevalence of Major Depressive Disorder

Major depressive disorder (MDD) is a highly debilitating mental disorder that is
associated with substantial personal, interpersonal, societal, and economical costs (Ferrari et al.,
2013; Richards, 2011). The quality of life of individuals with MDD and their relatives is
significantly impacted (Saarni et al., 2018). Further, the ability of individuals with MDD to
participate in the labour force is considerably reduced, which can lead to social and economic
marginalisation (Schofield et al., 2011). MDD is predicted to rank first in disease burden in high-
income countries and second worldwide by 2030 (Mathers & Loncar, 2006), which indicates that
MDD is an urgent global public health issue.

The science of MDD has greatly evolved from the first (i.e., conceived as organic or
reactive) to the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM;
i.e., dimensional approach; American Psychiatric Association, 2013; Richards, 2011). In the
DSM-5, MDD is characterised by discrete episodes of at least two weeks’ duration involving
significant changes at emotional, cognitive, and behavioural levels. Five or more of the following
symptoms need to be present for a diagnosis: (1) depressed mood; (2) markedly diminished
interest or pleasure; (3) significant weight loss when not dieting or weight gain; (4) insomnia or
hypersomnia; (5) psychomotor agitation or retardation; (6) fatigue or loss of energy; (7) feelings
of worthlessness or excessive or inappropriate guilt; (8) diminished ability to think or
concentrate or indecisiveness; (9) recurrent thoughts of death (not just fear of dying), recurrent
suicidal ideation without a specific plan, or a suicide attempt or a specific plan for committing
suicide. Depression symptoms must be present nearly every day and at least one of the symptoms
must be depressed mood or markedly diminished interest or pleasure. In this thesis, MDD is used
to refer specifically to the DSM disorder, whereas depression is used to describe the dimension
from mild to severe symptoms.

Lim et al. (2018) conducted the most recent meta-analysis of the prevalence of MDD

among adults. Data from 1 million participants from 30 countries across all continents, over a



period of 20 years (1994-2014), were analysed. The findings showed that the aggregate point
prevalence was 12.9%, one-year prevalence was 7.2%, and the lifetime prevalence was 10.8%.
The use of self-report measures yielded significantly higher prevalence data compared to clinical
interviews (i.e., 17.3% versus 8.5%). The studies published between 2004 and 2014 had a
significantly higher prevalence of depression than the studies published between 1994 and 2003
(i.e., 15.4% versus 9.8%). The authors suggested that the increase was due to the development of
Internet and online health programs, which appear to have improved depression awareness, and
the increasing acceptability of depression among both patients and clinicians. Though the
prevalence of depressive disorders (i.e., MDD and dysthymia) varies by region, globally they are
the third leading contributor to the disease burden for both sexes combined and all age ranges
(Vos et al., 2016). The economic burden of MDD and the indirect costs, including lower quality
of life, absenteeism, decreased productivity, and increased mortality (e.g., suicide), call for an

ongoing effort to improve diagnosis and treatment (Donohue & Pincus, 2007).
1.2.  Cultural Influences on Depression

Culture has a major influence on MDD expression, interpretation of symptoms, coping
strategies, social response to distress, and help seeking (Kirmayer, 2001). Awareness of the
importance of culture on illness experience and diagnosis has been reflected in the fourth and
fifth edition of the DSM. Culture was defined in DSM-1V as a set of values, beliefs, and
practices that apply to a given ethnocultural group. This definition has the advantage of
acknowledging inter-individual differences and emphasising the value system of individuals, but
also the disadvantage of depicting culture as a static phenomenon rather than a process (Lopez &
Guarnaccia, 2000). A static definition may hinder our understanding of how migrants navigate
between different cultural environments, which is important in this era of globalisation and
increased mobility. Importantly, there has been substantial progress in the operationalisation of
culture between DSM-IV and DSM-5, with the latter moving towards a more dynamic and
comprehensive definition. In the DSM-5, culture is defined as:

...systems of knowledge, concepts, rules, and practices that are learned and

transmitted across generations. Culture includes language, religion and

spirituality, family structures, life-cycle stages, ceremonial rituals, and customs,

as well as moral and legal systems. Cultures are open, dynamic systems that

undergo continuous change over time (APA, 2013, p. 749).



The advantage of a dynamic definition of culture is the emphasis on the link between
culture and social context, which highlights the importance of inter and intra individual
differences (Bredstrom, 2017) and not harming clients by stereotyping them (Kleinman, 2004).
Therefore, more careful consideration of inter and intra individual differences in regard to
symptom expression of MDD across cultures is critical to improve the diagnostic accuracy of
MDD and treatment. For instance, kufungisisa (i.e., thinking too much) is an idiom of distress
and a cultural explanation among the Shona of Zimbabwe. Kufungisisa involves rumination and
is linked with depression and other mental disorders. Shenjing shuairuo (i.e., weakness of the
nervous system) is a cultural syndrome that integrates traditional Chinese medicine with
neurasthenia, a Western diagnosis. This syndrome had been documented in China, India, and
Japan (APA, 2013). As such, it is critical for clinicians to be aware of how culture influences the
expression of depression, in addition to how cultures are changing as a result of migration and

globalisation (Ventriglio, Ayonrinde, & Bhugra, 2016).

1.3.  Cultural characteristics of Chinese migrants

Because Chinese migrants represent one of the largest ethnic groups in Australia, Canada,
and the UK (Australian Bureau of Statistics, 2017; Office for National Statistics, 2018; Statistics
Canada, 2016), it is important to gain a deeper understanding of the cultural characteristics of
this ethnic group to improve access and equity to mental health treatments in multicultural
countries. The cultural characteristics of Chinese migrants are strongly influenced by the
traditional Chinese culture (Kulich & Zhang, 2010). Confucianism is one of the major school of
thoughts in traditional China, which still has a major influence on Chinese individuals’
philosophy of life, values, and behaviours (Baoyun, 1998). Confucian principles strongly
emphasise the value of education (i.e., self-cultivation), harmony between people, society, and
nature, hierarchical relationships (e.g., a son should obey and be devoted to his farther and senior
family members), and family as the foundation of social organisation (Bogart, 1998). An
individual is seen as a relational being and is defined in dyadic relationships (e.g., father-son;
Kolstad & Gjesvik, 2014).

Interestingly, these traditional cultural characteristics correspond to key cultural
dimensions such as vertical collectivism, and psychological concepts such as interdependent self.
The collectivism-individualism dimension is one of the most important cultural dimensions used

to describe the role of the individual versus the role of the group from both a historical and cross-



cultural perspective (Hofstede, Hofstede, & Minkov, 2010; Triandis, 2001). Collectivism has
been defined as the opposite of individualism and as a social pattern of closely connected
individuals who are willing to give priority to the goals of their in-group (e.g., family, co-
workers, nation; Triandis, 1995). Individuals in collectivist societies are especially concerned
with relationships and learn to think of themselves in terms of in-group or “we” group and are
interdependent in their in-group (Hofstede et al., 2010; Triandis, 2001). The “we” group
represents a major source of one’s identity and secure protection against the hardships of life.
Another key concept that characterises collectivist cultures is face. This concept entered the
English language from Chinese and refers to the sense of honour or prestige. The importance of
saving face or avoiding loosing face (i.e., being humiliated) in collectivist societies is a reflection
of the importance of social relationships (Hofstede et al., 2010). This fundamental connectedness
between individuals considerably influences the experience of self and translates into an
interdependent self. An interdependent self is reflected in thoughts, feelings, actions, and
autobiographical memories oriented towards significant others (H. R. Markus & Kitayama, 2010;
Zhu & Han, 2008). In sum, collectivist societies are inclined to encourage conformity,
obedience, loyalty, and reliability (Triandis, 2001).

In contrast, individualism is a social pattern of loosely connected individuals who are
inclined to give priority to their personal goals over the goals of their in-group. One is motivated
by their own preferences, needs, rights, and contracts with the others (Triandis, 1995).
Individuals in individualistic societies learn to think of themselves in terms of “I”, are
independent from their in-groups, and maintain their independence by focusing on the self and
by exploring and expressing their unique qualities. As a result, the sense of self of individuals in
individualist societies has been described as independent (Hofstede et al., 2010). Distinctive
cognitive features of an independent self are analytic and rational thinking. The self is seen as
stable and the social environment changeable, and therefore one is inclined to adjust the social
environment to fit their personality (Triandis, 2001). Self-respect is a key concept that
characterises people in individualist societies and is considered the equivalent to face (Hofstede
et al., 2010). In sum, individualist societies are inclined to encourage autonomy, exploration,
creativity, and self-reliance (Triandis, 2001).

Triandis (1995, 2001) proposed the horizontal and vertical concepts to further refine the

collectivism-individualism dimension for describing cultural differences. Horizontal societies



have been described as valuing equality, while vertical societies as valuing hierarchy. As a result,
four types of cultures can be identified (a) horizontal individualist societies (e.g., Australia,
Sweden) were one values equality, self-reliance, and focuses on expressing their uniqueness; in
other words people want to be “unique and do their own thing”; (b) vertical individualist
societies (e.g., the UK, the USA) were one is focused on competition, achievement, and power;
people want to “do their own thing and also be the best”; (¢) horizontal collectivist societies
(e.g., Israeli kibbutzim) emphasise honesty, directness, and cooperation in the context of
assumed equality; and (d) vertical collectivist societies (e.g., China, Japan) emphasise respect to
the authority of the in-group and in the context of hierarchical relationships (Shavitt, Lalwani,
Zhang, & Torelli, 2006; Triandis, 2001).

Importantly, Confucian influenced countries or East Asian countries, including China,
Hong Kong, Japan, South Korea, Taiwan, Thailand, are the cultural regions with the highest
score on hierarchy (Schwartz, 2009). Further, this cultural region reported moderate to high
scores on power distance (i.e., handling inequality in society; people in societies with high power
distance accept hierarchical orders), and high scores on collectivism (Hofstede et al., 2010).
Within societies there are inter-individual differences and heterogeneous subcultures due to
differences related to various factors such as socioeconomic status, geography, education,
political, and historical context (Kulich & Zhang, 2010). However, to provide a cultural context
to this thesis, when evidence on depression or other mental health aspects in Chinese migrants

was not available, studies comprising East Asian participants were summarised.
1.4. Depression in Chinese Migrants
1.4.1. Depression prevalence among Chinese migrants.

There are no representative epidemiological studies focusing on depression in Chinese
migrants to Australia, despite Chinese migrants representing the largest non-English speaking
group (ABS, 2017). Available epidemiological data about the prevalence of mental disorders in
general among immigrant communities in Australia varies according to the country of birth and
disorder (Anikeeva et al., 2010; Leach, Olesen, Butterworth, & Poyser, 2014; McEvoy, Grove, &
Slade, 2011). Although the available epidemiological data suggests that the prevalence of mental
disorders among Australian adult migrants is lower than the prevalence of Australian-born

adults, no firm conclusions can be drawn because of the small sample sizes of migrants and



refugees included in national surveys and the aggregation of overseas-born people into categories
such as region of birth (e.g., aggregating individuals from China, Hong Kong, Macau, Mongolia,
Taiwan, Japan, and North and South Korea under North-East Asia category; ABS, 2016; Minas
et al., 2013). The disadvantage of aggregating participants into categories is that it might mask
important cultural differences and historical and economic influences, which might affect the
detection of symptoms in the most vulnerable populations (Bhopal, 2009; Jimenez, Alegria,
Chen, Chan, & Laderman, 2010).

One recent epidemiological study revealed that first generation migrants from non-
English speaking backgrounds (e.g., China, India, Vietnam) in Australia reported lower
prevalence rates of affective disorders (i.e., collapsed across major or minor depression,
dysthymia, bipolar disorder) than the Australian-born group. Despite this, first generation
migrants from non-English speaking backgrounds with an affective disorder reported higher
levels of disability and impairment than Australian-born individuals with an affective disorder
(Liddell, Nickerson, Sartor, Ivancic, & Bryant, 2016). In this context, it is particularly important
to discuss the implications of the healthy migrant hypothesis, which states that migrants are
granted visas due to being physically and mentally healthier, wealthier, and better educated than
the general population in their country of origin (Renzaho, 2016). One of the implications of this
positive selection is better health outcomes of migrants compared to the Australian-born
population (e.g., lower hospitalisation rates). However, the health advantage was found to
decline with increased length of residency and adoption of the lifestyle of the new country of
residence (Anikeeva et al., 2010). Importantly, Liddell et al.’s (2016) findings challenge the
healthy migrant hypothesis by indicating that first generation migrants from non-English
speaking backgrounds were not generally heathier regarding functioning (Liddell et al., 2016).

Several studies have examined depression and anxiety symptoms or psychological
distress in Chinese migrants or Asian migrants to Australia. One primary care study
demonstrated that approximately half of the Chinese participants residing in Sydney, Australia
had a moderate or high risk of anxiety and/or depression and 30.8% of the participants were
experiencing a high level of distress (Tang, Dennis, Comino, & Zwar, 2009). The prevalence rate
reported in this study was higher than the prevalence rate among the Australian born group
reported in 2006 in New South Wales (i.e., 10.7%; Centre for Epidemiology and Research,
2007). Consistent with these results, another study found that 18.87% of the Chinese participants



residing in five different states in Australia (i.e., Queensland, New South Wales, South Australia,
Victoria, Western Australia) were at risk of moderate to high psychological distress and 6.3% of
the participants reported a high level of distress (J. Hu & Wang, 2016). These findings indicate
slightly higher rates of high psychological distress among Chinese migrants living in Australia
than among Australian-born participants (i.e., 2.6% were at risk of high psychological distress;
Sanjay Sharma, 2012). Similarly, in a nationwide representative study in Australia elderly Asian
migrants (e.g., China, Japan, Korea) reported higher level of distress compared to migrants from
Western and developed countries, in spite of receiving greater formal and informal support
(Chou, 2007). Because of the lack of representative epidemiological studies on depression in
Chinese migrants to Australia, the following section examines epidemiological studies
comprising Chinese migrants in other multicultural countries.

The most recent epidemiological study of mental health issues in Chinese migrants was
conducted in Ontario, Canada (Chiu, Amartey, Wang, & Kurdyak, 2018), and indicated low
prevalence of diagnosed mood and anxiety disorders and lifetime suicidal ideation. These
findings are consistent with those of Tiwari and Wang (2008) who found a lower prevalence of
MDD among Chinese participants compared to their Western counterparts. However, Chinese
participants in Chiu et al.’s (2018) study reported the lowest self-rated mental health, the weakest
sense of belonging, the lowest use of mental health services, and the highest level of unmet needs
compared to other ethnic groups (e.g., South Asian). Among those who sought treatment,
Chinese participants were the only group included in this large population-based study that had a
significantly higher prevalence of mental health care visits compared to their Western
counterparts. A possible explanation may be that the Chinese participants’ mental health
conditions were severe when seeking treatment and therefore a higher number of visits to health
professional was required. The findings regarding the lowest self-rated mental health were
unexpected, especially because a large percentage of Chinese migrants in Ontario live in ethnic
neighbourhoods. It appears that living in ethnic neighbourhoods is not a protective factor against
mental disorders. However, multiple factors need to be considered to explain these unexpected
findings (e.g., cultural and structural barriers to mental health services).

Only one study was located in the literature examining the mental health of Chinese
migrants living in the UK (Huang & Spurgeon, 2006). Overall, prevalence of caseness in

Birmingham (i.e., elevated anxiety or depression symptoms) was 61.4% among the Chinese



participants, which was significantly higher than the prevalence of the general population in the
UK (i.e., 14% for men and 20% for women). However, the findings of this study need to be
interpreted carefully given the sampling strategy (i.e., convenience) and the low response rate
(39%).

Several epidemiological and primary care studies have been conducted in the USA to
examine the prevalence of MDD in Chinese migrants. Gonzalez, Tarraf, Whitfield, and Vega
(2010) used the National Institute of Mental Health’s Collaborative Psychiatric Epidemiology
Survey to report the epidemiology of MDD among major ethnic and native groups. The 12-
month prevalence was 3.7% among the overseas-born Chinese participants and 8.8% among the
US-born Chinese participants, while the lifetime prevalence of MDD was 7.7% among the
overseas-born Chinese participants and 21.5% among the US-born Chinese participants. It
appears that the prevalence of 12-month and lifetime MDD of the US-born Chinese participants
was approximately twice that of the overseas-born Chinese participants. The Chinese subgroup
who met the MDD criteria reported lower role impairment compared to their “White”
counterparts. Interestingly, the prevalence rates among the overseas-born Chinese participants
exceeded that of the US-born Chinese participants in old age. A possible explanation could be
that the health advantage of first generation Chinese migrants deteriorates over time and their
vulnerability to develop mental disorders increases due to the various demands of immigration,
which is consistent with the previous findings examining the healthy migrant hypothesis in
Australia (Anikeeva et al., 2010). Yeung et al. (2004) examined the prevalence of MDD among
Chinese American patients in a primary care clinic in Boston, USA. The prevalence of MDD
was 19.6%, which was comparable or higher than the prevalence rates reported in previous
studies with “White” participants conducted in primary care. In contrast, G. Hsu et al.’s (2005)
findings indicate a lower prevalence rate of MDD among Chinese patients in a primary care
clinic in Boston, USA (i.e., 10%).

Acculturation is an important factor that affects the prevalence rate of depression.
Although several definitions of acculturation have been proposed, the located studies defined
acculturation as a unidimensional construct reflecting changes that occur among migrants after
coming into contact with the culture of the country of destination (Hwang & Myers, 2007;
Parker, Chan, & Tully, 2006; Parker, Chan, Tully, & Eisenbruch, 2005). Parker et al. (2005)

found that differences in lifetime depression rates between Chinese migrants to Australia and



their Western counterparts were diminished by acculturation. Further, Parker et al. (2006) did not
find substantial differences between Chinese migrants to Australia and their Western
counterparts on lifetime depression measures. Hwang and Myers (2007) found that acculturation
had a moderating effect in the relationship between negative life events and depression and
increased the risk for depression, but only for the highly acculturated Chinese migrants to the
USA. In other words, more acculturated Chinese Americans were at higher risk of depression in
stressful conditions than the less acculturated Chinese Americans. It is important to note that
changes in risk for depression do not simply occur because of migrating to a new country, but
rather as a consequence of cultural, environmental, language, and occupational changes
associated with migration (Aroian & Norris, 2003; Hwang & Myers, 2007). As such,
conceptualising acculturation as a unidimensional construct raises concerns about capturing the
complexity of acculturation. Berry’s (2005) multidimensional conceptualisation of acculturation
as a dual process of cultural and psychological change that occurs as a results of two or more
cultural groups coming into contact, which results in multiple acculturation strategies (e.g.,
integration, assimilation), could be a better alternative.

The current prevalence data of diagnosed MDD among Chinese migrants in Western
countries reveals paradoxical findings. Although lower prevalence rates of diagnosed MDD have
been found among Chinese migrants, they were not generally healthier regarding functioning
than the Australian born group (Liddell et al., 2016), they indicated the lowest self-rated mental
health in a large population-based study undertaken in Ontario, Canada (Chiu et al., 2018), and
the prevalence rates of diagnosed MDD changed among first generation Chinese migrants in the
USA in old age to the point of exceeding the rates of US-born Chinese participants (Gonzalez et
al., 2010). Further, Chinese migrants in Australia, Canada, the UK, and the USA, report low
rates of service utilisation and an inclination to delay services until their mental health problems
become acute (Chiu et al., 2018; J. Hu & Wang, 2016; Jim & Pistrang, 2007; S. Sue, Yan Cheng,
Saad, & Chu, 2012). It appears that this help-seeking pattern occurs in Chinese migrants
regardless of the Western country in which they live, suggesting that there are common barriers
in Western countries to mental health services. As such, these findings suggest that prevalence
rates of diagnosed MDD do not provide a comprehensive overview of mental ill-health in

Chinese migrants. Mental health related disability, help-seeking behaviours, delay in accessing
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mental health services, and barriers to mental health services also need to be considered for

effective policy and service planning.
1.4.2. Depression expression in Chinese culture.

The tendency to somatise psychological distress in Chinese societies, including China,
Hong Kong, Taiwan, and Chinese migrants living in Western countries, has been discussed over
the last three decades and confirmed in cross-national studies (Dere et al., 2013; Parker, Cheah,
& Roy, 2001; Ryder et al., 2008; X. Zhou et al., 2016). Two important perspectives of
somatisation have been described by Ryder and Chentsova-Dutton (2012) including the
experience and expression of distress and the conceptualisation and communication of distress.
According to the first perspective, the subjective experience of depression in Chinese people is
dominated by somatic symptoms.

Neurasthenia or shenjing shuairuo is a cultural syndrome related to depression that
includes weakness symptoms (e.g., mental fatigue), emotional symptoms (e.g., feeling vexed),
excitement (e.g., increased recollections), nervous pain (e.g., headache), and sleep disturbance
(e.g., insomnia; S. Lee, 1994). The two important differences between neurasthenia and MDD
are that (a) the key symptom of neurasthenia is low energy, which is congruent with the
traditional Chinese medicine preoccupation for low gi (i.e., “life force”) and society’s
preoccupation for economic productivity, and (b) emotional symptoms of neurasthenia were
thought to be a consequence of fatigue (Chentsova-Dutton, Ryder, & Tsai, 2014). Between 1950
and 1990, neurasthenia was a common diagnosis among psychiatric outpatients in China
(Kleinman, 1982; T.-Y. Lin, 1989). Kleinman (1982) conducted the first study that used both
anthropological and psychiatric methods to examine MDD according to DSM-III (APA, 1980) in
Chinese patients with neurasthenia. This study showed that 87% of the Chinese patients could
have been diagnosed with MDD according to DSM III (APA, 1980). Kleinman’s (1982) findings
were supported by a subsequent study conducted in China showing that most of the Chinese
patients with neurasthenia were diagnosed with anxiety and depression neurosis according to
Western diagnosis manuals (M. Y. Zhang, 1989). Later cross-national comparisons (Dere et al.,
2013; Parker et al., 2001; Ryder et al., 2008) found that Chinese patients from China still
emphasised somatic symptoms compared to Euro-Canadians and Euro-Australian patients, but
their symptom expression did not meet the diagnostic criteria for neurasthenia. Parker et al.

(2001) found that 60% of Chinese patients from Malaysia diagnosed with MDD nominated a
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somatic symptom as their main complaint compared with 13% of their Euro-Australian
counterparts. Ryder et al. (2008) found that Chinese patients reported more somatic symptoms
on spontaneous problem report in structured clinical interviews than their Euro-Canadians, who
reported more psychological symptoms. Dere et al. (2013) found that Chinese patients reported
significantly higher levels of supressed emotions and depressed mood relative to their overall
symptomatology, despite emphasising more the somatic symptoms than their Euro-Canadian
counterparts. These relatively recent findings suggest that the expression of depression in
Chinese nationals changed considerably over the last decades; in particular, the prevalence of
neurasthenia appeared to decline considerably while depression became a more common
diagnosis, possibly because of globalisation, increased competition, and changing roles in
increasingly complex environments (Ryder, Sun, Zhu, Yao, & Chentsova-Dutton, 2012).
Additionally, the passing of the Cultural Revolution (1966-1975), when depression was thought
to be an expression of wrong political thinking and psychology was considered to be “90%
useless” (Bond, 1991; D. Zhang, 1995), had a tremendous impact on decreasing the stigma
attached to mental disorders.

In contrast, the conceptualisation of communication of distress perspective emphasises
that Chinese people hold a set of particular beliefs about their symptomatology and consciously
choose to highlight somatic symptoms when communicating with others (Ryder & Chentsova-
Dutton, 2012). Ryder et al. (2008) found that, because Chinese patients from China reported
externally oriented thinking, they did not focus on their emotional experience, despite being able
to experience and express emotions. In addition, participants in this study reported more somatic
symptoms than their Euro-Canadian counterparts when questioned directly by an unfamiliar
clinician. A possible explanation could be that Chinese patients, when directly questioned by a
clinician with whom they did not previously build rapport, might report somatic symptoms due
to their less stigmatising nature. The Chinese patients in this study reported higher perceived
stigma than their Euro-Canadian counterparts, suggesting that talking about physical symptoms
might be more acceptable than talking about psychological symptoms. In addition, it appears that
acculturation influences the conceptualisation and communication of distress. Studies involving
Chinese migrants to Australia showed that the tendency to assign a somatic explanation to a
psychological symptom decreased as acculturation increased (Parker et al., 2006; Parker et al.,

2005). Similar results have been found in a sample of Asian migrants to the USA comprising
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Chinese and Japanese first generation migrants (H. Chen, Guarnaccia, & Chung, 2003).
Importantly, X. Zhou et al. (2016) found that the experience and expression of distress and
conceptualisation and communication of distress were correlated (i.e., moderate correlation in
the clinical sample and strong correlation in the student sample), but only the experience and
expression of distress was directly associated with somatic depressive symptoms in both
samples. As such, clinicians’ ability to contextualise depression expression is critical in a world

of constant change.
1.4.3. Barriers to depression treatment among Chinese migrants.

Chinese migrants are one of the most underrepresented migrant groups in counselling and
therapy services compared to their Western counterparts. Researchers from Australia, Canada,
the UK, and the USA have repeatedly reported low rates of mental health services use (Blignault,
Ponzio, Ye, & Eisenbruch, 2008; Chiu et al., 2018; J. Hu & Wang, 2016; Jim & Pistrang, 2007;
S. Sue et al., 2012; Wynaden et al., 2005), high drop-out rates (Akutsu, Tsuru, & Chu, 2004),
and higher involuntary admissions to hospitals among Chinese migrants compared to the locally
born people (Blignault et al., 2008; J. Hu & Wang, 2016). Cultural, structural, and attitudinal
barriers may explain this pattern of underutilisation of mental health services. It is important to
note that these barriers to mental health services are not unique to Chinese migrants; however,
this thesis is focusing on detailing cultural, structural, and attitudinal barriers to mental health
services among Chinese migrants.

Cultural barriers refer to shame attached to mental illness and loss of face for the
extended family (Blignault et al., 2008; Wynaden et al., 2005), low mental health literacy
(Blignault et al., 2008; Choi, Andrews, Sharpe, & Hunt, 2015; Parker et al., 2006; D. F. K.
Wong, Lam, & Poon, 2010), and cultural views of mental illness that differ considerably from
those of Western cultures (Na, Ryder, & Kirmayer, 2016; Y. J. Wong, Tran, Kim, Van Horn
Kerne, & Calfa, 2010). Y. J. Wong et al. (2010) found that cultural beliefs such as naive
dialectical principles of change (i.e., positive and negative experiences are viewed as relatively
short-term and transient) and collectivistic worldviews (i.e., beliefs in personal failure and
impersonal issues as causes of mental disorders) influence whether Chinese migrants will seek
professional help for mental disorders. For example, Asian Americans (e.g., Chinese, Koreans)
who believed that depression would last for a short period of time were less likely to seek

professional help than those who believed that their depression would last a longer period of time
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(Y. J. Wong et al., 2010). The authors also found that the enculturation level, which refers to the
process of retaining or adhering to the cultural norms and values of the group of origin (B. Kim
& Abreu, 2001), was another important factor that, in combination with particular beliefs about
health (e.g., depression is cause by personal failure), inhibited seeking professional help. A
possible explanation may be that a strong adherence to Asian cultural values may amplify shame
of personal failure and losing face when experiencing a mental disorder.

Structural barriers include limited knowledge of navigating the health system, costs of
treatment varying according to visa (i.e., only permanent residents have access to Medicare
subsidised services; Australian Institute of Health and Welfare, 2018), low English proficiency
(Blignault et al., 2008; Wynaden et al., 2005), few treatment options and poorly coordinated
services (Cross & Singh, 2012), difficulties in diagnosis due to cultural differences (Minas et al.,
2013), and lack of culturally appropriate services (Minas, Klimidis, & Kokanovic, 2007).

Attitudinal barriers have been found to play an essential role in help-seeking. Chinese
individuals’ preference for handling problems independently is one of the most frequently
reported help-seeking behaviours (Yu et al., 2015). The preference for dealing with problems
independently might be explained by stoicism, which is a fundamental value about self-conduct
linked with enduring both emotional and physical pain (Parker, Gladstone, & Chee, 2001; Tung
& Li, 2014). Chinese individuals with stoic beliefs might be inclined to endure emotional
problems until they become severe, which may explain the delay in mental health services and
the higher involuntary admissions to hospitals (Blignault et al., 2008; J. Hu & Wang, 2016). As
such, it is understandable that attitudinal barriers have been found to be a stronger obstacle to
initiating and continuing treatment than structural barriers (Mojtabai et al., 2011). In sum,
cultural, structural, and attitudinal barriers provide a complex overview of obstacles of help-

seeking behaviour among Chinese migrants.
1.5. Would Chinese Migrants Benefit From Cognitive Behavioural Therapy?

1.5.1. Cognitive behavioural therapy for depression.

One of the most researched, efficacious, and cost-effective treatments for MDD is
cognitive behavioural therapy (CBT; Hofmann, Asnaani, Vonk, Sawyer, & Fang, 2012; National
Institute for Health and Care Excellence, 2016). CBT is an active, structured, and problem-
oriented psychotherapy based on the cognitive model of depression, which was specifically

developed in response to the need to treat depression (A. T. Beck, 2008; A. T. Beck, Rush,
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Shaw, & Emery, 1979). The core premise of the cognitive model is that changes in beliefs lead to
changes in behaviours and emotions. The central tenet of the CBT model is that negative life
events activate the cognitive triad, which includes negative views of one's self, the future, and
the external world. Recently, A. T. Beck and Haigh (2014) updated the cognitive model and
proposed the Generic Cognitive Model (GCM). This recent model involves the postulation that
“psychopathology is initiated and maintained when the schema-activated components (e.g.,
beliefs, focus, and maladaptive behaviour) are triggered by stimuli and interact” (A. T. Beck &
Haigh, 2014, p. 14). Although focus is a new component in the GCM, the role of attentional
focus, including self-focused attention, in psychopathology has been long documented (Ingram,
1990). Self-focused attention has been linked with a variety of mental disorders, including
depression, and more self-focus has been associated with more severe psychopathology
(Woodruff-Borden, Brothers, & Lister, 2001). Because the GCM includes focus along with the
belief and behaviour components, A. T. Beck and Haigh (2014) suggested that the therapeutic
approach deriving from the updated cognitive model may include mindfulness, cognitive, and
behavioural techniques.

The evidence-base for CBT for depression has increased considerably over the last 20
years (Butler, Chapman, Forman, & Beck, 2006; Cuijpers et al., 2013; Gloaguen, Cottraux,
Cucherat, & Ivy-Marie Blackburn, 1998; Hofmann et al., 2012). There is level I evidence (i.e.,
systematic reviews of randomised controlled trials, RCTs; National Health and Medical Research
Council, 2009) for CBT for depression in adults (Australian Psychological Society, 2018).
Therefore, it is not surprising that CBT is the mainstream treatment for depression in Western
countries. Because CBT is congruent with the social and cultural factors characterising Western
countries (i.e., individualism, independence, personal choice), it “has become a very suitable
type of psychological treatment for this time in our history” (Dobson & Dobson, 2017, p. 15). As
such, a key challenge for clinicians is to investigate the suitability and efficacy of CBT for

clients from culturally and linguistically diverse backgrounds.

1.5.2. Cognitive behavioural therapy and Chinese culture: Theoretical compatibility and
evidence.
Cultures are dynamic systems that change over time. Therefore, it is important to

examine traditional and philosophical thoughts of a particular culture, which provide a general

philosophy of life, and their application over time. Confucianism is the core of the traditional
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thought shared by individuals of Chinese descent for centuries. Confucian thought provides
guidance for improving one’s human qualities, developing harmonious interpersonal
relationships, and cultivating a scholarly manner (Hequin, 2005). Thus, this school of thought
describes ideal situations that people strive for and therefore may not reflect the real lives of
common people. Is it thought that “Chinese realise from experience that life is full of harshness
and difficulties, mixed with hate and love, greed and generosity, deception and honesty”
(Hequin, 2005, p. 139), which may clash with the straightforward principles of Confucianism.
When the Confucianism philosophy of life is not sufficient to assist individuals to deal with the
complexity of daily problems, psychotherapies may be a more pragmatic solution.

As discussed in the previous section, CBT is clearly one of the most researched,
efficacious, and cost-effective treatments for depression. Considering its effectiveness, CBT
seems to be a good treatment option for depression in Chinese people. Thus, questioning CBT’s
compatibility with the Chinese culture is of critical importance and has the potential to extend
the application of CBT for clients with a different cultural profile than those for whom it was
developed. Hodges and Oei (2007) examined the conceptual compatibility between CBT and the
common values of Chinese culture. Six distinctive processes of CBT that were compatible with
Chinese culture have been described: (a) direction of session activity, (b) teaching of skills, (c)
emphasis on homework, (d) focus on present and future experiences, (¢) psychoeducation, and
(f) cognitive processes. Direction of session activity is thought to be compatible with the
hierarchical nature of society and relationships and respect for authority. The educational aspect
of CBT responds to the expectation of learning practical and useful ways to deal with problems.
The emphasis on homework, as a CBT technique, corresponds with the Confucian work ethic,
achievement orientation, and discipline. The focus on present and future experiences fits with
Confucian pragmatism and tendency to deal with problems in the present, but considering the
future at the same time. Importantly, cognitive processes appear to be the only problematic
aspect of CBT. One of the main obstacle in identifying and challenging irrational or automatic
thoughts is the tendency to accept rules and norms without scrutiny. As such, challenging
irrational or automatic thoughts involves questioning fundamental cultural beliefs, which may be
confronting.

Consistent with Hodges and Oei (2007), several researchers have argued in favour of the

compatibility of CBT with Chinese culture (S. W.-H. Chen & Davenport, 2005; Guo & Hanley,
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2015; Hwang, 2006; Y.-N. Lin, 2002). There is a consensus over the advantages and challenges
of CBT for Chinese people. The key advantages of CBT are the correspondence with Chinese
people’s preference for short-term, pragmatic and solution-focused, unambiguous, structured,
and clinician-led therapies. However, the main challenge of using CBT with Chinese clients is
that the cognitive restructuring process involves modifying core beliefs that are deeply rooted in
the collective identities of Chinese individuals (Guo & Hanley, 2015). Cognitive restructuring
may result in identity crisis, anxiety, and ruptures of the therapeutic alliance (S. W.-H. Chen &
Davenport, 2005; Shen, Alden, Sochting, & Tsang, 2006). Therefore, Y.-N. Lin (2002) proposed
a more gentle approach that emphasises external locus of control and responsibility and adapting
individualistic therapeutic skills (i.e., assertiveness training, confrontation, exploration of
personal problems too early in therapy), while Guo and Hanley (2015) suggested challenging the
tendency of accepting rules and norms without scrutiny by encouraging the client to take an open
stance to questioning core beliefs. Further, Hwang (2006) proposed 18 therapeutic principles that
build on cultural competency to improve the cultural sensitivity of CBT for Asian Americans.
The evidence of CBT for depression in Chinese nationals and migrants suggests that CBT
is a promising therapy in this ethnic group (Choi et al., 2012; Chu, Huynh, & Arean, 2012; Dai et
al., 1999; Hwang et al., 2015; Shen et al., 2006; D. F. K. Wong, 2008a, 2008b). However, there
are some notable gaps in the literature. First, most of these studies were conducted in the USA
(Chu et al., 2012; Dai et al., 1999; Hwang et al., 2015), and only one study was conducted in
Australia (Choi et al., 2012). Chinese migrants in Australia and the USA may encounter different
demands of immigration due to differences in terms of cultural profile. Although both Australia
and the USA are individualist countries, Australia is characterised by horizontal individualism,
which implicates valuing equality and expressing one’s uniqueness and capabilities to be self-
reliant, while the USA is characterised by vertical individualism, which implicates distinguishing
oneself via competition, achievement, and power (X.-P. Chen & Li, 2005; Triandis, Bontempo,
Villareal, Asai, & Lucca, 1988). Therefore, Chinese migrants may encounter stressors related to
migration, which may have a detrimental impact on their mental health (e.g., increase their
vulnerability of developing depression). Second, only two studies used a cultural adaptation
framework (i.e., the Formative Method of Adapting Psychotherapy; Hwang, 2009) to guide the
cultural adaptation process of CBT in Chinese migrants, which limits the generalisability of the

current literature (Chu et al., 2012; Hwang et al., 2015). Lastly, there is a high degree of
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variability in the extent to which clients or consumers were involved in the cultural adaptation
process of CBT (Choi et al., 2012; Chu et al., 2012; Hwang, 2009). Therefore, more studies
investigating the cultural adaptation process of CBT for depression, particularly involving
consumers from ethnic groups that engage ineffectively with mental health services (i.e., Chinese
migrants to Australia), is required. A comprehensive overview of the evidence of CBT for

depression among Chinese migrants and nationals is provided in Chapter Two.
1.5.3. Concepts of culture applied in psychotherapy.

Including mental health on the global health agenda challenges clinicians to develop
culturally appropriate skills in clinical and other applied psychological practices (American
Psychological Association, 2002). Clients are likely to participate in several different cultural
groups, which creates a unique constellation of cultural aspects to each individual. As such,
several key concepts including cultural competency, cultural humility, cultural sensitivity, and
cultural adaptation have been developed to facilitate “tuning into clients’ individualised
experience as cultural beings” (Ridley, Mendoza, Kanitz, Angermeier, & Zenk, 1994, p. 128), to
ultimately reduce mental health disparities in multicultural societies.

Cultural competency is the most influential concept in the literature proposed to improve
clinicians’ capability in working with culturally diverse clients. Cultural competency can be
approached at multiple levels—<clinicians, treatments, institutions, and systems (S. Sue, Zane,
Hall, & Berger, 2009). However, the focus of the present research program is on the clinician
level. The most widely recognised framework of cultural competency emphasises three
components (a) cultural awareness and beliefs, involving clinicians’ own sensitivity to personal
values and biases to reduce ethnocentrism; (b) cultural knowledge, involving gaining knowledge
about the clients’ cultures, perspectives, and expectations for the therapeutic relationship; and (c)
cultural skills, involving the ability to intervene in a relevant and culturally sensitive manner (D.
W. Sue, Arredondo, & McDavis, 1992; D. W. Sue et al., 1982). This model informed the
development of the multicultural guidelines by APA (2003) on education, training, research, and
practice, and the Society of Counselling Psychology (Division 17). Although there is a consensus
over the importance of acquiring knowledge of clients’ worldviews and cultural background as
well as developing culture-specific expertise (Chu, Leino, Pflum, & Sue, 2016), the different
ways of defining cultural competency have generated considerable controversy over their

assumptions, effects, and necessity (S. Sue et al., 2009).
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Importantly, a shift towards a multicultural orientation conceptualised as “a way of
being” (i.e., cultural humility) versus “a way of doing” (i.e., cultural competency) in therapy with
clients from diverse culturally and linguistically backgrounds has been suggested (Chu et al.,
2016; Owen, Tao, Leach, & Rodolfa, 2011). Cultural humility requires a lifelong commitment to
self-reflection and self-critique, and explicitly acknowledges the power imbalance between
clinicians and their clients (Tervalon & Murray-Garcia, 1998). Culturally humble clinicians learn
not to assume competency, but rather approach their clients with respectful openness and explore
clients’ cultural identities through a collaborative therapeutic process (Owen et al., 2015).
Although cultural humility is not as widely investigated as cultural competency, recent research
found several key advantages in clinical practice. Clients’ perceptions of therapists’ cultural
humility were positively associated with both working alliance and better therapy outcomes in
student and community samples (Hook, Davis, Owen, Worthington, & Utsey, 2013; Owen et al.,
2015). Counsellors perceived as culturally humble were less likely to commit racial
microaggressions such as denial of cultural stereotypes and avoidance of discussion of cultural
issues. Furthermore, when culturally humble counsellors committed racial microaggressions,
their mistakes had a lower impact on the therapeutic relationship. A possible explanation could
be that culturally humble therapists are more likely to initiate cultural conversations and
acknowledge their limitations and mistakes, which helps to repair possible ruptures in the
therapeutic relationship (Hook et al., 2016).

Cultural sensitivity is another important concept related to “a way of being” when
working with clients from culturally and linguistically diverse backgrounds. Culturally sensitive
clinicians are required to not only acknowledge differences, but also to genuinely value, respect,
and appreciate them (Parham, 2001). In therapy, this would involve welcoming rather than
simply tolerating diversity (Collins & Arthur, 2007). As such, one of the key advantages of
cultivating cultural sensitivity is that it encourages the consideration of both similarities and
differences without assigning value judgements (i.e., positive or negative, Bennett, 1993) when
providing the best available psychological treatments.

Cultural adaptation in another key concept in the literature which is considered to serve
as an important bridge between cultural competency and cultural sensitivity (Bernal, Jiménez-
Chafey, & Domenech Rodriguez, 2009). Cultural adaptations are defined as systematic

modifications of evidence-based treatments regarding clients’ language, culture, and context to
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enhance its compatibility with clients’ cultural patterns, meaning, and values (Bernal et al.,
2009). Cultural adaptations may be necessary when clients’ engagement with an evidence-based
treatment is below standards established with the dominant ethnic groups. Further, Lau (2006)
suggested a data-driven approach to cultural adaptations when an ethnic group faces unique
clinical problems and exhibits poor treatment outcomes. In other words, cultural adaptations are
required for specific areas of evidence-based treatments that prove to be problematic (i.e., poor
client engagement and treatment outcomes) in particular ethnic groups. Therefore, developing
culturally adapted interventions may be a solution for ensuring a complex psychotherapeutic
approach and equity in culturally and linguistically diverse populations underrepresented in

mental health services (Minas et al., 2013).
1.5.4. Cultural adaptation frameworks: A way forward?

Several cultural adaptation frameworks have been developed in an effort to introduce
mainstream evidence-based interventions to culturally and linguistically diverse groups in
multicultural countries (Castro, Barrera, & Holleran Steiker, 2010; Chu & Leino, 2017). Existing
systematic reviews and meta-analyses (Benish, Quintana, & Wampold, 2011; Chowdhary et al.,
2014; Chu & Leino, 2017; Kalibatseva & Leong, 2014) provide support for the efficacy of
cultural adaptations to psychotherapies in culturally and linguistically diverse groups. Most
cultural adaptation frameworks involve qualitative methods to allow potential consumers to
inform the proposed intervention, development of a culturally adapted intervention, pilot testing,
and further refinement (Castro et al., 2010). In other words, most of the cultural adaptation
frameworks involve a theory-driven and data-driven approach to guide the cultural adaptation
process.

One of the most common approaches includes the differentiation between surface versus
deep structure adaptations (Resnicow, Soler, Braithwaite, Ahluwalia, & Butler, 2000). Surface
structure involves matching the materials and messages used in intervention to the ethnic group’s
culture, experience, and behavioural patterns. Surface structure is similar to face validity and is
achieved through expert, community, and ethnic group review. In contrast, deep structure
involves consideration of the cultural, social, psychological, environmental, and historical factors
that might explain the ethnic groups’ perception of the cause, course, and treatment of a mental
disorder. Deep structure can be achieved by incorporating core cultural values. While surface

structure might improve feasibility, deep structure might improve treatment outcomes.
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The Cultural Treatment Adaptation Framework (Chu & Leino, 2017), was developed to
identify and synthesise patterns of cultural adaptations published in the last 20 years. Similar to
surface versus deep structure adaptations (Resnicow et al., 2000), Chu and Leino’s (2017)
framework consists of two first order categories—peripheral and core treatment components.
Peripheral components are used to increase the accessibility of a treatment to a particular
population. Therefore, peripheral components include engagement (i.e., psychoeducation) and
treatment delivery (i.e., materials and semantics). Core components are primary therapeutic
ingredients responsible for mediating symptom change. A continuum of low to high levels of
adaptation was described, including (a) no change; (b) core modifications (i.e., core component
not suitable and needs to be changed or removed); (c) core addition (i.e., adding components
deemed appropriate and necessary for a particular ethnic group); (d) complete change (i.e.,
significant change to a traditional evidence-based intervention required to the extent of an
entirely different intervention). Interestingly, Chu and Leino’s (2017) systematic review showed
that the most frequently identified cultural adaptations were to peripheral components (i.e.,
engagement and delivery), while most frequent cultural adaptations to core components involved
core modifications and core additions. No studies reported a complete change of core
components.

The Psychotherapy Adaptation and Modification Framework (PAMF, Hwang, 2006) is a
conceptual framework developed for adapting therapies for ethnic minorities and improving the
cultural competency of clinicians in providing evidence-based treatments. This is a complex
model comprising six therapeutic domains and 25 therapeutic principles. The domains include
(a) dynamic issues and cultural complexities; (b) orienting clients to psychotherapy and
improving mental health awareness; (c) understanding cultural beliefs about mental disorders, its
causes, and appropriate treatment; (d) improving the client-therapist relationship; (e)
understanding cultural differences in the expression and communication of distress; and (f)
addressing cultural issues that are specific to the population. The therapeutic principles were
described for assisting clinicians in providing therapy to less acculturated Asian Americans.

The Formative Method of Adapting Psychotherapy (FMAP, Hwang, 2009) is a
community-based, bottom-up approach involving a comprehensive, multistep process. The
FMAP was developed to culturally adapt CBT for depression in Chinese migrants to the USA.

The FMAP comprises five stages: (a) generating knowledge and collaborating with stakeholders
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(e.g., community members, clinicians); (b) integrating generated information with theory,
empirical, and clinical knowledge; (c) reviewing and revising the proposed culturally adapted
intervention; (d) testing the culturally adapted intervention, and (e) finalising the culturally
adapted intervention. Hwang et al. (2015) conducted the RCT comparing the effectiveness of
culturally adapted CBT, developed by using PAMF and FMAP, with non-culturally adapted
CBT in Chinese migrants to the USA with MDD. Results showed that clients receiving the
culturally adapted CBT reported approximately twice the reduction in depressive symptoms
compared to those receiving standard CBT. Further, the drop-out rates in the culturally adapted
CBT (i.e., 7%) were lower than in standard CBT (i.e., 26%), indicating that systematic cultural
adaptations may improve client engagement as well as rates of symptom reduction. Despite these
favourable results, most patients in both treatment conditions presented depressive
symptomatology after treatment. A possible explanation could be that patients in this study were
more severely depressed (i.e., total score of 23 on Hamilton Depression Rating Scale for
standard CBT and a total score of 26 for culturally adapted CBT) that those in other studies (i.e.,
total score of 19.2 on the Hamilton Depression Rating Scale in Elkin et al., 1989; total score of
14.2 in Miranda, Azocar, Organista, Dwyer, & Areane, 2003). Further, Chu et al. (2012) used the
FMAP to develop and pilot test a culturally adapted problem-solving intervention for depression
in Chinese elderly. The intervention was acceptable and effective in reducing depression
symptoms. Importantly, other overlapping frameworks have been developed for designing,
implementing, and evaluating culturally adapted interventions (Barrera & Castro, 2006;
Cardemil, 2010). Overall, existing effort for systematically guiding the cultural adaptation of
evidence-based interventions indicate that substantial advancement has been made in this

developing science (Castro et al., 2010; Chu & Leino, 2017).

1.6.  Thesis Overview
1.6.1. Rationale of the present thesis.

Australia is one of the most culturally and linguistically diverse countries in the world,
with more than a quarter of the population being born overseas (ABS, 2017). More people than
ever before in human history are migrating in search of better job opportunities and lifestyle (Foo
et al., 2018). Migration is a significant life event accompanied by both positive and negative
emotions depending on one’s reframing skills. Stress associated with migration can be reframed

in positive terms such as rebuilding personal identity in spite of demands of immigration,
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personal development and making a fresh start (Adler, 1987; Bobowik, Basabe, & Paez, 2015;
O'Reilly & Benson, 2009). However, the stress associated with migration might be reframed in
negative terms such as the loss of one’s social structure, culture, language, values, and support
network (Bhugra et al., 2011). Additionally, demand aspects of immigration (e.g., loss, not
feeling at home) have been found to play a key role in the development, maintenance, and
resolution of depression (Aroian & Norris, 2003).

Chinese migrants to Australia represent the third largest group of overseas-born residents
and the largest group from non-English speaking backgrounds (ABS, 2017). Despite this, there
are no representative epidemiological studies focusing on depression in Chinese migrants to
Australia. The available data from one study assessing the prevalence of affective disorders in
large sample of immigrants (e.g., China, India) reported lower prevalence rates of affective
disorder among first generation migrants from non-English speaking backgrounds than among
the Australian-born group (Liddell et al., 2016). However, this finding needs to be interpreted
carefully because the first generation migrants from non-English speaking backgrounds reported
higher levels of disability and impairment than Australian-born individuals with affective
disorder. Interestingly, Tang et al.’s (2009) study indicated slightly higher rates of depression
and anxiety among Chinese migrants than among Australian-born participants. It is important to
note that data collection in this study was undertaken at a family practice located in a suburb
where the majority of patients were Chinese migrants seeking help for health issues. Therefore,
the higher prevalence rates could be explained by the compounded effect of migration stress
(e.g., highly educated patients not being able to find an equivalent job to their occupation in their
country of origin) and their anxiety about physical illness. Consistent with these findings, J. Hu
and Wang (2016) reported a slightly higher level of high psychological distress among Chinese
migrants living in Australia than among Australian-born participants. Participants in this study
were recruited via Chinese social websites. Several risk factors for higher level of psychological
distress have been identified including younger age, single, lower education level, being a
student, residing in Australia for less than five years, lower English proficiency, and having a
chronic illness. Further, Chou (2007) reported that elderly Asian migrants (e.g., China, Japan,
Korea) displayed a higher level of distress compared to migrants from Western countries. Data
from the Longitudinal Survey of Immigrants to Australia conducted in 2000 and 2001 by the

Department of Immigration and Multicultural Affair was used for analysis. Risk factors for
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psychological distress consistent with J. Hu and Wang (2016) have been identified (e.g.,
language barriers, low education), as well as new risk factors such as the visa type (e.g., family
union visa, skill labour visa). In sum, it appears that studies conducted in environments (i.e.,
family practice and online) with less structural and cultural barriers to mental health and
longitudinal studies clearly highlight that depression and anxiety or psychological distress is
common among Chinese migrants. These findings, along with the evidence showing that Chinese
migrants in Australia delay seeking treatment until emotional problems become severe, which
leads to frequent involuntary admission to hospitals (Blignault et al., 2008; J. Hu & Wang, 2016;
Wynaden et al., 2005), indicate that mental disorders in Chinese migrants represent a serious
cause of concern.

Developing culturally adapted interventions for depression might be a solution to address
some of the cultural (e.g., shame attached to mental disorders) and attitudinal (e.g., stoicism)
barriers to mental health services, which in turn might improve clinical engagement, and
ultimately treatment outcomes. CBT is one of the most researched, efficacious, and cost-
effective treatments for depressive disorder (Hofmann et al., 2012). There is evidence supporting
(a) the compatibility between CBT and the Chinese culture (S. W.-H. Chen & Davenport, 2005;
Guo & Hanley, 2015; Hodges & Oei, 2007; Hwang, 2009; Y.-N. Lin, 2002); and (b) the efficacy
of CBT for depression in Chinese nationals and migrants (Choi et al., 2012; Chu et al., 2012; Dai
et al., 1999; Hwang et al., 2015; Shen et al., 2006; D. F. K. Wong, 2008a, 2008b). It is important
to note that most of these studies were conducted in the USA and only one study was conducted
in Australia (Choi et al., 2012). As discussed in detail earlier in this chapter, both Australia and
the USA are individualist countries. However, Australia is characterised by horizontal
individualism, wherein equality and expressing one’s uniqueness and capabilities to be self-
reliant are valued, while the USA is characterised by vertical individualism, wherein one
distinguishing oneself via competition, achievement, and power (X.-P. Chen & Li, 2005;
Triandis et al., 1988). Thus, Chinese migrants in Australia and the USA might face different
stressors (e.g., expressing their uniqueness in Australia versus the pressure of being the best in
the USA), which might add to the general stress caused by moving into a new country and
securing basic needs such as housing, a job, schooling for children. Additionally, there are
important differences in terms of accessing mental health services. In Australia, only permanent

residents have access to Medicare subsidised mental health services, while the USA is lacking in
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universal health insurance coverage and, even with private insurance, the out-of-pocket cost are
significant (Schneider, Sarnak, Squires, Shah, & Doty, 2017). More studies are required to
investigate cultural adaptations to CBT for depression in Chinese migrants in the Australian
context.

To date, (a) no scoping reviews have been conducted to map the existing CBT literature
for depression symptomatology or MDD in Chinese nationals and migrants, (b) no studies have
been conducted in Australia to investigate cultural adaptations of CBT to treat depression in
Chinese migrants, and (c) no studies have involved the investigation of specific vulnerability
factors associated with depression in Chinese migrants to Australia. As such, the present research
program adopted a mixed-method research design conducted across three studies to address these
gaps in the CBT literature for depression in Chinese migrants to Australia. The present research
program has important implications for developing a culturally adapted CBT version for
depression in Chinese migrants living in Australia, which has the potential to reduce the disease
burden of depression in a migrant population underrepresented in counselling and therapy

services.

1.6.2. Research aim, objectives, and studies.

The overall aim of this research program was to investigate cultural adaptations of CBT
for depression symptoms in Chinese migrants living in Australia. The research objectives were
to:

e Review the current literature on CBT for depression and comorbid anxiety in Chinese
nationals and migrants, with a particular focus on cultural adaptation frameworks,
cultural modifications to therapy, consultations with clinicians and consumers, and

clients’ experience undergoing therapy;

e Document clinicians’ and Chinese community members’ perspectives on the cultural
adaptation of CBT for depression in Chinese migrants, with an emphasis on the specific

and non-specific factors of CBT; and

e Integrate migration stress and ethnic identity with aspects of the GCM, including
brooding, mindful attention, automatic thoughts, activation, and avoidance, to predict

depression in Chinese migrants.
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The present research program added to the growing body of cross-cultural research by
adopting a mixed-method research design conducted across three studies. Each study informed
the development of the subsequent study. The research commenced with the scoping review,
which informed the development of the qualitative study, which in turn informed the quantitative
study. Each study comprised an independent methodology and analysis, which was followed by
an integration of the findings, with an emphasis on clinical implications, to address the overall

research aim.
1.6.3. Structure of the thesis.

This thesis is presented in the manuscript format and includes four chapters written as
standalone publishable articles, as well as a background and general discussion chapter. Each
chapter begins with a meaningful quote relevant to the content of that chapter. A master
reference list and appendices are presented after the discussion chapter.

The first study comprised a scoping review to address the first objective. The necessity of
conducting a scoping review was highlighted in the early stage of this research program as, at
that time, there were no reviews focusing explicitly on CBT for depression and comorbid anxiety
in a Chinese context. A scoping review was considered for the key advantage of mapping the
existing literature and therefore establishing a solid theoretical foundation for the entire research
program. A comprehensive account of this study is provided in Chapter Two.

Based on the findings of the scoping review, the second study was designed as a
qualitative study to address some of the gaps in the literature regarding the high variability in
involving consumers and clinicians in the cultural adaptation of CBT. This study used the FMAP
(Hwang, 2009)and the GCM (A. T. Beck & Haigh, 2014) to guide the cultural adaptation of CBT
for depression in Chinese migrants and address the second objective of the thesis. A qualitative
approach involving focus groups and individual semi-structured interviews with community
members and clinicians was considered the most efficient and appropriate approach. A
comprehensive account of this study is included in Chapters Three (specific factors) and Four
(non-specific factors).

The third study was a quantitative study designed to address the third objective of the
thesis. Study Two informed the development of a structural model based on the GCM (A. T.
Beck & Haigh, 2014) for depression in Chinese migrants. Structural equation modelling was

used to test a series of models investigating relationships between aspects of migration stress,
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ethnic identity, components of the GCM, and depressive symptoms. A comprehensive account of
this study is included in Chapter Five.

The thesis begins with Chapter One, which presents the background to the research by
providing a literature review regarding depression prevalence worldwide and in Chinese
migrants living in Western countries, depression expression in Chinese culture, and barriers to
depression treatments. Key concepts of culture and cultural adaptations frameworks are
discussed. A summary of the cognitive model, the evidence for CBT, and the compatibility
between CBT and Chinese values is presented. The chapter concludes with the rationale of the
thesis, the research aim, studies, and ethical considerations.

Chapter Two details a scoping review undertaken to review the existing CBT literature
for depression and comorbid anxiety in Chinese nationals and migrants. This chapter highlights
the gaps in the current literature, presents the methods employed, key findings, and
recommendations for future research. The scoping review calls for studies using cultural
adaptations frameworks to guide the cultural adaptation of CBT for depression in Chinese
migrants living in Australia.

Chapter Three describes the first stage of the qualitative study, involving the specific
factors of CBT. This chapter documents the clinicians’ and community members’ perspectives
on the specific factors of CBT, the rationale of the study informed by Study One, the methods,
outlines themes and subthemes derived from the data, and key findings. This study provides
recommendations for developing a culturally sensitive version of CBT and emphasises that a
clients’ interdependent self needs to be considered in future versions of CBT for Chinese
migrants.

Chapter Four presents the second stage of the qualitative study, involving the non-
specific factors of CBT. This chapter presents the clinicians’ and community members’
perspectives on the non-specific factors of CBT, the rationale of the study, outlines themes and
subthemes derived from the data, and key findings. Because the same methodology as the
previous chapter was used, only different methodology aspects were described. This study
suggests that careful consideration of both specific and non-specific factors is required to
culturally adapt CBT for depression in Chinese migrants.

Chapter Five outlines the quantitative study, which involves testing a series of structural

equation models investigating relationships between aspects of migration stress, ethnic identity,



27

components of the GCM, and depressive symptoms. This chapter presents the rationale of Study
Three, which was informed by Study Two, the methodology, and key findings. This study
described the aspects of migration stress associated with depression and clinical implications of
addressing these aspects in CBT.

These chapters are followed by a comprehensive general discussion (Chapter Six). The
General Discussion Chapter summarises major findings of each study, integrates the clinical
implications, and offers recommendations for future research. The thesis concludes with overall

limitations and strengths and final conclusions.

1.6.4. Ethical considerations.

Prior to commencing the research, ethics approval was granted by Curtin University’s
Human Research Ethics Committee (approval number HR 190/2015, see Appendix A). The
National Statement on Ethical Conduct in Human research (2007, —updated 2014) was
considered in the design, data collection, and reporting. Study Two and Three involved data
collection from human participants, therefore attention was given to informing participants about
the purpose of the studies, potential risks and benefits, and it was made clear that participation in
the studies was voluntary and that the participants had the right to withdraw at any time, without
any consequences.

The data collected for the present research program was stored with no identifying
information. Only the researcher and supervisory team had access to confidential information.
Hard copy data were stored in a locked cupboard at Curtin University. All electronic data was
stored on a password-protected computer provided by the university and on the university’s
research drive. Data will remain stored for a period of seven years in accordance with

university’s data storage policy.
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“As therapists, we must retain not only our humanity (McWilliams, 2005), but also our humility

and curiosity regarding various elements of cognitive behavioural therapy.”

(Dobson & Dobson, 2017, p. 15).

Chapter 2: Cognitive Behavioural Therapy for Depression and Comorbid Anxiety in

Chinese Nationals and Migrants: A Scoping Review

2.1. Introduction

MDD is one of the common mental disorders (Kalibatseva & Leong, 2014; Vos et al.,
2016) identified in all countries and among all ethnic groups. Anxiety is the most common
comorbid disorder with MDD and it appears to be the rule and not the exception in primary care
both in the Western (Kessler, Merikangas, & Wang, 2007; Lamers et al., 2011) and Chinese
contexts (Phillips et al., 2009; Wu et al., 2018). Clients with depression and comorbid anxiety are
inclined to have higher severity of illness, higher chronicity, lower quality of life, and reduced
psychosocial functioning than those without comorbidity (Hirschfeld, 2001; Wu et al., 2018). As
discussed in Chapter One, CBT is one of the most researched and efficacious therapies for
depression (Bauer, Wilansky-Traynor, & Rector, 2012; Hofmann et al., 2012). Systematic
reviews and meta-analyses provide support for the efficacy of CBT for depression in culturally
and linguistically diverse populations (Chowdhary et al., 2014; Kalibatseva & Leong, 2014).

Only two meta-analyses have reviewed the efficacy of CBT in a Chinese context (T. K.
Ng & Wong, 2018; Xu & Tracey, 2016), but the findings were mixed. Xu and Tracey (2016)
conducted a network meta-analysis to examine the efficacy of CBT, psychodynamic therapy,
humanistic-experiential therapy, and indigenous therapy (e.g., Taoism cognitive therapy) in
Chinese individuals. The search strategy included published and unpublished RCTs comparing
one psychotherapy treatment with a control group or another psychotherapy. The China
Knowledge Resource Integrated Database, which includes studies written in Chinese, was
searched. A total number of 235 studies was included in this meta-analysis of which 180 were
CBT studies. Interestingly, T. K. Ng and Wong (2018) conducted a meta-analysis with a
different aim and methodology. The authors focused only on examining the efficacy of CBT for
Chinese individuals and the efficacy of culturally adapted CBT for Chinese individuals. The
search strategy included published RCTs or non-RCTs involving at least one CBT condition and

one control condition. Web of Science, PsycINFO, and PubMed were searched. A total number
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of 55 studies published in English was included in this meta-analysis. Xu and Tracey’s (2016)
findings indicate that indigenous therapies (e.g., Naikan therapy developed in Japan, Taoism
cognitive therapy developed in China) and humanistic-experiential therapy were more effective
than CBT, whereas T. K. Ng and Wong (2018) found that CBT was most efficacious for
depression and anxiety in Chinese people and culturally adapted CBT was more effective than
unadapted CBT, which is consistent with previous literature (Benish et al., 2011; Chowdhary et
al., 2014; Kalibatseva & Leong, 2014). A possible explanation for these differences in findings is
that the meta-analyses used different methodologies, including different search strategies,
databases, and inclusion and exclusion criteria. The operationalisation of Chinese participants
was different as well. In Xu and Tracey’s (2016) study, Chinese participants were defined as
originating from China, while in T. K. Ng and Wong’s (2018) study, Chinese participants were
defined as residing in Australia, China, Hong Kong, Taiwan, and the USA. Additionally, Xu and
Tracey (2016) did not describe cultural adaptations to CBT, and therefore it is not clear if the
studies included in their meta-analysis were culturally adapted.

Despite preliminary evidence for the efficacy of CBT and culturally adapted CBT in
Chinese people, there are several gaps in the existing literature. Four out of six systematic
reviews and meta-analyses (Benish et al., 2011; Chowdhary et al., 2014; Chu & Leino, 2017;
Kalibatseva & Leong, 2014; T. K. Ng & Wong, 2018; Xu & Tracey, 2016) included only RCTs,
and therefore a substantial body of evidence (e.g., open trials, qualitative studies, follow-up
studies) may have been neglected. The systematic reviews and meta-analyses reviewing the
efficacy of CBT in culturally and linguistically diverse populations included a relative small
number of studies with Chinese participants. Benish et al. (2011) reported that 14.3%
participants self-identified as Asian Americans, while the other systematic reviews reported
between two and ten studies involving Asian Americans or Chinese people (Chowdhary et al.,
2014; Chu & Leino, 2017; Kalibatseva & Leong, 2014). Cultural adaptations to a variety of age
groups (e.g., adolescents, adults, elderly), mental disorders (e.g., drug addition, psychotic
disorders), and comorbid conditions (e.g., depression in patients with breast cancer) have been
reported. These findings indicate that more studies are required to review the CBT literature for
depression and comorbid anxiety in Chinese people. In this case, a scoping review was preferred
to capture wider types of evidence (i.e., case studies, qualitative studies), which is of critical

importance because the literature on cultural adaptations is still in the early stages. Conducting a
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scoping review has the advantage of providing an in-depth coverage of qualitative and
quantitative studies on culturally adapted CBT, with an emphasis on common and unique
adaptations (Arksey & O'Malley, 2005). Gaining a comprehensive overview of the existing
cultural adaptations is essential to improve client engagement and treatment outcomes in Chinese
migrants who are underrepresented in counselling services in Western countries (Akutsu et al.,
2004; J. Hu & Wang, 2016; Jim & Pistrang, 2007; Lau, 2006), but also to improve the efficacy
of CBT provided in primary care for Chinese nationals (Wu et al., 2018). Therefore, the aim of
this scoping review was to review the current literature on CBT for depression with or without
comorbid anxiety in Chinese nationals and migrants, with a particular focus on cultural
adaptation frameworks, cultural modifications to therapy, consultations with clinicians and

consumers, and clients’ experience undergoing therapy.
2.2.  Methodology

A scoping review, using Arksey and O’Malley’s (2005) methodological framework, was
undertaken to map the current literature on CBT for depression with or without comorbid anxiety
in Chinese nationals and migrants, with a particular focus on cultural adaptation frameworks,
cultural modifications to therapy, consultations with clinicians and consumers, and clients’
experiences while undergoing therapy. This framework comprised five stages: (a) identifying
initial research questions, (b) identifying relevant studies, (c) study selection, (d) charting the

data, and (e) collating, summarising, and reporting the results.
Stage 1: Identifying the Research Question

To ensure that a substantial body of evidence was captured, the following research
questions were formulated: (a) What is known from the existing literature about the efficacy of
CBT for depression and comorbid anxiety in Chinese nationals and migrants? (b) What is known
from the existing literature about the experience of clients with a Chinese ethnic background
undergoing CBT for depression or comorbid depression and anxiety? (c) What is known from
the existing literature about the cultural modifications to CBT for depression and comorbid
anxiety in Chinese nationals and migrants? Types of evidence including RCTs, follow-up

studies, qualitative studies, and case studies were systematically summarised.

Stage 2: Identifying Relevant Studies
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A literature search was conducted between August and October 2014, with an update
undertaken between October and November 2018, to capture articles written in English on CBT
for depression and comorbid anxiety in Chinese nationals and migrants. PsycINFO, ProQuest,
and Medline were searched using Boolean operators to narrow and combine potentially relevant
articles. Several terms for Chinese ethnicity were used to ensure a comprehensive search of
studies with Chinese nationals and migrants. The following keywords were used: cognitive
behavio?r therapy AND depression OR major depression AND Chinese OR Chinese immigrants
OR Cantonese immigrants OR Hong Kong Chinese OR Hong Kong Chinese immigrants OR
Mandarin OR Han Chinese. Additional articles were identified by consulting reference lists of
the final articles included in this scoping review. RCTs, single group studies, qualitative studies,
and case studies investigating CBT for depression in the targeted population were considered for
inclusion. Articles deemed relevant after screening the title and the abstract were downloaded
into Endnote X7. Studies with anxiety as the primary diagnosis, studies solely with children and
adolescents, comorbid psychotic disorders, bipolar disorder, eating disorders, drug and alcohol
addiction, health conditions such as heart conditions, cancer, and HIV, discussion papers, expert

opinion, study protocols, and reviews were deemed ineligible.
Stage 3: Study Selection

Using the key search terms, 1266 articles were identified. Articles that were duplicated in
the three databases selected for this scoping review were removed. Further, the articles deemed
irrelevant after screening the title and the abstract were excluded. In accordance with the
inclusion and exclusion criteria detailed in Stage 2, 31 studies were identified as being
potentially relevant. Full-text versions of the articles were reviewed. Ten articles were excluded
for being written in Chinese (n = 4), including participants with other mental disorders than
depression comorbid with anxiety disorder (n = 1), investigating depression in dementia
caregivers (n = 4), and having less than five percent Chinese participants (n = 1). The articles
were assigned to subgroups of relevant, excluded, and duplicates of articles in Endnote X7. A
total of 21 articles were included in this scoping review. The Preferred Reporting of Items for
Systematic Reviews and Meta-Analysis (PRISMA) Statement (Moher, Liberati, Tetzlaff,
Altman, & The, 2009) was used to report the article selection process (see Figure 1 for a

flowchart describing included studies).


https://search-proquest-com.dbgw.lis.curtin.edu.au/myresearch/savedsearches.checkdbssearchlink:rerunsearch/1474513/SavedSearches?t:ac=SavedSearches
https://search-proquest-com.dbgw.lis.curtin.edu.au/myresearch/savedsearches.checkdbssearchlink:rerunsearch/1474513/SavedSearches?t:ac=SavedSearches
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FIGURE 1. PRISMA FLOWCHART DESCRIBING INCLUDED STUDIES.

Stage 4: Charting the Data

The relevant articles (V= 21) were recorded on a spreadsheet listing information about

the author, year of publication, region, condition, treatment format, inclusion criteria, outcome

measures, and cultural adaptations (see Table 1 for a summary of the studies on CBT for

depression and comorbid anxiety in Chinese nationals and migrants).
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Stage 5: Collating, Summarising, and Reporting Results

An analysis of the methodological and conceptual aspects of the selected studies was
conducted. The methodological analysis focused on describing participants’ status (i.e., nationals
or migrants), intervention type, research methods, and cultural modifications. The conceptual

analysis involved identifying common and unique cultural modifications.
2.3.  Results

2.3.1. The efficacy of CBT for depression and comorbid anxiety.

The efficacy of CBT for depression in Chinese participants originating from China, Hong
Kong, and Taiwan was examined in 10 RCTs and one case study, and the efficacy of CBT for
depression in Chinese migrants to Australia, Canada, and the USA was examined in four RCTs
and two case studies. Most of the studies involving Chinese migrants were conducted in the USA
(n =4). A wide range of intervention types were identified, including cognitive bibliotherapy (n
= 1), internet-delivered CBT (iCBT; n = 1), telephone-based CBT (n = 1), RCTs involving
individual sessions (7 = 2), RCTs involving group sessions (7 = 9), and case studies involving
individual sessions (7 = 3). In terms of treatment format, it is clear that group therapy featured
predominantly. CBT interventions were compared with waitlist control (n = 8), standard
treatment (n = 31), supportive intervention (rn = 1), medication (n = 1), culturally adapted CBT
(n=1), and an intervention based on traditional Shaolin Chan practice and Dan Tian abdomen
breathing (n = 1). Two studies conducted in China compared CBT along with medication versus
medication. CBT interventions as well as interventions incorporating medication have been
found effective in reducing depression and anxiety symptoms, except for the culturally adapted

CBT and an intervention based on traditional Chinese practices, which led to superior results.

2.3.2. Use of cultural adaptation frameworks.

Interestingly, no cultural adaptation frameworks were reported in the RCTs involving
Chinese participants originating from China, Hong Kong, and Taiwan. Cultural adaptation
frameworks were used only in studies involving Chinese migrants, the FMAP being the most
frequently used framework (n = 4). A qualitative study was conducted based of the FMAP to
develop a manualised culturally adapted CBT intervention for Chinese Americans with

depression (Hwang, 2009).
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TABLE 1

STUDIES ON CBT FOR DEPRESSION AND COMORBID ANXIETY IN CHINESE NATIONALS AND MIGRANTS

Author Region Condition Treatment format Inclusion criteria Outcome Cultural

measures adaptations

RCTs involving Chinese nationals

Chan et al. Taiwan 1. DMBI (n =20) Group: 4 weekly Depression symptoms  C-BDI; EEG No
(2012) 2. GCBT (n=20) sessions of 90 mins
Cui et al. (2016) China 1. GCBT (n=60) Group: 8 weekly SDS >5 SDS; SAS; No
2. SG (n = 60) sessions of 2 h CCSAS
3. WLC (n=60)
C.T.Hsuetal. Taiwan 1. GCBT (n=10) Group: 8 weekly Depression symptoms  CES-D; PSQI; No
(2010) 2. WLC (n=10) sessionsof2h SF-36
(Leung et al., Hong 1. GCBT (n=47) Group: 6 weekly EPDS > 10 Chinese EPDS;  Yes; based on
2013) Kong 2. Control group  sessions of 2 h HAD; PSS; D. F. K. Wong
(n=50) DAS; Family (2008) and literature
APGAR on pregnant and
postnatal women
E. T.-H. Liu et Taiwan 1. Cognitive Bibliotherapy, 10> C-BDI <47 Chinese- BDI; No
al. (2009) bibliotherapy reading the self- The Self-

(n=27)
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2. WLC (n=25) help book in 4 Control
weeks Schedule
Ngai et al. Hong 1. Telephone- 5 weekly telephone EPDS score > 10 Chinese version  Yes; cultural
(2015) Kong based CBT sessions of 20 to 30 of EPDS; BDI;  modifications based
(n=197) min GHQ on (Ngai et al.,
2. ST (n=200) 2009)
D.F.K. Wong  Hong 1. GCBT Group: 10 sessions MDD; mild to severe ~ C-BDI; APS-R;  Yes
(2008a) Kong (n=163) of3h depression symptoms ~ Q-LES-Q-18;
2. WLC (n=159) on C-BDI DAS
D.F.K. Wong  Hong 1. GCBT (n=48) Group: 10 sessions MDD; mild to severe =~ C-BDI; The Yes, same as
(2008b) Kong 2. WLC(n=48) of2.5h depression symptoms  Emotion D. F. K. Wong
on C-BDI Checklist; (2008a)
COPE; DAS
B. Zhang et al. China 1. GCBT + Group: 12 weekly ~ Unipolar depression HDRS; HAM- No
(2016) MED (n=32) sessions of 2 h 7>HDRS <17 A; SDSS, LSS;
2. MED (n=30) MSPSS, SF-36
Zuetal. (2014) China 1. MED (n=25) Individual: 24 MDD; Chinese HDRS Chinese version No
2. CBT (n=12)  weekly sessions of >17 of HDRS;
3. COMB lh QIDS-SR;
(n=43) WSAS
4. ST (n=16)
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RCTs involving Chinese migrants

Choi et al.
(2012)

Australia

1. iCBT (n =25)
2. WLC (n =30)

6 online lessons & MDD; CB-PHQ-9 >

homework

19 or Q 9 (suicidal

ideation) > 1

C- BDI, CB-
PHQ-9, DASS-
21, K-10, SDS

Yes; cultural
modifications based
on Shen et al. (2006)
and D. F. K. Wong
(2008a, 2008b)

Dai et al. (1999) USA 1. GCBT (n=23) Group: 8 weeks Depressive symptoms ~ Chinese version  Yes; based on
2. WLC (n=17) session; duration of HDRS & Munoz and Ying
not reported HAM-A (1993)
Hwang et al. USA 1. Standard CBT  Individual: 12 MDD; HDRS > 14 Chinese version  Yes; PAMF (Hwang,
(2015) (n=23) sessions; duration of SCID & 2006) and FMAP
2. CA-CBT not reported HDRS (Hwang, 2009)
(n=27)
Shen et al. Canada 1.GCBT Group:10 weekly Mild to moderate Cantonese Yes
(2006) 2. TAU sessions of 2 h; depression version of
(n not reported) duration not SCID; VIA
reported
Follow-up studies
Choi et al. Australia  self-reported Not applicable MDD; Chinese- CB-PHQ9; Not applicable
(2015) questionnaire speaking participants ~ PHQ-9; C-BDI,;

in Choi et al., (2012):
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4> CB-PHQ-9 <20 & BDI; K-10;
Q 9 <1; English- SDS;
speaking participants

in Titov et al. (2010):
10>PHQ-9<22 & Q

9<2
D.F.K. Wong  Hong 6 months follow-  Not applicable MDD; participants in ~ C-BDI; The Not applicable
(2009) Kong up study D. F. K. Wong Emotions
(2008b) Checklist;
COPE, DAS
Qualitative studies
Hwang (2009) USA 14 focus groups;  Not applicable Therapists with Not applicable Yes; FMAP used to
individual experience in Asia- create a manualised
interviews American groups; intervention
traditional healers &
spiritual masters; lay
community members
D.F. K. Wong  Hong Retrospective Not applicable MDD; participants in ~ Not applicable Not applicable
(2011) Kong individual semi- D. F. K. Wong
structured (2008b)

interviews



38

Case studies

Chuetal. (2012) USA Focus groups and  Pilot study: 12 Community providers; SCID; PHQ-9 Yes; FMAP
interviews with individual weekly  client with (Hwang, 2009)
sessions; duration MDD

not reported

E. T.-H. Liu USA Case study 41 individual MDD & GAD Burns Anxiety  Yes; PAMF
(2007) sessions; duration Measure; Burns  (Hwang, 2006)
not reported depression
measure
P. Ng, Tsun, Su, Hong Case study 13 individual Depression symptoms; None reported Yes; PLAY model
and Young Kong sessions; duration ~ BDI =27
(2013) not reported

Note. Key to intervention (alphabetical order): Antidepressant only (MED); Combined treatment of CBT and MED (COMB); Dejian
Mind-Body Intervention (DMBI); Group Cognitive Behaviour Therapy (GCBT); Internet delivered CBT (iCBT); Standard treatment (ST);
Supportive group (SG); Treatment-as-Usual (TAU); Wait-list control condition (WLC); Key to measures: The Almost Perfect Scale
Revised Version (APS-R); Chinese version of Beck Depression Inventory (C-BDI); Centre of Epidemiologic Studies Depression (CES-D);
Coping Orientations to Problems Experienced (COPE); Chinese College Student Adjustment Scale (CCSAS); Depression Anxiety Stress
Scales 21 (DASS-21); Dysfunctional Attitude Scale (DAS); Electroencephalography (EEG); Edinburgh Postnatal Depression Scale
(EPDS) Hamilton Depression Rating Scale (HDRS); Hamilton Anxiety Rating Scale (HAM-A); General Health Questionnaire (GHQ);
Kessler 10 Psychological Distress Scale (K-10); Life Satisfaction scale (LSS); Multidimensional Scale of Perceived Social Support
(MSPSS); Patient Health Questionnaire (PHQ-9); Chinese Bilingual PHQ-9 (CB-PHQ-9); Perceived Stress Scale (PSS); Pittsburgh Sleep
Quality Index-Chinese Version (PSQI); Psychiatric Symptom Rating Scale (PSRS); Quick Inventory of Depressive Symptomatology-Self-
Report (QIDS-SR); The Sheehan disability scales (SDS); Short Form-36 Health Survey-Taiwan Version (SF-36); Social Disability
Screening Schedule (SDSS); Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I); Vancouver Index of Acculturation
(VIA); Work and Social Adjustment Scale (WSAS); Zung Self-Rating Anxiety Scale (SAS); Zung Self-Rating Depression Scale (SDS);
Key to disorders: Generalised Anxiety Disorder (GAD).


http://www.google.com.au/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&sqi=2&ved=0CB0QFjAA&url=http%3A%2F%2Fen.wikipedia.org%2Fwiki%2FElectroencephalography&ei=hEsyVIn1J4bm8gWxgoHwCQ&usg=AFQjCNGy136Qes0RjU8jS2-MTmvzhPia6A&bvm=bv.76802529,d.dGc
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The efficacy of a manualised culturally adapted CBT that used two cultural adaptation
frameworks (i.e., FMAP and PAMF) versus standard CBT was investigated in one RCT
(Hwang et al., 2015). Further, FMAP was used to develop a culturally adapted problem
solving intervention for Chinese Americans with depression, which was documented in a
case study (Chu et al., 2012) The PAMF was used to inform the development of a culturally
adapted intervention for one Chinese American client with MDD and GAD, which was

documented in a case study (E. T.-H. Liu, 2007).
2.3.3. Consumer and clinician consultation regarding cultural adaptations.

Overall, there is a high degree of variability in the involvement of consumers and
clinicians in the cultural adaptation process of CBT. Focus groups with community providers
were reported in two studies involving Chinese Americans (Chu et al., 2012; Hwang, 2009).
Interviews with traditional healers, spiritual masters, and lay community members were
conducted in Hwang’s (2009) study. Consumers and health professionals reviewed all the
materials designed for iCBT in one RCT involving Chinese Australians (Choi et al., 2012). In
addition, consumers were consulted about the efficacy and acceptability of CBT in one case
study (Chu et al., 2012), two RCTs including Chinese migrants to Australia and Canada
(Choi et al., 2012; Shen et al., 2006), and one RCT including Hong Kong Chinese women
(Leung et al., 2013). Further, one qualitative study retrospectively investigated Hong Kong
Chinese participants’ experience of undergoing CBT for depression (D. F. K. Wong, 2011), a
6-month follow-up study was conducted with Hong Kong Chinese participants undergoing
CBT for depression (D. F. K. Wong, 2008b), and another follow-up study compared the
symptom severity and previous help-seeking patterns of Chinese Australians who accessed
the iCBT program (Choi et al., 2012) and English-speaking participants in the Sadness
program (Titov et al., 2010). Unexpectedly, no consultations with consumers and clinicians
were reported in the RCTs involving Chinese participants originating from China, Hong

Kong, and Taiwan.
2.3.4. Common adaptation to semantics, treatment delivery, and client engagement.

The most common cultural adaptations included culturally sensitive titles of CBT
programs to avoid the stigma and shame attached to depression (i.e., Brighten Your Mood
Program, Choi et al., 2012; A Course on Diligent Practice of New Thoughts, Shen et al.,
2006), delivery by bilingual therapists (Dai et al., 1999; Hwang et al., 2015; Shen et al.,

2006), and conducting the intervention in a familiar environment such as the participants’
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church (Dai et al., 1999) or at a hospital outpatient psychology clinic located in a
predominantly Chinese community (Shen et al., 2006). A translated self-help book (Liu et al.,
2009), translated worksheets and handouts for participants (Choi et al., 2012; Dai et al., 1999;
Leung et al., 2013; Shen et al., 2006; D. F. K. Wong et al., 2008a, 2008b), and culturally
sensitive videotapes (Dai et al., 1999) were reported. When the translated materials did not
include conceptually equivalent terms, participants reported difficulties in identifying with
the main characters and their personal conflicts due to having a different cultural background
and experience (E. T.-H. Liu et al., 2009). More careful consideration of CBT and depression
terminology was given in several studies (n = 5). Regarding depression terminology, using
de-stigmatising language (Chu et al., 2012) and concepts consistent with Chinese culture
(e.g., using the term “closed heart” to describe depression; Choi et al., 2012) were reported.
Regarding CBT terminology, technical terms have been translated into colloquial expressions
(e.g., automatic thoughts renamed as thought traps; D. F. K. Wong, 2008a, 2008b).
Moreover, the manualised culturally adapted CBT intervention has been back-translated to
ensure linguistic, semantic, and conceptual equivalence (Hwang et al., 2015). Comprehensive
psychoeducation was reported in two studies (Chu et al., 2012; Hwang et al., 2015). Although
the importance of adopting a directive approach to meet the hierarchical provider-client
expectations (i.e., therapist is the authority figure while the client is the learner) was reported
in several studies (Chu et al., 2012; Hwang, 2009; D. F. K. Wong, 2008a, 2008b), other
studies highlighted that members in group therapy assisted each other in identifying
automatic thoughts and alternative views (Leung et al., 2013; B. Zhang et al., 2016).

2.3.5. Common and unique cultural adaptations to CBT techniques.

Common adaptations to CBT were identified including (a) the use of the 5 senses
approach (i.e., recognising one’s physiological responses, thought stopping, self-disputing
questions, distraction, and the use of cue cards; Leung et al., 2013; D. F. K. Wong, 2011); (b)
approaching interpersonal conflict (Leung et al., 2013; Ngai et al., 2015; Shen et al., 2006;
D.F.K. Wong, 2008a, 2008b); (c) cognitive restructuring of misconceptions about
motherhood (Leung et al., 2013; Ngai et al., 2015); and (d) an explicit focus on participants’
strengths (E. T.-H. Liu, 2007; Ngai et al., 2015). Importantly, participants reported a
preference for behavioural techniques over cognitive techniques (E. T.-H. Liu, 2007; Shen et
al., 2006) or the 5 senses approach over self-disputing alone (D. F. K. Wong, 2011).
Although the incorporation of relaxation techniques into CBT for depression is not common

(A. T. Beck et al., 1979; Freeman & Oster, 1998), two studies incorporated relaxation
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techniques into the CBT intervention (Cui et al., 2016; C. T. Hsu et al., 2010), 10% of
participants in an RCT suggested the incorporation of a relaxation component (Shen et al.,
2006), and the Dejian Mind-Body Intervention (DMBI) intervention that involves breathing
techniques was more effective than CBT in reducing depressive symptoms (Chan et al.,
2012).

Unique cultural adaptations to CBT were also described (n = 7). Regarding the
intervention content, common stressful events among Chinese pregnant and postnatal women
were addressed (Leung et al., 2013) and cultural metaphors and philosophical teachings were
used (Hwang et al., 2015). Regarding communication skills, assertiveness skills were
reframed in accordance with Chinese cultural values (e.g., promoting interpersonal harmony)
and bilingual resources were provided (Choi et al., 2012). In addition, illustrations reflecting
Asian features were included to improve treatment adherence (Choi et al., 2012). Regarding
the cognitive component, a variety of cognitive techniques were used to stimulate cognitive
flexibility (i.e., contrasting a list of maladaptive beliefs shared by depressed people both in
Western and Asian cultures; Shen et al., 2006); linking CBT concepts (i.e., mental filter) to
Chinese cultural values (i.e., the value of seeing the “whole” rather than just the “parts”), and
therapist orientation towards cultural competency (i.e., acquiring knowledge) and cultural
humility (i.e., not making assumptions despite sharing similar cultural backgrounds; Liu,
2007) was described; and the PLAY model (i.e., Predestination - I am not in control of my
life, Losing face, Avoiding conflict, Yin and Yang balance) describing Chinese cultural
characteristics was incorporated to assisted with cognitive restructuring (P. Ng et al., 2013).
Lastly, acculturation processes were considered in therapy (i.e., education about behaviours
that are not acceptable in Western countries such as physical violence to solve marital

problems; Chu et al., 2012).
2.4. Discussion

The aim of the present scoping review was to review the current literature on CBT for
depression with or without comorbid anxiety in Chinese nationals and migrants, with a
particular focus on cultural adaptation frameworks, cultural modifications to therapy,
consultations with clinicians and consumers, and clients’ experiences while undergoing
therapy. This study is unique in that it is the first to review wider types of evidence (i.e., case
studies, qualitative studies) in this population. The key advantage of conducting a scoping
review was capturing a substantial range of literature not included in previous systematic

reviews and meta-analyses (a) six additional RCTs than those reviewed in previous meta-
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analyses and systematic reviews (Chowdhary et al., 2014; Kalibatseva & Leong, 2014; T. K.
Ng & Wong, 2018); one of these RCTs is the first to compare the effectiveness of cultural
adapted CBT versus standard CBT (Hwang et al., 2015); (b) a qualitative study documenting
the use of FMAP to develop a culturally adapted intervention for Chinese Americans with
depression; (c) a qualitative study documenting Hong Kong Chinese participants’ experience
undergoing CBT for depression; (d) two follow-up studies including Hong Kong Chinese and
Chinese Australian participants in RCTs investigating the efficacy of CBT; and (e) two case
studies. Gaining a comprehensive overview of cultural adaptations of CBT is critical
considering that there is no empirical validation of culturally adapted CBT interventions.

The current findings provide support for the efficacy of CBT for depression with or
without comorbid anxiety in Chinese nationals and migrants, which is consistent with
previous meta-analyses and systematic reviews (Chowdhary et al., 2014; Chu & Leino, 2017;
Kalibatseva & Leong, 2014; T. K. Ng & Wong, 2018). Cultural adaptation frameworks
and/or consultation with clinicians and Chinese migrants from Australia, Canada, and the
USA were reported in less than a quarter of the studies included in this scoping review. It is
clear that more studies using the same cultural adaptation framework (i.e., FMAP) are
required in different cultural context, including Australia.

The cultural adaptations reviewed in the present scoping review are consistent with
the continuum of low to high levels of adaptations to peripheral and core components
described by Chu and Leino (2017). See Table 2 for a comparison of cultural adaptations
from the present study and Chu and Leino’s (2017) framework. D. F .K. Wong (2008a,
2008b) and Shen et al.’s (2006) interventions appear to be some of the most influential
studies in this research area. Despite this, no direct replications have been undertaken. It is
important to note that D. F. K. Wong (2008a, 2008b) and Shen et al. (2006) did not use a
cultural adaptation framework. Therefore, it is not clear to what extent an intervention needs
to be culturally adapted to improve client engagement and treatment outcomes. In regard to
studies that used cultural adaptation frameworks, the lack of direct replications might be
explained by the extensive and time-consuming consultation with clinicians and consumers
required so that interventions can be tailored to consumers’ needs. Interestingly, there was a
consensus between Chu et al. (2012) and Hwang et al.’s (2015) findings about approaches to
increasing client engagement (i.e., comprehensive psychoeducation, directive approach). The
key advantage of using a culturally adapted framework is that the clinicians and consumers
will indicate the required level of cultural adaptation. As such, the present study calls for

using cultural adaptation frameworks to develop personalised interventions for Chinese
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migrants in different contexts than the USA and to replicate some of the existing manualised
interventions to enhance the reliability and generalisability of their outcomes. The use of
cultural adaptation frameworks may contribute to the debate between treatment fidelity and
cultural adaptation (i.e., fidelity in delivering evidence-based treatments versus adaptations to
reconcile incongruences between interventions and ethnic groups; Castro et al., 2010), while
replication and extension to other countries may contribute to progressing towards evidence
based psychotherapies via empirically validating manualised intervention in at least two
rigorous studies conducted by two independent research teams (David & Montgomery,

2011).

TABLE 2
COMPARISON OF CULTURAL ADAPTATIONS FROM THE SCOPING REVIEW AND CHU AND LEINO’S

(2017) FRAMEWORK

The cultural treatment Findings from present study

adaptation framework

Peripheral component modification: Comprehensive psychoeducation, a directive
engagement and treatment delivery approach, consideration of terminology for
depression and CBT, translated materials, cultural
metaphors and philosophical teachings, bilingual
therapists, culturally sensitive videotapes, delivering

the intervention in accessible environment

Core treatment component: core Adding techniques: 5 sense approach, relaxation,
addition assertive communication
Adding topics: interpersonal conflict, common
stressful events among Chinese pregnant and

postnatal women, acculturation processes

Core treatment component: core Adjustments to cognitive restructuring (e.g.,
modification contrasting a list of maladaptive beliefs shared by
depressed people both in Western and Asian

cultures)
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2.4.1. Limitations and directions for future research.

Although a systematic approach to the search strategies and study selection was used,
the present study has several limitations. Because the aim of this scoping review was to
review the CBT literature on depression with or without comorbid anxiety in Chinese
nationals and migrants broadly, the methodological quality of the studies was not assessed.
Peer review was an inclusion criterion that is an indicator of quality and, as a result, the grey
literature, including unpublished masters and doctoral dissertations and conference abstracts,
was not included. Potentially important studies may have therefore been neglected. Future
research might include the grey literature to address this limitation. Further, future research is
required to investigate the efficacy of individual CBT. More studies using cultural adaptation
frameworks are required in an Australian context given that Chinese migrants are the largest
non-English speaking group and this population is underrepresented in counselling and
therapy services. Identifying similarities and differences between cultural adaptations to
Chinese communities from different countries is essential as their migration experience may
be significantly influenced by the cultural characteristics of the country of destination, and
they may face unique issues and barriers to mental health services.

Despite these limitations, the current study makes an important contribution to the
literature by mapping the available evidence on CBT for depression with or without
comorbid anxiety in Chinese nationals and migrants. There is favourable evidence to support
culturally adapted CBT in this population, but this literature is still in the early stages. These
findings have potentially important implications for enhancing the cultural sensitivity of CBT
for depression in Chinese migrants living in multicultural countries. The following two
chapters report on an investigation of adaptations that may be required for Chinese migrants

within the Australian context.
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“The therapist needs to tread the line between being overly concrete and overly abstract;
atomistic vs. global. Cognitive therapy is a holistic approach but it is applied in a sequence of
discrete, readily understandable steps.”

(A. T. Beck et al., 1979, p. 29)

Chapter 3: Improving the Cultural Sensitivity of CBT: Community Members’ and
Clinicians’ Perspectives on Specific Factors

3.1. Introduction

Disparities between cultural sub-groups in accessing mental health treatments have
been documented in high-income countries, low- and middle-income countries, and migrant
communities (Atdjian & Vega, 2005; Cuijpers, 2017). As discussed in Chapter One, evidence
from Australia, the UK, and the USA showed that Chinese migrants underutilise mental
health services (Blignault et al., 2008; Jim & Pistrang, 2007; Wynaden et al., 2005). Possible
reasons for this pattern of underutilisation may include inadequate and poorly coordinated
services (Cross & Singh, 2012); barriers to service access, including lack of awareness of
services, low English proficiency, shame attached to mental illness, loss of face for the
extended family (Blignault et al., 2008; Wynaden et al., 2005); and difficulties in diagnosis
due to cultural differences (Minas et al., 2013). Low rates of service utilisation might explain
the delay in seeking treatment until emotional problems become acute, which leads to more
frequent involuntary admissions to hospitals among Chinese migrants (Blignault et al., 2008;
J. Hu & Wang, 2016).

Developing culturally appropriate services, especially culturally adapted interventions
for depression, may benefit from more careful consideration of cross-cultural issues for
several reasons. First, in 2015 around 4.4 % of the global population was diagnosed with
depressive disorders (World Health Organisation, 2017). Though the prevalence of
depressive disorders varies by region, globally it is the third leading contributor to the disease
burden for both sexes combined and all age ranges (Vos et al., 2016). Second, as detailed in
Chapter One, prevalence data of diagnosed MDD among Chinese migrants in Western
countries reveals paradoxical findings. The current evidence challenges the healthy migrant
hypothesis (Liddell et al., 2016) and shows that depression is common among Chinese
migrants living in multicultural countries (Chiu et al., 2018; Gonzalez et al., 2010; Tang et
al., 2009; Yeung et al., 2004). Therefore, developing culturally adapted interventions for
depression could be a solution for improving access and equity in underrepresented

populations in counselling services (Minas et al., 2013).
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Several cultural adaptation frameworks have been developed, with most involving
qualitative methods to allow potential mental health service consumers to inform the
development, pilot testing, and further refinement of a culturally adapted intervention
(Castro, Barrera, & Holleran Steiker, 2010). Most cultural adaptation frameworks therefore
involve theory-driven and data-driven approaches to guide the cultural adaptation process.
The present study was guided by the FMAP (Hwang, 2009), which is a community-based
bottom-up approach developed to culturally adapt CBT for depression in Chinese migrants to
the USA. A comprehensive description of FMAP is provided in Chapter One. The first two
stages of the FMAP— generating knowledge and collaborating with stakeholders (e.g.,
community members, clinicians), and integrating generated information with theory,
empirical, and clinical knowledge have been followed. The results of this qualitative study
will inform the development of the next steps of the FMAP in Chinese migrants to Australia.
Existing systematic reviews offer support for the effectiveness of culturally adapted
evidence-based interventions for depressive disorders in Chinese migrant (Chowdhary et al.,
2014; Kalibatseva & Leong, 2014; T. K. Ng & Wong, 2018).

One of the most researched, efficacious, and cost-effective treatments for depressive
disorder is cognitive behavioural therapy (Hofmann et al., 2012). A comprehensive
description of the updated cognitive model, the GCM, and CBT efficacy for depression is
provided in Chapter One and Two. It is important to note that a CBT intervention derived
from the updated cognitive model may include techniques specifically designed to target
focus along with the classic components, cognitive restructuring, and behavioural
interventions (A. T. Beck & Haigh, 2014).

As discused in Chapter Two, there is evidence to support for the efficacy of culturally
adapted CBT for depression in Chinese migrants (Choi et al., 2012; Chu et al., 2012; Dai et
al., 1999; Hwang et al., 2015; Shen et al., 2006); however, there are some notable limitations.
First, most of these studies were conducted in the USA (Chu et al., 2012; Dai et al., 1999;
Hwang et al., 2015), and only one study was conducted in Australia (Choi et al., 2012).
Although both Australia and the USA are individualistic countries, they are characterised by
a different type of individualism (i.e., horizontal versus vertical). As a result, Chinese
migrants in Australia and the USA may encounter different stressors (e.g., expressing their
uniqueness in Australia versus the pressure of being the best in the USA) due to the
differences regarding the cultural profile of the countries and different structural barriers to
mental health services (e.g., access to Medicare subsidised services in Australia versus using

private insurance for accessing mental health services in the USA), which may feature
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different migration and help-seeking experiences. Second, the use of cultural adaptation
frameworks is very limited. Only two studies used the FMAP (Hwang, 2009) to guide the
cultural adaptation process of CBT in Chinese migrants, which limits the generalisability of
the current literature (Chu et al., 2012; Hwang et al., 2015). Lastly, there is a high degree of
variability in the extent to which clients or consumers have been consulted in regard to
documenting cultural adaptations to CBT (Choi et al., 2012; Chu et al., 2012; Hwang, 2009).
The present study adds to the current literature on culturally adapted psychological
interventions by using one of the existing cultural adaptation frameworks, along with a
theory-based model that explains the intervention’s core components, to guide the cultural
adaptation of CBT; explicitly documenting the cultural adaptation to the cognitive,
behavioural, and focus techniques for depression; and consulting members of the Chinese
migrant community. Documenting community members’ perspectives ensures that the
psychological treatment is more closely connected to the lived experiences of the Chinese
clients (Castro, Barrera, & Martinez, 2004; Kulich & Zhang, 2010) and increased ecological
validity of the culturally adapted intervention. Documenting clinicians’ perspectives is
equally important to identify the common cultural adaptations to CBT and their insights
about culturally adapting CBT techniques. The aim of this study was to use the FMAP
(Hwang, 2009) and GCM (Beck & Haigh, 2014) to document the clinicians’ and community
members’ perspectives on the cultural adaptation of CBT to Chinese migrants in Australia,
with an emphasis on the specific factors of CBT based on the GCM for Chinese migrants

with depression.
3.2. Methodology
3.2.1. Participants.

Members of the Chinese Community. Fourteen members of the Chinese community
participated in the study (female n = 8; age range = 25-68, M = 44.64, SD = 16.47). Eight
participants had higher education degrees, while five participants completed high school.
Four participants were students, four were employed, three were unemployed, and three were
retired. The country of birth were China (n = 5), Hong Kong (n = 2), Malaysia (n = 3),
Singapore (n = 2), and Taiwan (n = 2). Seven were Christians, four were Buddhists, two
reported no religion, and one participant did not respond. Years living in Australia ranged
from two months to 27 years (M = 9.73 years, SD = 8.63 years).

Clinicians. Twenty clinicians who self-identified as having experience and expertise

in working with Chinese migrants agreed to participate in the study (female » = 13, age range
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=19-67, M =46.95, SD = 12.67). In this sample, 11 participants identified themselves as
Chinese, while nine of the participants reported different ethnic backgrounds: Australian
(n=4), English (n = 1), Polish (n = 1), Scottish (n = 1), Croatian (n = 1), and South African
(n=1). In terms of occupation, the clinicians were Clinical Psychologists (n = 5), Social
Workers (n =5), Counsellors (n = 2), Registered Nurses (n = 3), and one each of
Occupational Therapist, Cardiologist, Physiotherapist, Sociologist, and Health Science

student.
3.2.2. Interview and focus group protocol.

A semi-structured interview and focus group protocol was developed to document
both the perspectives of Chinese community members and clinicians on culturally adapting
CBT for depression. Questions to document methods to culturally adapt the belief, behaviour,
and focus components were included. Only the clinicians were asked to share their
perspectives on the cultural appropriateness of cognitive restructuring due to their clinical
experience and familiarity with the strengths and limitations of cognitive restructuring with
Chinese clients. Both the clinicians and the community members were asked to share their

perspectives on the behavioural and focus components.
3.2.3. Procedure.

Purposive and snowball sampling techniques to recruit both members of the Chinese
community and clinicians were used. Community members were recruited by distributing
the study to the University’s research hub, two local migrant agencies, and a Chinese
Christian church. Clinicians working in the public, private, and not-for-profit sectors were
recruited by distributing the study via email. The inclusion criteria for recruiting clinicians
were clinicians (e.g., Psychologists, Counsellor) who self-identified as having experience
and expertise in working with Chinese clients. The inclusion criteria for recruiting
community members were age 18 and above, and first or second generation Chinese
migrants or Chinese international students. Data collection and analysis of the individual
interviews and focus groups were simultaneously conducted until no new themes emerged,
and thus saturation was achieved (Guest, Bunce, & Johnson, 2006).

The literature on conducting focus groups with people from culturally and
linguistically diverse backgrounds was consulted. Because there is evidence that focus groups

may not be a culturally appropriate research method in Chinese participants (Halcomb,

Gholizadeh, Digiacomo, Phillips, & Davidson, 2007), the initial protocol involved
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conducting individual interviews with the Chinese members of a not-for-profit organisation.
Interestingly, these participants expressed a preference to organise one focus group instead of
conducting five individual interviews. A possible explanation for their preference is that they
attended English classes together and therefore felt comfortable to have a conversation about
depression in a group. In this study, it was pivotal to adopt a culturally sensitive approach to
conducting individual semi-structured interviews, while also respecting participants’
preferences. Therefore, participants’ suggestion to conduct one focus group was
accommodated. The first author was assisted by a certified interpreter in conducting this
focus group (see Appendix B for the information sheet in both English and simplified
Chinese and the interview schedule for consulting community members in regard to the
specific factor of CBT).

Focus groups with the clinicians were considered the most appropriate approach for
several reasons. Focus groups have the advantage of helping participants to share their views
and experiences as well as their comments and disagreement (Stewart, Shamdasani, & Rook,
2007), and therefore might yield deeper insights into the cultural adaptation process of CBT
for Chinese migrants with depression. Although there is a consensus that three to four focus
groups with minimum four experts might be sufficient to achieve data saturation (Krueger &
Casey, 2009), additional information was revealed after each of the four focus groups with
clinicians. Despite the initial plan to conduct only focus groups with the clinicians, one face-
to-face individual interview, and two Skype interviews with Clinical Psychologists were
conducted to achieve data saturation. These clinicians were unable to attend one additional
focus group due to distance and convenience reasons (see Appendix C for the information
sheet and interview schedule for consulting clinicians in regard to the specific factor of CBT).

Some changes to the initial protocol in conducting the interviews and focus groups
were made to ensure a culturally sensitive approach, while also respecting participant
preferences. It is important to note that no changes to the initial interview schedules were
made. In total, we conducted five focus groups and 12 individual semi-structured interviews:
nine individual interviews and one focus group with the community members, and four focus
groups and three individual semi-structured interviews with the clinicians. The interviews
ranged between 61 and 93 minutes, whereas the focus groups ranged between 90 and 105
minutes. Between four to five clinicians participated in each focus group, while five
community members participant in one focus group. All participants provided informed
written consent prior to their participation. The members of the Chinese community had the

option to receive an information sheet and consent form translated in simplified Chinese.
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Each member of the Chinese community received a $10 voucher for their time, and the

clinicians received refreshments during the focus group but no payment.
3.2.4. Data analysis.

Thematic analysis was used to analyse the data because it allows interpretation of
participants’ meanings; integration of theory and clinical knowledge with the community
members’ unanticipated insights; and highlights similarities and differences between the
clinicians’ and community members’ perspectives (Braun & Clarke, 2006). The interviews
and the focus groups were audiotaped and transcribed verbatim by professional transcribers.
The first author checked the accuracy of transcription and excluded identifying information.
After reading and rereading the transcripts, the first author used NVivoll to generate initial
codes and search for themes. The coding process involved a hybrid approach of data-driven
and theory-driven codes. The data-driven codes were constructed from the raw information
provided by the clinicians and community members, whereas the theory-driven codes were
constructed from the GCM (A. T. Beck & Haigh, 2014). The co-authors each participated in
reviewing, defining, and labelling the themes.

A modified consensual qualitative research analysis (C. E. Hill, Thompson, &
Williams, 1997) was used to determine the more prevalent themes and sub-themes. Via a

process of consensus, the team examined the representativeness of the results by indicating
whether the themes were general (applied to every case), typical (applied to half or more
cases), or variant (applied to fewer than half of the cases but more than two cases). Themes
that reflected cultural adaptations to CBT that appeared even once were captured in the final
list of themes and subthemes. However, sub-themes that were not reflecting cultural
adaptations to CBT or that applied to only one case were removed from the overall results as

they were not representative of the sample.
3.2.5. Trustworthiness.

Because it was important to document both the clinicians’ and community members’
perspectives on the specific factors of CBT based on the GCM (A. T. Beck & Haigh, 2014),
we used methodological triangulation (interviews and focus groups) and participant
triangulation (Chinese community and clinicians) to ensure comprehensive data collection
(Jones & Bugge, 2006). In addition, the first author kept a reflexive journal (Ortlipp, 2008)
throughout the research process to reduce any potential bias. Lastly, we followed the
Consolidated Criteria for Reporting Qualitative Research (COREQ, Tong, Sainsbury, &
Craig, 2007).
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3.3. Results

The participants suggested cultural adaptations to CBT and core strategies for
developing a culturally sensitive intervention for depression. Documenting both clinicians’
and community members’ perspectives was critical to gain a comprehensive overview of
strategies that may improve clinical engagement and treatment outcomes. Five major themes
were identified: (a) mixed attitudes and perspectives towards CBT, (b) improving the cultural
sensitivity of cognitive restructuring, (c) applications of behavioural strategies, (d) attitudes
towards mindfulness meditation, and (e) the importance of incorporating core culturally

sensitive strategies (see Table 3).
3.3.1. Mixed attitudes and perspectives towards CBT.

The clinicians in this study reported providing a wide range of services for Chinese
migrants including CBT (e.g., migrant resource centres, public hospitals, university
counselling service). Mixed attitudes towards CBT among clinicians, including a strong
commitment to using CBT and a reluctance to use CBT due to doubting its cultural
appropriateness have been identified. A variant number of the CBT therapists asserted their
commitment to using CBT with their clients. For instance, one Clinical Psychologist
expressed her strong commitment towards CBT by stating, “I just knew that I’'m doing my
CBT, my problem solving, and I knew they would love it because it’s so structured.” Further,
some of these clinicians indicated that they conducted clinical research to investigate
different aspects of CBT among Chinese individuals.

Clinicians who had a strong commitment towards CBT reported confidence in using
cognitive techniques. These CBT therapists reported that no major cultural adaptations to the
belief and behaviour component were required in working with Chinese clients. They
variably explained that changing culturally defined core beliefs is necessary if those beliefs
“are out of proportion” and generate distress. One Clinical Psychologist explained that she
would assist her Chinese clients in analysing if their thoughts are not “helpful, logical, and
rational and question accordingly” and will not change this Socratic questioning process for

her Chinese clients.



TABLE 3

SUMMARY OF THEMES AND SUBTHEMES REFLECTING CULTURAL ADAPTATIONS TO SPECIFIC FACTORS OF CBT

Themes and subthemes Clinicians’ MCMs’

frequency frequency

Theme 1: Mixed attitudes and perspectives towards CBT

a) A strong commitment towards using CBT is associated with confidence in using cognitive and behavioural Variant
techniques
b) Doubting the cultural appropriateness of CBT is associated with a reluctance to use CBT Typical

Theme 2: Improving the cultural sensitivity of cognitive restructuring

a) Level of belief is a central consideration (intermediate rather than core beliefs) Typical

b) Specific cognitive factors to consider:

i.  Explore if migration is perceived as a loss Variant
il.  Negative views of ones’ self in relation to significant others Variant
iii.  Target rumination Variant

Theme 3: Applications of behavioural strategies

1. Incorporate sleep hygiene techniques Variant Typical
2. Greater emphasis on behavioural experiments to facilitate perspective change through new experiences Variant

3. Behavioural activation might address the Chinese client’s need for achievement Variant



4. Attending cultural events (e.g., festivals, concerts) with other communities might facilitate integration into
the wider society, while doing activities with their own ethnic group might be culturally appropriate

activities for behavioural activation
Theme 4: Attitudes towards mindfulness meditation

1. Mindfulness is useful to increase metacognitive awareness
2. Mindfulness meditation may not be a culturally bridging technique

3. Open to learning short mindfulness meditation
Theme 5: The importance of incorporating core culturally sensitive strategies

1. Cultivate cultural humility (e.g., self-reflection, learn from clients about their culture, values, and beliefs)
2. Due to the importance of physical health and stigma attached to mental illness, emphasise health and

wellbeing to facilitate clinical engagement

Typical

Variant

Variant

Typical

Variant

Typical

Typical
Typical

Variant
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Note: Members of the Chinese Community (MCM); We identified a theme or a subtheme as general if it applied to 20 clinicians and 14 MCM,

typical if it applied to 10-19 clinicians and 7-13 MCM, and variant if it applied to 2-9 clinicians and 2-6 MCM.
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Furthermore, one Clinical Psychologist suggested that if the cultural beliefs are true, clients
might tend to catastrophise the consequences and be concerned about losing face, but then “it
is probably more important that you are healthy rather than just making sure or pretending
everything is ok.” The same Clinical Psychologist disclosed that she might consider minor

adaptations including:

Is this thought true? And is it really going to be that bad? And is it helpful to have this
sort of thoughts? I think you might push a bit less with Chinese clients if they are
really resistant of that, of changing that thought. Probably leave it just there, but I
think, it is still, I think there are things you can still challenge.

In contrast, a typical number of clinicians expressed their reluctance to use CBT as a
possible therapeutic approach because they doubted its cultural appropriateness. They
explained that they preferred to use other therapeutic approaches (e.g., narrative therapy,
mindfulness therapies) instead of culturally adapting CBT for their Chinese clients. The
clinicians’ arguments for their reluctance to use cognitive restructuring were varied and
included rational and irrational beliefs might have different meaning for different cultural
groups; challenging people’s irrational beliefs might be perceived as confronting; and that
adaptation will not allow the engagement required for therapeutic shift. For example, one
Social Worker stated “I actually find CBT very confronting, because what do you mean that
doesn't make sense? Like, it might not make sense to you, but it makes perfect sense to me
with my history and my story.” It seems that the clinicians’ view on cognitive restructuring as

less culturally appropriate was the most commonly described obstacle to using CBT.

3.3.2. Improving the cultural sensitive of cognitive restructuring.

Despite expressing a reluctance to use CBT with Chinese clients, some clinicians
typically acknowledged the potential of a culturally adapted CBT to be effective for this
population. Several strategies for enhancing the cultural sensitivity of cognitive restructuring
were suggested. First, the clinicians underlined the importance of the level of beliefs
addressed in cognitive restructuring. They variably reported that attempts of relaxing the
client’s automatic thoughts including “shoulds” might reinforce the client’s helplessness core
beliefs. Chinese peoples’ shoulds might include life principles taught by family such as “do
your best” and “work hard”, and relaxing these principles might be perceived as an
acknowledgement of failure. Both the clinicians and the community members variably

emphasised that do your best and work hard are fundamental Chinese values. One Social
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Worker further explained: “My Chinese clients, and actually other East Asian, they can’t
parse that [not worrying about doing perfect and instead doing good enough]. It’s like I'm
giving them permission to fail.” Furthermore, the clinicians variably suggested modifying the
outcome of a cultural perspective “because it’s not so closely linked with family
relationship,” and the expectations derived from the core beliefs. Modifying the expectations
resulting from their core beliefs will not involve modifying the life principles and core values
learned from their family. In CBT terminology, we interpreted this recommendation as
modifying intermediate beliefs including rules, attitudes, and assumptions (J. S. Beck, 2011).

For instance, one Mental Health Nurse stated:

... But if we were to challenge, say, the outcome of [cultural perspective], or the
expectation of that, maybe you can challenge that thinking ...I think the clients will
be more comfortable with that, rather than you're challenging what they've been

taught, or what they've been told.

Second, clinicians typically reported that attempts to modify culturally defined core
beliefs might interfere with Chinese people’s interdependent self. Clinicians explained the
interdependent self as a) “for a collective culture, after the immediate core of me is my link
with my family” which implies a deep connection between self and family, and b) “Chinese
people tend to be a bit more community based, rather than being ‘me’ based, ‘me first, I’'m
important’. It’s about considering the family, considering the community.” Therefore, the
clinicians suggested that changing culturally defined core beliefs might affect clients’ sense
of identity and relationship with family. Additionally, they variably proposed to adopt an
approach consistent with the interdependent self of Chinese clients. Such an approach was
described as not making any judgmental comments towards family members and facilitating
a values-based understanding. For instance, one Clinical Psychologist explained that when
working with a young Chinese girl pressured by her father to achieve more academically, she
used reframing to facilitate a values-based understanding by stating “I have a lot of
admiration for your father, you want to please him, that is your love for him, so I congratulate
you for your love for him, it is from the heart.”

Third, the clinicians variably suggested to explore if migration is perceived as a loss.
The clinicians variably explained that changes due to settling into the new country of
residence might be perceived as a loss, especially in the early post-migration phase. For
instance, one Social Worker explained “The problem with being a migrant, and I speak from

personal experience, is that often, integration means giving up a little bit about who you
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were.” In other words, the clinicians suggested that the cultural integration after migration in
some cases might lead to loss of identity, grief and ultimately to depression.

Lastly, the community members in this study typically identified negative views of
one’s self and the future, and variably identified negative views of one’s self in relation to
significant others, as important depressive symptoms. In CBT terminology, the community
members’ perspective is consistent with the cognitive triad (Beck et al., 1979), but added a
different nuance by emphasising “worth to family and society,” and being equally concerned
about self and family (e.g., “I am failing myself, I am failing my family”). Furthermore, the
community members variably identified rumination as a symptom of depression and revealed
that the depressed people they knew keep repeating themselves. For instance, one community
member stated “I think they are quite repetitive. They will talk about the same incident that

makes them very sad, like repeat and repeat again.”
3.3.3. Applications of behavioural strategies.

Several strategies to enhance the cultural sensitivity of the behavioural component
were described. First, more careful consideration of sleeping issues was suggested by both
the clinicians and community members. The community members typically identified
sleeping issues as an important symptom of depression, while the clinicians variably
suggested that Chinese clients may complain about sleeping issues and seek help. The
clinicians variably suggested incorporating sleeping hygiene techniques very early in
treatment. For instance, one Clinical Psychologist described the clinical application of

incorporating sleeping hygiene techniques:

Start them off with sleep hygiene techniques pretty early in the treatment, so that is
one of the first techniques I give them. Because a lot of the Chinese people come in
with a lot of complaints about their sleep or you know, their energy levels, and I think
to engage them, it's best to give them strategies so they can use straight away, that
they can see some difference, and then they would be more inclined to continue the

treatment.

Behavioural experiments were considered an important technique to facilitate
perspective change through new experiences. The CBT therapists variably reported that
behavioural experiments can capitalise on Chinese clients’ pragmatic and problem-solving
approach and therefore might produce cognitive change. For instance, one Clinical

Psychologist explained that when working with an elderly Chinese woman who was in her
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70s, who had the belief that no one loves her and was worried that if she dies no one will
wrap her body, he asked her to do a behavioural experiment which involved asking one of her
nieces what she would do if she died. Further, this Clinical Psychologist stated “...by her
performing this act and having new experience or different thoughts as an experience, not just
challenging her thought, then she realised that “OK! Someone does care”.

Behavioural activation was perceived as a culturally appropriate technique. The
clinicians variably reported that Chinese clients might respond well to behavioural activation
because of their competitiveness and need for achievement in “any aspect of life, academic
competition, sporting competition, wealth claim, and power.” One Social Worker who
identified herself as Chinese disclosed a personal conversation with her parents to further
explain the need for achievement in Chinese culture. Her parents advised her “Do whatever
you want. [...] If you’re going to be at Burger King, be the best damn burger flipper there is.”

We further documented the opinion of the clinicians and community members on
developing a culturally appropriate catalogue of pleasant activities. Both the clinicians and
the community members typically reported that sharing traditional food (e.g., dim sum) and
attending Chinese cultural activities (e.g., Chinese festivals) are culturally appropriate
activities to be included in a catalogue of activities. In addition, we explored the potential of
culturally appropriate activities to facilitate integration into the wider society. The community
members typically reported that attending cultural events with other communities such as
festivals and concerts might facilitate their integration in the wider society. A variant number

of the clinicians complemented this perspective (see Table 4 for the catalogue of activities).

TABLE 4

CATALOGUE OF ACTIVITIES

BBQ Soccer
Attend a cooking class Basketball
Share lunch or dinner (steamboat/hot pot, dim sum) Badminton
Have a picnic Ping Pong
Drinking tea Table tennis
Celebrate Chinese festivals Take a walk
Celebrate multicultural festivals Hiking

Attend a concert that you like Calligraphy
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Volunteer (to improve your English or to gain some Drawing
work experience)

Check the available activities at your local community  Join a Chinese community group
centre

Watch a Chinese TV show /movie/ listen to Chinese Look for a Chinese literature club

radio
Watch an English movie Reading
Singing karaoke Mah-jong
Dancing Chinese chess
Listen to Chinese music Practice Tai chi
Listen to the music you like Drumming

3.3.4. Attitudes towards mindfulness meditation.

Both the clinicians and the community members suggested that mindfulness
meditation might be perceived as a culturally sensitive bridging technique for Chinese
migrants. A variant number of the clinicians suggested that their Chinese clients were not
familiar with mindfulness meditation. Despite this, they acknowledged the psychological
benefits of this technique for clients regardless their ethnic background. Regardless the
country of origin, religion, and age, the community members did not report practicing
mindfulness meditation in their daily life. Interestingly, they typically stated that although
they did not practice meditation, they were open and willing to learn short meditation. The
emphasis on short meditation might reflect Chinese participants’ pragmatic mindset. For
example, one Chinese participant stated “Yes, they’re open [to learn short meditation]. Such

as me. I’m interested in that, but I never done that before.”
3.3.5. The importance of incorporating core culturally sensitive strategies.

The clinicians typically emphasised that developing a culturally sensitive approach is
foundational in working with Chinese clients. Two core strategies, including cultivating
cultural humility and more emphasis on well-being and health, were described. The use of
these core strategies might play a significant role in improving clinical engagement and
treatment outcomes.

Cultural humility was described involving three elements. First, engaging in self-
reflection was variably identified as an essential skill. For instance, one Clinical Psychologist

disclosed that when she started working with Chinese clients the dropout rate was very high.
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By reflecting on the techniques and language she used, she realised that “as soon I used
psychological jargon... I never see them again.” Furthermore, she asked herself if she “is not
sensitive or competent enough” and through self-critique she identified several areas of

improvement such as adopting a family focus:

First of all, I changed my focus on the individual person and then I imagined that I am
talking to the whole family. I have learnt ...that family harmony is mental health...

So the way I conducted the session, asked questions, interpreted, summarised or
rephrased, [ made sure I never offended anyone in the family... I would never be
judgmental or critical towards father or mother, even if they were not here, but I know

for this person they are very important and valuable part of him.

Second, the clinicians typically reported that it was important to learn from clients
about their culture and values and allow them to guide the therapy. The clinicians’ key
message was to not make any assumptions about the Chinese culture and not assume
expertise. One Clinical Psychologist explained that “she takes her own lead” from the client
and explored how strongly her client identified with the Chinese culture and how important it

was for the client to “stay connected to that culture.” Similarly, one Social Worker suggested:

Take a position of ignorance. Like, don’t assume, you know, what they call basic
work with people from culturally and linguistically diverse background. Be open to,
just put on culturally open lenses, and let them advise you. Let them tell you what it’s
like for them to be this Chinese person, in this part of Australia, at this age, and this

time.

Lastly, clinicians typically recommended that clients’ ethnic identity be explicitly
explored because of the potentially important implications for psychotherapy. The clinicians
described that, despite Chinese migrants sharing core values such as family wellbeing, they
are not a homogenous group. One Clinical Psychologist explained that mainland Chinese
people might be more traditional, might hold “stronger cultural beliefs that are harder to
shake,” and might have a dichotomous thinking style, which might impact the sequencing of
treatment. Other clinicians emphasised the importance of exploring the impact of migration
on ethnic identity, especially the detrimental effect when individuals might be stereotypes
because of their ethnic identity. For instance, some Chinese migrants might be stereotyped
after migration by their own ethnic group (e.g., “banana yellow inside out”) and by the

dominant culture (e.g., “smart Asian’’), which might become important sources of distress.
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Therefore, a possible interpretation is that exploring ethnic identity might become a bridging
technique by facilitating an open conversation and co-learning.

Greater emphasis on health and wellbeing to improve clinical engagement was
another important suggestions. Clinicians variably recommended more emphasis on health
because it seems that in the Chinese culture it is more culturally appropriate to talk and
complain about physical pain than about emotional problems. For instance, one community
member explained that Chinese people will find it easier to complain about back pain or
headache than disclosing “I have an unhappy life or—I have an unhappy day.” Greater
emphasis on wellbeing was suggested for several reasons. Approaching wellbeing might be
consistent with the stoic beliefs of Chinese people. For instance, one community member
stated: “They want to be strong because it's a cultural thing to be strong.” Therefore,
addressing more positive topics, that do not imply mental illness, might increase engagement
with mental health services as a result of not challenging their stoic beliefs. In addition,

talking about well-being might prevent stigma and loss of face attached to mental illness.

3.4. Discussion

This study contributes to a deeper understanding of the cultural adaptation of CBT for
Chinese migrants with depression by documenting both clinicians’ and community members’
perspectives. The findings provide valuable insights into a culturally informed version of
CBT, which involves adopting a culturally sensitive approach when using cognitive,
behavioural, and focus techniques. This study is unique in that it is the first qualitative study
using two theoretical frameworks, including the FMAP (Hwang, 2009) and the GCM (A. T.
Beck & Haigh, 2014), to guide the cultural adaptation of CBT for depression in a migrant
population (see Figure 2).

Cognitive restructuring was the most debated CBT technique. Clinicians mixed
attitudes towards cognitive restructuring are consistent with the mixed findings in the
literature suggesting that the absoluteness of maladaptive core beliefs be challenged (J. S.
Beck, 2011; Guo & Hanley, 2015), and that modifying culturally defined core beliefs might
be perceived as disrespectful (Hays, 2009), might cause a clash of values (e.g., betrayal of the
Chinese culture or being corrupted by Western values; Shen et al., 2006), and might

destabilise clients’ identities and relationships with significant others (Kirmayer, 2007).
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~ Core culturally sensitive strategies

* Cultivate cultural humility (i.e., self-reflection; learn from each client about one’s own \

culture, values and beliefs; explore each client’s ethnic identity)

* Greater emphasis on health and wellbeing to facilitate clinical engagement

CBT based —————* — > | Depression
on GCM

Behavioural component Focus component

* Sleeping hygiene techniques to * Possibly incorporating mindfulness .
address the somatisation of distress ~ meditation into CBT due to Chinese

* Greater emphasis on behavioural clients” openness and curiosity

activation to capitalise on the * Mindfulness meditation useful to
pragmatic nature and need for assist in experiencing negative
achievement of Chinese clients thoughts and feelings from a

* Greater emphasis on behavioural decentred perspective

experiments to facilitate a
\._ perspective change

Belief component

To explore if migration is perceived as a
loss

Target the cognitive triad and explore the
negative views of one’s self in relation to
significant others

Modify the intermediate beliefs not

closely linked with significant others
because they are more malleable and ~ ,
easier to examine and change S

FIGURE 2. SUMMARY OF THE STEPS FOR IMPROVING THE CULTURAL SENSITIVITY OF THE SPECIFIC FACTORS OF CBT.
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The self-identified therapists who clearly expressed their commitment to practicing CBT
proposed no major cultural adaptations to CBT, while the clinicians who doubted the cultural
appropriateness of cognitive restructuring suggested that developing a culturally sensitive
CBT approach needs to be a central concern in working with people from culturally and
linguistically diverse backgrounds. The latter group of clinicians stressed the importance of
the level of beliefs targeted during cognitive restructuring. They suggested that attempts to
relax automatic thoughts including “shoulds” might reinforce helplessness core beliefs. In
Chinese culture, self-worth and self-identity are related to family achievement, and personal
success of a family member reflects on the entire family (B. S. K. Kim, Atkinson, &
Umemoto, 2001).

Therefore, it is important for clinicians to consider that challenging the “shoulds” of
people with a Chinese heritage might be in opposition to fundamental values such as filial
piety, importance of family, and educational and academic achievements (B. S. K. Kim et al.,
2001). Furthermore, challenging Chinese clients’ “shoulds” might be interpreted as evidence
that they are not able to work hard and make the required effort to make a living in the new
country, which in turn might reinforce helpless core beliefs such as “I am incompetent” and
“I can’t do anything right” (J. S. Beck, 2011). Instead, modifying intermediate beliefs
including rules, attitudes, and assumptions may be more culturally appropriate. Intermediate
beliefs have the key advantage of being more malleable than core beliefs (J. S. Beck, 2011).
Thus, it is reasonable to assume that dysfunctional rules, attitudes and assumptions can be
unlearned and more functional rules, attitudes, and assumptions can be developed through
therapy (J. S. Beck, 2011).

Additionally, it was suggested that attempts to modify culturally-defined core beliefs
might interfere with Chinese people’s interdependent self, which, in turn may adversely
impact on relationships with significant others. There are significant differences in cognition
and self between East Asia and Westerns cultures (e.g., North America; Markus & Kitayama,
2010). An interdependent self is often reflected in thoughts, feelings, actions, and
autobiographical memories being oriented towards their significant others, shaping
psychological functioning in general (H. R. Markus & Kitayama, 2010; Zhu & Han, 2008).
These effects may then be reflected in the cognitive triad by negative thoughts about the self,
others, and future (A. T. Beck et al., 1979). The community members in this study reported
negative views of one’s self in relation to their significant others. Therefore, culturally
sensitive CBT would be required to formulate the self in relation to significant others rather

than independent from them. An explicit emphasis on exploring the dysfunctional beliefs of



63

one’s self in relation to significant others is consistent with D. F. K. Wong’s (2008a, 2008b)
CBT intervention for depression in Chinese clients from Hong Kong. Consequently, these
findings show that an interdependent self needs to be a central consideration in therapy when
applying therapeutic techniques developed in Western countries to clients from non-Western
countries. The efficacy and acceptability of the belief and behaviour components of CBT
might increase with the awareness and incorporation of techniques that are addressing
thought processes associated with an interdependent self.

Explicitly exploring clients’ perceptions of migration and the impact of migration on
ethnic identity is consistent with a previous investigation showing that the experience of
migration involves various forms of loss, including identity, language, values, and social
networks, which can have significant influences on mental health (Casado, Hong, &
Harrington, 2010). Experience of loss can trigger overgeneralisation and de-evaluation of the
self, which may lead to social withdrawal and ultimately to depression (A. T. Beck & Haigh,
2014). These findings informed the development of the third study and the incorporation of
migration stress and ethnic identity in a structural model (see Chapter Five).

Behavioural activation was considered a culturally appropriate technique for
increasing experiences of pleasure and a sense of mastery (J. S. Beck, 2011), and to facilitate
integration in the new country of residence. Although there is strong evidence to support the
efficacy of behavioural activation as a component of a CBT intervention (Hoffman et al.,
2012) and as a standalone intervention (Ekers et al., 2014), this study provides a different
perspective on the rationale for using behavioural activation with Chinese migrants.
Behavioural activation might capitalise on Chinese clients’ pragmatic and problem-solving
mindset and need for achievement. Interestingly, the present findings are consistent with
previous investigations conducted in the USA (Hwang, 2009) and Canada (Shen et al., 2006),
suggesting that the use behavioural techniques is less problematic and is more congruent with
the problem-solving focus and holistic thinking study of Asian people (Hwang, 2009). This
study explored for the first time the possibility of using behavioural activation as a tool to
facilitate integration of migrants in the new country. The suggested activities by participants
might be culturally appropriate for people with a Chinese heritage, but also for people with
another Asian heritage (see Table 4). Additionally, these findings suggest that using
behavioural techniques early in the treatment to address sleeping issues might be particularly
beneficial as Chinese clients tend to complain and seek help for sleeping issues. These
findings are consistent with an ethnographic study conducted in China revealing the centrality

of sleeplessness, which might be related to neurasthenia, a psychiatric diagnosis perceived as
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less stigmatising, or might reflect cultural differences in experiencing symptoms of
depression (D. T. S. Lee, Kleinman, & Kleinman, 2007).

A. T. Beck and Haigh (2014) suggested that the most elegant and durable therapeutic
approach is to incorporate cognitive and behavioural interventions along with a focus
intervention (e.g., mindfulness meditation). Interestingly, community members expressed a
positive attitude towards mindfulness meditation and clearly stated that they are open and
willing to learn short mindfulness meditation. Cultivating mindfulness may play an essential
role in cross-cultural adaptation. In one study, higher mindfulness was associated with better
sociocultural adjustment and positive affect during cross-cultural transitions (Kashima et al.,
2017). Therefore, incorporating mindfulness into CBT holds great promise for improving
treatment outcomes.

The findings in this study suggest that cultivating cultural humility and greater
emphasis on health and wellbeing in using the CBT techniques are foundational in providing
a culturally sensitive version of CBT. Surprisingly, clinicians did not emphasise developing
cultural competency, involving acquiring knowledge and developing culture-specific
expertise, which is the dominant approach in the cultural adaptation literature (Chu et al.,
2016). Instead, clinicians described cultural humility as involving self-reflection, learning
from clients about their culture, values, beliefs, and ethnic identity not making assumptions
about clients’ cultures, and not assuming expertise, which are all consistent with previous
literature on cultural humility (Hook et al., 2013; Tervalon & Murray-Garcia, 1998; Yeager
& Bauer-Wu, 2013). Cultural humility requires a shift in therapist attitude and thinking about
clients, diagnoses, and intervention (Owen et al., 2015). Clinicians may reflect cultural
humility in their clinical practice by adopting a balanced approach between their expertise
and collaboratively establishing goals for therapy on a continuum between collectivist and
individualist goals, case formulation, and ultimately develop a culturally sensitive
intervention. Additionally, greater emphasis on health and wellbeing is consistent with the
tradition of considering physical symptoms more distressing than the psychological ones
(Parker, Gladstone, et al., 2001), and orientation towards physical health, wellness and
productivity in Chinese culture (Chu et al., 2012). Applying cognitive, behavioural, and
mindfulness techniques with a focus on health and wellbeing might help to avoid family
shame, which is one of the fundamental responsibilities in Asian cultures (B. S. K. Kim et al.,

2001) and a culturally-specific psychopathological process (W.-S. Liu & Leung, 2010).
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3.4.1. Limitations and directions for future research.

The present study has several limitations. Because of the sample size and sampling
strategies, the findings of this study might not be transferable to other Chinese communities,
and therefore more research is required in other contexts. The familiarity between the
community members who attended one focus group may have influenced the level of self-
disclosure of the participants, although this format was used due to the participants’
preference. They might have shared more information due to feeling comfortable and
confident, or shared less due to concerns that the other members of the group might be
judgmental. Another limitation is the recruitment of community members who did not
necessarily have a diagnosis of depression or past experience of CBT or other
psychotherapies.

Several recommendations for future research are provided. First, conducting
qualitative research to document the lived experiences of Chinese migrants with depression,
their treatment experience, and possible barriers associated with the treatment is suggested.
Second, further research is required on negative core beliefs of one’s self in relation to
significant others in Chinese communities (e.g., My self-worth is defined by my family unit,
rather than independent from them (e.g., [ am worthy). Lastly, pilot testing and examining the
efficacy and acceptability of an intervention informed by the cultural adaptations identified in
the present study, and finalising the culturally adapted intervention, is recommended.

This study provides a comprehensive overview of clinicians’ and community
members’ perspectives on the cultural adaptation of CBT for Chinese migrants with
depression. The present results indicate that it is equally important to using cognitive,
behavioural, and mindfulness techniques in a culturally sensitive manner with Chinese clients
and to cultivate cultural humility. As such, a key challenge for clinicians is to shift their
clinical perspective from one of cultural competency to cultural humility to better understand
each individual client’s cultural mindset and specific vulnerability factors. A focus on
cultural sensitivity has the potential to improve access, clinical engagement, and treatment
outcomes of psychological interventions, which is critical in an increasingly globalised

world.
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“The therapist, whether one is a humanistic, psychodynamic, interpersonal, or cognitive—
behavioural therapist, needs to appreciate that psychotherapy is a deeply humanistic
experience—two humans in a room, in an intense interpersonal interaction.”

(Wampold, 2012, p. 447)

Chapter 4: Non-specific Factors of Culturally Adapted CBT for Depression in Chinese

Migrants: Community Members’ and Clinicians’ Perspectives

4.1. Introduction

CBT is grounded in a cultural and social context that provides a perspective for
understanding and interpreting individuals’ cognitive, emotional, and behavioural patterns
and their interrelations (J. S. Beck, 2011). In CBT, therapists and clients work together to
ameliorate depression through focusing on the cognitive formulation of depression,
information about clients’ problems, the therapeutic relationship, and use of a variety of
techniques to change thinking, mood, and behaviour associated with depression (J. S. Beck,
2011). Both therapists and clients with diverse cultural backgrounds may face unique
challenges during the therapeutic process as their beliefs about oneself, the others, and the
world will be shaped by their sociocultural contexts (Kitayama & Cohen, 2007). As such, it is
essential “to establish a starting point to bridge the gap of communication in the therapy
sessions” (Thomas, 2006, p. 209).

Over the last decades, there has been a movement towards attributing the efficacy of
empirically supported psychological treatments to specific factors, which are usually
presented in treatment manuals (Ahn & Wampold, 2001). Another important movement has
been the one towards common factors or non-specific factors originating with Rosenzweig’s
(1936) work on common factors that apply across different psychotherapeutic approaches
(cited in Lambert & Ogles, 2014). Common factors have been defined as ingredients of
therapies that are efficacious despite not being unique to any therapeutic approach (Lambert,
2005). Several classifications of non-specific factors have been developed based on different
conceptual models, with most involving the therapeutic relationship, expectations for
improvement, a rationale that provides a plausible explanation for the clients’ symptoms, and
a set of procedures or rituals (Frank & Frank, 1991; Imel & Wampold, 2008; Laska, Gurman,
& Wampold, 2014; Wampold, 2015).

Determining whether specific or non-specific factors are responsible for
psychotherapy efficacy is a complex process but both are thought to be essential to the
efficacy of psychological interventions (David & Montgomery, 2011). The three-phase model
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of outcome developed by Howard, Lueger, Maling, and Martinovich (1993) is a general
model of psychotherapy suggesting that both factors are critical to different phases of
therapy, and ultimately to the overall effectiveness. The model has been described as
involving a sequential improvement in subjective well-being, reduction in symptomatology,
and improvements in life functioning. The model involves the tenets that the early stage of
therapy is characterised by an increase of hopefulness due to the non-specific factors such as
therapeutic relationship, treatment rationale, and therapeutic procedures that assist clients in
clarifying their own symptomatology and generate positive expectations of treatment. The
middle and the last stages of therapy are characterised by the use of specific techniques that
facilitate a reduction of symptomatology, raise awareness about possible maladaptive
longstanding patterns, establish new and healthier ways to deal with life problems, and
prevent future relapses, which in turn may lead to improvements across several domains of
life functioning.

In CBT, specific factors include techniques prescribed by the cognitive model of
depression (e.g., cognitive restructuring, A. T. Beck et al., 1979; A. T. Beck & Haigh, 2014;
see Chapter Two for a comprehensive description of the specific factors), while the non-
specific factors include the therapeutic relationship, treatment rationale, homework, and
treatment procedure (Ilardi & Craighead, 1994). The therapeutic relationship has been
regarded as essential to treatment but not sufficient to produce symptom change in CBT (A.
T. Beck et al., 1979). Despite this, the importance of building trust and rapport with clients
from the initial contact has been clearly emphasised (J. S. Beck, 2011). Microcounselling
skills have been found to contribute to better relationships between therapists and clients
(Gillespie, Smith, Meaden, Jones, & Wane, 2004). However, collaboration and active
participation have been regarded as CBT specific elements (J. S. Beck, 2011). Clients’
perceptions of the quality of the therapeutic relationship has been related to outcome (Martin,
Garske, & Davis, 2000), and better therapeutic relationships have been found to precede
better outcomes (Klein et al., 2003). An expert panel emphasised that therapeutic relationship
can be a powerful tool in helping clients to re-evaluate their beliefs and expectations of
therapy (Kazantzis et al., 2018). Therefore, it is reasonable to assume that improving the
therapeutic relationship may contribute to better treatment outcomes (Leahy, 2008).

Treatment rationale has been considered to be an essential component of CBT
interventions (J. S. Beck, 2011). Providing a treatment rationale involves describing “a model
of aetiology (Why is this person having this problem?) and treatment (What should we do to
change it?”; Addis & Carpenter, 2000, p. 147). Presenting the treatment rationale may
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generate both hopes and fears about the treatment (Addis & Carpenter, 2000). However,
when it was emphasised that the treatment was based on scientific research, the treatment
rationale had a significant effect on generating positive expectations for therapeutic change
and hopefulness about the benefits of therapy (Ilardi & Craighead, 1994; Kazdin & Krouse,
1983). Acceptance of the CBT treatment rationale has been associated with positive treatment
outcomes (Addis & Jacobson, 1996; Addis & Jacobson, 2000). Further, acceptance of the
treatment rationale during the first three sessions predicted change midway through treatment
and treatment outcome (Addis & Jacobson, 2000). It appears that providing a credible
treatment rationale may be a critical skill for facilitating client engagement.

Although homework assignments have been identified as a common process to a
various psychotherapies, they are a fundamental feature of CBT (J. S. Beck, 2011).
Homework provides opportunities to clients to educate themselves further; monitor, test, and
modify their thoughts, emotions, and behaviours, to ultimately facilitate the transference of
cognitive and behavioural skills from the therapy room to everyday life (J. S. Beck, 2011).
There is evidence for a robust homework-quantity relationship and evidence of superiority of
CBT versions including homework when compared with CBT versions without homework
for anxiety and depression (Kazantzis, Deane, & Ronan, 2000; Kazantzis, Whittington, &
Dattilio, 2010). Further, clients who have completed homework had better progress than
those who did not, suggesting that greater compliance with homework is associated with
enhanced therapy outcomes for various symptoms (Kazantzis et al., 2010; Mausbach, Moore,
Roesch, Cardenas, & Patterson, 2010). Homework compliance has been associated with a
significant reduction of depression symptoms following treatment (Addis & Jacobson, 2000).

A set of therapeutic procedures or healing rituals has been a central component of the
common factor approach (Frank & Frank, 1991; Wampold, 2001). The therapeutic procedure
of CBT for the initial sessions is likely to capitalise on non-specific factors to promote
clinical improvement (Ilardi & Craighead, 1994). As with any psychotherapy, the CBT
therapeutic procedure works only when clients engage in the therapeutic process (Kazantzis,
Brownfield, Mosely, Usatoff, & Flighty, 2017). As a result, careful consideration of client
engagement factors is required when providing therapy to Chinese migrants, especially
because of the cultural and attitudinal barriers to mental health services and help-seeking
behaviours (see Chapter One for a detailed discussion).

The literature on culturally adapting the non-specific factors of CBT for Chinese
migrants is limited (Benish et al., 2011; Chu et al., 2012; Hwang, 2009). As discussed in

Chapter Two, two studies underpinned by a cultural adaptation framework have been
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conducted to culturally adapt CBT and problem solving therapy for Chinese Americans with
depression (Chu et al., 2012; Hwang, 2009), while two meta-analyses that have been
conducted with the overall aim of reviewing or assessing the efficacy of culturally adapted
psychotherapies for a wide range of ethnic groups also examined cultural adaptations to non-
specific factors (Benish et al., 2011; Chowdhary et al., 2014). Chu et al. (2012) and Hwang
(2009) developed comprehensive guidelines for culturally adapting non-specific factors
including the therapeutic relationship, providing a treatment rationale involving an
aetiological model for depression and rationale for treatment, and providing homework via
consultation with therapists, clients, and community stakeholders. Chowdhary et al. (2014)
reported that ten authors out of the 19 studies selected for a systematic review described that
aspects of the therapeutic relationship did not require cultural adaptation, but no justification
was provided. Benish et al. (2011) investigated the moderating role of several variables
including age, language match, language match upon request, matched race/ethnicity, myth
adaptation, severity of disorder, treatment modality, and volunteer status, and found that only
adaptation of the illness myth (i.e., explanation of illness) was the only moderator of superior
treatment outcomes. As discussed in Chapter One, Chu and Leino (2017) proposed a cultural
adaptation framework that synthesises patterns of cultural adaptations in the existing
literature. This framework consists of two first order categories—peripheral and core
treatment components. The peripheral components, which refer to engagement and treatment
delivery, appear to be equivalent to non-specific factors. Interestingly, adaptations to
peripheral components have been reported in all studies captured in Chu and Leino’s (2017)
systematic review, highlighting the importance of increasing the accessibility of evidence-
based treatments for ethnic groups.

Based on previous literature and the scoping review presented in Chapter Two, there
are several important gaps in the current literature. The non-specific factors of CBT for
depression in Chinese migrants may benefit from more careful consideration because of the
lower rates of mental health service use, high drop-out rate, and higher involuntary
admissions to hospitals compared to the locally born people (Akutsu et al., 2004; Blignault et
al., 2008; J. Hu & Wang, 2016; Jim & Pistrang, 2007; Wynaden et al., 2005). Additionally, as
detailed in Chapter One, Chinese migrants might face important cultural and structural
barriers to mental health services such as low familiarity with Western psychotherapies due
to their relative new history in Asian countries (C. W. Wong, 2013), low mental health
literacy (Parker et al., 2006; Y. J. Wong et al., 2010), and stigma attached to mental illness

(Wynaden et al., 2005). It is reasonable to assume that therapists may need to spend more
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time building rapport and trust, adopt a keen sensitivity to connect with the clients at a more
personal level (C. W. Wong, 2013), and provide a cultural context for learning and facilitate
understanding of mental disorders as defined in Western countries (Hwang, 2009). Second,
investigating the non-specific factors of CBT in an Australian context may reveal similarities
and/or differences between the cultural adaptations of non-specific factors deemed most
helpful in previous investigations undertaken in the USA. Lastly, investigating the cultural
adaptation of non-specific factors contributes to gaining a deeper understanding of the factors
that may facilitate clinical engagement and assist clinicians in connecting with clients’
experience of the therapeutic process (Robinson, 2009). Therefore, the aim of this study was
to document both the clinicians’ and community members’ perspectives on non-specific
factors of a culturally sensitive version of CBT. The present chapter complements the study

of specific factors reported in Chapter Three.
4.2. Methodology
4.2.1. Interview and focus group protocol.

The methodology of the present study is briefly reviewed because a full description is
provided in Chapter Three. An interview schedule was developed for conducting semi-
structured interviews and focus groups to document both the community members and
clinicians’ perspectives on the non-specific factors of a culturally sensitive version of CBT
for depression. The common topics were expectations, treatment rationale, therapeutic
relationship, miscounselling skills culturally acceptable terminology for depression and
homework, provision of translated information, and therapy format (e.g., group versus
individual). The clients’ expectations of a Psychologist and the clinicians’ expectations of
Chinese clients was documented to identity possible gaps in the service provision. In
addition, only the clinicians were asked to describe the importance of the therapeutic
relationship and ways to develop a strong therapeutic relationship because the community
members did not necessarily have a past experience of CBT or other psychotherapies (see
Appendix B and C for the information sheet and interview schedules for documenting the

non-specific factors of CBT).
4.2.2. Data analysis.

Thematic analysis was used to analyse the data (Braun & Clarke, 2006) because of the
unique advantage of emphasising the similarities and differences between the community

members and clinicians perspectives on the non-specific factors of a culturally sensitive
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version of CBT. A hybrid approach of data-driven and theory-driven codes was used for
coding. The data-driven codes were constructed from the raw information provided by the
clinicians and community members, whereas the theory-driven codes were constructed from
CBT theory (J. S. Beck, 2011) and non-specific factors in CBT for depression (Ilardi &
Craighead, 1994). In addition, a modified consensual qualitative research analysis (C. E. Hill
et al., 1997) was used to determine the more predominant themes and sub-themes. The
research team examined the representativeness of the results by indicating whether the
themes were general (applied to every case), typical (applied to half or more cases), or variant

(applied to fewer than half of the cases but more than two cases).
4.3. Results

Documenting both clinicians’ and community members’ perspectives was critical to
gain a comprehensive overview of the non-specific factors of a culturally sensitive version of
CBT for depression. The participants in this study suggested cultural modifications that may
improve clinical engagement and ultimately treatment outcomes. Four major themes were
identified: (a) community members and clinicians’ mixed expectations; (b) the importance of
microcounselling skills in developing a strong collaborative alliance; (c) promoting clinical
engagement through providing extended psychoeducation and a treatment rationale that may
normalise depression; and (d) preferences for individual therapy or individual therapy with a

support person (see Table 5 for a summary of themes and subthemes).
4.3.1. Community members’ and clinicians’ mixed expectations.

The community members typically reported mixed expectations of Psychologists and
therapy. Regardless of their age, years of living in Australia, and English skills, some
community members reported limited knowledge of service provision and psychological
treatments for depression, which appeared to influence their expectations of Psychologists.
Some of the elderly community members stated that psychological services are relatively new
to them and therefore they did not have clear expectations of Psychologists. Despite this, they
described a Psychologist as someone they can talk to when they are sad or unhappy. For

instance, one community member stated:
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TABLE 5

SUMMARY OF THEMES AND SUBTHEMES REFLECTING CULTURAL ADAPTATIONS TO NON-SPECIFIC FACTORS OF CBT

Themes and subthemes Clinicians MCM

frequency frequency

Theme 1: Community members and clinicians’ mixed expectations

a) Community members mixed expectations of Psychologists and therapy Typical

b) Clinicians mixed expectations of clients with a Chinese ethnic background General

Theme 2: The importance of microcounselling skills in developing a strong therapeutic relationship

a) A more directive approach involving teaching and using fewer open-ended questions may correspond to Variant Typical

Chinese people’ cultural expectation of a hierarchical relationship

b) Use the Rogerian skills and be genuine to connect with the clients at a more personal level Variant Variant
¢) Emphasis of the collaborative nature of therapy and learning new skills Variant
d) Clinicians’ self-disclosure may reveal their humanness Variant General

Theme 3: Promoting clinical engagement through extended psychoeducation and a treatment rationale that may normalise

depression

a) Extended psychoeducation may be needed because:

1. Depression might be associated with psychotic disorders, suicide, self-harm Variant Typical
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11. Chinese clients tend to access mental health services when their condition is severe (e.g. psychotic Typical
symptoms, suicidal attempt, domestic violence)
b) Consideration to depression and homework terminology
i. Use clients’ language for depression as they will indicate culturally acceptable terms Typical
ii. Mixed perspective on the advantages and disadvantages of using the term depression in therapy Variant
iii. Mixed perspectives on the advantages and disadvantages of using the term homework in therapy Variant Variant
c) Provide a treatment rationale that clients may connect with at an intellectual and emotional level
1. Use case studies and statistics about CBT effectiveness Variant Typical
11. Show that people from the same ethnic group, but also from other cultural backgrounds, experience mental Variant
health problems to reduce stigma
Theme 4: Preferences for individual therapy or individual therapy with a support person
a) Strong preference for individual therapy Typical General
b) Individual therapy with a support person as an alternative therapeutic format Variant Variant

Note: Members of the Chinese Community (MCM); We identified a theme or a subtheme as general if it applied to 20 clinicians and 14 MCM,

typical if it applied to 10-19 clinicians and 7-13 MCM, and variant if it applied to 2-9 clinicians and 2-6 MC.
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If I am a depressed person and if you say to me ‘I am a Psychologist’ I would probably
think that’s a good opportunity. I can have a chat, I can communicate with you, and then

you maybe guide me to some bright light.

Other community members reported that they would expect Psychologists to be experts,
but “humble enough to connect” or have a good understanding of Chinese values and culture.
Furthermore, community members suggested that Chinese migrants might not know the benefits
of seeing a Psychologist because of not having had a personal experience of attending
psychotherapy session and not knowing other community members undergoing psychotherapy.
Interestingly, community members variably suggested greater trust in psychological services
endorsed by community members. Other community members reported high and unrealistic
expectations to be “completely cured after several sessions” as they would after treatment for
health problems. For instance, one community members stated:

...we are very, let's just say, bio-medically focused, we expect that depression should be

treated like heart attack, with a pill or get injection and stuff. This — and a bit more

passive treatment — do things on me. Okay. Don’t ask me to write down my feelings;
don't ask me to do this. So it's a bit more passive, high expectations, expect you to work
wonders.

The clinicians in this study generally reported mixed expectations of clients with a
Chinese ethnic background, with more than half reporting no expectations. One Counsellor
explained “It’s not our journey. It’s theirs. It’s not our expectations. It’s their expectations.”
Some clinicians suggested that Chinese clients might expect other modes of assistance such as
traditional Chinese medicine, religious or cultural assistance, while others suggested that Chinese
clients might want a pragmatic approach, solutions “to get on with their lives”, and quick results.
Others clinicians suggested that Chinese clients are expected to comply with the Western model

of health services:

...conscious or unconscious, we do apply the Western model to them. Our expectation
then, that they comply with the Western model and either they come to the service to be
seen or comply, otherwise, you are discharged....Otherwise, you are not ... you do not fit

in to the system.
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4.3.2. The importance of microcounselling skills in developing a strong therapeutic

relationship.

Both the community members and the clinicians suggested that a more directive approach
involving teaching may correspond to Chinese individuals’ cultural expectation of hierarchical
relationships. The community members typically stated that Chinese clients may benefit from a

2 <e

more directive approach because “they might struggle with open-ended questions”, “they are not
taught to be freely speaking”, “Chinese people may not work so well with a lack of direction”,
and they might have difficulties in expressing themselves. Consistent with this view, the
clinicians variably reported using a more directive and didactic approach to establish a sense of
authority and knowledge and be perceived as experts. One Clinical Psychologist explained that
she prefers to use teaching mainly in the early stage of therapy and then she gradually transitions
towards a more Socratic style. Another Clinical Psychologist emphasised that although in
Western cultures a more directive approach might be perceived as “dependence and control”,
Chinese clients might respond much better to such an approach because “if they have decided
you are the authority, they would like you to tell them what to do and that is normal.”

The clinicians variably suggested to use the Rogerian skills (e.g., summarising,
paraphrasing, active listening) to connect with the Chinese clients at a more personal level. Some
clinicians believed that summarising is especially important in working with clients who may
speak English as a second language, although one Mental Health Nurse stressed the importance
of adopting a sensitive approach in using the microcounselling skills to prevent clients from
doubting their English skills. Consistent with this view, community members variably suggested
that asking open-ended questions might help to “get a lot more from the patient” and might
create an opportunity to express their opinions, although some community members doubted the
utility of asking open-ended questions.

In addition, both the community members and the clinicians variably suggested that
Chinese clients appreciate clinicians showing a genuine interest in them. One community
member stated “I need to feel you genuinely care about me”, which reflects the importance of
being genuine in building an authentic therapeutic relationship. A Mental Health Nurse

compared being genuine with being empathetic and stated:
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How do you demonstrate empathy? Because it's difficult to demonstrate that. It has to
come from within. So we have to train ourselves really mentally, physically. If you are
not ready to see someone, I don't think you should see anyone because you have to
believe in yourself to achieve treating the person, or looking after the person. That should

come from within. Once you have that from within, it will come up.

CBT therapists variably believed it is critical to explain that CBT involves a collaborative
process and learning new skills. It was suggested that this may assist clients in improving their
problem solving skills and gaining different perspectives. In CBT terminology this can be
interpreted as assisting clients to develop self-efficacy and become their own therapist (J.S.
Beck, 2011). For instance, one Clinical Psychologist reported using a metaphor with clients to

1llustrate the collaborative work in CBT:

If a son is hungry and goes out to the father, if the father would just give the son a fish, he
will only feed him one dinner. But if the father taught his son how to fish, then he will

never go hungry for life.

Unexpectedly, clinicians’ self-disclosure was one of the few general themes applied to
community members. Some community members believed that clinicians’ self-disclosure about
their own struggles may help to build rapport by reinforcing clinicians’ capacity to understand
clients’ struggles in life and at the same time might normalise the fact that “everybody has
problems”. In other words, clinicians’ self-disclosure may reveal their humanness. Consistent
with this view, one Clinical Psychologist stated: “Meaningful self-disclosure. As I said, Chinese
people love to hear stories and they also love to hear stories from someone seemingly high in
authority but they also struggles in life.” Another important aspect that both the community
members and the clinicians agreed upon is if the clinicians are migrants, using their own ethnic
background might be beneficial in building a strong therapeutic relationship because of sharing
the migration status. For instance, one of community members stated “Yes, it will help
[therapists sharing information about their ethnic background]. Yeah, because we’re all

migrants.”
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4.3.3. Promoting clinical engagement through providing extended psychoeducation and a

treatment rationale that may normalise depression.

Extended psychoeducation may be needed for several reasons. The community members
typically associated depression with a psychotic disorder, suicide, self-harm, or being weak.
Community members shared six stories about Chinese people with depression who suicided. It
appears that the community members’ view on depression might reflect an awareness mainly
about severe depression, while the awareness about mild and moderate depression is lacking. For
instance one community member stated “when you say that a person is depressed, the first
impression is you're really in the pit.” In addition, another community member stated “They
think it’s something that only weak people will experience, that they are too strong to experience
things like this. That will only happen to her. She’s different and I'm special. Depression won’t
happen to me,” which clearly reflects the stigma attached to depression and low mental health
literacy. These misconceptions about depression might explain the utilisation of mental health
services only when clients’ problems become acute. More precisely, clinicians typically reported
that their clients with a Chinese ethnic background sought mental health services when
experiencing psychotic symptoms, suicidality among adults and children “of high-achieving
migrants”, domestic violence, and difficulty coping with their family members’ symptoms. Three
of the clinicians stated that most of their Chinese patients came from the emergency, inpatient
unit or had an involuntary patient order. The clinicians variably reported spending more time on
psychoeducation to build rapport and to facilitate engagement with CBT. It was highlighted that
clinical engagement and building rapport is “a more complicated process” because Chinese
clients are less prepared to engage in therapy services compared to Western populations.

Additionally, it was suggested that clinical engagement might be affected if clients access
services when they have severe depression and if they have language barriers and need an
interpreter. Some community members suggested clearly explaining the therapeutic process (i.e.,
“don’t take it for granted that they know how it works”), along with the benefits and possible
outcomes of doing therapy, as this will assist with developing more realistic expectations of
therapy and may reduce the uncertainty associated with therapy. Consistent with this view, one

Clinical Psychologist described her approach in doing CBT with Chinese clients with depression:
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... so I will still start off with an assessment, lots of psychoeducation, I tend to focus a bit
more on psychoeducation with Chinese clients than with the other clients and then
spending a lot of time talking about the ABC model, about their thoughts and their

feelings and the situation and all that.

Depression and homework terminology may benefit from more careful consideration
in therapy. The clinicians typically suggested using clients’ language for depression as they will
indicate culturally acceptable terms. For instance, one Clinical Psychologist explained that two
of her clients expressed depression by “I am idle” and “I don’t sweat”. The cultural meaning was
that they were not able to work and they were inactive as a result of depression. This Clinical
Psychologist further explained that using clients’ language might improve clinical engagement
by not making a “judgement, which they might not be ready to accept.” Consistent with this
view, the community members identified a wide range of culturally acceptable terms for
depression, including “unhappy”, “feeling down”, “sad”, “upset”, and having a “low mood”.
Interestingly, only the community members with low English skills preferred the term “a closed
heart” to describe depression.

However, clinicians had mixed perspectives on the advantages and disadvantages of
using the term depression in therapy. They variably suggested that using the term depression
might assist in explaining that depression is an illness, which may help to treat depression as any
other physical illness, and consequently avoid stigma attached to the term. Furthermore, one
clinician believed that using the term depression helps to emphasise that this is a “universal
problem” and “depression is in every race”. In contrast, other clinicians variably stated that using
the term depression is labelling and stigmatising. One Social Worker explained that she prefers
to ask clients “How does your depression look like?” to get a more descriptive explanation.

Both the community members and the clinicians had mixed perspectives on the
advantages and disadvantages of using the term homework in therapy. The community members
variably stated that the term homework is acceptable because they will associate the term with
education. Moreover, one community member explained that “homework is the way of Chinese
culture” and therefore may increase the sense of responsibility in doing the homework. In line
with this view, the self-identified CBT therapists explained that they were using the term
homework, and they were providing homework to their clients, and explaining the benefits of

practicing skills outside the therapy sessions. In contrast, other community members and
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clinicians variably recommended not using the term homework because it sounds mandatory.
Alternative terms suggested by the community members were home practice, home experience,
or worksheets, while the clinicians suggested to explain the benefits of practicing skills outside
the therapy sessions at an individual and family level (e.g., “if you are better the family is better,
it is not about you getting stronger it is about the whole family getting stronger”) without using
the word homework.

Providing a strong treatment rationale was considered important for several reasons.
Community members typically suggested that the combination of case studies and statistics in
explaining the treatment rationale may be particularly useful because some community members
might connect at a personal level with the case studies and examples, while others might better
relate at an intellectual level to statistics about CBT effectiveness. A variant number of clinicians

supported this view. For instance, on community member stated:

But if your stories are [about] people who let’s say fall into depression, where to get help,
how to get help, and how they recover from it, I will find that it’d be more effective, |
think, because it’s a real life situation. ...Statistics is good. ...I'm not one in a million,
I’m actually not so afraid to express that ‘Oh, I’'m also depressed,’ but I would just wanna

know more than that.

Other identified advantages might be assisting clients in better understanding and
remembering information and building up the clinicians’ credibility. In addition, a variant
number of community members believed that showing that people from the same ethnic group,
but also from other cultural backgrounds, experience mental health problems, may reduce stigma
and normalise depression. One interesting suggestion was to use interviews with people from
different cultural backgrounds talking about their experience with depression to normalise

depression.
4.3.4. Preferences for individual therapy or individual therapy with a support person

Both community members and clinicians expressed their preferences for therapy format
(i.e., individual or group therapy). Surprisingly, all the community members expressed their
preference for individual therapy. A typical number of clinicians considered that Chinese clients
may respond better to individual therapy. Essential advantages of individual therapy have been

described including keeping their problems private as this will not generate “face” issues, and it
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is less stigmatising and confronting. Moreover, a variant number of community members and
clinicians suggested attending therapy with a family member as an alternative therapeutic format
to individual therapy. Some community members suggested that attending a psychotherapy
session with a support person, who is someone they trust and they feel comfortable with, will
assist with their motivation for therapy and engagement. Some clinicians explained that they
were allowing their Chinese clients to attend assessment and therapy sessions with a support

person if they expressed their need to be accompanied by someone.
4.4. Discussion

This chapter contributes to a deeper understanding of the cultural adaptation of the non-
specific factors of CBT for Chinese migrants with depression by documenting both clinicians’
and community members’ perspectives. Careful consideration of non-specific factors when
providing CBT to Chinese migrants with depression is critical considering barriers to accessing
mental health services such as unfamiliarity with psychotherapy as an alternative option to
medical treatment for depression. These findings provide valuable insights into (a) developing a
strong therapeutic relationship; (b) providing a treatment rationale that clients’ may connect with
at both intellectual and emotional levels; (c) addressing clients’ expectations of the therapeutic
process, and (d) considering clients’ preferences for therapeutic format, which may ultimately
improve clinical engagement.

Both clinicians and community members in this study reported mixed expectations of the
therapeutic process. Specifically, clinicians reported no particular expectations, other modes of
assistance than psychological treatment (e.g., traditional Chinese medicine), and clients wanting
a pragmatic approach or complying with the Western model of health services. It is important to
note that no negative expectations of Chinese clients were identified. Overall, community
members expressed positive outcome expectations, which has important clinical implications.
Previous research has found that positive expectations are associated with favourable treatment
outcomes (Visla, Fluckiger, Constantino, Krieger, & Grosse Holtforth, 2018; Wampold, 2015).
However, researchers have shown high dropout rates among Asian clients (e.g., Chinese,
Korean) accessing mental health services and premature termination (Akutsu et al., 2004).
Possible explanations for the high dropout rates may be that Chinese clients’ high expectations of
psychological treatment are not met, attending therapy sessions may enhance self-stigma

associated with mental illness, or they may not be supported by their family to undergo therapy.
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As discussed in Chapter One, there may be a significant discrepancy between the Chinese
tendency to somatise psychological distress and the Western emphasis on psychological aspects
of distress (Ryder et al., 2008). As such, more research is required to investigate aspects related
to clients’ expectations and to examine the relationship between outcome expectations and
clinical engagement.

The participants in this study described several important aspects to developing a strong
therapeutic relationship. Consistent with previous studies conducted in the USA and the UK
(Chu et al., 2012; Hwang, 2009; Jim & Pistrang, 2007; Kim-Goh, Choi, & Yoon, 2015), the
present findings suggest that a directive approach involving teaching and fewer open-ended
questions may be perceived as culturally appropriate due to Chinese persons’ cultural
expectation of a hierarchical relationship. Surprisingly, community members had mixed opinions
about the importance of asking open-ended questions. It appears that both a directive and a
collaborative approach may be necessary to facilitate client engagement, which is consistent with
previous literature (Chu et al., 2012; Jim & Pistrang, 2007).

Although the recommendation to provide extended psychoeducation about the
therapeutic process and the course of treatment is consistent with previous studies (Chu et al.,
2012; Guo & Hanley, 2015; Hwang, 2009; Kim-Goh et al., 2015), participants in this study
suggested that extended psychoeducation is important because of misconceptions about
depression (e.g., association of depression with psychotic disorders). This finding indicates that
the community members gained some knowledge about mental disorders as defined in Western
countries, and indeed depression may be associated with psychotic disorders or suicide, but their
perspective appears to reflect a dichotomous conceptualisation of mental illness and mental
health with no intermediary concepts between wellbeing and major depression.

It is important to note that psychoeducation might be considered both a specific and a
non-specific factor. More precisely, psychoeducation might be viewed as a specific factor in
CBT because (a) it involves educating the client about depression and the cognitive model of
depression (i.e., explaining the relationship between triggering situations, beliefs, emotions, and
behaviours; and (b) it is used in every step of the therapeutic process (J. S. Beck, 2011).
However, psychoeducation might be considered a non-specific factor in the sense that is likely to
be an important component of other therapeutic modalities (i.e., educating clients about the

theoretical model of a particular therapeutic modality for depression).
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Providing a treatment rationale that clients may connect with at an intellectual and
emotional level appears to be critical to reinforce each client’s understanding of the aetiology of
depression and the course of treatment. Using case studies may be particularly important to help
Chinese clients relate to the experiences of other individuals undergoing therapy at an emotional
level (Hwang, 2009), while presenting statistics about CBT effectiveness of CBT may improve
the credibility of the treatment. Additionally, community members highlighted that showing that
people from the same ethnic group, but also from other cultural backgrounds, experience mental
health problems may reduce stigma and normalise depression.

Importantly, all the community members in the present study expressed their preference
for individual therapy. A possible explanation may be that the individual format corresponds to
cultural values such as interpersonal harmony and avoiding family shame (B. S. K. Kim et al.,
2001). Consistent with previous studies (Chu et al., 2012; Kim-Goh et al., 2015), the present
findings revealed that individual therapy with a support person may be an alternative therapeutic
format. This alternative therapeutic format may correspond better to an interdependent self
(Kim-Goh et al., 2015) and therefore may facilitate clinical engagement (Chu et al., 2012). As
such, a unique challenge for clinicians may be to work in a culturally sensitive manner with a
client seeking treatment accompanied by significant others without providing family therapy.

This study identified unique non-specific factors deemed important in providing CBT to
Chinese clients with depression. Clinicians’ self-disclosure was one of the few general themes
applied to community members. There was a consensus among community members that
clinicians’ self-disclosure may reveal the humanness of authority figures, which may be essential
in determining whether clinicians are able to understand clients’ cultures and inner worlds.
Clinicians emphasised that using meaningful self-disclosure, involving success stories, and
sharing information about their own ethnic background, if relevant, may assist in building a
strong therapeutic relationship. These findings are consistent with (a) the theoretical perspective
that self-disclosure may reveal humanness and may assist in modelling modifying negative core
beliefs and reinforcing alternative views (J. S. Beck, 2011; Goldfried, Burckell, & Eubanks-
Carter, 2003), and (b) previous studies showing that clinicians’ self-disclosure was seen as
appropriate by both clients and clinicians (Audet, 2011; Miller & McNaught, 2018), and a useful
tool for building rapport (Jim & Pistrang, 2007; Miller & McNaught, 2018). Modelling coping

skills may be especially important considering that CBT may be a new form of treatment for
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some Chinese clients, which may not correspond to their cultural expectations of a treatment for
depression. Despite the beneficial role of self-disclosure in CBT, clinicians need to be aware of
the risks linked with using this technique, including diminishing role differentiation between
clinicians and clients, and compromising clinicians’ competency and credibility (Audet, 2011;
Simi & Mabhalik, 1997). A suggested rule of thumb to using self-disclosure might be to act in the
best interest of the client and answer the following questions “Why do I want to say what I am
about to say?” and “What will be the likely impact on the client?” (Goldfried et al., 2003, p.
567).

Previous investigations revealed that the Chinese lexical construction of emotions contain
the word heart in combination with other symbols (D. T. S. Lee et al., 2007; Pritzker, 2007),
illustrating the importance of heart metaphors for feelings. Further, Chinese migrants
participating in an RCT investigating the efficacy of an online CBT program for depression,
resonated with the term “a closed heart”, a metaphor of the heart equivalent to depression (Choi
et al., 2012). Unexpectedly, only the community members with low English skills preferred the
term “a closed heart” to describe depression. The linguistic repertoire of the participants with a
stronger command of English included Western terms for depression symptoms (e.g., unhappy,
feeling down). A possible explanation may be that the participants with better English skills were
more acculturated and developed an English vocabulary for emotions that did not include literal
translations of Chinese terms. Consistent with previous studies (Chu et al., 2012; Hwang, 2009),
it appears that using clients’ language for depression may help to ensure the use of culturally
sensitive and de-stigmatising terminology. Regarding the use of the term homework in therapy,
some of the community members’ and clinicians’ perspectives are consistent with previous
research, which suggested that the term homework may be interpreted as mandatory and

therefore it may be counterproductive in therapy (Hwang, 2009).
4.4.1. Limitations and directions for future research.

The present study has several limitations (see Chapter Three for a full description of the
limitations of this study). Community members who had not necessarily experienced CBT for
depression were consulted in this study, so more research is required to document outcome
expectations of Chinese clients with depression in-between sessions and over treatment, and
facilitators to and barriers to attending CBT sessions. Further, research is required to investigate

clients’ and clinicians’ perceptions of clinicians’ self-disclosure and the impact on clinicians’
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credibility, engagement with CBT, and overall efficacy of CBT. Clinicians’ self-disclosure may
have both positive and negative implications. A possible negative implication may be that
boundaries between a professional relationship and a friendship could be slightly blurred. In
addition, clinicians’ self-disclosure may create confusion for clients who are not familiar with
psychotherapy and may expected a hierarchical relationship. Because the majority of the
community members and clinicians was female, future research may investigate gender
differences in regard to the nonspecific factors of CBT.

Despite these limitations, the present study documented the potentially beneficial role of
non-specific factors for improving client engagement. There is a consensus between the findings
from this study and studies conducted in the USA and the UK regarding the cultural
appropriateness of using a directive approach, providing extended education, and providing
individual therapy with a support person. Further, this study identified unique aspects regarding
clinicians’ self-disclosure, providing a treatment rationale that participants can connect with at an
intellectual and emotional level, and culturally appropriate terminology for depression. Careful
consideration of the non-specific factors of CBT is required to facilitate clinical engagement,
which is critical to ensure that clients attend therapy sessions long enough to experience the
benefits of one of the most effective treatments of depression (Cuijpers et al., 2013), which is

still the gold-standard of psychological treatment (David, Cristea, & Hofmann, 2018).
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“The role of cognitions in depression is often misinterpreted to be one of simple linear causality:
negative cognitions cause depression. If this were true, the implications for treatment would be
further simple linear reasoning: positive thinking cures depression.”

(Freeman & Oster, 1998, p. 515)

Chapter 5: The Generic Cognitive Model for Depression Symptoms and its Specificity in
Chinese Migrants: A Structural Equation Model

5.1. Introduction

Depression is one of the world’s most disabling illnesses (Vos et al., 2016), and is
characterised by prominent and prolonged disturbance of mood, cognition, and behaviour, which
appear to be universal (D. W. Black & Grant, 2014; Freeman & Oster, 1998). Depression may
arise from a complex interaction between external stressors and individuals’ characteristic
patterns of thinking, feeling, and behaving (Freeman & Oster, 1998). In this era of migration and
globalisation, it is extremely important to study depression as “an idiom of distress that
influences illness experience, help-seeking, and adaptation” (Kirmayer, Gomez-Carrillo, &
Veissiere, 2017, p. 167) as migrants may face dual vulnerabilities because of the stigma attached
to mental illness and obstacles in accessing and utilising services (Cross & Singh, 2012). A
migrant group with one of the lowest rates of mental health services use compared to the locally
born people is Chinese migrants (J. Hu & Wang, 2016; Jim & Pistrang, 2007; Minas et al.,
2013). Possible explanations for this could include poor treatment options, lack of culturally
appropriate treatment models (Cross & Singh, 2012), lack of culturally appropriate services
(Minas et al., 2007), and low mental health literacy (Blignault et al., 2008; Parker et al., 2006; D.
F. K. Wong et al., 2010). As such, it is critical to improve theoretical models and include specific
vulnerability factors for migrants to develop culturally appropriate treatments for depression.

The cognitive model of depression was developed specifically in response to the need to
treat depression (A. T. Beck, 2008; A. T. Beck et al., 1979). The cognitive perspective is a
diathesis-stress model highlighting the complex relationships between life events, thoughts,
behaviour, and mood. The model involved the proposition that severe life events (e.g., loss of a
job) are precipitants of depression, but more recent research has suggested that milder stressful
events may trigger depression in vulnerable individuals (A. T. Beck, 2008). Research findings

have provided support for the cognitive diathesis-stress vulnerability to depression and show that
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negative schemas emerge under stress (Scher, Ingram, & Segal, 2005; Segal & Ingram, 1994).
As discussed in detail in Chapter One, A. T. Beck and Haigh (2014) updated the cognitive model
and proposed the GCM. Consistent with the GCM, depression is initiated and maintained when
beliefs (i.e., automatic thoughts), attentional focus (i.e., brooding and mindful attention), and
behaviours (i.e., avoidance and activation) are triggered by stimuli (i.e., migration stress) and
interact. As an extension in a Chinese migrant sample, the model investigates the possibility that
migration stress and ethnic identity (along with their interaction) are associated with higher
levels of brooding and lower levels of mindful attention.

Migration is a significant life event associated with both positive and negative emotions.
Stress associated with migration can be framed in positive terms such as rebuilding personal
identity in spite of demands of immigration, personal development, and making a fresh start
(Adler, 1987; Bobowik et al., 2015; O'Reilly & Benson, 2009). However, stress associated with
migration could be framed in negative terms such as the loss of one’s social structure, culture,
language, values, and support network (Bhugra et al., 2011). Consistent with the GCM, loss or
rejection are typically activating stimuli of depression and focusing on losses and other demands
of immigration might trigger maladaptive beliefs and behaviours associated with depression (A.
T. Beck & Haigh, 2014). Importantly, loss along with other demanding aspects of immigration,
including not feeling at home, novelty, occupation, language, and discrimination have been
identified as aspects that play a key role in the development, maintenance, and resolution of
depression (Aroian & Norris, 2003).

Investigating the interaction between migration stress and ethnic identity may provide
new insights into improving the cultural sensitivity of depression treatments. Ethnic identity
involves a sense of belonging to a group and learning about one’s group, which is associated
with cultural behaviours, values, and attitudes towards one’s own group (Phinney & Ong, 2007).
There are two lines of evidence investigating the protective and the exacerbating role of ethnic
identity in the relationship between discrimination, an essential aspect of migration stress, and
mental health. A strong ethnic identity has been shown to contribute positively to migrants’ well-
being (Nesdale, Rooney, & Smith, 1997; Phinney, Horenczyk, Liebkind, & Vedder, 2001), and
to buffer migrants against the stress generated by perceived discrimination (Mossakowski, 2003).
It appears that a stronger ethnic identity may reflect a stronger connection to one’s ethnic group,

which may play a protective role in the relationship between discrimination and depression by
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preventing negative stereotypes from being internalised (Ai, Nicdao, Appel, & Lee, 2015;
Mossakowski, 2003; Pascoe & Richman, 2009). In contrast, other studies showed that a strong
ethnic identity intensified the effect of discrimination on mental health (Noh, Beiser, Kaspar,
Hou, & Rummens, 1999; Yip, Gee, & Takeuchi, 2008). Ethnic identity intensified the negative
effect of discrimination on mental health for the individuals aged between 31 and 40 years, and
51 and 75 year in an US born group with Asian descent (e.g., Chinese, Japanese; Yip et al.,
2008). Surprisingly, ethnic identity has been found to play a protective role in the relationship
between discrimination and mental health for the individuals aged between 41 and 50 years in
the same sample, indicating that the effect of discrimination varied by age. Further, ethnic
identity did not mediate the relationship between discrimination and depression in an Asian
refugees sample in Canada (e.g., Chinese, Vietnamese), although the use of a passive acceptance
coping reduced the strength of the association between discrimination and depression (Noh et al.,
1999). In other words, a strong ethnic identity has been found to exacerbate the experience of
discrimination among the individuals who failed to use passive acceptance as a coping
mechanism. Consistent with these findings, ethnic identity has been found in another study
comprising Asian refugees in Canada (e.g., Chinese, Vietnamese) to intensify the negative
effects of resettlement stressors, including perceived discrimination and unemployment, although
ethnic identity had no direct effect on the risk of depression (Beiser & Hou, 2006). Considering
the mixed evidence about the protective and the exacerbating role of ethnic identity in the
relationship between discrimination and depression in different populations, further research is
required among Chinese migrants in an Australian context.

Attentional focus (i.e., brooding and mindful attention) and cognitive factors (i.e.,
automatic thoughts) have been found to be pivotal in the development of depression. Brooding
reflects a passive comparison of one’s current situation with some unmet standard (Treynor,
Gonzalez, & Nolen-Hoeksema, 2003) and has been found to be associated with more depression
both concurrently and longitudinally over one year (Joormann, Dkane, & Gotlib, 2006; Treynor
et al., 2003). Though brooding and mindful self-focused attention both involve attention to one’s
own internal experience, mindful self-focus is adaptive, while brooding is maladaptive (Sauer &
Baer, 2012). Mindful self-focused attention has been defined as a non-evaluative awareness and
attention associated with wellbeing (Brown & Ryan, 2003). A significant negative correlation

has been found between mindfulness and depression symptoms, and between mindfulness and
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brooding, in a nonclinical sample (Burg & Michalak, 2011). Acting with awareness has been
found to be associated with lower negative affect in a sample of Asian international students
(e.g., Chinese, Japanese), while higher mindfulness skills have been found to be associated with
better sociocultural outcomes during cross-cultural transition (Kashima et al., 2017).
Consequently, investigating the relationship between brooding and mindful attention in
predicting depression symptoms might contribute to exploring specific vulnerability factors for
migrants. Automatic thoughts have been found to be highly correlated with depression symptoms
in a clinically depressed sample (C. Hill, Oei, & Hill, 1989) and closely related to cognitive and
somatic change in depression (Furlong & Oei, 2002). In addition, automatic thoughts have been
found to mediate the relationship between negative life events, conceptualised as migration
stress, and depression in Korean migrants (Oei & Kwon, 2007), as well as the relationship
between negative life events encountered by adolescents and depression in a nonclinical sample
of Chinese adolescents (Cui, Shi, & Oei, 2013).

Avoidance behaviour and lower activation towards one’s own goals and present events
have been found to be essential behavioural aspects associated with depression (Manos, Kanter,
& Busch, 2010). A moderate to strong negative correlation has been found between activation
and depression and automatic thoughts, respectively, while a moderate to strong positive
correlation has been found between avoidance and depression and automatic thoughts,
respectively, in a non-clinical student and community sample (Kanter, Mulick, Busch, Berlin, &
Martell, 2007; Manos, Kanter, & Luo, 2011). However, stronger correlations have been found
between avoidance and depression than between activation and depression in a student sample in
China (Li, Ding, Kanter, Zeng, & Yang, 2014) and Japan (Shudo, Yamamoto, & Sakai, 2017),
indicating that avoidance may be a more important behavioural aspect associated with depression
than activation. Thus, avoidance appears to be a potential risk factor that contributes to the onset,
relapse, or maintenance of depression (Ottenbreit & Dobson, 2008), and therefore may benefit
from more careful consideration within the Chinese migrant population.

This study extends the previous literature by investigating (a) the GCM for depression in
individuals from a collectivistic culture, such as the Chinese culture (B. S. K. Kim et al., 2001),
and thus the cross-cultural applicability of the model; and (b) the integration of migration stress
and ethnic identity with the GCM in predicting depression in a migrant population (as identified

in Chapter Three). Examining potential vulnerability factors for migrants, which might be
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targeted in CBT using attentional focus, belief, and behavioural change techniques (A. T. Beck
& Haigh, 2014), might provide critical insight into improving the cultural sensitivity of
depression treatments among a population that tends to underutilise mental health services and
delay treatment until mental health problems become severe (Blignault et al., 2008; Jim &
Pistrang, 2007; Wynaden et al., 2005). Based on the reviewed literature, we proposed a
comprehensive model of depression building on the GCM (see Figure 3). The aim of the present
study was to integrate migration stress and ethnic identity with aspects of the GCM, including
brooding, mindful attention, automatic thoughts, activation, and avoidance, to predict depression
in Chinese migrants. The first hypothesis was that the relationships between migration stress and
brooding, and migration stress and mindful attention, would be moderated by ethnic identity,
such that at higher levels of ethnic identity the relationships will be weaker than at lower levels
of ethnic identity. Higher brooding and lower mindful attention were expected to predict higher
automatic thoughts and avoidance, and lower activation, which ultimately would predict the
severity of depression symptoms. The second hypothesis was that indirect effects between
migration stress and depression symptoms (H2a), and between ethnic identity and depression

symptoms (H2b), would be significant.
5.2. Method
5.2.1. Participants.

The sample comprised 429 participants with a Chinese ethnic background aged between
18 and 70 years (M = 27.8; SD = 10.10). The majority was female, single, had a university
degree, and identified as being Chinese. On average, length of residence in Australia was 6.90
years (SD = 8.15 years). Inclusion criteria were: adults aged 18 years or over who were first- or
second-generation Chinese migrants or Chinese international students living in Australia.
Participants were excluded for not meeting the age and ethnicity criteria (n = 14), and for not
completing more than one questionnaire (n = 16), resulting in a final sample size of 399

participants (see Table 6 for demographic information).
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Figure 3. Hypothesised model showing the relationships between migration stress, ethnic identity, brooding, mindful attention,

automatic thoughts, behavioural activation, avoidance, and depressive symptoms.



TABLE 6

DEMOGRAPHIC INFORMATION (N = 399)

N %
Gender Male 134 33.6
Female 264 66.2
Another gender 1 0.3
Employment Students 242 60.7
Employed 156 39.1
Unemployed 1 0.1
Education Some high school 92 23.1
Vocational education 22 55
Bachelor degree 161 40.4
Post-graduate degree 89 223
Other 35 8.8
Marital status ~ Married 108 27.1
Living with partner 30 7.5
Divorced 4 1.0
Separated 1 0.3
Widowed 2 0.5
Single 254 63.7
Ethnic identity Chinese 251 62.9
Chinese-Australian 42 10.5
Chinese-Malaysian 36 9
Other* 43 10.8
No response 27 6.8

*e.g., Asian, Cantonese, Chinese-Singaporean
5.2.2. Measures.

Behavioural Activation for Depression Scale-9 item version (BADS, Manos et al., 2011).
The 25-item BADS (Kanter et al., 2007) measures changes in activation and avoidance

consistent with behavioural activation theory. The 9-item version (Manos et al., 2011) that
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measures two factors, avoidance (e.g., “Most of what I did was to escape from or avoid
something unpleasant”) and activation (e.g., “I engaged in many different activities”), was used.
Responses are recorded on a 7-point Likert scale, ranging from 0 (not at all) to 6 (completely).
Participants responded to each statement indicating how much the statement was true during the
past week including the day when the questionnaire was completed. The scale has demonstrated
a good internal consistency (Cronbach’s o = .81; Kanter et al., 2007). Internal consistency of all
measures in the current study are described in the Results section and are reported in Table 7.

Brooding Subscale (Treynor et al., 2003). The 5-item Brooding Subscale of the Ruminative
Responses Scale is a self-report measure of repetitive negative thinking associated with
depression (e.g., Think “What am I doing to deserve this?”’). Responses are recorded on a 4-point
Likert-type scale, ranging from 1 (almost never) to 4 (almost always). Treynor et al.’s (2003)
findings suggest that brooding is maladaptive, with higher scores related to higher levels of
depression symptoms cross-sectionally and prospectively after one year. The brooding scale has
demonstrated good internal consistency (Cronbach’s o =.77) and the test retest reliability over
two years was adequate (r = .62, Treynor et al., 2003).

Demand of Immigration Stress (DI; Aroian, Norris, Tran, & Schappler-Morris, 1998). The
23-item DI measures the level of distress in the past three months associated with demands of
immigration and has six factors (1) loss; (2) novelty; (3) occupational adjustment; (4) language
accommodation; (5) discrimination, and (6) not feeling at home in the receiving country.
Responses are recorded on a 6-point Likert scale, ranging from 1 (not at all) to 6 (very much).
High scores indicate high level of migration stress. J. H. C. Tsai (2002) evaluated the readability
and psychometric properties of the Chinese version of the DI. The Chinese DI has demonstrated
a good internal consistency (Cronbach’s o = .92 for the total scale, and .68 to .90 for the
subscales), and test-retest reliability assessed in two weeks (» = .89 for the total scale, range of
=.71 - .91 for subscales). J. H. C.Tsai’s (2002) findings suggested that the scale may be used as
a generic measure of migration stress. Despite this, the novelty subscale had the lowest
Cronbach’s a (.68) and the occupational adjustment subscale had the lowest response rate (33%)
due to its low applicability to the participants’ situation including migration pathway and work
credentials. Consequently, we excluded these two subscales. We made minor changes to reflect
the demand of immigrations in the Australian context (e.g., “Australians have a hard time

understanding my accent” and “Australians don’t think I really belong in their country”).
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Mindful Attention Awareness Scale-6 item scale (MAAS; D. S. Black, Sussman, Johnson,
& Milam, 2012). The 15-item MAAS (Brown & Ryan, 2003) measures self-focused attention
and present awareness (e.g. “It seems [ am “running on automatic”, without much awareness of
what I’'m doing”). Responses are recorded on a 6-point Likert scale, ranging from 1 (almost
always) to 6 (almost never). Higher scores indicate higher levels of mindful attention. We used
the 6-item version, which is a unidimensional measure (D. S. Black et al., 2012). D. S. Black et
al. (2012) evaluated the psychometric properties of the MAAS among Chinese adolescents. The
selected six items had the highest factor loadings based on confirmatory factor analysis of the
15-item version over three months. The MAAS-6 item version demonstrated excellent internal
consistency among this population (Cronbach’s a = .89 - .93) and moderate test-retest reliability
over 13 months (= .35 - .52). Five of these six items emerged from Osman, Lamis, Bagge,
Freedenthal, and Barnes (2015) investigation of the MAAS psychometric properties in a
multiethnic group showing that this short version maintained the structure, score reliability, and
the pattern correlates of the original version.

Multigroup Ethnic Identity Measure —Revised (MEIM-R; Phinney & Ong, 2007). The 6-
item MEIM-R measures ethnic identity with two factors, exploration (e.g., “I have spent time
trying to find out more about my ethnic group, such as its history, traditions, and customs”) and
commitment (e.g., “I feel a strong attachment towards my own ethnic group”). Responses are
recorded on a 5-point Likert scale, ranging from 1 (strongly disagree) to 5 (strongly agree). An
open question was included to ask the participants to indicate the ethnic group with which they
identify. Herrington, Smith, Feinauer, & Griner’s (2016) findings showed that Cronbach’s a
averaged .88 across 37 studies. The 6-item MEIM-R had a significantly greater internal
consistency than the original 15-item scale. The reliability coefficients did not differ across study
(e.g., number of variables measures in the study, survey length, gender, or ethnicity).

Negative Automatic Thoughts Questionnaire-8 item version (ATQ-N; Netemeyer et al.,
2002). The ATQ-N (Hollon & Kendall, 1980) is a sensitive and specific 30-item measure of
cognitions associated with depression. The 8-item version (Netemeyer et al., 2002), which is a
unidimensional measure (e.g., “I’m worthless™), was used. Responses are recorded on a 6-point
Likert scale, ranging from 1 (not at all) to 6 (all the time). Participants responded to each

statement indicating how frequently, in the last week, those thoughts occurred. The reduced-item
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version demonstrates excellent internal consistency (Cronbach’s a = .85 - .92; Netemeyer et al.,
2002).

Patient Health Questionnaire-9 (PHQ-9; Spitzer, Kroenke, & Williams, 1999). The PHQ-
9 is a 9-item self-report measure of major depression symptoms (e.g., “Little pleasure or little
interest in doing things”). Responses are recorded on a 4-point Likert scale, ranging from 0 (not
at all) to 3 (nearly every day). Participants responded to each symptom statement indicating how
often, in the last two weeks, they felt bothered by such symptoms. Total scores of 5, 10, 15, and
20 represent cut-off scores for mild, moderate, moderately severe and severe depression
symptoms, respectively. The PHQ-9 has demonstrated excellent internal consistency
(Cronbach’s a = .86 - .89), sensitivity (.77 to .88), and specificity (.88 to .94; Kroenke, Spitzer,
Williams, & Lowe, 2010). The PHQ-9 performed similarly across sex, age, and ethnicity.
Yeung et al. (2008) validated the Chinese Bilingual version of the PHQ-9. Their findings
indicated that the Chinese Bilingual version may be a useful screening instrument of depression

among Chinese Americans in primary care.
5.2.3. Procedure.

Participants were recruited from social media, social network websites, migrant resource
centres, and the university research pool. The participant information sheet, consent form,
demographic questions (see Appendix D) and the standardised self-report questionnaires were
provided in English (see Appendix E). Informed consent was obtained from all individual
participants included in the study. The questionnaires along with the other materials were
accessible online via Qualtrics survey software, but the option to complete the hard copies was
offered to participants who did not have access to internet or preferred to complete the hard copy
(n =30). The demographic questions were presented first and thereafter the measures were
randomised to control for potential order effects. The university students were granted
coursework credit for participation and the community members had the option to enter a draw
to win one of five $50 vouchers (see Appendix G for the flyer used to recruit community
member; Appendix H for the advert used to recruit participants via the university research pool;

and Appendix F for the terms and conditions of the draw).
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5.2.4. Data analysis.

Prior to data analysis, SPSS 23.0 was used to screen for missing values and normality,
and to calculate descriptive statistics, correlations, and internal reliability. The measurement
models for each scale, and the hypothesised structural models, were tested using Mplus version 8
(Muthén & Muthén, 1998-2017). Robust Maximum Likelihood (MLR; Muthén & Muthén, 1998-
2017), which accounts for non-normality in the data, was used as the estimator for all models. To
determine model fit for the measurement and structural models goodness-of-fit indices, factor
loadings, and modification indices were inspected. Goodness-of-fit indices included the chi-
square statistics and degrees of freedom, which is highly sensitive to sample size and less useful
as a measure of fit (Tabachnick & Fidell, 2007), Comparative Fit Index (CFI; values greater than
.90 and .95 indicate an acceptable and excellent fit), Tucker-Lewis Index (TLI; values greater
than .90 and .95 indicate an acceptable and excellent fit, Root Mean Square Error of
Approximation (RMSEA; values close to .06 indicate an acceptable fit), and Standardised Root
Mean Square Residual (SRMR; values close to .08 indicate an acceptable fit; L. T. Hu & Bentler,
1999). The Akaike’s information criterion (AIC), the Bayesian information criterion (BIC), and
the sample size adjusted BIC, were also considered when choosing the optimal structural
equation model, particularly for models with interactions effects which do not yield absolute fit
indices in Mplus, with smaller values indicative of superior fit (L.-C. Lin, Huang, & Weng,

2017).
5.3. Results
5.3.1. Preliminary analysis.

Data screening indicated only a slightly non-normal distribution as evidenced by
skewness (i.e., <2) and kurtosis (i.e., < 7) values and examination of histograms. The missing
data was 37 data points (i.e., 9.7% was the maximum proportion of missing data for any
particular variable). The MLR was used to account for missing data. Importantly, MLR has been
shown to be fairly robust if continuous variables are slightly non-normal (Finney & DiStefano,
2006). Cronbach’s alphas for all measures were adequate (.71) to high (.81-.92) and participants
in this study reported moderate depression symptoms (Table 7). Pearson’s bivariate correlations
between all study variables are reported in Table 8. Inspection of Pearson’s bivariate correlations

indicated moderate to large significant relations between automatic thoughts, brooding,
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Interestingly, there were no significant correlations between ethnic identity and the other scales,

except for a small significant correlation with activation, avoidance, brooding, and loss,

respectively.

TABLE 7

MEANS, STANDARD DEVIATIONS, AND CRONBACH’S ALPHAS (4)

Measure M SD  «

ATQ-8 items 1.89 84 92
Activation 421 1.16 .83
Avoidance 376 1.09 .78
Brooding Scale 2.10 .63 .81
DI 273 90 .89
Loss 942 35 82
Language 592 284 .85
Discrimination 846 393 .89
Not feeling at home 6.76  3.36 .90
MAAS-6 items 426 97 .87
MEIM-R 341 .68 .83
Commitment 3.61 .76 .83
Exploration 321 81 .77
PHQ-9 1.66* .59 .89

*moderate depression symptoms



TABLE 8

PEARSON’S BIVARIATE CORRELATIONS BETWEEN ALL VARIABLES

1 2 3 4 5 6 7 8 9 10 11
ATQ -
Activation -30%*% -
Avoidance A1 8% -
Brooding O0%F 5%k 43k
Discrimination 23%% 0 13*%* 05 A3%E -
Language 23%F 209 10* 24%% 0 39%x
Loss 1% -08 20%% 0 36¥k 27k 37ER
Not feeling at home J5#k _19%Ek 9%k 20%x  S5%k 43k 47Rx
DI J8Fx 7R 19¥Ek 34%x 0 gS5¥k 0%k J0F g2¥FE -
MAAS SA49%E 18FEF 42¥Ek I S3Fkx _[4%% 8%k L QRFK Q3% k _DOkEk
MEIM .04 A1 A5« 13** -.03 -.03 9% 08 .08 -.08 -
PHQ JISER O L24%Ek A4k 5ok 30¥k 27k 37 A%k 46 - 50%*F .08

*p <.05; **p <.01.
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5.3.2. Measurement models.

Structural equation modelling (SEM) is a statistical technique used to test the viability of
causal models. SEM consists of two models, a measurement model and a structural model
(Tabachnick & Fidell, 2007). Prior to testing the structural model, a confirmatory factor analysis
was conducted in Mplus version 8 (Muthén & Muthén, 1998-2017) to test if the measurement
model for each individual measure fits the data.

BADS (Manos et al., 2011). The measurement model of the BADS was evaluated and the
two factor model included avoidance and activation, which was indicated by items within the
respective subscales. The model displayed an excellent fit to the data y* (27) = 71.16, p < .001,
CFI = .96, TLI=.95, SRMR = .05, and RMSEA = .06 (90% CI [.05 to .08]). The standardised
factor loadings were statistically significant (all ps <.001) and were moderate to high, ranging
from .45 to .84. The latent variable explained between 21% and 71 % of the variance in the
items.

Brooding Subscale (Treynor et al., 2003). The measurement model of the brooding scale
demonstrated a poor fit to data, x 2 (5) = 56.09, p <.001, CFI = .92, TLI = .84, SRMR = .05, and
RMSEA = .16 (90% CI [.12 to .20]). The standardised factor loadings were statistically
significant (all ps <.001) and were moderate to high (.59 to .77). The latent variable explained
between 35% and 59 % of the variance in the items. Inspection of the modification indices (MI)
showed that item 4 (“Why do I have problems other people don’t have? ) and 5 (“Why can’t I
handle things better?”) had a strong covariance (MI = 43.51). It is not clear why these items
covaried strongly or if this will replicate in other sample. Considering that the aim of this study
was to investigate the relationship between brooding, migration stress, mindful attention,
automatic thoughts and avoidance in predicting depression symptoms, the covariance between
items 4 and 5 was freed. The revised model displayed an adequate fit, x 2 (4) = 16.96, p <.001,
CFI = .98, TLI=.95, SRMR = .02, and RMSEA = .09 (90% CI [.05 to .14]). The standardised
factor loadings were moderate to high, ranged from .57 to .72, and were statistically significant
(all ps <.001). The latent variable explained 33% to 53% of the variance in the items.

DI (Aroian et al., 1998). The measurement model of the DI was evaluated and items
within the four subscales were used as indicators of first-order latent variables labelled loss,
language accommodation, discrimination, and not feeling at home in the receiving country. The

four latent variables were then used as indicators of a second-order general migration stress
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latent variable. The model displayed an adequate fit to the data y 2 (2) = 14.22, p <.001, CFI =
.97, TLI = .90, SRMR = .03, and RMSEA = .12 (90% CI [.07 to .19]). Although the RMSEA is
higher than .06, no modifications were deemed theoretically defensible. The standardised factor
loadings were statistically significant (all ps < .001) and were moderate to high, ranging from .55
to .83. The latent variable explained between 30% and 69 % of the variance in the items.

MAAS (D. S. Black et al., 2012). The measurement model of the MAAS scale
demonstrated a good fit to data, y 2 (9) =29.81, p <.001, CFI=.98, TLI =.97, SRMR = .02, and
RMSEA = .08 (90% CI [.05 to .11]). No further modifications were deemed theoretically
defensible. The standardised factor loadings were statistically significant (all ps <.001) and
strong, ranging from .67 to .79. The latent variable explained between 45% and 63% of the
variance in the items.

MEIM-R (Phinney & Ong, 2007).The measurement model of the MEIM-R was evaluated
and items within the two subscales were used as indicators of first-order latent variables labelled
commitment and exploration. The commitment and exploration latent variables were then used
as indicator of a second-order general ethnic identity latent variable. The model displayed a good
fit to the data y 2 (8) =29.09, p <.001, CF1= .98, TLI = .96, SRMR = .04, and RMSEA = .08
(90% CI [.05 to .11]). Although the RMSEA is higher than .06, no modifications were deemed
theoretically defensible. The standardised factor loadings were statistically significant (all ps <
.001) and were moderate to high, ranging from .52 to .94. The latent variable explained between
27% and 79 % of the variance in the items.

ATQ-N-8 item version (ATQ-N, Netemeyer et al., 2002). The measurement model of the
ATQ-N demonstrated an adequate fit to data, x2 (20) = 131.56, p <.001, CFI1 = .95, TLI = .93,
SRMR = .03, and RMSEA = .12 (90% CI [.10 to .14]), although the RMSEA was somewhat
elevated. The standardised factor loadings were statistically significant (all ps <.001) and strong,
ranging from .61 to .87. The latent variable explained between 38% and 76 % of the variance in
the items. Inspection of the modification indices did not reveal any theoretically defensible
covariances, therefore no further changes were made.

PHQ-9 (Spitzer et al., 1999). The measurement model of the PHQ-9 demonstrated an
adequate fit to data, x 2 (27) = 112.17, p <.001, CFI1 = .95, TLI = .93, SRMR = .04, and RMSEA
=.09 (90% CI [.07 to .11]). The modification indices were inspected, however, no modifications

were deemed to be theoretically defensible. The standardised factor loadings were statistically
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significant (all ps <.001) and were moderate to high, ranging from .58 to .83. The latent variable
explained between 34% and 70 % of the variance in the items. To summarise, the measurement
model for BADS provided an excellent fit to the data, the models for MEIM-R and MASS were
good, and the models for DI, PHQ-9, Brooding Scale, and ATQ-N were adequate (see Table 9
for goodness-of-fit statistics for each model). These measures appeared to be reliably assessing
the underlying construct of interest, therefore were deemed appropriate to use in the structural
equation model. The factor loadings within the models were moderate to high, ranging from .52

to .89.

TABLE 9

MODEL FIT INDICES FOR EACH SCALE INCLUDED IN THE MEASUREMENT MODEL

Scale Chi-square df CFI TLI RMSEA SRMR
test [90% CI]
BADS 71.16%* 27 .96 .95 .06[.05-.08] .05
Brooding 16.96* 4 .98 .95 .09[.05-.14] .02
DI 14.22% 2 97 .90 A121.07-.19] .03
MAAS 29.81%* 9 .98 97 .08[.05-.11] .02
MEIM-R  29.09* 8 .98 .96 .08[.05-.11] .04
ATQ 131.56* 20 .95 .93 J12[.10-.14] .04
PHQ-9 112.17* 27 .95 .93 09[.07-.11] .04

Note. *p <.001.

5.3.3. Structural model.

The first structural model tested the hypothesis that the interaction between migration
stress and ethnic identity would predict brooding and mindful attention, which in turn would
predict automatic thoughts, activation, and avoidance, which ultimately would predict severity of
depression symptoms (see Figure 3). First, the model was run without the migration stress by
ethnic identity interaction, which yielded an AIC of 46683.00 and a BIC of 47261.40. The model

was then re-run with the interaction as an additional predictor, which resulted in an increase in
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the AIC (46685.79) and BIC (47272.17), suggesting a slightly poorer fit and no advantage of
including the interaction. The absolute fit statistics for this model indicated an adequate fit to
data and the more parsimonious model without the interaction was preferred y 2 (844) = 1434.07,
p <.001, CF1=.92, TLI = .91, SRMR = .06, and RMSEA = .04 (90% CI [.04 to .05]). The
relationships between ethnic identity and brooding (B =.12, SE =.16, p > .05), and ethnic
identity and mindful attention (f =- .07, SE =.09, p > .05) were not significant. The
relationships between brooding and activation (f =- .13, SE = .10, p > .05), mindful attention
and activation (B =.17, SE = .09, p > .05), and activation and depression symptoms ( =-.04, SE
=.04, p >.05), respectively, were also non-significant. The relationship between mindful
attention and automatic thoughts was also not significant (B = - .13, SE =.08, p > .05).
Therefore, post hoc model modifications were performed to increase parsimony and ethnic
identity and activation were removed from the hypothesised model. The non-significant pathway
between mindful attention and automatic thoughts was also removed. The revised model (see
Figure 4) provided an adequate fit to the data, y 2 (595) = 1040.01, p <.001, CFI = .93, TLI =
.92, SRMR = .06, and RMSEA = .04 (90% CI [.04 to .05]).

To investigate which components of migration stress were associated with brooding and
mindful attention awareness, a model was then run with all components as separate predictors
(discrimination, language, loss, not feeling at home) instead of the global migration stress
variable. The goodness of fit indices indicated an acceptable fit to data 2 (968) = 1626.43, p <
.001, CF1=.93, TLI = .92, SRMR = .06, and RMSEA = .04 (90% CI [.04 to .05]). However, the
relationships between language and brooding (B = .10, SE =.07, p > .05), and discrimination and
brooding (B =- .06, SE = .07, p > .05), were not significant. The relationships between language
and mindful attention (f = - .02, SE = .07, p > .05), discrimination and mindful attention (f < -
.01, SE =.07, p > .05), and not feeling at home and mindful attention (§ = - .08, SE =.09, p >
.05), were also not significant. Therefore, language and discrimination were removed along with
the non-significant pathway between not feeling at home and mindful attention, and the model
was run again. The final model (see Figure 5) displayed a good fit to the data, x> (691) =
1191.05, p <.001, CFI=.93, TLI = .93, SRMR = .06, and RMSEA = .04 (90% CI [.04 to .05]).

The standardised parameters for the indirect effects were then calculated for the first part
of the second hypothesis (H2a). The total indirect effect of loss to depression was significant ( =
31, SE =.05, p <.05,95% CI [.10 to .27]). The indirect effect of loss, to brooding, to automatic
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thoughts, to depression was significant (B = .24, SE = .04, p < .05, 95% CI [.08 to .22]), as was
the effect from loss, to brooding, to avoidance, to depression (f = .05, SE = .02, p <.05, 95% CI
[.01-.06]). However, the indirect effect of loss, to mindful attention, to avoidance, to depression
was not significant (f = .02, SE = .01, p > .05, 95% CI [.00 to .03]). The total indirect effect of
not feeling at home to depression was significant ( =.09, SE = .04, p <.05, 95% CI [- .00-.07]).
The indirect effect of not feeling at home, to brooding, to automatic thoughts, to depression was
significant (B = .07, SE =.03, p <.05, 95% CI [- .00-.06]), but the effect of not feeling at home,
to brooding, to avoidance, to depression was not (f = .01, SE = .00, p > .05, 95% CI [.00-.02]).
The standardised parameters for the indirect effects were not calculated for the second part of the
second hypothesis (H2b) due to removing ethnic identity from the hypothesised model to

increase parsimony.
5.4. Discussion

The aim of the present study was to examine the relationships between migration stress,
ethnic identity, brooding, mindful attention, automatic thoughts, activation, avoidance, and
depression symptoms in Chinese migrants. This study is unique in that it is the first to integrate
migration stress and ethnic identity with the generic cognitive model in predicting depression in
a migrant sample from a collectivistic culture. Better understanding the vulnerability factors for
migrants associated with depression has critical implications for improving clinical engagement
and treatment outcomes in a population underrepresented in counselling and therapy services
(Blignault et al., 2008; Jim & Pistrang, 2007; Wynaden et al., 2005).

The first hypothesis was partially supported. A model comprising migration stress,
brooding, mindful attention, automatic thoughts, avoidance, and depression was more
parsimonious and better-fitting than the hypothesised model that also included behavioural
activation and an interaction between migration stress and ethnic identity. The role of negative
life events, conceptualised as migration stress in the current study, as an indirect predictor of
depression symptoms is consistent with the GCM (A. T. Beck & Haigh, 2014; A. T. Beck et al.,
1979), empirical evidence supporting the cognitive model (A. T. Beck, 2008; Scher et al., 2005),
and the cross-cultural applicability of the model (Cui et al., 2013; Oei & Kwon, 2007).
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FIGURE 4. MODEL SHOWING THE RELATIONSHIPS BETWEEN THE COMPONENTS OF MIGRATION STRESS, BROODING, MINDFUL ATTENTION,

AUTOMATIC THOUGHTS, AVOIDANCE, AND DEPRESSIVE SYMPTOMS; *P < .05; **p <.01.
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Only two aspects of migration stress (i.e., loss and not feeling at home) were associated
with higher brooding and lower mindful attention, which in turn were associated with higher
automatic thoughts and avoidance, which were ultimately associated with depression symptoms.
The association between not feeling at home and depression aligns with prior work showing that
wishing to return to the home country was associated with a significantly greater likelihood of
experiencing distress and lower likelihood of experiencing flourishing, which is a central
component of mental health (du Plooy, Lyons, & Kashima, 2018). Regarding the association
between loss and depression, the present findings are consistent with previous research
associating loss and grief with migration (Aroian & Norris, 2003; Casado et al., 2010; Casado &
Leung, 2002; Wang, Wei, Zhao, Chuang, & Li, 2015). Specifically, loss-related scales among
migrants have shown a strong significant correlation with depression symptoms (Casado et al.,
2010; Casado & Leung, 2002) and a moderate significant correlation with negative affect (Wang
et al., 2015). The grieving experience related to migration might be interpreted as
disenfranchised grief, which occurs when a loss is not appropriately acknowledged in society
(Doka, 1989). Casado et al. (2010) suggested that “the expectation that immigrants are supposed
to adjust to their new host country proscribes societal dismissal of grief expressions over cultural
and personal losses associated with immigration” (p. 612). Consequently, the experience of loss
and not feeling at home might benefit from more careful consideration in psychotherapy, as well
as the broader community.

Unexpectedly, language and discrimination were not associated with depression in this
study. These findings are inconsistent with previous research showing that a lower level of
English proficiency was associated with higher levels of depression (Sumer, Poyrazli, &
Grahame, 2008; Yeh & Inose, 2003), and perceived discrimination was associated with greater
odds of having depression within the past 12 months among Asian Americans (e.g., Chinese,
Vietnamese; Gee, Spencer, Chen, Yip, & Takeuchi, 2007) and negative health and mental health
outcomes (Pascoe & Richman, 2009). The new country of residence, in this case Australia, might
have a significant influence on migrants’ experiences. There are several aspects of the country of
residence that might contribute to a unique migration experience. First, Australia is one of the
most culturally and linguistically diverse countries in the world, with Chinese migrants being the
third largest group of overseas-born residents (ABS, 2017). Second, research conducted in

Australia has shown a positive attitude towards multiculturalism (Dandy & Pe-Pua, 2010; Kamp,



106

Alam, Blair, & Dunn, 2017; A. Markus, 2017). More precisely, 80.4% of the participants in one
survey agreed that “it is a good thing for a society to be made up of different cultures” (Kamp et
al., 2017, p. 66), while 75% of respondents to another survey endorsed the view that
“multiculturalism has been good for Australia” (A. Markus, 2017, p. 64). Some of the positive
aspects of cultural diversity that have been identified include enriching the Australian culture, the
economy, and broadening people’s perspectives and views about the world by making them
more accepting of others and less biased (Dandy & Pe-Pua, 2010). Lastly, Australia has been
characterised by a horizontal individualism, which involves an emphasis on equality, a tendency
to reject hierarchy and power differentiation among individuals based on social rank and role,
and a tendency towards cooperative decisions (X.-P. Chen & Li, 2005; Triandis et al., 1988). The
current results might be explained by the compounded effect of the positive attitude towards
multiculturalism and horizontal individualism, although further research is required. Another
possible explanation might be related to sampling bias. Because the majority of the participants
were highly educated and reported being students, it is reasonable to assume that they had a
strong command of English and were less likely to be discriminated against in a university
context.

Consistent with previous research, we found a strong negative correlation between
brooding and mindful attention (Burg & Michalak, 2011). Brooding was also associated with
higher levels of automatic thoughts, while higher brooding and lower mindful attention were
both associated with more avoidance. The findings about the role of automatic thoughts is
consistent with the more broader literature on the strong association with depression symptoms
(C. Hill et al., 1989; Lamberton & Oei, 2008) and with studies highlighting a mediating role in
the relationship between migration stress and depression symptoms (Cui et al., 2013; Oei &
Kwon, 2007). It appears that avoidance was a much better predictor of depression than activation
in the present sample. These findings are consistent with previous studies showing that
avoidance holds a stronger link to depression (Li et al., 2014; Manos et al., 2010; Shudo et al.,
2017).

Contrary to the first hypothesis, the relationships between migration stress and brooding,
and migration stress and mindful attention, were not moderated by ethnic identity. The present
findings are consistent with the line of evidence showing that ethnic identity had no direct effect

on the risk of depression (Beiser & Hou, 2006; Noh et al., 1999; Yip et al., 2008). The way
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individuals feel about their ethnic group may influence their migration stress experience and
their response to cultural incongruities (Lantrip et al., 2015). Around 30% of the participants in
this study described hyphenated identities (e.g., Chinese-Australian, Chinese-Malaysian), which
suggests that they held multiple, flexible, and context dependent identities related to nationality
and ethnicity (Sala, Dandy, & Rapley, 2010). It is possible that the participants developed cross-
cultural boundaries and the ability to navigate through cultural environments without feeling
disoriented (S. Liu, 2015). Another possible explanation is the fact that the participants live in a
cultural environment that favours multiculturalism (Dandy & Pe-Pua, 2010; Kamp et al., 2017;
A. Markus, 2017) and therefore their ethnic identity is not affected. In other studies, ethnic
identity buffered against perceived discrimination (Huynh, Devos, & Goldberg, 2014; Lantrip et
al., 2015; Mossakowski, 2003), but in this study stress related to discrimination was not
associated with depression. As such, it is possible that ethnic identity plays a protective or
exacerbating role when individuals are more likely to experience discrimination and therefore it
is not so surprising that automatic thoughts and avoidance are more proximal variables to
depression than ethnic identity. The moderating role of hyphenated identities in the relationship
between migration stress and depression requires further exploration.

The second hypothesis that indirect effects between migration stress and depression
symptoms (H2a), would be significant, was partially supported. When investigating individual
components of migration stress, the indirect effect of loss to depression was significant, as was
the effect of not feeling at home to depression. The experience of loss may increase the risk of
depression symptoms by increasing the frequency of brooding, which in turn increases the
frequency of automatic thoughts and avoidance. The pathway from loss to mindful attention, to
avoidance, to depression was not significant. These findings were unexpected because theory (A.
T. Beck & Haigh, 2014) and existing empirical evidence (Brown & Ryan, 2003; Burg &
Michalak, 2011; Sauer & Baer, 2012; Watkins & Teasdale, 2004) suggest that mindful self-focus
is adaptive, and therefore loss and mindful attention, and mindful attention and avoidance, are
expected to be significantly inversely related. It is possible that higher levels of mindful attention
were not associated with less avoidance because avoidant emotional coping has been found one
of the preferred coping strategies of Chinese individuals (Mortenson, 2006) regardless of their
level of mindfulness. More research is required to investigate this unexpected result. In addition,

not feeling at home may increase the risk of depression symptoms by increasing the frequency of
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brooding, which in turn may increase the frequency of automatic thoughts. The pathway from
not feeling at home to brooding, to avoidance, to depression was not significant. It appears that
avoidance plays only a weak and non-significant role in the indirect relationship between not
feeling at home and depression, although avoidance was significantly associated with brooding,
mindful attention, and depression symptoms. The second part of the hypothesis that indirect
effects between ethnic identity and depression symptoms (H2b), would be significant, was not
supported. Ethnic identity was removed from the hypothesised model to increase parsimony, and

therefore the indirect effect was not calculated.
5.4.1. Clinical implications.

Globalisation involves an interaction between cultures, which may influence how people
think about the world and themselves (Sagar Sharma & Sharma, 2010). Therefore, a therapeutic
approach deriving from the cognitive model has the potential to be an agent for positive cultural
change by facilitating the exploration of different perspectives and discourse style (Hodges &
Oet, 2007). The current findings have important clinical implications for developing a culturally
sensitive version of CBT for Chinese migrants with depression. Cognitive restructuring could be
used with the aim of examining and reframing the experience of loss and not feeling at home.
There are two types of loss that need to be considered—physical loss, which refers to tangible
losses (e.g., loss of extended family), and symbolic loss which refers to intangible or abstract
losses (e.g., loss of status; Casado et al., 2010). When the gains after migration are perceived as
outweighing the losses, migration is considered a worthwhile effort, which has a positive impact
on the motivation to integrate in the new country of residence (Cerdin, Diné, & Brewster, 2014).
Acknowledging, validating, and normalising the feelings towards their home country (Casado et
al., 2010), exploring and redefining the meaning of home, and exploring the advantages for self
and significant other of living in the country might be of benefit. Consequently, cognitive
techniques might also be used to identify the benefits of migration at an intellectual level, while
behavioural activation might be used as an experiential technique to explore the new country of
residence, engage in the activities that were part of their routine before migration, and explore
new activities, and therefore increase the strength of new core beliefs about one’s own migration
experience (J. S. Beck, 2011).

Mindfulness techniques may be incorporated into CBT interventions with the aim of

helping the clients to be in the present moment, which might reduce brooding and the tendency
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to perseverate on negative cognitive content, which in turn, might reduce the frequency of
automatic thoughts. Additionally, including mindfulness techniques may reduce avoidance
behaviours associated with depression. Considering that avoidance was more strongly associated
with depression than activation in this study, incorporating behavioural experiments and situation
exposure hierarchies might address a potential vulnerability factor in Chinese migrants.

Although ethnic identity did not moderate the relationship between migration stress and
depression, small significant correlations with activation, avoidance, brooding, and loss,
respectively were found. As such, exploring the meaning of ethnic identity and the impact of
migration on ethnic identity might reveal new useful insights for therapy. Individuals may
demonstrate multiple positioning in their identity construction and negotiation, despite shared
language, birthplace, and social practices (Sala et al., 2010). For instance, American-born Asians
are inclined to have a bidimensional model of cultural orientation, while overseas-born Asian are
inclined to have a unidimensional model, showing that culture might not have the same meaning
across ethnic groups (J. L. Tsai, Ying, & Lee, 2000). The focus, belief and behaviour techniques
might facilitate the cognitive change required to reduce depression symptoms and assist

individuals to produce and create their own adaptation (Anderson, 1994).
5.4.2. Limitations and directions for future research.

The cross-sectional design of the study prevents causal inferences about the directional
influence of migration stress on depression symptoms, so future prospective studies are required.
The English version of the questionnaires was used in this study, which might have hampered
individuals with low English skills participation. Therefore, future research is required to provide
the Chinese and/or the English version of the questionnaires. The ethnic identity scale (Phinney
& Ong, 2007) used in this study did not measure hyphenated identities or sense of belonging to
the new country of residence (i.e., Australia). Further, changes in the circumstances in which
individuals leave their country of origin (e.g., push such as war or persecution, versus pull
factors such as work or lifestyle opportunities) were not investigated. Therefore, future research
is required to consider these factors and possible implications for ethnic identity. Using another
ethnic identity scale that measures multiple identities that are not part of the same continuum
(e.g., measuring the multiple identity of an individual with a Chinese-Singaporean background
and belonging to Australia) might yield new insights into the relationship between multiple

ethnic identities and mental health. As such, research is required to replicate these findings and
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examine whether the current results generalise to other Chinese communities. The participants in
this study did not necessarily have a diagnosis of depression, so replicating the study in a sample
with Chinese participants with clinical depression might contribute to a deeper understanding of
the specific vulnerability factors.

Despite these limitations, the current study makes an important contribution to the
literature by examining important factors associated with depression vulnerability within a
migrant population. The results of this study indicate that only two aspects of migration stress
(i.e., loss and not feeling at home) were associated with higher brooding and lower mindful
attention, which in turn were associated with higher automatic thoughts and avoidance, which
were ultimately associated with depression symptoms. Loss and not feeling at home may be
targeted with cognitive, behavioural, and mindfulness techniques. As such, these findings have
potentially important clinical implications for enhancing the cultural sensitivity of CBT for
depression within a migrant population that is underrepresented in counselling and therapy

services.
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“Research in cultural—clinical psychology should tell us something new about the cultural

contexts under study, not just the pathologies.”
(Ryder, Ban, & Chentsova-Dutton, 2011, p. 962)
Chapter 6: General Discussion
6.1. Review of Thesis Objectives

In this era of globalisation and increased mobility, migrants’ mental health
represents a cause of concern as they may face dual vulnerabilities due to cultural and
structural barriers to treatment. Chinese migrants are the largest non-English speaking
group in Australia, yet studies have found that they report low use of mental health services
and are inclined to delay treatment until their mental health problems become severe,
which significantly increases the personal, social, and economical costs of treatment.
Depression is a common mental disorder among Chinese migrants in multicultural societies
including Australia. Given the promising evidence in the current literature (reviewed in
Chapter One), for the efficacy of CBT for depression and the compatibility between CBT
and Chinese values, the overarching aim of this research program was to investigate cultural
adaptations of CBT for depression symptoms in Chinese migrants living in Australia. The
present research sought to contribute to the development of culturally adapted psychological
treatments, which is thought to be a possible solution to improve client engagement and
treatment outcomes in populations that are underrepresent in psychological services.

Using a mixed-method research design, this research program comprised: (1) a scoping
review mapping the current literature on CBT for depression and comorbid anxiety in Chinese
nationals and migrants, with a particular focus on cultural adaptation frameworks, cultural
modifications to therapy, consultations with clinicians and consumers, and clients’ experience
undergoing therapy; (2) a qualitative study documenting clinicians’ and community members’
perspectives on the cultural adaptation of CBT to Chinese migrants to Australia, with an
emphasis on the specific and non-specific factors of CBT; and (3) a quantitative study
integrating migration stress and ethnic identity with the GCM, including brooding, mindful
attention, automatic thoughts, activation, and avoidance, to predict depression in Chinese
migrants. Each study informed the next study and contributed to addressing the overall research

aim.
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6.2. Summary of Major Findings

This research program contributes to the fidelity-adaptation debate by employing a
three-study research program. Researchers have long questioned whether evidence-based
treatments should be provided to culturally and linguistically diverse groups with fidelity to
original treatments or whether an intervention-consumer mismatch requires cultural adaptation
(Castro et al., 2010; Chu & Leino, 2017). The present findings favour the need for adaptations
to evidence-based treatments to reduce disparities between culturally and linguistically diverse
groups in accessing mental health services and provide more relevant and engaging treatments
(see Figure 6 for a summary of non-specific and specific factors of a culturally sensitive version

of CBT).
6.2.1. Study one.

Study One sought to provide a comprehensive and in-depth review of studies of CBT
for depression and comorbid anxiety in Chinese nationals and migrants by capturing a wider
range of evidence than previous reviews (e.g., case studies, qualitative studies). Consistent with
previous meta-analyses and systematic reviews (Chowdhary et al., 2014; Chu & Leino, 2017;
Kalibatseva & Leong, 2014; T. K. Ng & Wong, 2018), the findings of the scoping review
provide support for the efficacy of CBT with or without comorbid anxiety in Chinese nationals
and migrants. Cultural adaptations to peripheral (e.g., directive approach, cultural metaphors)
and core components (e.g., 5 senses approach, adjustments to cognitive restructuring) of CBT
have been identified. These peripheral and core adaptations appear to be grounded in Chinese
cultural values such as interpersonal harmony, conforming to familial and societal norms,
respect for authority figures, and a strong sense of attachment to the group of origin (B. S. K.
Kim et al., 2001). The incorporation of relaxation techniques into CBT interventions for
depression, which is not common, may target depression expression in Chinese people (i.e.,

tendency to somatise distress).
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This scoping review highlighted a number of gaps in the existing literature, including
limited use of cultural adaptation frameworks (i.e., FMAP, Hwang, 2009) for adapting CBT for
depression in Chinese migrants internationally, and no cultural adaptation frameworks used in
adapting CBT for depression in Chinese migrants to Australia, in particular. There is a high
degree of variability in involving clinicians and consumers in the cultural adaptation process of
CBT (e.g., focus groups with clinicians; interviews with lay community members; consumers
and health providers reviewing treatment materials). The extent to which a CBT intervention
needs to be culturally adapted to improve client engagement and treatment outcomes is not
clear. As a result, Study Two aimed to address these gaps by using the FMAP to document both
clinicians and Chinese community members’ perspectives on cultural adaptations of CBT. The
key advantage of using cultural adaptations frameworks is the emphasis on consultations with
clinicians and consumers to inform the entire process of development, pilot testing, and
refinement of culturally adapted treatments (Castro et al., 2010). Clinicians are responsible for
delivering psychological treatments, while consumers are recipients of treatments and are
directly affected by clinicians’ decisions regarding treatment. Therefore, documenting and
corroborating both perspectives offers a solid base for Study Two and is critical for ensuring the
development and delivery of relevant and engaging treatments for Chinese migrants who are the

largest non-English speaking group in Australia.
6.2.2. Study two.

Study Two built upon the findings of Study One through consulting both clinicians
and Chinese community members on cultural adaptations to CBT for depression symptoms
in Chinese migrants. This study contributed to a deeper understanding of the cultural
adaptation to the specific and non-specific factors of CBT and it is unique in that it is the
first qualitative study building on two theoretical frameworks, including FMAP (Hwang,
2009) and the GCM (A. T. Beck & Haigh, 2014). The findings of this study revealed unique
cultural adaptations to Chinese migrants to Australia, but also common cultural adaptations to
those from Canada (Shen et al., 2006), Hong Kong (P. Ng et al., 2013; D. F. K. Wong, 2008a,
2008b), the UK (Jim & Pistrang, 2007), and the USA (Chu et al., 2012; Hwang, 2006, 2009;
Hwang et al., 2015; Kim-Goh et al., 2015).
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6.2.2.1.  Main findings on specific factors of CBT.

One of the unique findings regarding cultural adaptations to specific factors of CBT was
that at the centre of psychotherapy with Chinese clients is an interdependent self. People with an
interdependent self are likely to have a sense of self that incorporates social relationships and
therefore the self may include the significant others (Hequin, 2005). Considering this line of
evidence, it is sensible to question the transportability of cognitive techniques. The findings of
this study indicated that using cognitive restructuring may have a detrimental effect in therapy
because modifying culturally-defined core beliefs may be inappropriate (Hays, 2009; E. T.-H.
Liu, 2007; Shen et al., 2006), and might destabilise clients’ identities and relationships with
significant others (Kirmayer, 2007). Although clinicians in this study had diverging views about
the level of beliefs that needs to be targeted in cognitive restructuring, the majority suggested the
examination and modification of automatic thoughts and intermediate beliefs not related to an
interdependent self. Another important aim of using cognitive techniques was to explore if
migration is perceived as a loss, which is consistent with Hwang’s (2006) findings emphasising
the importance of being aware of life experiences that may represent additional stressors or may
increase clients’ risk of developing mental disorders.

The transportability of behavioural techniques was not questioned by the participants in
this study. Overall, it was thought that behavioural activation might be compatible with
fundamental Chinese values and might capitalise on Chinese clients’ pragmatic and problem-
solving mindset (Hwang, 2009; Shen et al., 2006). Additionally, it was suggested that
behavioural experiments might facilitate perspective change through new experiences, which is
another key findings of this study. Further, it was emphasised that sleeping hygiene techniques
might be used to address somatic issues such as sleeping problems early in the treatment, which
might be particularly beneficial as Chinese clients tend to somatise distress.

Despite not practicing mindfulness meditation, a positive attitude towards mindfulness
meditation was documented among the community members in this study. Although A. T. Beck
and Haigh (2014) suggested the incorporation of mindfulness meditation into CBT, no clear
guidelines have been published in peer reviewed articles on how this might be translated in terms
of therapy. Given the community members’ curiosity and openness to practice mindfulness
meditation, the evidence that mindfulness meditation might play an essential role in cross-

cultural adaptation (Kashima et al., 2017), and A. T. Beck and Haigh’s (2014) recommendations,
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an important challenge for clinicians is to incorporate mindfulness meditation without changing
CBT’s core tenets.

Another critical and unique finding of this study is incorporating core culturally sensitive
strategies into CBT. Cultural humility and a greater emphasis on health and wellbeing appear to
be fundamental to a culturally sensitive version of CBT techniques. Cultural humility seems to
be consistent with the dynamic definition of culture according to DSM-5 and might be
particularly useful in better understanding clients’ cultural heritage and capturing possible
changes over time of values, beliefs, and practices without making any assumptions.
Additionally, understanding the social and historical context of clients and their families might
shed light on their perspectives on psychological treatments. For instance, it might be
particularly useful to detect possible misconceptions about psychology that were common during
the Cultural Revolution, when psychology was perceived as being “90% useless” (Bond, 1991;
D. Zhang, 1995), to assist clients in reducing stigma, and possibly self-stigma, attached to mental
disorders. Another core culturally sensitive strategy identified in this study was greater emphasis
on health and well-being, which may better address depression expression in Chinese culture.
There is evidence that acculturation reduces the tendency to assign a somatic explanation to a
psychological symptom (H. Chen et al., 2003; Parker et al., 2006; Parker et al., 2005), and
therefore changes in the conceptualisation and communication of distress may be expected

among the more acculturated Chinese migrants.
6.2.2.2.  Main findings on non-specific factors of CBT.

Both the specific and non-specific factors of CBT are needed to reduce the disease
burden of depressive disorders (Ilardi & Craighead, 1994). With respect to non-specific factors,
the findings from the present study and those from studies conducted in Hong Kong, the UK, and
the USA provide compelling evidence for using a directive approach (Chu et al., 2012; Hwang,
2009; Jim & Pistrang, 2007; Kim-Goh et al., 2015; P. Ng et al., 2013; D. F. K. Wong, 2008a),
providing extended psychoeducation (Chu et al., 2012; Hwang et al., 2015; Kim-Goh et al.,
2015), considering therapy with a support person (Chu et al., 2012; Kim-Goh et al., 2015), using
culturally appropriate terminology (e.g., using client’s language; Choi et al., 2012; Chu et al.,
2012; Hwang, 2009; D. F. K. Wong, 2008a), and clinicians’ self-disclosure to reveal their
humanness (Jim & Pistrang, 2007). These findings are interesting given that these studies have

been conducted in countries with a different cultural profile, including Australia (i.e., horizontal
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individualism), Hong Kong (i.e., vertical collectivism), the UK and the USA (i.e., both have been
characterised by vertical individualism; Shavitt, Torelli, & Riemer, 2011). A possible
explanation for these results may be that the common non-specific factors identified across
studies reflect fundamental values (e.g., harmony, family) that are well preserved by Chinese
communities, and consequently less influenced by the cultural profile of the countries of
residence. Providing extended psychoeducation and using culturally appropriate terminology is
understandable given that social and political factors have significantly affected the practice and
general perception of psychotherapy in China (Tseng, Lee, & Qiuyun, 2005). Interestingly,
clinicians’ self-disclosure was considered important only by the Chinese community members in
the present study and Chinese participants in a study conducted in the UK (Huang & Spurgeon,
2006). A possible explanation may be that Australia has a British colonial past, which had a
major influence on social norms and interpersonal communication (Australian Institute of Family
Studies, 1995). Further, a study that examined language and communication in various countries
clustered English spoken in Australia and the UK. It was found that self-disclosure in personal
communication was preferred only by Australians and British individuals (Zander, 2005).

Several distinctive cultural adaptations to the non-specific factors were documented in
my Australian sample. First, participants emphasised the importance of using a directive
approach and clinicians self-disclosure at the same time, which seems counterintuitive. It seems
that Chinese community members in this study expected a hierarchical psychologist-client
relationship, but at the same time they stated that would value the humanness of a psychologist
who is perceived as the authority figure. Further, it is important to note that clinicians’ self-
disclosure to reveal humanness is one of the few general themes in the present study. While
adjusting to the new country of residence, migrants are likely to both “give to and take from their
environments” (Anderson, 1994, p. 301). Their interpersonal communication model might be
influenced by the Australian model, which might influence their views on hierarchical
relationships.

Although there is a consensus on using a culturally sensitive and de-stigmatising
language in the literature, the present findings revealed that only the community members with
low English skills preferred the term “a closed heart” to describe depression, which is
inconsistent with Choi et al.’s (2012) findings. Though the importance of heart metaphors for
feelings has been documented in previous studies (D. T. S. Lee et al., 2007; Pritzker, 2007), one
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cannot assume that Chinese clients will resonate with these metaphors. Unexpectedly, the
linguistic repertoire of the community members with a stronger command of English included
Western terms for depression symptoms (e.g., unhappy, feeling down). As such, cultural
humility may be a critical tool in identifying each client’s own terminology for depression and
may ultimately assist with clinical engagement. Another distinctive cultural adaptation to non-
specific factors to Chinese migrants to Australia is the emphasis on providing a treatment
rationale that participants can connect with at an intellectual and emotional level. This finding
may be interpreted as a holistic approach that incorporates both the mind and the heart, which are
fundamental concepts in the traditional Chinese medico-philosophical theory (Pritzker, 2007).

It is important to note that diverging views regarding cultural adaptations to CBT have
been documented among self-identified CBT therapists and non-CBT therapists. Overall, CBT
therapists proposed no major cultural adaptations to cognitive and behavioural techniques, they
reported using the term homework in therapy, and they were providing homework to their
Chinese clients. In contrast, non-CBT clinicians suggested modifications to cognitive techniques
and stressed the importance of the level of beliefs targeted during cognitive restructuring.
Additionally, the non-CBT therapists considered that the term homework sounds mandatory and
preferred to not use it in therapy. The benefit of documenting diverging perspectives is
questioning the efficacy and acceptability of CBT for Chinese migrants to ultimately improve
clinicians’ capability to provide CBT to Chinese clients. Overall, it appears that the efficacy and
acceptability of CBT might increase with the awareness of cultivating cultural humility and

incorporation of techniques that are addressing an interdependent self.
6.2.3. Study three.

Study Three evolved from the findings of Study Two that highlighted the important
roles of migration stress (i.e., trigger for depression) and ethnic identity (i.e., potentially
negative impact on mental health of losing one’s own identity after migration or being
stereotyped because of one’s identity) in developing depression. Study Three added to the
cross-cultural literature by integrating migration stress and ethnic identity with the GCM in
predicting depression in Chinese migrants. Only two aspects of migration stress (i.e., loss and
not feeling at home) were associated with higher brooding and lower mindful attention, which in
turn were associated with higher automatic thoughts and avoidance, which were ultimately

associated with depression symptoms. These findings are consistent with (a) a previous study
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showing that wishing to return to the home country was associated with a significantly greater
likelihood of experiencing distress (du Plooy et al., 2018), and (b) the literature associating loss
and grief with migration (Aroian & Norris, 2003; Casado et al., 2010; Casado & Leung, 2002;
Wang et al., 2015). Unexpectedly, the findings of this study indicate that language and
discrimination were not associated with depression. Living in a culturally and linguistically
diverse country with a positive attitude towards multiculturalism might explain the present
findings (ABS, 2017; Dandy & Pe-Pua, 2010; Kamp et al., 2017; A. Markus, 2017). As such, the
attitude of the residents of Australia towards culturally and linguistically diverse groups might
play a critical role in reducing the negative impact of language and discrimination on mental
health. Importantly, loss and not feeling at home might be less influenced by the attitudes of the
residents of the new country of destination and by the cultural profile of the new country of
destination. In this study, these two aspects of migration stress may be related to Chinese
participants’ cognitive triad (i.e., views of themselves, their significant others, and the world),
their migration experience, and their reframing of migration (i.e., a gain or a loss). Given that
loss and not feeling at home appear to be specific vulnerability factors for migrants, it would be

sensible to explicitly target them in therapy.
6.3. Clinical Implications

The findings of this research program provide in-depth insights into “a way of doing”
and “a way of being” in therapy with clients from culturally and linguistically backgrounds, to
ultimately benefit both the clinicians and the consumers. One of the unique findings regarding
cultural adaptations to CBT was that at the centre of psychotherapy with Chinese clients is an
interdependent self. As a result, cognitive, behavioural, and attentional focus techniques need to
be culturally adapted to ensure compatibility with an interdependent self’s idiosyncratic pattern
of thinking, feeling, and behaving (H. R. Markus & Kitayama, 2010). Because loss and not
feeling at home have been associated with depression in this thesis, it is critical to examine each
client’s perspective on these important demands of immigration and address these factors with
cognitive, behavioural, and attentional focus techniques. Cognitive restructuring might be used to
explore alternative perspectives and give new meaning to what was lost and what is gained for
the self and significant others. Additionally, cognitive techniques might need to be modified in
the sense of examining and modifying automatic thoughts and intermediate beliefs not related to

an interdependent self to prevent a clash of values generated by challenging teachings from
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clients’ parents (e.g., do your best) and misinterpreting relaxing their “shoulds” as evidence of
not being able to work hard and make the required effort to make a living in a new country,
which might reinforce helplessness core beliefs. Behavioural experiments might be especially
useful to facilitate change through new experiences and could reinforce new healthy core beliefs.
Behavioural activation may be used with multiple aims. For instance, behavioural activation may
be used as an experiential technique to explore the new country of residence, engage in the
activities that were part of their routine before migration, and explore new activities. In this
sense, behavioural activation might be used as a tool for facilitating integration into new the
country of residence. Integration has been found to be a more effective acculturation strategy
compared to other strategies (e.g., assimilation, separation; Berry, 2005). Additionally, being
active in community could increase the client’s sense of pleasure and mastery, which might
reduce isolation. Mindfulness techniques might be incorporated into CBT by teaching
clients an adaptive self-focus via mindfulness meditation. By practicing mindfulness
meditation, clients could learn to be in the present moment, which might reduce brooding
over losses and not feeling at home, which in turn might reduce the frequency of automatic
thoughts specific to depression. Further, clients could learn to refocus their attention on the
positive aspects of their new life after migration and the possible positive implications for
the life of their significant others. In other words, clients could learn to see the glass half
full, which might prevent the interaction between the brooding, automatic thoughts, and
avoidance, which according to the GCM initiates psychopathology. Importantly, cognitive,
behavioural, and attentional focus technique may be used to provide more complex
interventions to ensure symptom change and strengthening a healthy pattern of thinking, feeling,
and behaving.

Cultivating cultural humility is the most important finding from this research program
related to “a way of being” a therapist. As discussed in Chapter One, cultural humility requires a
shift in therapist attitude and thinking from developing culture-specific expertise to learning from
clients about their culture and worldviews (Owen et al., 2015). The distinctive features of
cultural humility are allowing clinicians to learn from clients about their social and historical
context, current fundamental values, and inner world without the risks of stereotyping.
Importantly, cultural humility might play a pivotal role in collecting, contextualising symptom

expression, integrating, and formulating information into a set of hypotheses about the
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mechanisms that are causing and maintaining the client’s condition (Dobson & Dobson, 2017).
Developing a culturally sensitive case formulation has crucial implications for planning and

sequencing a culturally sensitive intervention.

The following example is presented to illustrate the incorporation of cultural humility and
facilitating a values-based understanding. Anne is a 25-year-old Singaporean Chinese woman
who migrated to Australia. She accessed a university counselling service after experiencing
depressive symptoms including insomnia, feeling sad and crying most of the time, and social

withdrawal. The CBT therapist is a 32-year-old European-Australian woman.

Therapist: What brings you here today?

Client: My friends encouraged me to see a Psychologist. They are worried about me, but [ don’t
really understand why.

Therapist: What do you think made them encourage you to see a Psychologist?

Client: They are worried because I’m not getting enough sleep. My housemate knew that I barely
slept four hours. They say I look unhappy but I don’t agree, I’'m fine.

Therapist: Where there any times when you were getting enough sleep after moving to Australia?

Client: Perhaps I was sleeping more in the first months after moving here, but I always had
issues in falling asleep.

Therapist: We’ll come back to your issues in falling asleep, but now I’m wondering what made
your friends worry about you only recently.

Client: Hmmmm ...they say I look very tired and unhappy all the time and I pretty much always
talk about Singapore.

Therapist: Are you feeling unhappy?

Client: I don’t know.... I feel homesick...

Therapist: What do you miss the most?

Client: I miss my mum, the food and the places...

Therapist: That is understandable. Moving to another country is a life changing experience.
Feeling homesick is very common for people who move to another country. You said you
miss your mum. Are there any other family members you miss?

Client: Hmm...I’m not a family person, but don’t get me wrong, family it’s still important for
me, but [ want to make my own decisions.... I guess I miss my mum the most.

Therapist: “I’m not a family person” is a strong statement. What does this mean to you?
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Client: Hmm people expect me to be a family person because I’'m Chinese, but ’'m not. They are
important for me but [ won’t make sacrifices for my family like my mum did...I want to
be free to do whatever I want...travel the word and be adventurous...

Therapist: Ok, let me check if I got this right...So being a family person means to be concerned
for your family wellbeing and do everything for them, including sacrifices... Their needs
come first and yours second... Am I getting this right?

Client: Yes, I learned respect for parents and elders and this is still important for me but I also
learned freedom and independence from the Western culture...I want to do things that my
mum couldn’t.

Therapists: It seems that you are stuck between two worlds with slightly different value systems
and finding a balance between these value systems is a big challenge that makes you feel
uneasy. Also, it seems to me that you want to travel the world and be adventurous but at
the same time you miss your mum, food, and places from Singapore which means that
you may experience an internal conflict.

Client: Yes...it’s very strange...I was so happy to come here and I didn’t expect to miss anyone,

not even my mum ...I don’t know what to do...

In this dialogue, cultural humility and facilitating a values-based understanding is
reflected by not making any assumptions about the fundamental values in the Chinese culture.
Asking open-ended questions, being curious, and pointing out the conflict between core values
are essential components that contribute to cultural humility. Additionally, this approach is
consistent with the dynamic definition of culture and assists in capturing changing values and
beliefs between generations.

Despite the awareness of providing evidence-based treatments to people from culturally
and linguistically diverse backgrounds, it appears that the CBT curriculum for community
mental health clinicians does not address the cross-cultural application of CBT (Stirman et al.,
2013; Waltman, Hall, McFarr, Beck, & Creed, 2017). CBT books (J. S. Beck, 2011; Dobson &
Dobson, 2017) that are likely to greatly influence the practice of CBT do not provide insight into
the “way of doing” CBT with client from culturally and linguistically diverse backgrounds.
Further, there is a discrepancy between clinicians’ global sense of multicultural competency and
the frequency of practicing multicultural skills, which suggests that clinicians do not really

practice what they preached (Hansen et al., 2006; Sehgal et al., 2011). As such, the findings of
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this research program have important implications for improving the CBT curriculum to address
the issues and unique needs of individuals from culturally and linguistically diverse backgrounds
by describing the application of CBT for depression in Chinese migrants. CBT is “more than a
bag of tricks” (Waltman et al., 2017, p. 10) and just learning to use the CBT techniques is not
sufficient to produce symptom change. The insights from this thesis into “a way of doing” CBT
(i.e., knowledge and skills) along with “a way of being” a therapist (i.e., cultural humility)
contribute to improving clinicians’ capability to artfully provide CBT to clients underrepresented

in counselling and therapy services.
6.4. Strengths, Limitations, and Future Research

A detailed description of limitations and directions for future research of the three studies
included in this research program is provided in Chapter Two, Three, Four, and Five. This
section offers overall strengths and limitations. One of the strengths of Study One was reviewing
a broader array of literature on CBT for depression with or without comorbid anxiety not
reviewed by previous systematic reviews and meta-analyses. However, an important limitation
of this study was not reviewing the literature written in Chinese. It is important to note that this
was not possible due to the Chinese language barrier of the researcher and the supervisory team.

The main strengths of Study Two were the sample size, which exceeded the minimum
sample size recommendations (Guest et al., 2006), achievement of data saturation, and
participant diversity in terms of age, education, occupation, country of origin, and length of
residence in Australia. Recruiting a diverse group of clinicians was critical to reduce agency
specific biases (Hwang, 2009) and groupthink. Interviewing only CBT therapists might have
hampered questioning the cultural appropriateness of CBT techniques and examining cultural
adaptations to CBT. Recruiting a diverse group of Chinese community members assisted in
identifying variations between Chinese individuals from various countries and capturing
fundamental but also changing values and beliefs between generations. Additionally, multiple
procedures were used to ensure trustworthiness such as triangulation, reflexivity, and adherence
to the COREQ guidelines (Tong et al., 2007). Important limitations of Study Two are not
recruiting Chinese individuals diagnosed with MDD and not consulting the community members
about online therapy and their preference for therapist’s ethnic background (i.e., Australian

versus Chinese).
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Important strengths of Study Three were the solid theoretical foundation, evolving
from the findings of the qualitative study, and the sample size (N = 399). The structural
model tested in this study has 45 free parameters. There are more than five participants for each
parameter, which meets Kline’s (2005) recommendation of having between five and 20
participant for each free parameter in the model. One of the main limitations of this study was
including first or second generation Chinese migrants to Australia or Chinese international
students. First and second generation Chinese migrants and Chinese international students might
experience different aspects of migration stress (e.g., language barriers might be stronger for first
generation migrants), and in terms of ethnic identity, there might be variations in their
exploration and commitment to their ethnic groups (e.g., first generation migrants might have a
higher commitment towards their ethnic group than second generation). Another limitation was
the use of the English version of the questionnaires, which possibly hampered the participation
of individuals with low English skills in this study. Moreover, due to time and funding
constraints, it was not possible to recruit a large sample of Chinese participants diagnosed with
MDD and use random sampling. Using a cross-sectional design limits causal inferences about
the directional influence of migration stress on depression symptoms.

Several recommendations for future research, underpinned by the integration of the
three studies included in this research program, are provided. Conducting a scoping review
to map the literature written in Chinese and English is recommended to provide a more refined
overview of CBT for depression. It is recommended that research extends beyond studies
that are consulting community members on cultural adaptations to CBT to studies with a
higher level of consumers and community engagement in the entire research endeavour.
According to the spectrum of public participation developed by the International
Association for Public Participation (2014), collaborating with consumers and community
members would translate into partnering with them in developing future research from
initial conceptualisation through to implementation. In other words, this would involve a
shift from conducting research on Chinese migrants to conducting research with Chinese
migrants. As such, collaboratively developing (a) a qualitative study to document the lived
experience of Chinese migrants diagnosed with MDD and their experience of undergoing

CBT, and (b) a structural model to predict MDD, would be an innovative approach to



125

advance this literature. Future research is required to use the Chinese version of the
questionnaires to ensure the participation of individuals with low English skills.

An important next step for advancing the cross-cultural applicability of CBT would be
pilot testing a culturally sensitive version of CBT informed by the findings of this research
program. This would contribute to refining the culturally sensitive version of CBT and
implementing the last stage of the FMAP. The key advantage of a manualised intervention
is describing the intervention in sufficient detail to facilitate understanding of the core
components of the intervention (Castro et al., 2010), whilst allowing clinicians to cultivate
cultural humility and use their clinical judgement in response to clients’ unique needs. A
possible sequencing of CBT techniques might be (a) behavioural activation to increase the
client’s sense of pleasure and mastery, possibly reducing isolation, and facilitating
integration in the new country of residence, (b) mindfulness meditation to assist them to be
in the present moment, and reduce brooding and the tendency to perseverate on negative
cognitive content, (c) incorporating relaxation or sleep hygiene techniques to address
somatisation of distress, and (d) cognitive techniques to target the cognitive triad with more
emphasis on exploring negative views of one’s self in relation to significant others (e.g., “my
self-worth is defined by my family unit”, rather than independent from them “I am worthy”),
examine and modify automatic thoughts and intermediate beliefs, and examine and reframe
the experience of loss and not feeling at home.

Given that the Chinese community members suggested individual intervention with a
support person as an alternative format to individual therapy, it would be important to examine
the impact of attending therapy in dyads (i.e., the client with a support person) on clinical
engagement and treatment outcomes. One study showed that Chinese dyads were more likely to
provide problem-focused support than Euro-Canadian dyads who were more likely to provide
emotion-focused support (B. Zhou, Heather, Cesare, & Ryder, 2017). There were no differences
in regard to asking for help directly or indirectly between the participants in this study. As such,
dyadic members might positively influence each other’s emotions, cognitions, and behaviours
(B. Zhou et al., 2017), which might significantly benefit the member of the dyad attending
therapy. Researchers might use a similar research program to identify relevant cultural
adaptations for CBT (and other therapies) for depression (and other issues) for other ethnic

groups.
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6.5. Concluding Remarks

Migration has become more frequent than ever before in human history. The freedom
of relocating to another country in search of better job opportunities and lifestyle has
tremendous advantages, but this also comes with demands of immigration. Migration might
be perceived as a positive and negative experience, and therefore the type of reframe used
for interpreting the migration experience (e.g., loss and/or gain) might have a significant
influence on mental health. Chinese migrants represent an increasing group in many
Western countries, yet studies conducted in Australia, Canada, and the USA have found low
rates of mental health services use and delay of treatment until their mental health problems
become severe. Developing culturally adapted interventions to treat depression is thought to be
one way of improving client engagement and treatment outcomes for this (and other) vulnerable
communities. Therefore, the aim of this research program was to investigate cultural
adaptations of CBT for depression symptoms in Chinese migrants living in Australia. Across
three interrelated studies, this research has built upon a growing body of literature that supports
the compatibility between CBT and fundamental Chinese values, the efficacy of CBT for
depression in Chinese nationals and migrants, and the use of FMAP for culturally adapting CBT
for Chinese migrants.

This thesis has made a substantial contribution to cultural adaptations to CBT for
depression in Chinese migrants through questioning, strengthening, and offering new insights
into the use of specific and non-specific factors of CBT. To summarise, the present findings
indicated that (a) behavioural techniques might be used to address depression expression in
Chinese culture, facilitate perspective change, and assist with integration in the new country of
residence; (b) cognitive restructuring could be used to examine and reframe the experience of
loss and not feeling at home and target automatic thoughts and intermediate beliefs without
destabilising the sense of an interdependent self; and (c) mindfulness meditation could assist in
shifting from a maladaptive to an adaptive self-focused attention. Clinicians may motivate
change among Chinese clients by sequencing the CBT techniques around an interdependent self
and emphasising that to contribute to the wellbeing and welfare of their families they need to
start with cultivating their own wellbeing (Hequin, 2005).

It is hoped that this thesis will contribute to improving CBT curriculum and practice with

culturally diverse groups. An ongoing effort is required to improve clinicians’ capability to
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provide culturally sensitive CBT interventions for depression in Chinese migrants and equity in
mental health services. Doing so would reduce the personal, interpersonal, societal, and

economical effects of this highly debilitating mental disorder and promote the quality of life of

this migrant group.

Finally, difficulties with one patient provides an opportunity for you to refine your own skills, to
promote your flexibility and creativity, and to gain new understandings and expertise in helping
other patients, as problems can arise not just because of the patient’s characteristics but also
because of the therapist’s relative weaknesses.

(J. S. Beck, 2011, p. 346)
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Office of Research and
School of Psychology and Speech Pathology Development
Human Research Ethics Office

CC: Alice Viviana Farcas

TELEPHONE 9266 2784

From Professor Peter O'Leary, Chair HREC FACSIMILE 9266 3793
EMAIL hrec@curtin.edu.au

Subject | Ethics approval
Approval number: HR190/2015

Date 02-Oct-15

Thank you for your application submitted to the Human Research Ethics Office for the project: 5231

Culturally Adapted Cognitive Behavioural Therapy for Depression in Chinese Migrants

Your application was reviewed by Human Research Ethics Committee at Curtin University at their meeting
on the 4/08/2015

Thankyou for providing the additional information requested by the Human Research Ethics Committee. The
information you provided was satisfactory and your proposal is now approved.

Please note the following conditions of approval:
1. Approval is granted for a period of four years from 05-Oct-16 to 05-Oct-19
2. Research must be conducted as stated in the approved protocol.
3. Any amendments to the approved protocol must be approved by the Ethics Office.
4. An annual progress report must be submitted to the Ethics Office annually, on the anniversary of
approval.
5. All adverse events must be reported to the Ethics Office.
6. A completion report must be submitted to the Ethics Office on completion of the project.
7. Data must be stored in accordance with WAUSDA and Curtin University policy.
8. The Ethics Office may conduct a randomly identified audit of a proportion of research projects
approved by the HREC.

Should you have any queries about the consideration of your project please contact the Ethics
Support Officer for your faculty, or the Ethics Office at hrec@curtin.edu.au or on 9266 2784. All
human research ethics forms and guidelines are available on the ethics website.

Yours sincerely,

i

f/. Professor Peter O'Leary
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Participant Information Sheet

School of Pgychology and Speech Pathology, Curtin University

Project title Cultural competence in working with Chinese migrants to
Australia

Principal investigator A/Prof Rosanna Rooney

Co-investigator A/Prof Peter McEvoy

Co-investigator Alice Bercean (nce Farcas)

Co-investigator Dr Lauren Breen

Co-investigator Dr Robert Kane

What is the study about?

Research suggests that Chinese migrants under-utilisc mental health services. One of the
main reasons is that migrants may believe that mental health services do not consider their
culture. We would like to understand Chinese culture, beliefs and needs and how to provide a
psychological treatment to Chinese migrants to help them feel understood and comfortable.
We will use this information to develop a culturally appropriate treatment to Chinese
migrants with depression. This treatment will be tested on a small number of people in
another study.

Who is doing the Research?

The study is being conducted by Alice Bercean, in the capacity of a research student. The
results of this research project will be used by Alice to obtain a Doctor of Philosophy at
Curtin University and is funded by the University.

Who can participate?

You have been invited to take part in the study because you are a first generation Chinese migrant
(you moved in Australia from another country), or a second generation Chinese migrant (you
were born in Australia and at least one of your parents were born overseas) or a Chinese
international student.

What will the study involve?

You are being invited to attend an interview. You will be asked questions that will help us
understand how to provide a culturally appropriate treatment e.g. activities you enjoy, if
drinking a tea with the therapist might help a Chinese person feel more comfortable, if asking
open-ended questions might help a Chinese person to open one’s heart. The duration of the
interview is up to 90 min. The interview will take place at a location that is convenient for
you. An interpreter will be provided for you if you would like one.We will make a digital
audio recording which will be transcribed cither by Alice or a professional transcriptionist who
will be bound by confidentiality.

Are there any benefits’ to being in the research project?

We will recompense you with a $10 Coles/Myers gift voucher for your time.

We hope that with vour help we will better understand Chinese people’s culture, beliefs and
needs. This will allow us to develop a new treatment for Chinese migrants that will make
them feel more comfortable, understood and confident to open their heart.

Curtin University Human Research Ethics Conurittee (HREC) hag approved this study (HREC munber HR190/2015).
Should yvou wish to discuss the study with someone not directly involved, in particular, any matters concerning the conduct
of the study or your rights as a participant, or you wish to make a confidential complaint, you may contact the Ethics Officer
on (08) 9266 9223 or the Manager, Research Integrity on (08) 9266 7093 or email hrec@curtin edu.au.
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Are there any risks, side-effects, discomforts or inconveniences from being in the
research project?

We have been careful to make sure that the questions in the interview do not cause you any
distress. However, if you fecl uncomfortable about any of the questions, you do not need to
answer them. If the questions cause any concerns or upset you, we can refer you to a
counsellor. In addition, you can receive immediate confidential psychological assistance by
contacting Free Translating and Interpreting Service on 13 14 50 to talk to Lifeline on 13 11 14 in
the required language.

Confidentiality

The information collected in this research will be re-identifiable (coded). This means that we
will remove identifying information on any data and replace it with a code. Any information
we collect will be treated as confidential and used only in this project unless otherwise
specified. The following people will have access to the information we collect in this
rescarch: the supervisors, the student researcher, the transcriptionist and the interpreter.

Electronic data including digital audio recordings will be password-protected and hard copies
including consent forms and ficld notes will be in locked storage. The information we collect
in this study will be kept under secure conditions at Curtin University for 7 years after the
rescarch has ended and then it will be destroyed. If you require an interpreter we will ask the
interpreter to sign a confidentiality agreement before the interview.

Do I have to take part in the research project?

Taking part in a research project is voluntary. It is your choice to take part or not. You do not
have to agree if you do not want to. If you decide to take part and then change your mind, that
is okay, you can withdraw from the project. You do not have to give us a reason; just tell us
that you want to stop. Please let us know you want to stop so we can make sure you are aware
of anything that needs to be done so you can withdraw safely. If you choose not to take part
or start and then stop the study, it will not affect your relationship with the University, staff or
colleagues. If you choose to leave the study we will use any information collected unless you
tell us not to.

‘What happens next and who can I contact about the research?

If you decide to take part in this research we will ask you to sign the consent form. By
signing it 1s telling us that you understand what you have read and what has been discussed.
Signing the consent indicates that you agree to be in the research project and have your health
information used as described. Please take your time and ask any questions you have before
you decide what to do. You will be given a copy of this information sheet and the consent
form to keep. If you require further details about the study, please contact:

Alice Bercean (co-investigator) at alice.farcas@postgrad.curtin.edu.au
A/Prof Rosanna Rooney at R Rooney@curtin.edu.au

A/Prof Peter McEvoy at peter.mcevoy(@curtin.edu.au

Dr Lauren Breen at Lauren Breen Lauren.Breen@curtin.edu.au

Dr Robert Kane at R.T. Kane@curtin.edu.au

Curtin University Human Research Ethics Conurittee (HREC) hag approved this study (HREC munber HR190/2015).
Should yvou wish to discuss the study with someone not directly involved, in particular, any matters concerning the conduct
of the study or your rights as a participant, or you wish to make a confidential complaint, you may contact the Ethics Officer
on (08) 9266 9223 or the Manager, Research Integrity on (08) 9266 7093 or email hrec@curtin edu.au.
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CONSENT FORM

Project title Cultural competence in working with Chinese migrants to
Australia

Principal investigator Associate Professor Rosanna Rooney

Co-investigator Associate Professor Peter McEvoy

Co-investigator Alice Bercean (née Farcas)

Thank you for vour interest in this project. Just to remind you, the data you provide in the
course of this project will be treated in the strictest confidence and will be used for research
purposes only. Furthermore, as a participant in this research you will never be identified in
any outputs (e.g., research articles) that arise from this project and your data will never be
identifiable or viewed by any other party outside the supervisors and the student researcher.

Please tick boxes

1. I confirm that I have read and understand the information sheet
for the above study and I understand its contents.

2. Thave had the opportunity to ask questions and I am satisfied with the
answers I have received.

3. Ivoluntarily consent to take part in this study.

4. Tdo consent to being audio-recorded.

5. Ido consent to use the selected interpreter.

6. Ido consent the interpreter to be present.

7. Tagree to take part in the above study.

OO 0O O0ddobon

8. Iwouldlike to receive the results from this research.

My email address is

Participant Name Date Signature

Name of researcher Date Signature

Curtin University Human Research Ethics Conurittee (HREC) hag approved this study (HREC munber HR190/2015).
Should yvou wish to discuss the study with someone not directly involved, in particular, any matters concerning the conduct
of the study or your rights as a participant, or you wish to make a confidential complaint, you may contact the Ethics Officer
on (08) 9266 9223 or the Manager, Research Integrity on (08) 9266 7093 or email hrec@curtin edu.au.
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Interview protocol for semi-structured interview
Script for the beginning of interview

Good evening/Good morning and welcome. Thanks for taking the time to discuss
culturally appropriate mental health services for Chinese migrants. My name is Alice Bercean
and I will serve as the interviewer. Assisting me is ..who is a professional interpreter. He/she
will translate my questions for you. I’'m a Psychology PhD Student at Curtin University. I’'m
from Romania and I’ve been here for 2 years. Being a migrant, I’m interested in the mental
health of other migrants. I’'m particularly interested in understanding how Chinese migrants
experience depression and how to improve psychological interventions for them. Your
opinions are very important to me because they will help me to develop an appropriate
intervention for Chinese migrants.

Please feel free to share your point of view. I am here to ask questions and to listen. The
interview will take up to 1 h 30 min. You've probably noticed the microphone. We're tape
recording the session because I can’t write fast enough to write down everything you say and
I don't want to miss any of your comments. You are assured of complete confidentiality. I
won’t write your name in any reports. So this discussion is only between you and me.

Please tell me if you have any questions before we start. You can contact me later by
email alice.farcas@postgrad.curtin.edu.au. Well, let's begin. First, I’d like to find out a bit
more about you:

e Gender []Male I Female
o Age
e Are you a student [ | Yes (please specify course) I No

e Occupation/employment (please specify)

e  Which culture do you identify with most? Please specify

¢ Do you identify with any other culture? Please specify

e What is your country of birth? Please specify

e How long have you been here?

1. Do you live here with your family? How has your experience in Perth been so far?

2. We would like to understand Chinese culture, beliefs and needs in order to develop a
psychological treatment for Chinese migrants with depression. Depression is a term that we
use to refer to the situation when someone’s heart is closed and one’s body and mind is
affected. How would you describe depression in your own words? What are the usual signs of
depression?

3. We know that Chinese migrants under-utilise the mental health services and one of the
reasons is the shame and "loss of face". How could we reduce the shame associated with
depression? Do you think discussing the fact that people all over the world, regardless of their
gender, age, nationality, experience depression might be useful?

4. A psychological treatment is provided over a number of sessions. In the first session the
psychologist will discuss why a problem exists, what to do about it and how effective the
treatment is (stats or stories about people who got better). What information might be more
impactful? How can this information be presented in an attractive way?


mailto:alice.farcas@postgrad.curtin.edu.au

167

5. What expectations might a Chinese migrant have of a psychologist?

6. Would you attend a group treatment with other Chinese migrants with depression or would
you prefer a session with a therapist on your own?

7. Do you think considering some customs, such as drinking tea, might help the Chinese
migrants to feel more comfortable during the treatment? Are there other customs? What do
you think about decorating a therapy room with a few Chinese objects? What objects would
you choose?

8. A psychological treatment aims to develop new skills. Therefore, a psychologist will give
some homework to a client. Is homework an appropriate word? How could a psychologist
increase a Chinese person’s motivation to do the homework?

9. What technique might help a Chinese person to open one’s heart eventually: asking open-
ended questions, providing mini lectures, sharing similar experiences, providing translated
materials in Simplified Chinese? Are there any other approaches that would be particularly
helpful?

10. Do you think proving personalised bilingual worksheets might be beneficial? What kind
of images, symbols and quotes could we use?

11. What leisure activities do you enjoy?

12. Would you engage in activities with the broader Australian community, for example go
to concerts, festivals, local community art centre, local leisure park and sport competition?
What activities would you prefer?

13. Do you think Chinese migrants practice meditation nowadays? What is the possible
effect of meditation?

14. What is the best way to advertise a psychological treatment? What do you think about
these flyers?

15. Is there anything that you came wanting to say that you didn't get a chance to say?



168

Appendix C: Information Sheet and Interview Schedule for Consulting Clinicians



169

Curtin University

Cultural competence Version 3 14" September 2015

Participant Information Sheet

School of Psychology and Speech Pathology, Curtin University

Project title Cultural competence in working with Chinese migrants to Australia
Principal investigator Assaciate Professor Rosanna Rooney

Co-investigator Associate Professor Peter McEvoy

Co-investigator Alice Bercean (née Farcas)

Co-investigator Dr Lauren Breen

Co-investigator Dr Robert Kane

What is the study about?

Research suggests that Chinese migrants report a low rate of mental health services and one of
the main reasons is limited access to culturally appropriate services. We would like to understand
how to provide a culturally appropriate psychological intervention to Chinese migrants. We will
use this information to develop a culturally appropriate cognitive-behavioural therapy for
depression in Chinese migrants that will be pilot tested in a further study.

Who is doing the Research?

The study is being conducted by Alice Bercean, in the capacity of a research student. The
results of this research project will be used by Alice to obtain a Doctor of Philosophy at Curtin
University and is funded by the University.

Who can participate?
You have been invited to take part in the study due to vour expertise in working with Chinese
migrants.

What will the study involve?

You are being invited to attend two focus groups. We will use the information from the first focus
group to develop a culturally adapted individual cognitive behavioural protocaol for depression in
Chinese migrants. Then, we will run a second focus group to review and revise the intervention
protocol. The duration of the first focus group is up to 2 hours and the second focus group will
take up to 1 h and 15 min. The focus groups will take place at a location that is convenient for
you. We will make a digital audio recording, which will be transcribed either by Alice Farcas or a
professional transcriptionist who will be bound by confidentiality. An assistant moderator will
agsist the student researcher in conducting the focus groups and will take notes.

Are there any benefits’ to being in the research project?

By participating in this study you will have the satisfaction knowing that you have helped us to
develop a culturally sensitive intervention for depression in Chinese migrants. If effective, the
intervention might be used by other mental health providers. We will have a few refreshments as
a thank you for giving us your time and ideas.

Curtin University Human Research Ethics Committee (HREC) has approved this study (HREC mumber HR 190/2015).
Should vou wish to discuss the study with someone not directly involved, in particular, any matters concerning the conduct
of the study or your rights as a participant, or you wish to make a confidential complaint, you may contact the Ethics Officer
on (08) 9266 9223 or the Manager, Research Integrity on (08) 9266 7093 or email hrec@curtin.edu.au.
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Are there any risks, side-effects, discomforts or inconveniences from being in the research
project?

Apart from giving up your time, we do not expect that there will be any risks or inconveniences
associated with taking part in this study.

Confidentiality

The information collected in this research will be re-identifiable (coded). This means that we will
remove identifying information on any data and replace it with a code. The quotes that will be
used in further publications will be de-identified. The following people will have access to the
information we collect in this research: the supervisors, the student researcher, the transcriptionist
and the assistant moderator.

Electronic data including digital audio recordings will be password-protected and hard copies
including consent forms and field notes will be in locked storage. The information we collect in
this study will be kept under secure conditions at Curtin University for 7 years after the research
has ended and then it will be destroyed. Whilst all care will be taken to maintain privacy and
confidentiality of any information shared at a focus group or group discussion, you should be
aware that you may feel embarrassed or upset if one of the group members repeats things said in
a confidential group meeting.

Do I have to take part in the research project?

Taking part in a research project is voluntary. It is your choice to take part or not. You do not
have to agree if vou do not want to. If vou decide to take part and then change your mind, that is
okay, you can withdraw from the project. You do not have to give us a reason; just tell us that
vou want to stop. Please let us know vou want to stop so we can make sure vou are aware of
anything that needs to be done so you can withdraw safely. If you choose to leave the study we
will uge any information collected unless vou tell us not to.

What happens next and who can I contact about the research?

If you decide to take part in this research we will ask you to sign the consent form. By signing it
is telling us that you understand what you have read and what has been discussed. Signing the
consent indicates that you agree to be in the research project and have your health information
used as described. Please take your time and ask any questions you have before you decide what
to do. You will be given a copy of this information sheet and the consent form to keep.

If you require further details about the study, please contact:

Alice Bercean (co-investigator) at alice.farcas@postgrad.curtin.edu.au
A/Prof Rosanna Rooney at R.Rooney(@curtin.edu.au

A/Prof Peter McEvoy at peter.mecevoy(@curtin.edu.au

Dr Lauren Breen at Lauren Breen Lauren.Breen@curtin.edu.au

Dr Robert Kane at R.T Kane@curtin.edu.au

Curtin University Human Research Ethics Committee (HREC) has approved this study (HREC mumber HR 190/2015).
Should vou wish to discuss the study with someone not directly involved, in particular, any matters concerning the conduct
of the study or your rights as a participant, or you wish to make a confidential complaint, you may contact the Ethics Officer
on (08) 9266 9223 or the Manager, Research Integrity on (08) 9266 7093 or email hrec@curtin.edu.au.
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CONSENT FORM
Project title Cultural competence in working with Chinese migrants to Australia
Principal investigator Associate Professor Rosanna Rooney
Co-investigator Associate Professor Peter McEvoy
Co-investigator Alice Bercean (née Farcas)

Please tick boxes
1. Iconfirm that I have read and understand the information sheet D
for the above study and I understand its contents.

2. T have had the opportunity to ask questions and I am satisfied with the

answers I have received.
3. Iwvoluntarily consent to take part in this study.

4. T do consent to being audio-recorded.
5. Tagree to take part in the above study.

6. I would like to receive the results from this research.

O OO0 O

My email address is

Participant Name Date Signature

Name of researcher Date Signature

Curtin University Human Research Ethics Committee (HREC) has approved this study (HREC mumber HR 190/2015).
Should vou wish to discuss the study with someone not directly involved, in particular, any matters concerning the conduct
of the study or your rights as a participant, or you wish to make a confidential complaint, you may contact the Ethics Officer
on (08) 9266 9223 or the Manager, Research Integrity on (08) 9266 7093 or email hrec@curtin.edu.au.
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Interview Schedules for Consulting Clinicians
Script for the beginning of interview

Good evening/Good morning and welcome. Thanks for taking the time to join our
discussion about adapting cognitive behavioural therapy for depression (CBT) in Chinese
migrants. My name is Alice Bercean, and I will serve as moderator facilitator for today’s
focus group discussion. Assisting me is.... The purpose of today’s discussion is for us to learn
how to adapt CBT for depression in Chinese migrants, to make it more relevant and engaging
and therefore more effective and likely to be used. Cognitive therapy is an active, structured
and problem-oriented psychotherapy, which posits that people’s emotions, behaviours, and
physiology are influenced by their perception of events. The therapy has three major
components, namely, the cognitive intervention, the behaviour intervention and meditation.
You were invited because of your experience in working with Chinese migrants.

Please feel free to share your point of view but please don’t feel like you have to respond
to me if you don’t feel like it. Also please feel free to have a conversation with one another
about these questions. I am here to ask questions, listen and make sure everyone has a chance
to share. We’re interested in hearing from each of you.

You've probably noticed the microphone. We're audio recording the session because we
don't want to miss any of your comments. People often say very helpful things in these
discussions and we can't write fast enough to get them all down. We will be on a first name
basis today, and we won't use any names in our reports. You may be assured of complete
confidentiality.

If you have any questions you can contact me by email
alice.farcas@postgrad.curtin.edu.au. Well, let's begin. We've placed name cards on the table
in front of you to help us remember each other's names. Let's find out more about each other
by going around the table.

1. Think back to your Chinese patients and tell us about your experience with them. What
went particularly well?

2.  What therapeutic approach and psychological techniques do you use with Chinese
migrants?

3.  What are your expectations of a Chinese patient?
4. What are the Chinese subgroups that are likely to access mental health services?

5. Are there any differences between the Chinese subgroups that might be relevant in
providing a psychological treatment?

6. We would like to know your opinion about the specific and non-specific factors of a
treatment. Let's discuss the non-specific factors first (treatment rationale, therapeutic
relationship, therapeutic setting, and homework).

a) How important is to provide a treatment rationale to a Chinese patient in the first session?

b) We could present the basic description of CBT, stats about the efficacy of CBT for
depression in an accessible language, case studies, or we could include all these pieces of
information in a handout. What option might address Chinese migrants’ needs best?

c¢) How important is the therapeutic relationship in working with a Chinese migrant?

d) What techniques might be useful to develop a good therapeutic relationship? What about
microcounselling skills e.g. paraphrasing, summarising, open-ended questions, reflection,
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empathy? What do you think about considering some customs such as drinking a Chinese
tea during the session? Are there any other customs that we should be aware of?

e) How important is the therapeutic setting in working with a Chinese person? What might
be the impact of decorating the therapy room with some Chinese objects?

f) Homework is an important component of CBT. Is the word ‘homework’ appropriate for
the Chinese migrants? Do you think we could increase their motivation to do the
homework if we explain it in English and then we ask them to do the homework in their
native language?

Now let's discuss the specific factors of CBT.

a) In one study Chinese migrants to Canada reported difficulties in challenging and
reframing the culture—specific core beliefs (e.g. “I must take care of others before
myself”; “If I say no, I am a selfish person”). Any attempt to relax such beliefs was
considered a betrayal of their culture. However, other studies showed that cognitive
restructuring was possible with Chinese people. What do you think? Is it appropriate to
challenge and reframe the automatic thoughts of Chinese people?

b) We plan to develop a catalogue of culturally appropriate activities as a tool for
behavioural activation. What kind of activities might be relevant to Chinese migrants?

c) Do you think the Chinese migrants will engage in activities with the broader Australian
community, for example go concerts, festivals, local community art centre, local leisure
park and sport competitions? What kind of activities that would involve the broader
community could be relevant for them?

d) A researcher proposed that mindfulness meditation might be a cultural bridging technique
in Chinese community because of their familiarity with meditation. What do you think?
How can we use meditation in an effective and appropriate way?

7. What therapeutic format (group or individual) might be more appropriate and beneficial
for Chinese migrants?

8.  What is a more culturally appropriate word for depression?

9. Are there any aspects related to verbal and non-verbal communications that we need to
consider?

10. We are aware that for Chinese people relationships with family members and the
community are very important. How could we involve family members in the therapeutic
process?

11. A researcher recommended conducting interviews with Traditional Chinese Medicine
practitioners, Buddhist monks or religious Taoist masters because of their experience in
providing a traditional treatment for depression. What do you think? What might be more
feasible and beneficial for developing an intervention protocol: to conduct interviews with
cultural healers or with Chinese migrants living in Perth?

12. We need your help to adapt cognitive behavioural therapy to be more culturally
appropriate for Chinese migrants. Is there anything we missed? Is there anything that you
came wanting to say that you didn't get a chance to say?
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Curtin University

Impact of migration Version 4 12% May 2016
Participant Information Sheet

School of Psychology and Speech Pathology, Curtin University

Project title Impact of migration on Chinese living in Australia
Principal investigator A/Prof Rosanna Rooney

Co-investigator A/Prof Peter McEvoy

Co-investigator Alice Bercean (née Farcas)

What is the study about?

My name is Alice Bercean and I am a PhD student enrolled in School of Psychology and
Speech Pathology at Curtin University, WA. This study constitutes a part of my research
project and aims to explore how migration might influence Chinese migrants® well-being and
how their thoughts, feelings, and behaviours might be affected. This information will benefit
the Chinese community by developing and providing a more relevant and culturally
appropriate well-being program. Some of the benefits of the program may be feeling happier,
adjusting more easily to the new culture, better problems solving and decision making skills.

Who can participate?

To take part in the study you need to be aged 18 +. Also you need to be a first generation
Chinese migrant (you moved in Australia from another country), or a second generation
Chinese migrant (you were born in Australia and at least one of your parents were born
overseas) or a Chinese international student.

What will the study involve?

If you choose to take part in this study, you will be asked to follow the link to an online
survey which should take maximum 20 min to complete. The survey includes questions about
your cthnic background, some situations commonly faced by migrants, thoughts, feclings and
behaviors people might have. The questions included in the survey are in English.

Are there any benefits’ to being in the research project?

If vou are a student enrolled in School of Psychology and Speech Pathology, at Curtin
University, and you have registered for this study on SONA website, you will be awarded 2
credit points if you complete at least 90% of the survey (57 questions). After completing the
survey, you will be asked to provide your Student ID and email address. This information
will not be linked to your responses that you provide in the survey.

If you are not a Psychology student at Curtin University you will have the option of entering
a draw to win one of five $50 prizes after completing at least 90% of the survey (57
questions). The email address provided will not be linked to your survey responses and will
be stored in a separate location.

Are there any risks or inconveniences from being in the research project?

We do not expect any potential risk/ harm for any participant invelved in this study.
However, if the questions cause any concerns or upset you, please do not hesitate to contact
us and we will assist you with it or even guide you through the process of secking

Curtin University Human Research Ethics Committee (HREC) has approved this study (HREC number HR 190/2015).
Should vou wish to discuss the study with someone not directly involved, in particular, any matters concerning the conduct
of the study or your rights as a participant, or you wish to make a confidential complaint, you may contact the Ethics Officer
on (08) 9266 9223 or the Manager, Research Integrity on (08) 9266 7093 or email hrec@curtin.edu.au.
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Curtin University

Impact of migration Version 4 12% May 2016

professional advice. In addition you can receive immediate confidential psychological
assistance by contacting Lifeline on 13 11 14, Samaritans on 13 52 47 and Men’s Line
Australia on 1300 789 978.

Confidentiality

All data obtained from participants will be treated as confidential and used only in this
project unless otherwisc specified. The supervisors and the student researcher will have
access to this information. Electronic data will be password-protected. The information we
collect in this study will be kept under secure conditions at Curtin University for 7 years after
the research has ended and then it will be destroyed.

‘Who can I contact about the research?
It is your choice to take part in this study. You can withdraw from the study anytime.

If you require further details about the study, feel free to contact me at

alice farcas@postgrad.curtin.edu.au , or you may contact my supervisors Associate Professor
Rosanna Rooney at R.Rooney@curtin.edu.au and Associate Professor Peter McEvoy at
peter.mcevoy(@curtin.edu.au .

Curtin University Human Research Ethics Committee (HREC) has approved this study (HREC number HR 190/2015).
Should vou wish to discuss the study with someone not directly involved, in particular, any matters concerning the conduct
of the study or your rights as a participant, or you wish to make a confidential complaint, you may contact the Ethics Officer
on (08) 9266 9223 or the Manager, Research Integrity on (08) 9266 7093 or email hrec@curtin.edu.au.
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10/21/2016 Qualtrics Survey Software

Consent form

I have read, understood and printed a copy of the foregoing participant information sheet. I am also aware that I have
the choice to withdraw from the study at any-time during the process, if I change my mind. I consent voluntarily to be a
participant in this study.

Yes

No

I'do consent to be contacted about future research projects that are related
to this study.

Yes
No

Iwould like to receive the results from this research.
Yes

Please provide your email address

No

Block 1

| am interested in entering a draw to win one of five $50 Coles/Myer vouchers.
Click here to read the competition terms and conditions.

Yes
Please provide your full name

Please provide your email address. e need a valid email address to be able to contact you if you win one of the five $50 ColesMyer

vouchers.

Demographic information

What is your age?

What is your gender?
Male

Female

Another gender

Are you a student?

Yes, please specify your course or major

No, please specify your occupation

https:/feurtin.au1.qualtrics.com/C ontrd Panel/Ajax php?action=GetSurveyPrintPreview

2/6
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What is the highest level of education you have Mohfpitted? Rarely
Year 10
Year 12
Certificate -V (TAFE)
Bachelor degree
Post-graduate degree
Other

‘What is your current marital status?
Married
Living with partner
Divorced
Separated
Widowed

Single

‘What is your country of birth?

Please specify

How long have you been living in Australia?

Please specify

DI

Occasionally

Sometime

Frequently

180

Very much

Instructions: Below are a series of statements expressing the difficulties confronted by immigrants and international
students. Evaluate each statement as it applies to your recent (within the last 3 months) personal experience and tick the

answer that best describes your experience.

Not at all Rarely

1.1 miss the people | left behind in my original
country.

2. When Ithink of my past life, | feel emotional and
sentimental.

3. When Ithink of my original country, | getteary.
4. | feel sad when | think of special places back home.

5. Australians hawve a hard time understanding my
accent.

6. | have difficulty doing ordinary things because ofa
language barrier.

7. Talking in English takes a |ot of effort.

8. As animmigrant, | am treated as a second-class
citizen.

9. Australians don’t think | really belong in their
country.

10. Australians treat me as an outsider.

11. People with foreign accents are treated with less
respect.

12.1do not feel athome.

13. Even though | live here, it does not feel like my
country.

14.1 dao not feel that this is my true home.

https:/feurtin.au1.qualtrics.com/C ontrd Panel/Ajax php?action=GetSurveyPrintPreview

Occasionally

Sometime

Frequently

Very much

3/6
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10/21/2016 Qualtrics Survey Software
Meim-R Stésmyist disseree Disa8rmestimes  Neutddre thakenalf dfihes AlrStrsinty aygee
Notatall Several days two week period Nearly every day

In this country, people come from many different countries and cultures, and there are many different words to
describe the different backgrounds or ethnic groups that people come from. Some examples of the names of ethnic
groups are Chinese, Chinese-Australian, Australian, German, African, American and many others. These questions are
about your ethnicity or your ethnic group and how vou feel about it or react to it.

Please fill in: In terms of ethnic group, | consider myselfto be

These questions are about your ethnicity or your ethnic group and how you feel about it or react to it.
Strongly disagree Disagree Neutral Agree Strongly agree

1. I have spenttime trying to find out more about my
ethnic group, such as its history, traditions, and
customs.

2. | have a strong sense of belonging to my own
ethnic group.

3. lunderstand pretty well what my ethnic group
membership means to me.

4. | have often done things that will help me
understand my ethnic background better.

5. | have often talked to other people in order to
learn more about my ethnic group.

6. | feel a strong attachment towards my own ethnic
group.

PHQ

Over the previous 2 weeks, how often have you been bothered by any of the following problems?

More than half ofthe
Notatall Several days two week period Nearly every day

1. Little pleasure or little interestin doing things.
2. Feeling down, depressed, or hopeless.

3. Trouble falling or staying asleep, or sleeping
too much.

4. Having little energy or feeling tired.
5. Poor appetite or overeating.

8. Feeling negative about yourself or that you are
a failure or have let yourself or your family down.

7 Trouble concentrating on things, such as
reading the newspaper or watching television.

8. Moving or speaking so slowly that other people
could have noticed? Or the opposite — being so
fidgety or restless that you have been moving
around a lot more than usual.

9. Thoughts that you would be better off dead or
of hurting yourselfin some way.

RRS

Please read each of the statements below and indicate whether you never, sometimes, often or always think each one
when you feel sad, down or unhappy. Please indicate what you generally think or do, not what you think you should
think or do.

Almost Never Sometimes Often Almost Always
1. Think “What am | doing to deserve this?”
2. Think “Why do | always react this way?”

3. Think about a recent situation, wishing it had
gone better.

4. Think “Why do | have prablems other people
don’t have?”

5. Think “Why can’t | handle things better?”

https:/fcurtin.au1.qualtrics.com/C ontrd Panel/Ajax php?action=GetSurveyPrintPreview

4/6
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Not atall Notatall S&uetierst A Wisn eettbdtafeEnat Spmewhadlit=n \eigstly Al thidtiphetely
Almost Never — Infrequently Infrequently Freguently Frequently Always

ATQ

Listed below are a variety of thoughts that pop into people's heads. Please read each thought and indicate how
frequently, if at all, the thought occurred to you over the last week. Please read each item carefully and tick the
appropriate answers.

Not at all Sometimes Moderately often Often All the time
1.I'mno good.
.I'm so disappointed in myself.
.What's wrong with me?

. I'mworthless.

. Something has to change.

2
3
4
5. | feel so helpless.
6
7. My future is bleak.
8

.l can’t finish anything.
MAAS

Below is a collection of statements about your everyday experience. Using the 1-6 scale below, please indicate how
frequently or infrequently you currently have each experience. Please answer according to what really reflects your
experience rather than what you think your experience should be. Please treat each item separately from every other
item.

Very Somewhat Somewhat Very Almost
Almost Never  Infrequently Infrequently Frequently Frequently Always

1.t seems | am “running on automatic”, without
much awareness of what I'm doing.

2. | rush through activities without being really
attentive to them.

3. | get so focused on the goal | wantto achieve
that | lose touch with what I'm doing right now to
getthere.

4.1 do jobs or tasks automatically, without being
aware of what I'm doing.

5. | ind myself preoccupied with the future or the
past.

6. | find myself doing things without paying
attention.

BADS

Please read each statement carefully and the statement which best describes what was true for you during the past week
including today.
Notatall Somewhat Alittle Moderately Alot Mostly Completely

1. There were certain things | needed to do that |
didn’t do.

2.1 am content with the amount and types ofthings
| did.

3.1 engaged in many different activities.

4. | made good decisions about what type of
activities and/or situations | put myselfin.

5.l was an active person and accomplished the
goals | set outto do.

6. Most of what | did was to escape from or avoid
something unpleasant.

7.1 spenta long time thinking over and over about
my problems.

8.1 engaged in activities that would distract me
from feeling bad.

9. | did things that were enjoyable.

https:/fcurtin.au1.qualtrics.com/C ontrd Panel/Ajax php?action=GetSurveyPrintPreview
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Block 10

Thank you for your time. It is most appreciated !

If the questions cause any concerns or upset you, please contact:
1. Phone Support services available 24 hours/7 days a week
Lifeline line 1311 14

Samaritans 13 52 47

MEN’S LINE AUSTRALIA 1300 789 978

Free Translating and Interpreting Service on 131 450 to talk to Lifeline
-MEN’S LINE AUSTRALIA 1300 789 978
2. Mental Health Services
Counselling services for on-campus students at Curtin University
Tel: +61 8 9266 7850 or 1800 651 878 (Freecall)
South Metropolitan Mental Health Services available during business hours 8.30 am4.15 pm
Armadale Mental Health Services: +61 8 9391 2300
Bentley: +61 8 9416 3666
Fremantle: +61 8 9431 3555
Rockingham: +61 8 9528 0600
North Metropolitan Mental Health Services available during business hours 8.30 am-4.15 pm
City: +61 (08) 92241720
Joondalup: +61 (08) 9400 9599
Stirling: +61 (08) 9344 5400

https:/feurtin.au1.qualtrics.com/C ontrd Panel/Ajax php?action=GetSurveyPrintPreview
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Appendix F: Impact of Migration Competition — Terms and Conditions

Instructions on how to enter and other details contained within promotional
advertisements for this competition form part of the conditions of entry.

By entering the competition, entrants agree to abide by these Terms and Conditions.

The Terms and Conditions of this competition are governed by the laws of the State of
Western Australia.

The competition is being run by Curtin University of Technology, GPO Box U1987,
Perth, Western Australia, 6845 (“Curtin”).

The Impact of migration Competition commences at 16 June 2016 Australian Western
Standard Time (AWST)

The competition will close after finalising the data collection or by 18 months from the
start of the competition whichever comes first.

Entry to the competition is limited to first and second generation Chinese migrants and
Chinese International Students.

To enter the competition, the entrant must complete 90% of the online survey.

Entry to the competition is free. Entrants will be responsible for all costs associated with
entering the competition, which may include costs associated with accessing the internet.

Entrants may only enter the competition once.
There will be five (5) prizes. A prize will be $50 Coles/Myers voucher.

The draw will be by random number generator from all eligible entries received and five
(5) participants who are chosen randomly will the prize winners.

The prize winner will be contacted within seven (7) days of the draw by the email
address provided to register for completing the online survey.

If the prize winner does not respond to claim the prize within <twenty-one (21) days> of
the draw, a re-draw will be conducted within <thirty (30) days> of the original draw date,
in the same location, and with the same method. Redraws will continue in the same
manner until all prizes have been claimed by prize winners.

The prize may be collected in person by the prize winner or may be mailed/couriered.

If a prize winner who has been contacted and been made aware of their prize winning,
and has agreed to collect the prize and does not collect the prize within <twenty-one (21)
days> of this contact, a re-draw will be conducted within <thirty (30) days> of the
original draw date, in the same location, and with the same method.

The prize winners may be required to provide evidence of their identity (such as
photographic ID, birth certificate or current passport) when receiving the prize.

The prize winner will be responsible for all costs associated with collecting and using the
prize.

By entering the competition the entrant agrees that they are over the age of 18 years.
The prize is not redeemable for cash or an alternative prize.

The prize is not transferrable.
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The prize winner’s name will be published on the Impact of Migration Facebook
Community Page. By entering the competition, entrants grant permission to use their full
name for up to six months from the date of the draw.

Curtin is not responsible in any manner whatsoever for any problems or any financial
costs incurred, or any combination thereof, including any injury or damage to
participants or any other persons related to or resulting from participation in this
competition.

Curtin accepts no responsibility and shall not be held legally liable or responsible for any
accident, loss, injury or damage to any individual or property whether direct or indirect,
whether in contract, tort, negligence or otherwise arising out of or in connection with the
competition or the prize, either during or after the competition.

Entry into the competition signifies acceptance of all conditions. Entrants are required to
abide by the Terms and Conditions as presented.

Curtin's decision will be final and no correspondence will be entered into.

Personal information provided by an entrant to Curtin for the purpose of entering the
Competition will be collected, used and disclosed in accordance with Curtin’s Privacy
Statement. A copy of the privacy statement is available at
http://global.curtin.edu.au/legal/privacy.cfm. Personal information collected will be kept
strictly confidential and will not be sold, reused, rented, loaned or otherwise disclosed to
any third party otherwise than in accordance with the Curtin privacy statement and these
Terms and Conditions.
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Appendix G: Flyer for Recruiting Participants

FOR PEOPLE WITH A CHINESE BACKGROUND

If you are someone with a Chinese Survey: curtin.aul.qualtrics.com/jfe/
background and you are living, form/SV_bEDgQn5bPiBjSkd

working or studying in Australia we

are keen to hear from you. We are MORE INFORMATION

conducting a survey to understand If you would like more information,
how people with a Chinese please contact Alice Farcas ( Ef#)
background can achieve a better well-
being in the Western context.

alice.farcas@postgrad.curtin.edu.au
or https://www.facebook.com/

Completing the survey takes less researchCurtinUniversity
than 2_0 minutes. In appreciation of Curtin University Human Research Ethics
your time you can enter a draw to Committee (HREC) has approved this study

win 1 of the 5 Coles/Myer vouchers. (HREC number HR190/2015).

Make tomorrow better.
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Appendix H: SONA Advertisement for the online survey
Study name: Impact of migration on Chinese people living in Australia
Study type: Web Study. This is an online study.
Duration: 30 min
Points: 2
Description: Adjusting in a new country can be a challenging experience for migrants,
including Chinese migrants. We do not know what adaptation strategies are most helpful. We
would like to understand how stress and adaptation strategies influence the Chinese migrant’s

well-being and how their thoughts, feelings and behaviours might be affected.

Eligibility requirements: aged 18, Chinese ethnicity, first* and/or second** generation
migrants to Australia and Chinese international students

*first generation migrants: you moved in Australia from another country

**second generation migrants: you were born in Australia and at least one of your parents
were born overseas

Preparation: Please use a computer-based browser to complete this online survey.
Researchers: Alice Bercean, A/Prof Rooney, A/Prof McEvoy
Principal investigator: A/Prof Rooney

HREC number HR 190/2015
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