
Citation: Blignault, I.; Saab, H.;

Youssef, H.; Baddah, H.; Giourgas, K.;

Woodland, L. “It Is Definitely a Good

Program for Everyone from Every

Community”: A Qualitative Study of

Community Partner Perspectives on

the Culturally and Linguistically

Diverse (CALD) Mindfulness

Program. Int. J. Environ. Res. Public

Health 2023, 20, 6608. https://

doi.org/10.3390/ijerph20166608

Academic Editors: Meera Tandan

and Lorraine R. Reitzel

Received: 24 May 2023

Revised: 4 August 2023

Accepted: 16 August 2023

Published: 18 August 2023

Copyright: © 2023 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

International  Journal  of

Environmental Research

and Public Health

Article

“It Is Definitely a Good Program for Everyone from Every
Community”: A Qualitative Study of Community Partner
Perspectives on the Culturally and Linguistically Diverse
(CALD) Mindfulness Program
Ilse Blignault 1,* , Hend Saab 2, Hanan Youssef 2, Heba Baddah 2, Klara Giourgas 2 and Lisa Woodland 3,4

1 Translational Health Research Institute, Western Sydney University, Penrith, NSW 2751, Australia
2 Multicultural Health Team, South Eastern Sydney Local Health District,

Darlinghurst, NSW 2010, Australia; hend.saab@health.nsw.gov.au (H.S.);
heba.baddah@health.nsw.gov.au (H.B.); klara.giourgas@health.nsw.gov.au (K.G.)

3 Health Equity, Promotion and Prevention Service, South Eastern Sydney Local Health District,
Darlinghurst, NSW 2010, Australia; lisa.woodland@health.nsw.gov.au

4 Centre for Primary Health Care and Equity, UNSW Sydney, Sydney, NSW 2052, Australia
* Correspondence: i.blignault@westernsydney.edu.au

Abstract: Meeting the health needs of migrant and refugee communities is crucial to successful
settlement and integration. These communities are often under-served by mental health services.
Previous research has demonstrated the effectiveness of a group mindfulness-based intervention
tailored for Arabic and Bangla speakers living in Sydney, Australia. This study aimed to explore
community partner perspectives on the program’s impact, contributing factors and sustainability,
and to elicit suggestions for future development. Data were collected via semi-structured telephone
interviews with a purposively selected sample of 16 informants. Thematic analysis was conducted
using the Rigorous and Accelerated Data Reduction (RADaR) technique. Community partners
welcomed the emphasis on promoting wellbeing and reported that the community-based in-language
intervention, in both face-to-face and online formats, overcame many of the barriers to timely mental
health care for culturally and linguistically diverse (CALD) communities, with a beneficial impact on
group participants, program providers, partner organisations and the broader community. Positive
outcomes led to stronger community engagement and demand for more programs. For group mental
health programs, both trust and safety are necessary. Relationships must be nurtured, diversity within
CALD communities recognised, and projects adequately resourced to ensure partner organisations
are not overburdened.

Keywords: primary health care; equity and access to health services; health promotion; mindfulness-based
intervention; community engagement; evaluation; migrant; refugee; asylum seeker; mental health

1. Introduction

Modern Australia is a multicultural nation [1]; since WWII it has attracted migrants
and refugees from all over the world [2]. Mental health is a national priority [3]. Despite
evidence pointing to relatively high rates of mental ill health among some culturally and
linguistically diverse (CALD) communities compared to the general population, they are
less likely to seek out and engage with available mental health services [4]. Commonly
reported mental disorders include depression, anxiety and post-traumatic stress disorder
(PTSD), with rates of PTSD being particularly high among refugees and asylum seekers [4].
Commonly reported barriers to service access include language (low English proficiency),
cultural and religious beliefs, stigma surrounding mental health and limited understanding
of the Australian health system [5–7]. The evidence-based intervention discussed here,
known as the Culturally and Linguistically Diverse (CALD) Mindfulness Program, was
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designed to improve equity and access to primary mental health care through community
engagement, specifically working with community partners to deliver culturally and
linguistically tailored group mindfulness-based interventions (MBIs) [8,9].

Community engagement has been variously defined, e.g., [10,11]. According to the
World Health Organization (WHO), it is “a process of developing relationships that enable
stakeholders to work together to address health-related issues and promote well-being to
achieve positive health impact and outcomes” [11] (p. 12). Successful relationships are char-
acterised by mutual respect, trust and a shared sense of purpose [12]. Enabling factors for
effective community engagement include governance, leadership, decision-making, com-
munication, collaboration and partnership and resources [12]. The benefits of intersectoral
collaboration and partnership between government services, non-government organisa-
tions and the local community have been well documented in health promotion [13–15].
Ongoing partnerships ensure that community priorities and values continue to shape
services and systems [10].

The WHO has identified four general approaches to community engagement in the
context of health and wellbeing, based on increasing levels of community involvement:
(1) community-oriented, (2) community-based, (3) community-managed and (4) community-
owned [12]. The CALD Mindfulness Program (the Program) is an example of a community-
based approach in which the community is consulted and involved to improve access
to health services and programs by locating interventions inside the community with
some external support. The Program, which is delivered at community venues, considers
four socio-ecological levels of influence described in the Ottawa Charter for Health Promo-
tion: developing personal skills, strengthening community action, creating supportive
environments and reorienting health systems [16].

Australian population health data indicate that migrants born in Southern and South-
East Asia and the Middle East and Africa are particularly likely to experience high levels of
disability due to psychological distress [17]. Migrants born in Lebanon reported rates of
psychological distress double that of the Australian-born population [18]. Of the 58% of
Arab Australians (first and second generation) who expressed concerns about their mental
health in an online survey, only 18% saw a mental health professional [19]. Among a
volunteer sample of Iraqi refugees attending English language classes, 40% reported severe
psychological distress and 31% reported clinically significant PTSD symptomatology, but
only 33% of the latter group had ever sought mental health care [20]. Such high levels of
distress, combined with low health service utilisation, highlight the need for interventions
targeting these communities.

Designed as a low-intensity mental health intervention, the Program aims to reduce
psychological distress and enhance community wellbeing. The Program has three com-
ponents, including in-language resource development and training in MBIs for bilingual
mental health clinicians and community workers. However, the foundation is a 5-week
face-to-face mindfulness skills development program delivered in-language, initially to
Arabic- and Bangla-speaking groups [9]. During the COVID-19 pandemic, when face-to-
face groups could not be safely held, a 4-week online stress management program and a
one-off online session on stress management were introduced. Today, bilingual facilita-
tors and community workers conduct groups in a variety of languages (Arabic, Bangla,
Cantonese, Greek, Mandarin, Nepali, Russian, Spanish and English for mixed groups) and
various formats to cater to community needs and preferences.

Previous articles have reported on the cultural acceptability, clinical utility and ef-
fectiveness of the Program and its associated audio-visual resources [8,9,21], including
adjustments made in response to the COVID-19 pandemic [22]. This innovative community-
based program, with its emphasis on promotion of mental health and wellbeing, sits within
Australia’s stepped care model for primary mental health care [22]. This article reports
on another aspect of the ongoing program evaluation. The current study used qualitative
methods and semi-structured interviews to explore community partner perspectives on the
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Program’s impact, contributing factors and sustainability, and any population groups that
missed out, and to elicit suggestions for future development.

2. Materials and Methods
2.1. Context

Australia’s health system is underpinned by Medicare—a universal health insurance
scheme that has been in place since 1984. Responsibility for funding, operating, managing
and regulating the health system is broadly shared by the Australian, State and Territory
governments. Health services are delivered by a range of health professionals working
in a variety of settings across the public and private health sectors [23]. Primary Health
Networks are coordinating bodies that work directly with general practitioners, other
primary health care providers, hospitals and the broader community to increase the effi-
ciency and effectiveness of health services and improve the coordination of care for patients
moving between different services or providers, particularly those at risk of poor health
outcomes [23]. There are 31 Primary Health Networks nationally, funded by the Australian
Government [23].

Central and Eastern Sydney Primary Health Network (CESPHN) provides services
for 1.5 million individuals living in Australia’s largest city. CESPHN commissions services
to meet population health needs and reduce barriers to access for communities with the
highest needs. The region is culturally and linguistically diverse: 41% of residents are
overseas born, 37% speak a language other than English at home, and 6% do not speak
English well or at all [24].

CESPHN’s boundaries align with those of South Eastern Sydney Local Health District
(SESLHD) and Sydney Local Health District (SLHD), which are part of NSW Health (state
government). Following two positive evaluations with Arabic speakers [8,9], CESPHN
commissioned the SESLHD Multicultural Health Service to deliver the group mindfulness
program to CALD communities in their region. The Multicultural Health Team, which
falls under the SESLHD Health Equity, Promotion and Prevention Service, works towards
equitable health outcomes for people from CALD backgrounds through community projects
and grants, support for health professionals and research.

2.2. Program Partners

The Program was led by the SESLHD Multicultural Health Team in partnership with
SESLHD and SLHD Mental Health Services, CESPHN, Western Sydney University and
community partners. The latter included four settlement services, two women’s organisa-
tions, two multicultural health services, NSW Refugee Health Service and four individual
partners recruited, trained and contracted to support the delivery of the Program in their
community. Direction and oversight were provided by a steering committee that meets
quarterly and is chaired by the Director of the SESLHD Health Equity, Promotion and
Prevention Service (LW), with the Program’s clinical lead (HS) responsible for clinical gov-
ernance.

2.3. Target Communities

The Program targeted Arabic and Bangla speakers in the first instance. Arabic speakers
have a significant and long-standing presence in the region, and a well-established social in-
frastructure, whereas Bangla speakers constitute one of the new and emerging communities;
both are considered as vulnerable and priority populations [25]. The Australian Arabic-
speaking population is comprised of numerous cultural and ethnic communities, and both
Muslims and Christians [2]. The Bangla population is more homogeneous (predominantly
from Bangladesh and Muslim) and younger, with many growing families lacking extended
family and community support. While most Bangla speakers enter Australia under the
Skilled Migration Program, since 1970, successive waves of Arabic speakers have arrived
under the Refugee and Humanitarian Program [2].
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2.4. Program Delivery

The Program commenced in March 2017; the content of the multi-session groups and
cultural adaptation of the mindfulness resources is detailed elsewhere [8,21,22]. Sessions
were co-facilitated by bilingual psychologists and trained community workers who empha-
sised the cultural and spiritual relevance of mindfulness practice in their explanations and
examples, tailoring the content according to the needs of each group (e.g., young mothers,
older women or men). Previous studies demonstrated compatibility with participants’
cultural and religious values and practices and way of life [8,9,21].

By late November 2021, when interviews were conducted with community partners,
38 face-to-face mindfulness skills programs (24 Arabic and 14 Bangla) had been deliv-
ered, with a total of 459 participants. During Sydney’s first COVID-19 lockdown in 2020,
program content was modified for online delivery. The resulting 4-week stress manage-
ment programs (4 Arabic, 3 Bangla and 1 presented in English to a multicultural group)
attracted a total of 78 participants. The second lockdown in 2021 prompted a series of
one-off stress management sessions to provide mental health support to the wider CALD
community. Nineteen sessions were delivered in a variety of languages (Arabic, Bangla,
English, Cantonese, Greek, Russian and Spanish) to 166 participants.

The clinical lead (an English/Arabic-speaking psychologist) was facilitator for most
of the multi-session groups. An English/Bangla-speaking psychologist facilitated the
remaining multi-session groups. The co-facilitators comprised English/Arabic-speaking
psychology interns (including HY and HB) and bilingual community workers (including
community organisation staff and individuals). Bilingual community workers who did not
co-facilitate also attended the group sessions, providing language and practical support
when necessary. The community partners were responsible for promoting the program
and recruiting group participants. For face-to-face groups, partner organisations booked
the venue and arranged refreshments and childcare. For online groups, the bilingual
community workers provided technical support. All groups were free of charge. Referrals
were managed by the group facilitators [9].

2.5. Participant Outcomes

Our first evaluation was a mixed-methods effectiveness study centred on participant
mental health outcomes and experiences [9]. Based on the first 23 of the 5-week face-
to-face mindfulness programs (15 for Arabic Speakers and 8 for Bangla speakers, a total
of 271 participants), it demonstrated clinically and statistically significant improvements
in mental health assessed on the Depression, Anxiety and Stress Scale (DASS-21) and
Kessler Psychological Distress Scale (K10). Thirty new referrals were made for specialist
mental health care. Participant-reported benefits included skills development and personal
growth, increased ability to cope with ongoing stressors and improved wellbeing and
relationships [9]. The 4-week online stress management programs were also successful,
with a significant reduction in psychological distress in both language groups [22].

2.6. Evaluation
2.6.1. Design

In this qualitative study, we sought to understand the Program’s impact and imple-
mentation from the perspective of the community partners. Our interpretive framework
was based on pragmatism, which has a focus on the research outcomes rather than the meth-
ods [26], making it especially useful for evaluation and applied research concerned to find
solutions to real world-problems [27]. We adopted an appreciative inquiry approach [28]
and a socio-ecological lens [29] to explore both outcomes and process. Appreciative inquiry
is a positive, strengths-based approach to evaluation [28]. A socio-ecological lens considers
the individual and their environment (e.g., family, community and society) [29].
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2.6.2. Researcher Backgrounds and Roles

Research team members have clinical and research experience in the fields of mental
health and public health. HS, HB and HY (psychologists) were all directly involved in
program delivery at some point. KG (health program manager) provided research adminis-
tration support. IB (psychologist and lead researcher) and LW (health service director) both
have broad experience in multicultural health service and policy development.

2.6.3. Sample

The purposively-selected sample of community partners comprised bilingual mental
health clinicians and community workers who had been involved in one or more of the
face-to-face or online group programs for the Arabic or Bangla-speaking communities in
the previous two years (i.e., 2020–2021). Potential informants were invited by an email
from the clinical lead to take part in a 30-min telephone interview at their convenience; it
was emphasised that participation was voluntary.

2.6.4. Data Collection

Interviews were conducted by a project officer recruited for this purpose (HY, who
was involved in development of the English language resources and co-facilitated five
of the early Arabic face-to-face groups). The semi-structured interview guide, which
was piloted with one of the bilingual community workers, contained 12 open-ended
questions (e.g., “Can you comment on the CALD Mindfulness Program as a community
wellbeing initiative?” and “What do you think is required to sustain such a program in the
community?”). The full list of questions can be found in Supplementary File S1. Questions
were emailed to participants in advance and verbal consent obtained at the start of the
interview. The interviews were not recorded; however, the project officer took extensive
notes that informants were given the opportunity to review.

2.6.5. Analysis

Responses to questions which asked about their contribution to the conduct of the
mindfulness groups and the challenges they encountered were analysed and reported as
part of the earlier evaluation [9]. Subsequently, responses to the remaining questions were
examined according to the Rigorous and Accelerated Data Reduction (RADaR) technique,
which uses a team-based approach and general-purpose software to code and analyse
qualitative data [30]. Steps 1 and 2, ensuring that all interview notes are formatted similarly
and transferring the data into one large data table, were completed by HS and checked by
HY. Steps 3 and 4, successively reducing the data to produce more data tables with a focus
on identifying themes (summaries) in relation to each interview question, were carried out
by HS and HY under the supervision of IB. Step 5, drafting the manuscript based on the
final data tables, was led by IB. Between steps, the analysis was discussed at research team
meetings. Tables were created in Microsoft Word. Our orientation to the thematic analysis
was primarily semantic in that we relied on the explicit content of the data to develop codes
and themes [31]. We combined inductive and deductive approaches, guided by the data
and bringing a socio-ecological lens [31]. The responses of Arabic and Bangla informants
were compared, and references to the clinical lead and trust/safety were coded across the
entire data set. Care was taken to ensure that the analysis accurately represented the views
of the informants.

2.6.6. Rigor

Credibility was supported through purposive sampling to ensure a cross-section of
community partners with recent program experience, and the inclusion of all informant
voices in the write up. HS and HY maintained an audit trail documenting partner selection,
data collection and analysis steps (dependability). The whole team met regularly to reflect
on each aspect of the research including the data analysis. Throughout the research process,
we considered the impact of existing relationships between the research team members and
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community partners, including between the clinical lead and project officer and informants,
and our own ideas and practices. Details of the study context, setting and informant
characteristics are provided so that others can judge transferability of the findings [32]. We
used the consolidated criteria for reporting qualitative research (COREQ) checklist as a
guideline for reporting [33]—See Supplementary File S2.

3. Results
3.1. Informant Characteristics

We identified 17 people who met the eligibility criteria from the 13 community part-
ners (organisations and individuals) and were able to interview 16 of them: two clinician
facilitators and 14 community workers, 9 of whom acted as co-facilitator. Ten informants
(one individual partner and nine community workers) spoke Arabic, four (three indi-
vidual partners and one community worker) spoke Bangla, one spoke Nepali and one
spoke English only (see Table 1). Twelve informants had attended training on MBIs for
CALD communities.

Table 1. Community partner informant characteristics.

ID Partner
Arrangement Position Informant

Language
Group

Language

Program Format Informant Role

Face-to-
Face

5 Weeks
Online

4 Weeks
Online

One-Off Support * Co-
Facilitate Facilitate

01 Organisation Community
worker Arabic Arabic,

Bangla × ×

02 Organisation Community
worker Nepali

Arabic,
Bangla,
Nepali,

English **

× × × × ×

03 Organisation Community
worker Arabic Arabic × ×

04 Organisation Community
worker Arabic Arabic × ×

05 Individual Community
worker Bangla Bangla × × × × ×

06 Individual &
Organisation

Community
worker Bangla Bangla × × ×

07 Individual Clinician Arabic Arabic × × ×

08 Organisation
Community

worker &
Clinician

English Arabic × ×

09 Individual Clinician Bangla Bangla × × ×

10 Organisation Community
worker Arabic Arabic,

Bangla × × × × ×

11 Organisation Community
worker Arabic Arabic,

English ** × × × × ×

12 Organisation Community
worker Arabic Arabic,

English ** × × × ×

13 Organisation Community
worker Bangla Bangla × × × ×

14 Organisation Community
worker Arabic Arabic × × × ×

15 Organisation Community
worker Arabic Arabic × × × × ×

16 Organisation Community
worker Arabic Arabic × × × × ×

* Including promotion, recruitment, hosting face-to-face groups (organising venue, refreshments, childcare) and
follow up with participants between sessions. ** One-off online session for staff.

3.2. Perceived Impact
3.2.1. Impact on Group Participants

The impact of the Program was seen by community partner informants as positive
and lasting, even “life changing” (Informant 1, I.1). In addition to improved mental health,
participants were empowered through the acquisition of knowledge and skills that were
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relevant to their everyday needs and congruent with their cultural and religious beliefs.
The expertly facilitated groups provided a safe space which enabled them to connect with
others and share and discuss a highly stigmatised topic. Informants reported “lots of positive
feedback” (I.9) and that “the program increased the resilience of the participants” (I.2). One
informant reported that “one of the participants said she had been considering self-harm and
this completely changed her attitude about her wellbeing and her life” (I.8). Another informant
described the program as “like a candle in the dark” (I.15).

3.2.2. Impact on Community Partner Providers

For informants themselves, the experience was rewarding both professionally and
personally, as well as “enlightening and inspiring” (I.12). Community partner providers
reported becoming more mindful, focused and able to better manage their stress levels
to prevent burnout. Self-care skills, self-reflection and awareness of their thinking style
enabled them to better cope with personal grief and loss during the COVID lockdowns.
One informant said, “I had been seeing therapists before . . . but nothing they said really resonated
with me. I think it had to do with my religious and cultural background.” (I.5). Another explained
that being able to incorporate Islamic principles and practices “really helped me” (I.10).
Informants shared and practiced mindfulness with their families, as well as applying the
mindfulness tools and other new skills (e.g., online program delivery) in other programs.
Community workers developed a better understanding of how to navigate the mental
health system and follow up on referrals. The two clinicians learned new mindfulness
techniques and extended their community and professional networks; one remarked “for
me it was a new experience running groups using Zoom” (I.7). All informants expressed an
interest in continuing involvement with the program.

Participant recruitment was more challenging for the Bangla informants, three of
whom were individual partners, as they lacked the community connections and trust of
partner organisation staff. Additionally, they lacked an existing member/client database
and connections with other services, and ready access to resources such as a work phone,
car and venue. Thus, they had to rely, especially in the early stages, on using social media
and attending local schools and community events to promote the program and recruit
participants. One co-facilitator involved in several of the one-off sessions commented on
the large amount of time involved, saying “I was feeling tired every week, recruiting new people
and following up, making time sheets and attendance sheets. I also had to send them text messages.
It takes longer than 2 h. Every week, from my point of view, I found it challenging” (I.6). One of
the Arabic informants stated that “it was time consuming, but we were still happy to do it”,
noting “a lot of time is spent completing forms” (I.3).

3.2.3. Impact on Community Partner Organisations

The Program’s impact on community partner organisations and their staff was seen as
“very positive because it demonstrated that we actually cater for a person’s holistic needs . . . also
addressing their wellbeing” (I.1). One informant explained that it showed the organisation
“as being supportive and understanding of deeper community needs such as mental health, self-
care . . . something we haven’t touched on before” (I.8). Another said that it provided the
organisation with an effective “model” to promote mental health in the CALD community
and advocate for access to relevant services (I.12). The capacity building component of
the program trained and upskilled staff and gave them “powerful tools” for addressing
common mental health issues (I.14). This encouraged self-care practices and created a
supportive work environment which benefited the whole organisation: “We are human too
and have to take the time to care for ourselves so that we can properly serve those in need” (I.10).
Mindfulness concepts and skills have been introduced into other organisation programs
such as pain management.



Int. J. Environ. Res. Public Health 2023, 20, 6608 8 of 16

3.2.4. Impact on Community

The Program’s impact on the community was also seen as positive: “It is definitely
a good program for everyone from every community” (I.6). In addition to promoting mental
health awareness and literacy and facilitating access to specialist mental health services
(particularly psychologists), the program introduced new vocabulary and encouraged
community dialogue, helping to “change the narrative around mental health” (I.1), and acted
as a “soft entry point” for participants to access other support including financial, legal
or housing (I.10). In the groups, people “become friends and make a network of support for
themselves” (I.13). Once established, the program created its own demand. Community
organisations found their connections with the community strengthened through the
program; however, it was observed that community members who lived outside the
catchment area felt “abandonment” (I.7) and “alienated” (I.5).

3.3. Contributing Factors

According to informants, the main factors that contributed to the positive impact,
beyond the Program itself, were related to the program providers and the community or-
ganisations involved. Trust and safety were frequently mentioned. Having a well-designed
in-language program with written, audio and video resources supported participants’
mindfulness practice outside the sessions and reinforced their learning; being delivered in
community language was “very powerful” (I.14). Group homogeneity (recruiting partici-
pants of similar age and background) supported sharing of personal experiences and their
normalisation. Positive outcomes and word-of-mouth communication created demand
and facilitated recruitment: “It has had a good impact on our clients and they are enthusiastic to
join” (I.2). Adapting the program to an online format with a focus on stress management in
response to the pandemic allowed people to participate “from their home rather than having
to travel” (I.7).

All informants acknowledged the clinical lead’s knowledge, experience, and clinical
and cultural competency as a significant contributory factor to the program’s success. As
the main facilitator (leading multi-session groups in Arabic, Bangla and English), her
ability to engage participants and to integrate mindfulness concepts with their cultural and
religious beliefs and relate them to their everyday practices “resonates really well with the
group” (I.5). One informant recounted an example of how “someone who was sceptical initially
was able think beyond the religious origins and to focus on his greater health” (I.2). Another
informant highlighted her “authenticity and sincerity”, saying “we have worked with many
mental health providers in the past and we can see the difference in the way [she] delivers this
program and how she empowers people to be leaders” (I.12).

The facilitators, all experienced clinicians, created a nonjudgmental and inclusive
space in which participants “felt comfortable to share their personal issues and problems in front
of everyone” (I.4). The presence of a familiar person as co-facilitator assisted in creating a
supportive environment. Between the weekly sessions, a phone call from the co-facilitator
helped to maintain motivation and encouraged mindfulness practice. When paired with
the non-Bangla clinical lead, the Bangla co-facilitators provided both language and cultural
support. Informants who were also case workers supported the referrals to mental health
and other services.

Alignment between the community partner organisation’s vision for the wellbeing of
the CALD communities and the program goals strengthened intersectoral collaboration
and helped facilitate the program’s favourable outcomes. Organisations provided local
knowledge and practical support and promoted the program to their own clients and
the broader community. One informant explained, “We had a very good relationship and
good communication with the organisers of the program, and we were able to get the program to
suit the local community here” (I.11). Another stated, “People trusted that [our] organisation
was not going to run any program that would not benefit them. That trust is what made it very
successful” (I.16).
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3.4. Community Wellbeing

As a community wellbeing initiative, the Program was regarded as very effective:
a free, locally available, in-language program catering for a range of ages, cultural and
religious backgrounds and migration experiences, presented by a trusted team in a safe
environment. Informants described it as “really useful and very valuable . . . really needed”
(I.3) and “very culturally competent and culturally inclusive” (I.12), commenting that it was
“received very well” (I.2) by the initial target communities (Arabic and Bangla speakers) as it
filled a gap in services, especially during the lockdowns. Nevertheless, “there are so many
people looking for additional support” (I.5) and “there are a lot more core community needs that
need to be addressed” (I.1). One informant observed, “For us to create a healthy community it is
crucial that we increase the number of healthy minds. . . Both men and women benefitted themselves,
both mentally and physically, and this has improved overall wellbeing of the community” (I.13).
Another considered it an “eye opener” in highlighting the importance of wellbeing and
health for the community as well as individually (I.11).

In raising mental health awareness, reducing stigma and facilitating access to relevant
health and community services, the Program was considered especially beneficial for new
and emerging communities and refugees with trauma backgrounds: “Refugees need these
sessions when they are newly arrived and they can know where to go and who can help them, and
address mental health issues which they face, from the very beginning” (I.4). Sections of the target
communities that were identified as missing out included men (most groups were for
women), adolescents, and older people and others with mobility issues or lacking internet
skills. Competing work, study or family commitments were an obstacle to participation.

3.5. Suggestions for Improvement

Informants suggested connecting with influential community and religious leaders;
partnering with other health, disability and youth services, and settlement services; and
offering the program on different days and times (including weekends and evenings) and
in different formats (face-to face, online and hybrid). Some mentioned promotion, e.g., in-
language advertising fliers and social media, “even through WhatsApp” (I.16). Others noted
the need for additional groups for those who missed out and for refugees, with ongoing
refinement informed by participants’ feedback and suggestions. Five weeks was considered
a suitable length for the face-to-face program, being “long enough to ensure that people remain
interested and engaged” and allow “people to reflect” (I.12). A day retreat was suggested for
those who cannot commit to five weeks. Other suggestions for improvement included
increasing session time to allow for more discussion, providing a summary at the end of
each session, and offering booster sessions to reinforce skills learnt and encourage practice.
In terms of content, one informant mentioned self-care, self-compassion and kindness,
saying that “people really related to this information and would like to hear more about it” (I.6).
Another proposed more psychoeducation, e.g., “a very brief slide on anxiety and clinical
depression” (I.9). There was strong support for extending the program to neighbouring
regions, even making it state-wide, and for developing similar in-language programs for
other CALD communities.

3.6. Sustainability

All informants wanted to see the Program continued, with one asserting “It is very im-
portant to sustain the program because of the community need” (I.14). To build on achievements
to date, they suggested booster or follow up sessions (as was done during the pandemic)
and conducting regular programs in the community to keep it in the forefront of the com-
munity’s mind, “at least twice a year” (I.2). In addition to continued collaboration and
partnership with community leaders and organisations that work with CALD communities,
many talked about further workforce capacity building and delivery in more languages:
“having more people to facilitate . . . this should be run more regularly than just once a year to
meet the community wellbeing needs” (I.1). Informants also brought up financial support for
community partner organisations to cover staff time and program expenses such as venue
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hire, childcare activity materials and “community specific food for morning tea” (I.2). One
stated, “I think the government should look at this program as a priority, especially when we have
so much interest” (I.15).

4. Discussion

In multicultural nations such as Australia, meeting the physical and mental health
needs of people with migrant and refugee backgrounds is critical to successful settle-
ment and integration [34]. The NSW Plan for Healthy Culturally and Linguistically Diverse
Communities 2019–2023 calls for an equitable health system where cultural and linguistic
needs are recognised in policy development, service planning and delivery [35]. Across
the world, primary health care (the first contact an individual with a health problem has
with the health system) is regarded as “the most inclusive, equitable, cost-effective and
efficient approach to enhance people’s physical and mental health, as well as social well-
being” [36]. Interventions based in hospitals and health services are less likely to reduce
health inequity and can further marginalise vulnerable groups [12]. Stigmatised issues
such as mental health require special consideration [37,38], particularly when working
with CALD communities [7,39]. Since 2017, the CALD Mindfulness Program has provided
hundreds of people from Sydney’s Arabic and Bangla-speaking communities with access
to culturally tailored high-quality mental health care and information, simultaneously
building the capacity of program providers and partner organisations and reducing mental-
health-related stigma [9]. This qualitative study, conducted when the Program had been
operational for four-and-a-half years, sought to understand how it was perceived by the
community partners.

SESLHD Multicultural Health Team has a long history of CALD community en-
gagement, supported by a multicultural grants program that ran from 2000 to 2020. The
“Healthy Communities” grants category was open to community organisations wanting
to work in partnership with SESLHD to deliver programs and services to enhance the
health of CALD communities. For each mindfulness group, activities and processes were
informed by in-depth understanding of the local community, their priorities, and their
cultural and religious values. In addition to language, recruitment took into account social
circumstances and acculturation. Most groups were women-only, given gender sensitivi-
ties. Among the Arabic-speaking participants, psychological distress was often related to
refugee experience (past or recent), war trauma, domestic violence and relationships issues,
parenting teenagers or caregiver burden. For the Bangla speakers, psychosocial triggers
were often associated with settlement, e.g., family separation, social isolation, adjustment
issues, learning English and employment. Despite these differences, community partner
informants perceived the impact on group participants and the broader community as
similar. For the Multicultural Health Team, the lack of established Bangla community
infrastructure presented a major challenge, hence the high number of individual partners.
Similarly, referring Bangla-speaking participants for further mental health support was
challenging as there are only a few Bangla-speaking psychologists and one psychiatrist,
most based in Western Sydney.

In building on community strengths (an assets-based community development model [40])
and existing trusted relationships to address unmet needs, the Program both leveraged
and created social capital [41,42]. Julian King, a New Zealand evaluator with an interest
in value for money, has introduced the term “relational efficiency” to capture the rela-
tionships, communication and trust which constitute the glue that enables programs to
work efficiently, and without which resources are squandered [43]. Trust underpinned the
connections between CALD community members and community partner organisations;
community partners and the SESLHD Multicultural Health Team; and group participants
and program providers. Trust is vital when reaching out to vulnerable groups and working
with under-served communities [44]. Globally, the response to the COVID-19 pandemic
highlighted the importance of community engagement and trust building to reach mi-
grant and refugee communities [45–47]. In Australia, health services relied heavily upon
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the settlement sector and their established connections for effective community engage-
ment [48,49]. Such collaboration and partnership should not be reserved for public health
emergencies but employed, proactively, as a feature of ongoing service delivery to CALD
communities. Our community partner informants also spoke about safety. When people
feel safe, they can share their vulnerabilities and speak openly about their concerns in front
of others without fear of judgment or rejection. A sense of safety and security facilitates
learning and personal skills development [50,51].

From its inception, the CALD Mindfulness Program has benefited from strong or-
ganisational and clinical leadership. All informants spoke highly of the clinical lead who
fulfilled multiple roles (program developer and coordinator, partner liaison, group facilita-
tor, trainer and mentor), and she was consistently identified as one of main contributors
to program success. At the same time relying on a “clinical champion” carries risks for
sustainability. Informants emphasised the need to train more facilitators and co-facilitators,
and to develop similar in-language resources for other migrant and refugee communities.
This will be more challenging for new and emerging communities with limited community
infrastructure and mental health expertise. Bilingual and other health professionals have
an important role to play in meeting community needs [52]. High levels of somatisation,
particularly in people with refugee-like backgrounds, have led to calls for training general
practitioners in trauma-informed and culturally-responsive mental health care, and the use
of interpreters [53].

In extending the program evaluation to encompass community partner perspectives
we have learned—and relearned—much. What worked well was collaborative partner-
ships with organisations and individuals that were characterised by respect, trust and a
shared sense of purpose. Community partners had a strong commitment to promoting
community wellbeing and were keen to support the mental health initiative. Both the
Multicultural Health Team and the community partners took the process of community
engagement seriously, acknowledging the complexity and dynamic nature of communities
and demonstrating flexibility in their response to ongoing and emerging mental health
needs. Focussing on wellness and wellbeing, rather than a clinical condition or diagnosis,
avoided the stigma associated with mental disorders. Adaptation to an online stress reduc-
tion program during the COVID-19 pandemic was welcomed. Positive outcomes led to
stronger engagement and demand for more programs.

Opportunities for improvement include a greater focus on equity and inclusion. It is
also important that the social determinants of health, such as unemployment and secure
housing, are addressed, as this ensures improvements in physical and mental health and
reduction in health inequity are more likely to occur [29,54]. Refugees and asylum seekers
have specific needs related to uncertainty surrounding their immigration status, as well
as a lack of trust in authority figures and concerns about confidentiality [39], nevertheless
the face-to-face mindfulness group delivered with the NSW Refugee Health Service was
very popular. Community partner informants were critical of the geographical restrictions
imposed by the current funding model. For Australians from CALD backgrounds, un-
derstanding of community is often tied to shared experiences, practices, language, beliefs
and history, rather than a suburb or set of postcodes [29]. However, this approach can
lead to homogenisation of what is an extremely diverse population [55]. An approach that
recognises and responds to intersectionality (the range of shifting identities that people
may embody and mobilise and structural power differentials) is required [55,56].

Funding from CESPHN made it possible to broaden the reach of the Program beyond
the Arab speakers for whom it was originally designed to include Bangla speakers, and
to expand the range of partners. Ongoing funding has enabled the development and
delivery of programs in other community languages, and a growing suite of audio and
video resources to support mindfulness skills development for people who are unable
to attend the programs. Adequate resourcing is vital for sustainability and to ensure
community partners are not overburdened. The Program, including development of in-
language resources and delivery of the group programs, is both people- and time-intensive.
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In scaling up it will be important not to underestimate what Kavanagh and colleagues
have labelled “soft infrastructure”, and which includes trust and hope, together with local
knowledge and community venues that have both instrumental and symbolic value [57].

The challenges raised for policy makers are threefold. First, to reconcile the system’s
reliance on geographic catchment areas for program funding and service delivery with
communities’ sense of identity and social networks, and expectations that services will
broadly be available to community members, particularly those living in adjacent post-
codes. Second, to address the shortcomings of year-to-year, short-term funding cycles
which undermine workforce stability, relational efficiency and trust in public services.
Comprehensive, long-term planning based on communities’ health and social needs is
required. Third, to systematically invest in soft infrastructure to support the delivery of
health programs to communities experiencing disadvantage. It is common for community
organisations to receive funding from a range of federal, state and local government de-
partments for narrowly defined programs, with little room for discretionary expenditure.
Through goodwill and small amounts of top-up funding, they extend their work to engage
with initiatives such as the one described in this article. Their deep commitment to improv-
ing the health and wellbeing of the community they serve must be more fully recognised
and remunerated.

We recognise that the CALD Mindfulness Program is only one of a growing number of
psychological interventions that have been shown to improve mental health and wellbeing
in migrant, refugee and asylum-seeker populations [58–60]. Other studies conducted
among Arabic-speaking adults in Western countries support the use of culturally tailored
interventions based on cognitive behaviour therapy (often including a trauma-focused
component), problem solving and mind–body techniques such mindfulness, meditation
and deep breathing [61–66]. Technology-based interventions are proving useful [61–65]. A
pilot study of Mindfulness Training for Primary Care for Portuguese migrants in the United
States (MTPC-Portuguese) found it to be feasible, acceptable and culturally appropriate,
with statistically significant reductions in depression and anxiety symptoms [67].

This study has strengths and limitations. The close involvement of research team
members in the group program delivery facilitated community partner recruitment and
insider knowledge supported interpretation of the study findings; we consider this a
strength. Purposive sampling, with participation from all but one of the selected potential
informants, combined with a rigorous team-based approach to data analysis using the
RADaR technique and a careful audit trail, increased the trustworthiness of the findings.
Data collection was undertaken by a project officer recruited for this purpose. While being
interviewed by someone familiar with the program undoubtedly assisted with establishing
rapport, social desirability is an issue. Among other limitations, we asked informants to
consider the Program as a whole and did not attempt to distinguish between the three
components (group programs, in-language resources and workforce capacity building),
nor the different group delivery formats. Most informants were members of the Arabic
community, reflecting the progressive rollout (to the Arabic then the Bangla, and then to
other CALD communities). Finally, all the mindfulness and stress management groups
were conducted in metropolitan Sydney.

5. Conclusions

The CALD Mindfulness Program has considerable potential for supporting mental
health and wellbeing in a multicultural nation like Australia. This community-based in-
language MBI, in its various forms and formats, overcame many of the barriers to accessing
timely mental health care for Arabic and Bangla communities in the CESPHN region.
The initiative had a beneficial impact on group participants, program providers, partner
organisations and the broader community. Community engagement utilising a strengths-
based approach was central to success. Location at community venues facilitated delivery
of a culturally tailored evidence-based intervention and provided a soft entry point to the
health system and other services. For group mental health programs both trust and safety
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are necessary. Relationships must be nurtured, and projects adequately resourced so that
partner organisations and program providers are not overburdened and sections of the
community are not overlooked.

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/ijerph20166608/s1, S1: Interview questions; S2: COREQ checklist.

Author Contributions: Conceptualisation, H.S., L.W. and I.B.; Methodology, I.B., H.S. and L.W.;
Formal Analysis, I.B., H.S., H.Y., H.B. and K.G.; Investigation, H.Y.; Resources, L.W.; Data Curation,
H.S. and K.G.; Writing—Original Draft Preparation, I.B.; Writing—Review and Editing, H.S., H.B.,
H.Y., K.G. and L.W.; Supervision, I.B. and H.S.; Project Administration, K.G.; Funding Acquisition,
L.W. All authors have read and agreed to the published version of the manuscript.

Funding: This project was funded by the Central and Eastern Sydney Primary Health Network with
in-kind support from the SESLHD Multicultural Health Team. The article processing charge was
funded by the SESLHD Health Equity, Promotion and Prevention Service.

Institutional Review Board Statement: Ethics approval for evaluation of the group mindfulness
program and the community partnerships was obtained from the SESLHD Human Research Ethics
Committee (LNR/17/POWH/157), with external recognition from Western Sydney University
Human Research Ethics Committee (RH12328).

Informed Consent Statement: Informed consent was obtained from all study participants.

Data Availability Statement: The data sets are not publicly available as they contain information
that could potentially re-identify individuals, but are available from Lisa Woodland upon reasonable
request and with relevant ethical approval. Program materials are available from Hend Saab.

Acknowledgments: We thank all the health services and community partners that have contributed
to implementation and evaluation of the CALD Mindfulness Program, the program participants and
our community partner informants.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or
in the decision to publish the results.

References
1. Australian Government. Multicultural Australia—United, Strong, Successful; Commonwealth of Australia: Canberra, Australia,

2018. Available online: https://www.homeaffairs.gov.au/mca/Statements/english-multicultural-statement.pdf (accessed on 10
May 2023).

2. Jupp, J. The Australian People: An Encyclopedia of the Nation, Its People and Their Origins; Cambridge University Press: Cambridge,
UK, 2001.

3. National Mental Health Strategy. The Fifth National Mental Health and Suicide Prevention Plan; Commonwealth of Australia:
Canberra, Australia, 2017. Available online: https://www.mentalhealthcommission.gov.au/getmedia/0209d27b-1873-4245-b6e5
-49e770084b81/Fifth-National-Mental-Health-and-Suicide-Prevention-Plan.pdf (accessed on 10 May 2023).

4. Minas, H.; Kakuma, R.; Too, L.S.; Vayani, H.; Orapeleng, S.; Prasad-Ildes, R.; Turner, G.; Procter, N.; Oehm, D. Mental health
research and evaluation in multicultural Australia: Developing a culture of inclusion. Int. J. Ment. Health Syst. 2013, 7, 23.
[CrossRef] [PubMed]

5. Youssef, J.; Deane, F.P. Factors influencing mental-health help-seeking in Arabic-speaking communities in Sydney, Australia.
Ment. Health Relig. Cult. 2006, 9, 4–66. [CrossRef]

6. Blignault, I.; Ponzio, V.; Rong, Y.; Eisenbruch, M. A qualitative study of barriers to mental health services utilisation among
migrants from mainland China in south-east Sydney. Int. J. Soc. Psychiatry 2008, 54, 180–190. [CrossRef] [PubMed]

7. Slewa-Younan, S.; Krstanoska-Blazeska, K.; Blignault, I.; Bingqin, L.; Reavley, N.J.; Renzaho, A.M. Conceptualisations of mental
illness and stigma in Congolese, Arabic-speaking and Mandarin-speaking communities: A qualitative study. BMC Public Health
2022, 22, 2353. [CrossRef] [PubMed]

8. Blignault, I.; Saab, H.; Woodland, L.; O’Callaghan, C. Cultivating mindfulness: Evaluation of a community-based mindfulness
program for Arabic-speaking women in Australia. Curr. Psychol. 2023, 42, 8232–8243. [CrossRef]

9. Blignault, I.; Saab, H.; Woodland, L.; Manan, H.; Kaur, A. Effectiveness of a community-based group mindfulness program
tailored for Arabic and Bangla-speaking migrants. Int. J. Ment. Health Syst. 2021, 15, 32. [CrossRef]

10. Moore, T.; McDonald, M.; McHugh-Dillon, H.; West, S. Community Engagement: A Key Strategy for Improving Outcomes for Australian
Families; Australian Institute of Family Studies: Melbourne, Australia, 2016. Available online: https://aifs.gov.au/sites/default/
files/cfca39-community-engagement_0.pdf (accessed on 10 May 2023).

https://www.mdpi.com/article/10.3390/ijerph20166608/s1
https://www.mdpi.com/article/10.3390/ijerph20166608/s1
https://www.homeaffairs.gov.au/mca/Statements/english-multicultural-statement.pdf
https://www.mentalhealthcommission.gov.au/getmedia/0209d27b-1873-4245-b6e5-49e770084b81/Fifth-National-Mental-Health-and-Suicide-Prevention-Plan.pdf
https://www.mentalhealthcommission.gov.au/getmedia/0209d27b-1873-4245-b6e5-49e770084b81/Fifth-National-Mental-Health-and-Suicide-Prevention-Plan.pdf
https://doi.org/10.1186/1752-4458-7-23
https://www.ncbi.nlm.nih.gov/pubmed/24093216
https://doi.org/10.1080/13674670512331335686
https://doi.org/10.1177/0020764007085872
https://www.ncbi.nlm.nih.gov/pubmed/18488410
https://doi.org/10.1186/s12889-022-14849-4
https://www.ncbi.nlm.nih.gov/pubmed/36522660
https://doi.org/10.1007/s12144-021-02146-z
https://doi.org/10.1186/s13033-021-00456-0
https://aifs.gov.au/sites/default/files/cfca39-community-engagement_0.pdf
https://aifs.gov.au/sites/default/files/cfca39-community-engagement_0.pdf


Int. J. Environ. Res. Public Health 2023, 20, 6608 14 of 16

11. World Health Organization. WHO Community Engagement Framework for Quality, People-Centred and Resilient Health Services; WHO:
Geneva, Switzerland, 2017. Available online: https://apps.who.int/iris/handle/10665/259280 (accessed on 10 May 2023).

12. World Health Organization. Community Engagement: A Health Promotion Guide for Universal Health Coverage in the Hands of the
People; WHO: Geneva, Switzerland, 2020. Available online: https://www.who.int/publications/i/item/9789240010529 (accessed
on 10 May 2023).

13. Baum, F. The New Public Health, 3rd ed.; Oxford: South Melbourne, Australia, 2008.
14. Heenan, D. A partnership approach to health promotion: A case study from Northern Ireland. Health Promot. Int. 2004, 19,

105–113. [CrossRef]
15. Estacio, E.V.; Oliver, M.; Downing, B.; Kurth, J.; Protheroe, J. Effective partnership in community-based health promotion: Lessons

from the health literacy partnership. Int. J. Environ. Res. Public Health 2017, 14, 1550. [CrossRef]
16. World Health Organization. The Ottawa Charter for Health Promotion. In Proceedings of the First International Conference on

Health Promotion, Ottawa, ON, Canada, 21 November 1986. Available online: https://www.who.int/publications/i/item/WH-
1987 (accessed on 10 May 2023).

17. Boufous, S.; Silove, D.; Bauman, A.; Steel, Z. Disability and health service utilization associated with psychological distress: The
influence of ethnicity. Ment. Health Serv. Res. 2005, 7, 171–179. [CrossRef]

18. Centre for Epidemiology and Research. 2006–2009 Report on Adult Health by Country of Birth from the New South Wales Population
Health Survey; NSW Department of Health: Sydney, Australia, 2010.

19. Kayrouz, R.; Dear, B.F.; Johnston, L.; Keyrouz, L.; Nehme, E.; Laube, R.; Titov, N. Intergenerational and cross-cultural differences
in emotional wellbeing, mental health service utilisation, treatment-seeking preferences and acceptability of psychological
treatments for Arab Australians. Int. J Soc. Psychiatry 2015, 61, 484–491. [CrossRef]

20. Slewa-Younan, S.; Mond, J.M.; Bussion, E.; Melkonian, M.; Mohammed, Y.; Dover, H.; Smith, M.; Milosevic, D.; Jorm, A.F.
Psychological trauma and help seeking behaviour amongst resettled Iraqi refugees in attending English tuition classes in
Australia. Int. J. Ment. Health Syst. 2015, 9, 5. [CrossRef] [PubMed]

21. Blignault, I.; Saab, H.; Woodland, L.; Comino, E. Evaluation of the acceptability and clinical utility of an Arabic language
mindfulness CD in an Australian community setting. Transcult. Psychiatry 2019, 56, 552–568. [CrossRef]

22. Blignault, I.; Saab, H.; Woodland, L.; Giourgas, K.; Baddah, H. Promoting Mental Health and Wellbeing in Multicultural Australia:
A Collaborative Regional Approach. Int. J. Environ. Res. Public Health 2022, 19, 2723. [CrossRef] [PubMed]

23. Australian Institute of Health and Welfare. Health System Overview; AIHW: Canberra, Australia, 2022. Available online:
https://www.aihw.gov.au/reports/australias-health/health-system-overview (accessed on 10 May 2023).

24. Central and Eastern Sydney PHN. 2022–2024 Needs Assessment, 2022 Annual Review, Our Region. Available online: https:
//cesphn.org.au/wp-content/uploads/2022/09/01._Our_region.pdf (accessed on 10 May 2023).

25. South Eastern Sydney Local Health District. Vulnerable and Priority Populations in South Eastern Sydney Local Health
District, Analysis of ABS Census Data, Population Profile; SESLHD: Sydney, Australia, 2018. Available online: https:
//seslhd.health.nsw.gov.au/sites/default/files/groups/PICH/Priority%20Populations/Population%20Profile_vulnerable%
20and%20priority%20populations_SESLHD_ABS%20Census%202016.pdf (accessed on 10 May 2023).

26. Creswell, J. Qualitative Inquiry and Research Design: Choosing Among Five Approaches, 3rd ed.; Sage: Thousand Oaks, CA, USA, 2013.
27. O’Leary, Z. Researching Real-World Problems: A Guide to Methods of Inquiry; Sage: Thousand Oaks, CA, USA, 2005.
28. Wadsworth, Y. Everyday Evaluation on the Run, 3rd ed.; Allen & Unwin: Crows Nest, Australia, 2011.
29. McMurray, A. Community Health and Wellness: A Socioecological Approach, 3rd ed.; Mosby Elsevier: Sydney, Australia, 2007.
30. Watkins, D.C. Rapid and rigorous qualitative data analysis: The RADaR technique for applied research. Int. J. Qual. Methods 2017,

16, 1609406917712131. [CrossRef]
31. Braun, V.; Clarke, V. Using thematic analysis in psychology. Qual. Res. Psychol. 2006, 3, 77–101. [CrossRef]
32. Cypress, B. Rigor or reliability and validity in qualitative research: Perspectives, strategies, reconceptualization, and recommen-

dations. Dimens. Crit. Care Nurs. 2017, 36, 253–263. [CrossRef]
33. Tong, A.; Peter Sainsbury, P.; Craig, J. Consolidated criteria for reporting qualitative research (COREQ): A 32-item checklist for

interviews and focus groups. Int. J. Qual. Health Care 2007, 19, 349–357. [CrossRef]
34. Multicultural NSW. NSW Settlement Strategy February 2023–June 2025; Multicultural NSW: Sydney, Australia, 2023. Available

online: https://multicultural.nsw.gov.au/wp-content/uploads/2023/02/NSW-Settlement-Strategy-February-2023.pdf (accessed
on 10 May 2023).

35. NSW Health. NSW Health Plan for Healthy Culturally and Linguistically Diverse Communities 2019–2023; NSW Health: North Sydney,
Australia, 2019. Available online: https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2019_018.pdf (accessed on
10 May 2023).

36. World Health Organization. Primary Health Care. Available online: https://www.who.int/news-room/fact-sheets/detail/
primary-health-care (accessed on 10 May 2023).

37. Reavley, N.J.; Jorm, A.F. Experiences of discrimination and positive treatment in people with mental health problems: Findings
from an Australian national survey. Aust. N. Z. J. Psychiatry 2015, 49, 906–913. [CrossRef]

38. Morgan, A.J.; Wright, J.; Reavley, N.J. Review of Australian initiatives to reduce stigma towards people with complex mental
illness: What exists and what works? Int. J. Ment. Health Syst. 2021, 15, 10. [CrossRef]

https://apps.who.int/iris/handle/10665/259280
https://www.who.int/publications/i/item/9789240010529
https://doi.org/10.1093/heapro/dah111
https://doi.org/10.3390/ijerph14121550
https://www.who.int/publications/i/item/WH-1987
https://www.who.int/publications/i/item/WH-1987
https://doi.org/10.1007/s11020-005-5785-2
https://doi.org/10.1177/0020764014553004
https://doi.org/10.1186/1752-4458-9-5
https://www.ncbi.nlm.nih.gov/pubmed/25972917
https://doi.org/10.1177/1363461519825880
https://doi.org/10.3390/ijerph19052723
https://www.ncbi.nlm.nih.gov/pubmed/35270415
https://www.aihw.gov.au/reports/australias-health/health-system-overview
https://cesphn.org.au/wp-content/uploads/2022/09/01._Our_region.pdf
https://cesphn.org.au/wp-content/uploads/2022/09/01._Our_region.pdf
https://seslhd.health.nsw.gov.au/sites/default/files/groups/PICH/Priority%20Populations/Population%20Profile_vulnerable%20and%20priority%20populations_SESLHD_ABS%20Census%202016.pdf
https://seslhd.health.nsw.gov.au/sites/default/files/groups/PICH/Priority%20Populations/Population%20Profile_vulnerable%20and%20priority%20populations_SESLHD_ABS%20Census%202016.pdf
https://seslhd.health.nsw.gov.au/sites/default/files/groups/PICH/Priority%20Populations/Population%20Profile_vulnerable%20and%20priority%20populations_SESLHD_ABS%20Census%202016.pdf
https://doi.org/10.1177/1609406917712131
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1097/DCC.0000000000000253
https://doi.org/10.1093/intqhc/mzm042
https://multicultural.nsw.gov.au/wp-content/uploads/2023/02/NSW-Settlement-Strategy-February-2023.pdf
https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2019_018.pdf
https://www.who.int/news-room/fact-sheets/detail/primary-health-care
https://www.who.int/news-room/fact-sheets/detail/primary-health-care
https://doi.org/10.1177/0004867415602068
https://doi.org/10.1186/s13033-020-00423-1


Int. J. Environ. Res. Public Health 2023, 20, 6608 15 of 16

39. Byrow, Y.; Pajak, R.; Specker, P.; Nickerson, A. Perceptions of mental health and perceived barriers to mental health help-seeking
amongst refugees: A systematic review. Clin. Psychol. Rev. 2020, 75, 101812. [CrossRef]

40. McKnight, J.L.; Kretzmann, J.P. Mapping Community Capacity. In Community Organizing and Community Building for Health and
Welfare, 3rd ed.; Minkler, M., Ed.; Rutgers University Press: New Brunswick, NJ, USA, 2012; pp. 171–186.

41. Ife, J. Community Development in an Uncertain World: Vision, Analysis and Practice; Cambridge University Press: Port Melbourne,
Australia, 2013.

42. Chan, B. Capitalising on the social resources within culturally and linguistically diverse communities for mental health promotion:
Stories of Australian Chinese people. Aust. J. Prim. Health 2009, 15, 29–36. [CrossRef]

43. King, J. Value for Money Criteria. Available online: https://www.julianking.co.nz/vfi/criteria/ (accessed on 10 May 2023).
44. Lamb, J.; Dowrick, C.; Burroughs, H.; Beatty, S.; Edwards, S.; Bristow, K.; Clarke, P.; Hammond, J.; Waheed, W.; Gabbay, M.; et al.

Community Engagement in a complex intervention to improve access to primary mental health care for hard-to-reach groups.
Health Expect. 2015, 18, 2865–2879. [CrossRef] [PubMed]

45. Herrero-Arias, R.; Ortiz-Barreda, G.; Czapka, E.; Diaz, E. The evolvement of trust in response to the COVID-19 pandemic among
migrants in Norway. Int. J. Equity Health 2022, 21, 154. [CrossRef] [PubMed]

46. Rämgård, M.; Ramji, R.; Kottorp, A.; Forss, K.S. ‘No one size fits all’—Community trust-building as a strategy to reduce
COVID-19-related health disparities. BMC Public Health 2023, 23, 18. [CrossRef] [PubMed]

47. Tjilos, M.; Tamlyn, A.L.; Ragan, E.J.; Assoumou, S.A.; Barnett, K.G.; Martin, P.; Perkins, R.B.; Linas, B.P.; Drainoni, M. “Community
members have more impact on their neighbors than celebrities”: Leveraging community partnerships to build COVID-19 vaccine
confidence. BMC Public Health 2023, 23, 350. [CrossRef]

48. Obeyeskere, A. A Guide to Effectively Engaging with CALD Communities: Based on Lessons Learnt during COVID; CALD
COVID Health Engagement Project. Centacare FNQ, 2023. Available online: https://www.refugeehealthnetworkqld.org.au/
wp-content/uploads/2023/03/A-Guide-to-effectively-engaging-with-CALD-communities-Based-on-lessons-learnt-during-
COVID-19.pdf (accessed on 10 May 2023).

49. NSW Parliament; Legislative Assembly; Committee on Community Services. Improving Crisis Communications to Culturally and
Linguistically Diverse Communities. Report 3/57—January 2023. Available online: https://www.parliament.nsw.gov.au/ladocs/
inquiries/2870/Report%20-%20improving%20crisis%20communications%20to%20culturally%20and%20linguistically%20
diverse%20communities.pdf (accessed on 10 May 2023).

50. Edmondson, A.C.; Lei, Z. Psychological safety: The history, renaissance, and future of an interpersonal construct. Annu. Rev
Organ. Psychol. Organ. Behav. 2014, 1, 23–43. [CrossRef]

51. Gower, S.; Jeemi, Z.; Wickramasinghe, N.; Kebble, P.; Forbes, D.; Dantas, J.A.R. Impact of a pilot peer-mentoring empowerment
program on personal well-being for migrant and refugee women in Western Australia. Int. J. Environ. Res. Public Health 2022, 19,
3338. [CrossRef]

52. Benson, J.; Thistlethwaite, J. Mental Health Across Cultures: A Practical Guide for Health Professionals; Radcliffe Publishing: Oxford,
UK, 2009.

53. Due, C.; Green, E.; Ziersch, A. Psychological trauma and access to primary healthcare for people from refugee and asylum-seeker
backgrounds: A mixed methods systematic review. Int. J. Ment. Health Syst. 2020, 14, 71. [CrossRef]

54. Fisher, M.; Baum, F. The social determinants of mental health: Implications for research and health promotion. Aust. N. Z. J.
Psychiatry 2010, 44, 1057–1063. [CrossRef]

55. Larkin, K.; Kane, S. A critical interpretive synthesis of migrants’ experiences of the Australian health system. Int. J. Equity Health
2023, 22, 7. [CrossRef]

56. Dune, T.; McLeod, K.; Clay-Williams, R. (Eds.) Culture, Diversity and Health in Australia: Towards Culturally Safe Health Care;
Routledge: London, UK, 2021.

57. Kavanagh, S.A.; Hawe, P.; Shiell, A.; Mallman, M.; Garvey, K. Soft infrastructure: The critical community-level resources
reportedly needed for program success. BMC Public Health 2022, 22, 420. [CrossRef] [PubMed]

58. Heyeres, M.; Perera, N.; Udah, H.; Attakey, A.; Whiteside, M.; Tsey, K. Interventions targeting the wellbeing of migrant youths: A
systematic review of the literature. SAGE Open 2021, 11, 21582440211046942. [CrossRef]

59. Turrini, G.; Purgato, M.; Acarturk, C.; Anttila, M.; Au, T.; Ballette, F.; Bird, M.; Carswell, K.; Churchill, R.; Cuijpers, P.; et al.
Efficacy and acceptability of psychosocial interventions in asylum seekers and refugees: Systematic review and meta-analysis.
Epidemiol. Psychiatr. Sci. 2019, 28, 376–388. [CrossRef] [PubMed]

60. Siddiq, H.; Elhaija, A.; Wells, K. An integrative review of community-based mental health interventions among resettled refugees
from Muslim-majority countries. Community Ment. Health J. 2023, 59, 160–174. [CrossRef] [PubMed]

61. de Graaff, A.M.; Cuijpers, P.; McDaid, D.; Park, A.; Woodward, A.; Bryant, R.A.; Fuhr, D.C.; Kieft, B.; Minkenberg, E.; Sijbrandij, M.
Peer-provided Problem Management Plus (PM+) for adult Syrian refugees: A pilot randomised controlled trial on effectiveness
and cost-effectiveness. Epidemiol. Psychiatr. Sci. 2020, 29, e162. [CrossRef]

62. Husby, S.R.; Carlsson, J.; Jensen, A.M.S.; Glahder Lindberg, L.; Sonne, C. Prevention of trauma-related mental health problems
among refugees: A mixed-methods evaluation of the MindSpring group programme in Denmark. J. Community Psychol. 2020, 48,
1028–1039. [CrossRef]

63. Kayrouz, R.; Dear, B.F.; Karin, E.; Gandy, M.; Fogliati, V.J.; Terides, M.D.; Titov, N. A pilot study of self-guided internet-delivered
cognitive behavioural therapy for anxiety and depression among Arabs. Internet Interv. 2016, 3, 18–24. [CrossRef]

https://doi.org/10.1016/j.cpr.2019.101812
https://doi.org/10.1071/PY08058
https://www.julianking.co.nz/vfi/criteria/
https://doi.org/10.1111/hex.12272
https://www.ncbi.nlm.nih.gov/pubmed/25263536
https://doi.org/10.1186/s12939-022-01747-9
https://www.ncbi.nlm.nih.gov/pubmed/36329455
https://doi.org/10.1186/s12889-022-14936-6
https://www.ncbi.nlm.nih.gov/pubmed/36597039
https://doi.org/10.1186/s12889-023-15198-6
https://www.refugeehealthnetworkqld.org.au/wp-content/uploads/2023/03/A-Guide-to-effectively-engaging-with-CALD-communities-Based-on-lessons-learnt-during-COVID-19.pdf
https://www.refugeehealthnetworkqld.org.au/wp-content/uploads/2023/03/A-Guide-to-effectively-engaging-with-CALD-communities-Based-on-lessons-learnt-during-COVID-19.pdf
https://www.refugeehealthnetworkqld.org.au/wp-content/uploads/2023/03/A-Guide-to-effectively-engaging-with-CALD-communities-Based-on-lessons-learnt-during-COVID-19.pdf
https://www.parliament.nsw.gov.au/ladocs/inquiries/2870/Report%20-%20improving%20crisis%20communications%20to%20culturally%20and%20linguistically%20diverse%20communities.pdf
https://www.parliament.nsw.gov.au/ladocs/inquiries/2870/Report%20-%20improving%20crisis%20communications%20to%20culturally%20and%20linguistically%20diverse%20communities.pdf
https://www.parliament.nsw.gov.au/ladocs/inquiries/2870/Report%20-%20improving%20crisis%20communications%20to%20culturally%20and%20linguistically%20diverse%20communities.pdf
https://doi.org/10.1146/annurev-orgpsych-031413-091305
https://doi.org/10.3390/ijerph19063338
https://doi.org/10.1186/s13033-020-00404-4
https://doi.org/10.3109/00048674.2010.509311
https://doi.org/10.1186/s12939-022-01821-2
https://doi.org/10.1186/s12889-022-12788-8
https://www.ncbi.nlm.nih.gov/pubmed/35236315
https://doi.org/10.1177/21582440211046942
https://doi.org/10.1017/S2045796019000027
https://www.ncbi.nlm.nih.gov/pubmed/30739625
https://doi.org/10.1007/s10597-022-00994-y
https://www.ncbi.nlm.nih.gov/pubmed/35751790
https://doi.org/10.1017/S2045796020000724
https://doi.org/10.1002/jcop.22323
https://doi.org/10.1016/j.invent.2015.10.005


Int. J. Environ. Res. Public Health 2023, 20, 6608 16 of 16

64. Lindegaard, T.; Seaton, F.; Halaj, A.; Berg, M.; Kashoush, F.; Barchini, R.; Ludvigsson, M.; Sarkohi, A.; Andersson, G. Internet-based
cognitive behavioural therapy for depression and anxiety among Arabic-speaking individuals in Sweden: A pilot randomized
controlled trial. Cogn. Behav. Ther. 2020, 50, 47–66. [CrossRef]

65. Lindegaard, T.; Kashoush, F.; Holm, S.; Halaj, A.; Berg, M.; Andersson, G. Experiences of internet-based cognitive behavioural
therapy for depression and anxiety among Arabic-speaking individuals in Sweden: A qualitative study. BMC Psychiatry 2021, 21,
288. [CrossRef]

66. Slewa-Younan, S.; McKenzie, M.; Thomson, R.; Smith, M.; Mohammad, Y.; Mond, J. Improving the mental wellbeing of Arabic
speaking refugees: An evaluation of a mental health promotion program. BMC Psychiatry 2020, 20, 314. [CrossRef]

67. Trombka, M.; Creedon, T.B.; Demarzo, M.; Cuoco, L.T.; Smith, L.; Oxnard, A.C.; Rozembaque, A.T.; Hirayama, M.S.; Moreno, N.B.;
Comeau, A.; et al. Mindfulness training for primary care for Portuguese-speaking immigrants: A pilot study. Front. Psychiatry
2021, 12, 664381. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1080/16506073.2020.1771414
https://doi.org/10.1186/s12888-021-03297-w
https://doi.org/10.1186/s12888-020-02732-8
https://doi.org/10.3389/fpsyt.2021.664381
https://www.ncbi.nlm.nih.gov/pubmed/34566708

	Introduction 
	Materials and Methods 
	Context 
	Program Partners 
	Target Communities 
	Program Delivery 
	Participant Outcomes 
	Evaluation 
	Design 
	Researcher Backgrounds and Roles 
	Sample 
	Data Collection 
	Analysis 
	Rigor 


	Results 
	Informant Characteristics 
	Perceived Impact 
	Impact on Group Participants 
	Impact on Community Partner Providers 
	Impact on Community Partner Organisations 
	Impact on Community 

	Contributing Factors 
	Community Wellbeing 
	Suggestions for Improvement 
	Sustainability 

	Discussion 
	Conclusions 
	References

