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Executive Summary

The objective of this report is to provide an overview of research literature addressing:

• barriers in access to health promotion programs on mental health/illness and

addiction issues in ethno-racial/cultural communities

• guidelines on development of culturally and linguistically appropriate mental

health promotion programs

Findings – key points

• Most culturally and linguistically diverse communities have limited knowledge of

mental illness and negative effects of drugs and alcohol

• Members of ethno-racial/cultural communities have much lower rate of

participation in health promotion/prevention programs

• Potential barriers that impede access to health promotion programs include

language and cultural factors, stigmatizing attitudes, mistrust and lack of

knowledge of the health system and how it functions

• Immigrants constitute 17% if the Canada’s population

• It is estimated that at least 1 in 50 Canadians needs an interpreter for health care

• Health promotion programs that target general population do not reach diverse

ethno-cultural groups

• Cultural competence is a key to enhancing the quality and effectiveness of health

promotion interventions

• A community’s level of readiness is a crucial factor in determining whether a local

program can be effectively implemented and supported by the community

• No single approach works for everyone in the community

• Community development is the most promising method for working with ethno-

racial/cultural communities

• The content of the message need to be culturally acceptable, but at the same

time complete and accurate
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• A range of communication tools should be considered including pamphlets,

videos, group presentations, mass media, telephone delivered interventions and

Internet

Introduction

One of the distinctive features of the Canadian society is the racial and cultural diversity

of the population. The proportion of the population that belongs to the minority ethno-

racial/cultural groups has increased dramatically over the last few decades, largely due

to changing patterns in the origins of immigrants to regions other than Europe. Since

1990 Canada has accepted approximately 230,000 immigrants per year, mostly from

countries where English is not the first language 43. Responding to the needs of

immigrants and Canadian-born members of racial and ethnic minority groups is one of

the greatest challenges facing Canada’s health care system.

Research on the factors affecting mental health status of immigrants indicates that

immigrants have, overall, a lower rate of mental disorders than the native-born

population 9,13,15. Even though immigration itself doesn’t jeopardize mental health,

research suggests that immigrants may be at higher risk for developing mental health

problems during the first 10 to 24 months after arrival if the conditions surrounding

migration and resettlement experience include stressful experiences prior to coming to

Canada, inability to speak one of the official languages, prejudice and discrimination of

the host society, low socio-economic status, separation from family and isolation from

others of similar cultural background 9,13. Lack of culturally and linguistically appropriate

mental health services further contributes to stigmatization and marginalization of ethno-

racial/cultural communities exposing them to additional risks of developing mental health

problems 45.

Review of the literature indicates that there is generally a limited knowledge among

immigrants and minorities regarding mental illness, the negative effects of drugs and

alcohol and what constitutes addiction 4,6
. Unfortunately, research shows that only a

small number of interventions to promote mental health seems to be effective in

reaching the ethno-racial/cultural communities4,41. Mental health promotion can reduce

overall vulnerability and improve the general mental health of the population. However,
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the existing services are not sufficient to address the complexity of associated

psychosocial needs37.

There is a growing awareness of the differences that exist in access to health services

between the minority groups and the majority population2,10,16. Health promotion

designed for the general population usually does not reach diverse ethno-cultural

groups. The provision of culturally responsive and linguistically appropriate health

promotion programs is necessary to address the existing disparities and ensure equal

access to all the resources3,612,31,38.

Cultural diversity in Canada – Facts and Figures

• Since the WWII approximately 7.8 million immigrants have arrived to Canada

• Immigration has outpaced the natural birth rate, and now accounts for 53% of

overall population growth.

• Immigrants constitute approximately 17% of the Canada’s population

• Almost half of the immigrant population lives in Ontario, making up over a quarter

of its population

• 59% of new immigrants in 2001 arrived to Ontario

• 43.7% of Toronto residents were foreign-born.

• 44% of 250,346 new immigrants that arrived to Canada in 2001 spoke neither

English nor French

• More than 100 languages are spoken in Canada

(Sources: Statistics Canada: 2001 Census population; CIC, 2001)

Potential Barriers to Effective Health Promotion

There is compelling evidence that people from different linguistic and cultural

background represent disadvantaged groups in terms of their accessing health

information. Studies show that immigrants and minorities have much lower rate of

participation in health promotion and prevention programs due to substantial socio-

cultural barriers such as language and communication barriers, health messages that

differ from their own beliefs and traditions, stigma associated with mental illness within

families and communities, discrimination and mistrust of health care institutions and

lower level of awareness of programs and services available1,2,9,16,18,21,23,33. To reduce the
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burden that mental health and addiction problem impose on ethno-racial/cultural

communities and improve the mental health of the population, the existing health system

should respond to the needs of the increasingly multicultural and multilingual society.

Culture

Populations in Canada represent a diverse range of cultures with different health values,

beliefs and understanding of mental health, addictions and mental problems. A

“mismatch” between the culture of the health system and the needs of members of

ethno-racial/cultural communities is a significant barrier to effective health promotion

programs10,25. What is considered mental illness is influenced by cultural and religious

factors, and the Western definition of mental illness is not always applicable to

individuals from different ethnic and cultural backgrounds. Mental disorders have similar

symptom profiles across cultures, but manifestations of mental illnesses and   how

people describe and interpret their symptoms vary with race, ethnicity and culture10. For

example, many Asian cultures do not make a distinction between body and mind and

mental health problems are more likely to be present in the form of somatic complaints.

Moreover, because of the high level of stigma associated with mental illness, it is

considered culturally more acceptable to express emotional distress through the body

than the mind2,55. Cultural meaning of mental illness defines how people receive health

promotion messages, what is considered to be a mental health problem and what kind of

help is preferred.

It is important to note that all people do not identify with their cultural background. Socio-

cultural environment influences people’s health beliefs and values, so different

individuals and generations within the same family may have different health beliefs and

perception of health problems. Some people adopt dominant cultural values through the

process of acculturation, while others maintain their traditional beliefs25.

Substance abuse exists in all cultures and penetrates across cultural differences.

However, there are differences in drug and alcohol problems among different ethno-

cultural groups.  What constitutes a “drug”, perception of addictions and beliefs about the

cause of addiction is culturally defined4,12. Research on substance abuse programs in

Canada stressed that programs developed for English-speaking Canadians are not

successful in delivering messages to diverse ethno-cultural groups4.
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Stigma

Stigma towards mental illness exists in every society. The roots of stigmatization of

people with mental illnesses, and reasons for its continuation, are complex and

embedded in individual cultures. Stigma is generally considered a major barrier that

discourages minority individuals and their families from getting the help that they need

as much as it does for dominant groups10. The extent of stigma varies according to the

cultural and sociological backgrounds of community. Tackling stigma is an important first

step in reducing the public-health burden of mental illness26,37
.
 Findings suggested that

education on mental illness can produce positive changes in negative attitudes toward

mental illness and is essential to the reduction of stigma35.

Because of the cultural diversity inherent in stigmatization of mental illness, it is

necessary to develop new culturally sensitive ways of reducing stigma. Substantive data

suggest that designing programs to meet the specific needs of ethno-racial/cultural

groups will improve access and utilization of health promotion programs and,

consequently, reduce stigma and disability burden from mental illness and

addictions10,11,16.

Mistrust

Although there is very little research on this topic, mistrust was identified by some

studies as a major barrier to receipt of mental health services by racial and ethnic

minorities10,1. It stems from discrimination and perceived mistreatment, and therefore

communities that have experienced racism are more suspicious and distrustful of

messages that are not sensitive to their cultural norms and beliefs. Furthermore, the

concept of health promotion and prevention may be new to some people, especially

those who come from poor countries with scarce health care resources25.

Language

Language is identified as one of the greatest barriers in access to health promotion

programs for people of non-English speaking background. Lack of language skills

represents an initial barrier to health information. Research suggests that official

language proficiency is in itself a determinant of health and may interact with other

determinants, including race, culture and ethnicity16. The material insensitive to language

and levels of education is ineffective in delivering health promotion messages.
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Language barriers in Canada are generally considered to be “newcomer” and

“settlement” issues. However, a significant proportion of “old” immigrants living in

Canada for more than 20 years have limited English language skills. The Report on

Language Barriers in Access to Health Services (2001) indicates that a significant

proportion of Canada’s population experiences language barriers in access to health

services. It states that, at least, 1 in 50 Canadians requires an interpreter for health care,

but it is believed that this number is actually much higher. Even those who are fluent in

an official language may have difficulty fully understanding health education materials

due to highly technical medical jargon. Language barriers, if not addressed, pose a risk

of individuals misinterpreting key concepts and misunderstanding health information.

The link between low literacy and poor health is generally recognized in the literature44.

People with low literacy skills have difficulty understanding vital health information

presented in written form. Although low literacy is correlated with low education level,

research shows that low literacy is also found among individuals with higher level of

education who have limited English proficiency16. Furthermore, a number of non-English

speakers may have low literacy or even be illiterate in their own language.

Knowledge of the health system

Research reveals a low level of awareness among minority groups of available mental

health and addictions programs. This is particularly true for the non-English speakers as

well as those who have limited English proficiency since most organizations advertise

their services in English4,21.

Guidelines for Developing Culturally Competent Health Promotion

There is compelling evidence that health promotion interventions have the capacity to

reduce the risk, stigma and burden of mental disorders and addiction, and to promote

mental health of the population. However there is a growing awareness that people from

culturally and linguistically different background are disproportionately affected by mental

health problems and addiction because of the gap of effective and available information

and programs37.
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A number of studies of minority ethno cultural groups’ access to health services highlight

a need for health promotion programs on addictions, mental health/illness and the issue

of stigma in the context of culture that reflect the existing cultural and linguistic

diversity5,7,8,9,18,21,40. Many models of culturally competent services have been described

in the literature. All of them indicate that reaching and efficiently serving people of

diverse cultural and linguistic background require:

• Understanding the community level of readiness

• Familiarity with population subdemographics

• Recognition of the needs of the target population

• Awareness of existing resource and gaps in services

• Knowledge of preferred methods of communication2,41,54

Implementing a new program requires community support. The research shows that

support will increase if the community members recognize the problem and participate in

the development and implementation of appropriate health promotion strategies to

address them50. Building a coalition with ethno-cultural groups and community-based

organizations is the best strategy to meet the needs of increasingly diverse population

and develop culturally sensitive health promotion programs. Studies show that

effectiveness of health promotion programs addressing mental health and addictions

issues depends largely on the way in which they are offered. It is challenge to choose

the right tone and words so that information is culturally appropriate, but at the same

time complete and accurate.

Literature affirms that every health promotion initiative should be based on needs

assessment of the target audiences, in terms of their willingness to hear (emotional and

tonal qualities which will mobilize individual and communication predisposition) and their

willingness to listen (determine best communication channels required to achieve

desired goals)47.

The content of the message directed at ethno-racial/cultural groups need to be

formulated carefully. What constitutes a drug is culturally determined and use of one

substance may be acceptable in one culture but not in others. For example, many

European and Indo-Chinese cultures may not regard alcohol or prescribed

pharmaceuticals as drugs12.
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 Attitudes toward mental illness differ between cultures. In many Asian cultures mental

illness is highly stigmatized 2,51,56 . A study on the Vietnamese understanding of mental

health finds that the way in which terminology is used and presented is very important in

this culture. Because of their traditional reluctance of seeking outside help, it is difficult to

find words that adequately describe mental health professionals. “Bac si Tam Than” is

the term used for psychiatrist whose role is confined to treating “mad” people and a “Bac

si Tinh Than” is a doctor who provides emotional support. It is not same as “Bac si Tam

Than” but this term is often used to reduce the stigma and encourage compliance with

treatment. For the same reason “worries or bad thoughts” are culturally more acceptable

than “mental illness and psychological problems”56.

Information on mental illness and addictions should be disseminated through trained

community representatives and community leaders since they are considered to be

more trustworthy to promote health messages and behavioral change in target group4.

Truly successful health promotion programs must be culturally competent, relevant and

consistent with the level of readiness of the community to implement an intervention48,50.

It requires recognition of and respect for culturally specific health values and beliefs and

understanding of community health needs3,4,20,25. However, resources, strengths and

challenges vary from community to community and what works in one community may

be ineffective in another community.

It is important to recognize that no single approach works for everyone. The

community subgroups differ in age, English language proficiency, education, level of

acculturation, family situation and other characteristics, and no single outreach strategy

will work for all members of the ethno-racial/cultural community. Effective outreach often

requires multiple strategies aimed at specific community subgroups and their 4.  For

example, a few research studies on the health needs of Chinese community suggest

that young people prefer to seek out information on the web while seniors may favor

other communication channels such as mass media, community center meetings and

group presentations during community events8,52.

Literature indicates that the community’s level of readiness is a crucial factor in

determining whether a local program can be effectively implemented and supported by
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the community49. Community readiness is the extent to which a community is

adequately prepared to implement a health promotion or prevention program48.  Ethno-

racial/cultural communities are at many different stages of readiness for implementing

such programs. Some communities refuse to acknowledge that health problem exists,

other clearly recognize that there is a local problem and that something needs to be

done about it48. The research shows that the higher the level of readiness, the greater

the degree of program success.

The community readiness theory is based on the assumption that ethno-racial/cultural

communities could be mobilized to develop and implement effective health promotion

and prevention programs. Once a community has achieved a higher stage of readiness,

local community teams can be trained to operationalise its own programs. They can then

develop culturally specific initiatives that use local resources to guide the community to

more advanced levels of readiness, eventually leading to long-term sustainability of local

community efforts48,49.

The community readiness model is built on community development, the process of

encouraging and enabling disadvantaged communities to take action in improving their

health. It is the “bottom-up approach” that allows communities to identify their own needs

and engage in the planning and development of health promotion initiatives in culturally

and linguistically appropriate manner 20,25,26. Community development seeks maximum

participation of the community members in all phases of the planning and designing of

programs aimed at raising awareness of mental health/illness and addiction issues in

ethno-racial/cultural communities. It is a dynamic process during which communities

gradually change power in their favor. This requires access to various resources,

including professional staff, sustainable funds, space and program materials. There is

compelling evidence that community development is the most promising method for

working with ethno-racial/cultural communities4,49,50.

Health promotion includes a wide range of activities meant to provide information,

encourage positive health behavior and contribute to health gain. A strategy that is most

appropriate to achieve desired results varies from community to community. The

research indicates that the effective programs aimed at ethno-racial/cultural communities

must take place within the community using the strategies that reflect the values,
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concerns and culture of the target group11. Community participation and collaboration

with community-based agencies generate information about what practice is most

appropriate in given situation and the preferred ways of communication of the target

group.

Various communication channels can be used in cross-cultural health promotion:

• Written materials such as leaflets and hand-outs

• Audiovisual materials such as posters, displays and videos

• Mass media: local television, radio and newspapers

• Group presentations

• Fotonovelas/booklets

• Telephone delivered interventions and Internet

Written materials are an effective way of reaching a large number of people. However,

good communication is a key to effective health promotion strategies. Whenever a

significant percentage of the target population has limited English proficiency, written

materials should be provided in the language of the target community24. There are two

general approaches to provision of resources in other languages:

o translation from the English material or

o development of original resources based on community needs

assessment

Ideally, health information should be developed in the native language of the community

reflecting the dialectic and cultural nuances, as well as education and literacy level of the

target population26,31. Many experts believe that developing written material from scratch

in the target language in collaboration with community representatives is more efficient

in delivering health promotion messages. This is particularly important when the

materials are used to motivate behavioral changes45,46.

When translating existing resources, Multilingual Health Education Net emphasizes the

importance of starting with the English version that is written at grade 4-6 literacy level.

Professionally accepted standards for translation of English health education materials

include, at a minimum, translation by trained individual, back translation and review by
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health professionals for the accuracy of health information and the target community for

the comprehensiveness45,46.

When planning health promotion initiatives, it is necessary to assess the literacy level of

the community and consider alternatives to written information, such as symbols,

audiovisual formats and public service announcement47.  If a percentage of community

members are illiterate in their language of origin, information should be communicated

orally or visually. It is important to acknowledge that some colors in particular countries

hold special meanings. For example, red color stands for good luck and happiness.

Black is strongly associated with mourning throughout the Western world, but in certain

oriental cultures it is white that signifies morning53.

Mass media, which includes ethnic television, radio, magazines and newspapers, can

be successfully used to promote awareness among local community groups about the

importance of the particular health issue due to their ability to reach very large

audiences. A study on mental health needs of the Somali community identified local

radio programs as preferable and most efficient way of communicating health

messages18.

Literature suggests that health promotion programs could be effectively organized

around community celebration and festivals incorporating different types of ethnic music

and art into the activities. In Asian culture food is very important and programs

incorporating community lunch have been successfully used to convey heath promotion

messages8. Experiences from Third-World countries also provide usefull information

about culturally specific health promotion initiatives53. In rural India community mental

health programs involving teachers, village and religious leaders and using local folklore,

dance and music were successful in increasing population’s awareness on mental

illness.

English –as-a- Second Language (ESL) classes represent a great opportunity to explain

Canada’s health services to new immigrants and improve their knowledge about mental

health/ illness and addictions 53.
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New communication technologies have been increasingly used to impart health

information. Their potential for reaching people of diverse cultural and linguistic

background should not be underestimated. There is substantial evidence that telephone-

delivered interventions (TDIs) have been efficient across populations. However,

research shows that they are underused by diverse populations. For some groups,

especially recent immigrants from rural areas, telephone conversation can not replace

communication in person and information received in this way may not be

acceptable52,55. The Internet has been identified as one of the most powerful

communication tools available, but a large number of people still lack access to it.

Barriers include cost, low literacy, limited English language proficiency and lack of

culturally appropriate information. Recent studies find ethnic differences in attitudes

towards Internet use. However, research indicates that, in general, older people are less

likely than younger to use Internet55.

Culturally competent health promotion has been identified as a key to raising awareness

on mental health/illness and addictions issues in ethno-racial/cultural communities. It

incorporates skills, attitudes and policies to ensure that all programs are effectively

addressing needs of people from different cultural and linguistic background11,24,25.

Literature indicates that health organizations should ensure that staff at all levels receive

appropriate knowledge and training in culturally and linguistically sensitive service

delivery.
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