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Abstract 

In multicultural and multilingual Australia, mental health practitioners (MHPs) are 

increasingly attending to the psychological needs of culturally and linguistically diverse 

(CALD) people. Most clinical interactions occur in English, which is the CALD clients’ 

non-native language, making it a challenging task for clients and practitioners. 

Language is the main vehicle of assessment, diagnosis, and treatment in most Western 

models of mental health care. Even so, minimal attention has been paid in policy, 

research, and practice to MHPs’ language diversity related competence to work 

effectively with CALD clients. To address this gap, this research aimed to 

conceptualise, define, and operationalise the novel construct of cross-lingual 

competence and to develop a reliable and valid psychometric instrument to measure it - 

the Cross-lingual Competence Scale (CLCS).   

This research was conceptually and theoretically grounded on Sue et al.’s (1996; 

1982) metatheory of multicultural therapy and counselling and their tripartite model, 

and on research findings from the fields of multicultural psychotherapy and 

psycholinguistic. On these bases, the domains of awareness, knowledge and skills were 

argued to be central to the cross-lingual competence construct.  

Study 1 generated the initial set of items for the CLCS and explored its factor 

structure through exploratory factor analysis (EFA). Data was collected from in-training 

and fully registered MHPs (n = 155) in Australia through an online survey containing 

61 items and additional measures of MHPs’ multicultural and general competence. 

Exploratory Factor Analysis did not support the hypothesised structure based on the 

tripartite conceptualisation; instead, a novel factorial structure representing three distinct 

concepts emerged: a. MHPs’ Self-perceptions of Competence (SPC); b. MHPs’ 

Knowledge of Barriers for Clients (KBC); and c. MHPs’ Knowledge of Barriers for 
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MHPs (KBP). The emergent factor structure of the CLCS provided evidence of a new 

and strong organising concept for self-assessments of competence: self-perceptions of 

competence and factual knowledge. Importantly, the KBC and KBP subscales were 

positively associated to one another but unrelated to the SPC subscale, suggesting that 

the two overarching domains (perceptions and factual knowledge) are unrelated. Thus 

MHPs’ estimates of their own cross-lingual competence to effectively work with CALD 

clients were discrepant from their demonstrable knowledge necessary for competent 

work. The initial assessment of validity further highlighted this discrepancy showing 

that the SPC subscale converged with all criterion measures of competence reporting 

MHPs’ self-perceptions, while the KBC and KBP subscales did not.  

Study 2 aimed to confirm the factor structure of the CLCS and further assess its 

reliability and convergent validity in a new sample of Australian MHPs (n = 257). 

Through CFA competing models were tested. The findings from Study 2 closely 

replicated those of Study 1, supporting the hypothesis that the 3-factor structure would 

be the best fit for the data. This outcome lent support to the overarching distinction 

between self-perceptions and factual knowledge. The final version of the CLCS had 23 

items and each subscale had good reliability and validity. 

Study 3 sought to identify predictors of MHPs’ cross-lingual competence as 

measured by the three subscales of the CLCS exploring the following individual 

characteristics: ethnic status, language status, professional status, exposure to work with 

CALD clients, and multicultural training. Based on the combined samples from studies 

1 and 2 (n = 412) data was analysed through t-tests and hierarchical multiple regression. 

Study 3 results showed that MHPs who belonged to an ethnic minority, were bilingual, 

worked with CALD clients frequently, were fully registered, and had multicultural 

training reported higher levels of self-perceived competence than their counterparts. 
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When analysed collectively, all these individual characteristics except for ethnic status, 

predicted MHPs’ self-perceptions of competence. On the other hand, knowledge of 

barriers for clients was only predicted by engagement with CALD clients, while 

knowledge of barriers for MHPs was predicted by engagement with CALD clients and 

language status. Indeed, engagement with CALD clients was the only significant 

predictor across all three subscales.  

Overall this research contributes to theory, research and practice of multicultural 

psychotherapy in several ways. First, it has contributed an innovative construct to the 

field of cross-cultural psychotherapy, cross-lingual competence. Second, it has 

developed a reliable and valid measure of MHPs’ cross-lingual competence composed 

of three subscales each one with good psychometric properties to be used for various 

purposes. Third, it has established cross-lingual competence as a construct that is related 

but distinct from multicultural competence requiring specific attention and assessment. 

Finally, it has shed light into individual characteristics that predict cross-lingual 

competence and potential means to promote cross-lingual competence among CALD 

and non-CALD MHPs. Theoretical and practical implications for future research into 

development and assessment of cross-lingual competence are discussed. 
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Chapter 1: Overview 

 

Perhaps, you have omitted the one point that the emigrant feels so particularly painful. 

It is—one can only say—the loss of the language in which one had lived and thought, 

and which one will never be able to replace with another with all one’s efforts and 

empathy. 

—Freud, 1938; quoted in Salman, Immigration and Identity, 1999 

 

 Australia is one of the most multicultural and multilingual nations in the world. 

The 2016 Census showed that the Australian population was 24.21 million, of which 

nearly half (49%) had either been born overseas (i.e., are first generation immigrants) or 

one of both parents had been born overseas (i.e., are second generation immigrants). 

The overseas-born population of Australia is steadily growing in number and diversity, 

in particular from non-English speaking countries mostly from South and North-East 

Asia, Central Asia, North Africa, Middle East, and las Americas, (Australian Bureau of 

Statistics, 2019). In Australia, cultural diversity has been, and will be, a major 

contributor to the country’s future. However, diversity will also continue to pose a 

significant challenge to the provision of all kinds of human services, including mental 

health services (Minas et al., 2013).  

The Ministerial Council on Immigration and Multicultural Affairs of Australia 

coined the term “culturally and linguistically diverse” (CALD) to refer to the wide 

range of cultures and languages represented in the Australian population (National 

Health and Medical Research Council, 2006). The term CALD people refers to 

individuals born overseas, or whose parents were born overseas, including immigrants, 

refugees, asylum seekers, international students, and their families. The term CALD 

acknowledges differences among groups and individuals based on cultural background 
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including ethnicity, nationality, religion, and language. Importantly, the term CALD 

enables identification of individuals who speak languages other than English (LOTE) 

and speak English at varying levels of English proficiency. To be noted, the Aboriginal 

and Torres Strait Islander population of Australia, although sharing some characteristics 

with CALD people, are not included in this category since they are the first people in 

Australia.  

In Australia, mental health practitioners (MHPs), who often do not share the 

culture and native language of their patients, are increasingly attending to the 

psychological needs of CALD people in settings such as schools, community centres, 

clinics, and hospitals (Milner & Khawaja, 2010). These therapeutic interactions are 

mostly guided by Western models of psychological care and mostly conducted in 

English. This is a challenging task for clients and practitioners, and any level of 

language barriers may often place CALD clients at a disadvantage (Drolet et al., 2014; 

Marcos, Urcuyo, Kesselman, & Alpert, 1973; Minas et al., 2013; Padilla et al., 1991; 

Sue & Sue, 2008; Valdez, 2000). The need to understand and competently address 

CALD clients’ language related diversity has become undeniable in the current 

Australian context of marked culture and language diversity. For the purposes of clarity, 

where the term CALD client is used this refers to temporary and permanent immigrants, 

asylum seekers, refugees, international students, and their families undertaking mental 

health care. The term language diversity is used in this investigation to refer to the 

languages, other than English, that CALD clients speak as native language, and which 

influence directly and indirectly the psychotherapeutic context, processes, and 

experience. The following section will examine language diversity in Australia broadly 

and will suggest how this context influences the interactions and processes among 

MHPs and CALD clients.  
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Australia Language Diversity 

Australia’s national language is English. However, over 300 languages are 

spoken nationally, and the overseas-born population of Australia from non-English 

speaking countries continues to grow (Australian Bureau of Statistics, 2019). The 2013 

Census showed that almost half (49%) of long-standing migrants (people who arrived in 

Australia before 2007) and 67% of recent arrivals (people who arrived in Australia in 

the last five years prior to the census) spoke a language other than English at home. 

Only half of long-standing migrants reported speaking English very well, while 2.6% 

reported not speaking English at all. Furthermore, over half of first-generation 

Australians, 20% of second-generation Australians, and 67% of recent arrivals speak a 

language other than English at home. For recent arrivals, 43% reported speaking 

English very well and the proportion who reported not speaking English at all was 3.1% 

(Australian Bureau of Statistics, 2013)1. It is evident from these statistics that 

immigrants from non-English speaking countries live in Australia with varying levels of 

English competence. Some bring very limited or no English at all (Khawaja, White, 

Schweitzer, & Greenslade, 2008; Minas et al., 2013); for instance, refugees from 

countries where English is seldom learned or spoken. Others, such as those whose 

immigration status requires specific levels of English knowledge, or those who come 

from countries where English is frequently used as second language may be more 

fluent. Similarly, some go on to learn English and use it fluently, while others struggle 

to acquire the language even after many years of residing in Australia (Minas et al., 

2013). These statistics on immigrants’ language proficiency and use have significant 

implications for CALD clients in need of mental health care, and for MHPs assigned to 

provide it. The implications will be elaborated upon in Chapter 3. 

 
1 This information was not available in reports of the 2016 Australian census, and therefore 

information prom previous census was used. 
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Language diversity and mental health. 

In Australia, data collection referent to the mental health of CALD communities 

has been deficient and minimal. Culturally and linguistically diverse people have not 

been adequately included in federal and state health research, and are often 

systematically excluded, mostly due to language barriers and the cost of including 

translators and interpreters (Blignault & Haghshenas, 2005; Minas et al., 2013). Such 

exclusion, in part based on language, is highly illustrative of the potential for isolation 

embedded in belonging to a language minority, and the possibly inadvertent 

contribution of research, mental health services, and MHPs to such isolation.  

Within what limited research there is, language has been identified as both a risk 

factor for mental health disorders and a barrier to seek and utilise available services 

(Alizadeh-Khoei, Mathews, & Hossain, 2011; Khawaja, White, et al., 2008; Stuart, 

Minas, Klimidis, & O'Conell, 1996; Wynaden et al., 2005; Ziguras, Stankovska, & 

Minas, 1999). For instance, limited language proficiency, real or perceived, increases 

levels of anxiety, isolation, and stress  (Alizadeh-Khoei et al., 2011; Garcia de Blakeley, 

Ford, & Casey, 2015; Khawaja, White, et al., 2008) and contributes to identity and self-

esteem struggles (Dewaele & Costa, 2013; Imberti, 2007; Kaplan, 2009; Milner & 

Khawaja, 2010). Language limitations, even if subjectively perceived, may reduce 

personal autonomy and decrease opportunities to make effective use of personal and 

occupational skills, hinder social integration, and undermine financial stability, further 

compromising CALD peoples’ mental health (Reid & Trompf, 1990). Furthermore, for 

long-term settled immigrants of older age, disorders directly affecting language (e.g. 

dementia) impact even further on their ability to communicate in their non-native 

language as they revert mostly to their first learned language (Minas et al., 2013). Such 
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language barriers represent a significant challenge for the client, their family, the mental 

health system, and the individual MHPs in charge of caring for our CALD clients.  

Being linguistically diverse may act as a barrier to seek help from mental health 

services. Low English proficiency interferes with obtaining information about available 

services, and interpreters and written information in other languages is often scarce. But 

even clients with adequate levels of English may avoid seeking help if they worry about 

being able to accurately communicate with health professionals (Arredondo et al., 1996; 

Ziguras, Klimidis, Lewis, & Stuart, 2003; Ziguras et al., 1999), if they fear being 

misunderstood (Bowker & Richards, 2004; Stevens & Holland, 2008), or have 

previously failed communication attempts, growing anxious or distrustful of the process 

or the practitioners involved (Wynaden et al., 2005). Patients less fluent in English 

primarily seek mental health support from their general practitioners, but not from 

psychiatrists, counsellors, or psychologists, meaning that often they do not access the 

more specialised mental health services. Furthermore, when seeking specialised 

services, after attending an initial assessment consultation they are less likely to engage 

in ongoing psychotherapy (Minas et al., 2013; Stuart et al., 1996), and those who do 

engage in psychological treatment, may benefit less from it or terminate prematurely 

due to unaddressed language barriers (Byford, 2015; Imberti, 2007; Kokaliari, 

Catanzarite, & Berzoff, 2013; Oquendo, 1996). This pattern of under-utilisation of 

mental health services by CALD people may, in part, point to the inadequacies and 

limitations of the services offered to them, and to the lack of linguistically competent 

mental health services and MHPs delivering the services (Minas et al., 2013; S. Sue, 

Zane, Nagayama Hall, & Berger, 2009). 

In sum, CALD clients are less likely to seek mental health treatment. One key 

reason appears to be language barriers including lack of linguistically appropriate and 
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competent care (Minas et al., 2013; Ziguras et al., 1999). Mental health practitioners 

must integrate Australia’s increasing demographic complexity in their professional 

practice to provide competent, linguistically relevant, mental health services for CALD 

clients (Minas et al., 2013; Stuart et al., 1996). 

Language and psychotherapy. 

Linguistically diverse clients present themselves to psychotherapy with varying 

levels of English proficiency. They can be categorised in three broad groups: clients 

who do not speak English and must undertake psychotherapy assisted either by a MHP 

who speaks their language or by an interpreter; clients who speak English enough to 

undertake psychotherapy without an interpreter, however at a lower level of English 

fluency (which may interfere with communication); and clients who speak English 

fluently (no apparent interference with communication). Research from the field of 

psycholinguistics and from cross-cultural counselling and psychotherapy has repeatedly 

indicated that, independent of the client’s language proficiency, language diversity 

requires special attention for its implication in the clinical process (e.g., Byford, 2015; 

Costa & Dewaele, 2014; De Zulueta, Gene-Cos, & Grachev, 2001; Kokaliari et al., 

2013; Perez Foster, 1998; Softas-Nall, Cardona, & Barritt, 2015). 

Language is the main encoder of culture (Guarnaccia & Rodriguez, 1996) and is 

central to the client’s presentation of self, to organizing and communicating 

experiences, to sharing clinically relevant information, and to the therapeutic process 

and outcome (Bowker & Richards, 2004; Costa & Dewaele, 2014; Padilla et al., 1991; 

Perez Foster, 1998; Santiago-Rivera & Altarriba, 2002). 

Beyond being a potential barrier to semantic communication, using the client’s 

non-native language in psychological assessment and treatment has been found to 

impact on clinically relevant processes. Namely, it may affect clients’ experience and 
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expression of emotions (Clauss, 1998; Dewaele & Costa, 2013; Gomez, Ruiz, & Laval, 

1982; Javier & Marcos, 1989; Marcos, 1976a; Perez Foster, 1992; Rozensky & Gomez, 

1983); the recounting and retrieval of traumatic, autobiographical, and general 

memories (Dewaele & Costa, 2013; Javier, 1995; Schwanberg, 2010); the client’s 

identity and sense of self (Dewaele & Costa, 2013; Imberti, 2007; Marcos, Eisma, & 

Guimon, 1977; Perez Foster, 1996); and the strength of therapeutic alliance (Dewaele & 

Costa, 2013; Kokaliari et al., 2013; Perez Foster, 1998; Stevens & Holland, 2008). 

Furthermore, CALD clients’ language diversity was recognised as a factor that, even 

among fluent bilinguals, may distort clinically relevant speech and language with 

potential to mislead base assessment such as the mental status examination (MSE) and 

the initial diagnostic interview (De Zulueta et al., 2001; Del Castillo, 1970; Malgady & 

Costantino, 1998; Price & Cuellar, 1981; Southwood, Schoeman, & Emsley, 2009). 

Being aware and knowledgeable of the ways in which language diversity may interact 

with clinically relevant processes beyond semantics, is of utmost importance to the 

MHPs’ competence to provide psychological care to CALD clients. 

Most forms of Western psychotherapy practiced in Australia rely on language; 

language is the main vehicle of assessment, diagnosis, and treatment. The 

presupposition is that participants in a therapeutic conversation are capable of 

understanding each other. Therefore, the need for a shared language between client and 

MHP seems self-evident: to communicate effectively in psychotherapy they need to 

speak the same language. When both client and MHP share the same native language, 

basic communication is assumed. Conversely, when the client’s non-native language is 

so limited that semantic communication between them is difficult, the effects of 

language diversity are obvious, and two alternative ways of communication are often 

sought: use of interpreters or matching the client with a MHP who shares the native 
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language (language matching). On the other hand, clients that are judged to be “fluent 

enough” are often provided psychological assessment and/or treatment in English. The 

assessment as “fluent enough” may be deceptive, and in such cases, the potential 

psychological, cognitive, and social effects of language diversity may be overlooked. 

Consequently, no specific language related skills may appear to be required from MHPs 

(Perez Foster, 1998; Ramos-Sánchez, Atkinson, & Fraga, 1999). This is alarming, 

because unless special attention is paid to the role of language diversity, linguistically 

diverse clients may be inadvertently placed in a disadvantaged position where they are 

more likely to prematurely terminate treatment and are less likely to benefit from 

Western psychotherapies (Sue, Ivey, & Pedersen, 1996; Sue & Sue, 2008).To address 

this concern, the multicultural mental health literature has repeatedly advised that 

CALD clients receive psychological services in their preferred language. If necessary, 

interpreters should be strategically used or bilingual MHPs matched to the language of 

the client (e.g. Altarriba & Santiago-Rivera, 1994; Clauss, 1998; De Zulueta et al., 

2001; Oquendo, 1996; Santiago-Rivera & Altarriba, 2002). However, it is worth noting 

that most support for the use of language matching as a strategy to address language 

barriers proceeds from research conducted with the Spanish-speaking Hispanic 

population in the United States of America (USA). In the USA, over 35 million people 

of Hispanic origin speak Spanish, and Spanish is by far the most spoken non-English 

language in the country (Gonzalez-Barrera & Lopez, 2013). It is only natural that in 

such demographic context as the USA’s, language matching is a promising strategy. 

However, this strategy may not be as generalisable to other countries such as Australia, 

with different demographic profiles, minority languages of concern being only 

represented by a small group of users, and lack of MHPs representing those languages.  
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Despite the evidence in favour of using interpreters or language matching as 

strategies (Benish, Quintana, & Wampold, 2011; Griner & Smith, 2006), in 

predominantly monolingual countries like Australia, where over 300 languages are 

spoken by minority groups, providing psychotherapy in the client’s preferred language 

is seldom feasible. Often, even the inclusion of interpreters is not possible due to lack of 

trained interpreters to cover languages in lesser demand or the high cost associated with 

such services (Minas et al., 2013; Minas, Stuart, & Klimidis, 1994). In Australia, only 

government funded health programs have free access to interpreting services to assist in 

psychological assessment and treatment of CALD clients, and they are extremely under 

resourced (Federation of Ethnic Communities Councils of Australia, 2011). Private 

practitioners must pay for the service themselves, which would increase the cost of 

psychological consultations to levels that many CALD clients could not afford. In this 

context, when the client can demonstrate some use of the English language, cross-

lingual psychotherapy often remains the only option available to many clients and MHP 

dyads.  

Cross-lingual psychotherapy 

Stevens and Holland (2008) coined the term cross-lingual psychotherapy in the 

multicultural psychotherapy literature to refer to therapeutic dyads in which client and 

therapist do not share the same native language and assessment and psychotherapy 

occurs in the client’s non-native language. An example of cross-lingual psychotherapy 

would be Australian monolingual MHPs providing services to CALD clients in English, 

when English is the client’s non-native language; or Australian bilingual MHPs 

providing services to CALD clients in English when English is the non-native language 

for both of them, and they do not share the same native language. Currently in Australia, 

given the limited number of MHPs able to match the CALD client’s language (and the 
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restricted use of interpreters), if a CALD client is deemed to speak English “enough”, 

most interactions between MHPs and CALD clients occur in English, that is, cross-

lingually. This raises an important question: How competent are MHPs to offer cross-

lingual assessment and treatment to their CALD clients?  

To date this question remains unanswered. Minimal attention has been paid in 

guidelines, research or practice to the development and assessment of MHPs’ cross-

lingual competence. Furthermore, when language related competence has been 

addressed, it is only mentioned briefly, subsumed under the umbrella topic of cultural 

competence; and in general, “language competence” is assumed to be demonstrated by 

matching MHP-client’s language or including interpreters. This is surprising and 

concerning given the frequency of cross-lingual interactions between MHPs and CALD 

clients and the centrality of language diversity to psychological assessment and 

treatment as discussed earlier in this chapter. Mental health practitioners’ lack of 

language competence may inadvertently place CALD clients in a disadvantaged 

position where they are more likely to prematurely terminate treatment and are less 

likely to benefit from Western psychotherapies (Sue, Ivey, & Pedersen, 1996; Sue & 

Sue, 2008). Conversely, MHPs’ who have insight and knowledge of the interplay 

between language diversity and clinical processes and outcomes and possess the skills 

to address language barriers will be better positioned to attend to the needs of CALD 

clients. For this reason, MHPs’ language related competence must be trained and 

developed, and it must also be assessed.  

Indeed, the assessment of MHPs’ language related competence has received 

minimal attention compared to the attention given to the assessment of MHPs’ cultural 

competence. This is further evidenced in the proliferation, of psychometric instruments 

to measure multicultural competence in the last thirty years. Several instruments have 
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been developed focusing on specific attributes, knowledge and skills known to be 

present and effective when working with CALD clients (Khawaja, Gomez, & Turner, 

2008; LaFromboise, Coleman, & Hernandez, 1991; Ponterotto, Gretchen, Utsey, Rieger, 

& Austin, 2002; Sodowsky, Taffe, Gutkin, & Wise, 1994). Yet most of these instruments 

include none or very few items specifically assessing MHPs’ competence related to 

language diversity. This constitutes a serious limitation of these measures when both 

culture and language are acknowledged to be fundamental characteristics of CALD 

clients and competence is relevant in both areas. 

The Current Investigation 

Through the current project I aim to address this gap by focusing specifically on 

the measurement of MHPs’ cross-lingual competence. In this thesis I propose the 

concept of cross-lingual competence, and argue that, when providing psychological 

services to CALD clients, cross-lingual competence is a related but distinct construct to 

multicultural competence, and that it requires specific attention, training, development, 

and assessment. Furthermore, MHPs are professionally and ethically required to 

exercise multicultural competence, which I argue, must specifically and distinctively 

include competence to work cross-lingually with CALD clients. Multiculturally 

competent mental health practitioners must also demonstrate cross-lingual competence. 

Thus, the aim of this research is to define, operationalise, and reliably measure the 

construct of cross lingual competence among MHPs in the Australian context.   

Due to the scarcity of research on the topic of language diversity competence, I 

will draw on local and international research, theory, models, and knowledge from the 

field of multicultural psychology. Specifically, to develop the proposed measure of 

cross-lingual competence, I draw parallels with the tripartite framework of multicultural 

competence propose by Sue, Bernire, Durran, Feinberg, Pederson, Smith, and Vazquez 
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(1982) and the metatheory of multicultural therapy and counselling (Sue et al., 1996). 

Importantly, multicultural competence has been investigated at systems, organisational 

and individual practitioner levels. This project focuses on the third level; that is, the 

cross-lingual competence of individual MHPs when working with CALD clients.    

Aim of the current investigation. 

The aim of this research is to develop a measure of MHPs’ cross-lingual 

competence that is theoretically based and psychometrically sound. It is the purpose of 

this research that the developed instrument can be used in the assessment of cross-

lingual training outcomes at post-graduate and professional development levels. In 

addition, the aim is to develop an instrument that can assist MHPs and their trainers to 

identify where practicing and in-training MHPs are in their development of cross-

lingual competence; to assist supervisors to better support supervisees in their work 

with CALD clients; and as a tool in general cross-lingual competence related research.  

Organisation of the thesis. 

Chapter 2 provides an overview of Sue and colleagues’ (1996; 1982) metatheory 

of multicultural therapy and counselling and their tripartite model of multicultural 

competence and a description of the current state of multicultural competence in 

Australia. This information will serve as basis and background from which the proposed 

measure of cross-lingual competence is developed.  

Chapter 3 presents the results of a comprehensive review of the literature on 

which areas of language related awareness, knowledge, and skills contribute to MHPs’ 

cross-lingual competence. This literature informed the conceptualisation, definition, and 

operationalisation of the construct of cross-lingual competence and guided the 

generation of items for the measure of cross-lingual competence.  
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Chapter 4 presents the results of Study 1 which collects information from MHPs 

and outlines that processes of item generation and measure development, as well as 

presenting the results of initial item assessment and reduction through exploratory factor 

analysis (EFA). In addition, the new instrument’s reliability and validity are presented.   

Chapter 5 presents the results of Study 2 which illustrates confirmatory factor 

analysis (CFA) undertaken on a separate sample to validate the structure of the measure 

and assess its psychometric properties. 

Chapter 6 presents the results of Study 3; a descriptive study exploring MHPs’ 

individual characteristics as predictors of their self-reported cross-lingual competence 

by combining the samples collected in the previous studies.  

Finally, Chapter 7 presents a general discussion and integration of the 

investigation, along with implications for research and clinical practice, limitations and 

future directions. 
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Chapter 2:  An Overview on Multicultural Competence  

The aim of this chapter is to provide an overview on the topic of multicultural 

competence to serve as background and framework for the conceptualisation of the 

construct of cross-lingual competence. I will frame my propositions within Sue and 

colleagues’ (1996) metatheory of multicultural therapy and counselling, and draw 

parallels between multicultural and cross-lingual competence using Sue and colleagues’ 

(1982) tripartite model of competence. In what follows, I first introduce the emergence 

of multicultural counselling and therapy; second, I define multicultural competence and 

introduce the tripartite model; third, I present a concise description of the current state 

of multicultural competence in Australia; and finally I state the implications of the 

framework discussed to the conceptualisation and development of a measure of cross-

lingual competence.    

The need for a multicultural perspective in psychotherapy 

Since the early eighties in the USA, in a context of rapidly changing 

demographics, supporters of the multicultural movement in mental health have called 

for the implementation of a multicultural approach to assessment, practice, training, and 

research related to working with CALD clients (e.g., Arredondo et al., 1996; Pope-

Davis & Coleman, 1997; Sue, Arredondo, & McDavis, 1992; Sue et al., 1982; Sue & 

Sue, 2008). They called this emerging approach multicultural counselling and therapy 

(MCT). They contend that offering psychotherapy to CALD clients purely based on 

Western models, including Western traditions and theories, and Western practitioners 

and clients as stakeholders, may be unethical, oppressive, and potentially harmful 

(Estrada, Durlak, & Juarez, 2002; Hill, Vereen, McNeal, & Stotesbury, 2013; Sue et al., 

1992). Furthermore, they argue that MHPs must be able to demonstrate specific 

multicultural standards and competencies to work with CALD clients, beyond general 
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counselling and psychotherapy competencies. In 1996 the Association for Multicultural 

Counselling and Development commissioned the development of specific multicultural 

competencies that would enable MHPs to be trained and assessed (Arredondo et al., 

1996). These competencies were developed around three core aspects: MHPs’ 

awareness of own cultural values and biases; MHPs’ knowledge of clients’ world views; 

and MHPs’ use of culturally appropriate interventions strategies. An extensive and 

detailed description of these standards and competencies can be found in the document 

presented by Arredondo and her colleagues (1996) to the Professional Standards and 

Certification Committee. The principles and guidelines proposed by this movement 

refer specifically to the four most prominent ethnic minorities present in their social 

context (USA; i.e., African Americans, American Indians, Asian Americans, and 

Hispanic/Latinos) and tend to be concerned with cultural diversity. However, I argue 

that this call for culturally relevant mental health services applies to all groups who are 

minorities in the environment in which they reside and that we must extend such 

considerations to include language diversity, particularly in the context of Australia.  

In the context of globalisation, one of the most important issues confronting the 

helping professions in recent decades has been the universal validity and applicability of 

Western theories and models of mental health care (Sue & Sue, 2008). Mental health 

practitioners, researchers, and ethnic minority health advocates have brought into 

question tacitly accepted beliefs that “good mental health care” for the dominant group 

is equally good for ethnic minority groups. Instead, they argued for the culture-bound 

nature of human behaviour, expression of distress, and search for conflict resolution and 

healing; and therefore, the need to include culture in the psychotherapy process 

(Arredondo et al., 1996; Betancourt, Green, Emilio Carrillo, & Park, 2005; Minas et al., 

2013; Sue et al., 1992; S. Sue, 2003). Culture is a powerful variable that influences how 
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humans think, relate to others, make decisions, organise life experiences, and create 

meaning (Sue, 2001). Culture does not only influence CALD client’s life’s experiences, 

but also MHPs’ and the very theories, models, and strategies they use in their 

profession. Thus, the overarching (and often unspoken) presence of culture needs to be 

acknowledged and addressed, allowing traditional theories, models, and strategies in 

psychotherapy to be reviewed and adapted to make room for culture. To this end, 

advocates have consistently called for an integration of the culture general and culture 

specific approaches to mental health care, and the development of relevant cultural 

competencies among MHPs that reflect this integration (e.g. Arredondo et al., 1996; 

Minas et al., 2013; Pope-Davis, Reynolds, Dings, & Nielson, 1995; Santiago-Rivera & 

Altarriba, 2002; Sue et al., 1982).  

The culture general (or top-down) approach focuses on universal principles, on 

how people within cultures are similar, and how standardised  approaches to mental 

health care, including psychological assessment and psychotherapy, can apply to all 

clients regardless of their background (Davidson, Jaccard, Triandis, Morales, & Diaz‐

Guerrero, 1976). Mental health practitioners who work from this perspective may 

believe that the values and assumptions of psychotherapy are universally shared, that 

the presentation and treatment of psychological issues across cultures are similar, and 

thus that the same approaches are equally effective with all clients (Sue & Sue, 2008). 

On the other hand, the culture specific (or bottom-up) approach, attempts to describe 

and explain behaviour exhibited by clients from different cultural backgrounds using 

concepts derived from and embedded in their own culture (Davidson et al., 1976). 

Mental health practitioners who work from this perspective may believe that clients 

from diverse cultural and linguistic minority groups may differ notably in cultural 



17 

CROSS-LINGUAL COMPETENCE 

values, lifestyles, and worldviews from the culture of the society of settlement, and that 

psychological assessment and treatment must be adapted accordingly to be effective.  

To advance the integration of culture general and culture specific approaches 

within mental health care, Sue et al. (1996) proposed a metatheory of multicultural 

counselling and psychotherapy which reconceptualises existing theories, alters the way 

the field defines psychotherapy, and broadens the definitions of what constitutes helping 

strategies. At the heart of this metatheory are several propositions that have been 

particularly relevant to the conceptualisation of MCT and multicultural competence. 

First, it is proposed that all counselling and psychotherapies arise from a cultural 

context, and therefore, all theories and practices are culture bound. It recognises that 

psychotherapies developed in the Western world and helping models that are specific to 

non-Western cultures are not inherently right or wrong but represent unique worldviews. 

Second, the therapist and client’s attitudes toward the self, the in-group and out-group 

are shaped by their own cultural identities, and thus have significant impact in the 

therapeutic relationship and process. Third, MCT expands the role of the MHPs and the 

repertoire of therapy skills considered helpful and appropriate to use with clients to 

include the client’s own culturally informed understanding of what constitutes 

“helpfulness”. Finally, the effectiveness of psychotherapy is thought to be enhanced 

when psychotherapy goals and interventions are consistent with the client’s culture 

rather than solely reflecting the culture of the practitioner. Importantly, these 

propositions have served as framework to define and conceptualise MCT and MHPs’ 

multicultural competencies. 

Of note, MCT differs from traditional counselling and therapy in that it makes 

room for CALD clients’ individual cultures to be theoretically and practically 
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interwoven in the therapy process. Sue and Torino (2005) offered the following 

definition of MCT:  

“Multicultural counselling and therapy is both a helping role and process that 

uses modalities and defines goals consistent with the life experiences and 

cultural values of clients, recognises client identities to include individual, 

group, and universal dimensions, advocates the use of universal and culture-

specific strategies and roles in the healing process, and balances the importance 

of individualism and collectivism in the assessment, diagnosis and treatment of 

client and client systems” (p. 6). 

At the heart of MCT is the recognition that competent adaptation of 

conventional theories and interventions will lead to improved outcomes for CALD 

clients (Sue et al., 1996). For interventions to be effective, MHPs must be capable of 

modifying theoretical models and techniques to be consistent with the client’s values, 

worldviews, life experiences, explanations of mental health and illness, and 

understanding of how to achieve healing (Santiago‐Rivera, 1995; Singh, Hope, & 

Weiss, 2011; S. Sue et al., 2009). This leads to a particularly important point: to provide 

adequate MCT, it is imperative that MHPs become culturally competent beyond general 

psychotherapy competencies. 

Multicultural competence 

Since the establishment of multicultural psychotherapy and counselling, MHPs’ 

multicultural competence has become one of the key issues among the mental health 

professions. The aim of developing multicultural competence among practitioners is to 

provide CALD clients with equal access and opportunities to high quality and relevant 

mental health care that is effective in its approach and outcomes. Yet, despite its 

importance, to date there is no universally accepted definition of multicultural 
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competence focusing at the individual MHP level. Researchers and MHPs have varied 

in their specific focus and assumptions for multicultural competence. While some have 

focused on MHPs’ cultural sensitivity (Ridley, Mendoza, Kanitz, & Zenk, 1994), others 

focused on MHPs’ self-awareness of cultural assumptions (Pedersen, 1994), skills 

needed for culturally competent interventions with specific minority groups (Sue, 

1990), MHPs’ capacity to perform and achieve clinical outcomes in cross-cultural work 

(Lo & Fung, 2003), or some combination of these dimensions (S. Sue, 1998). These 

overlapping but distinct emphases have hindered reaching of a consensus over a 

common definition, conceptualisation, and operationalisation of MHPs’ multicultural 

competence.  

Despite these challenges defining multicultural competence, Sue et al. (1992) 

described MHPs’ multicultural competence as “…an active process, that it is ongoing, 

and …never reaches an endpoint…” and offered the following definition which is used 

to frame the current research (Sue et al., 1992; Sue et al., 1982; S. Sue, 2003):  

[MHP’] Cultural competence is the ability to engage in actions or create 

conditions that maximize the optimal development of client and client systems. 

Multicultural counselling competence is defined as the counselor’s acquisition of 

awareness, knowledge, and skills needed to function effectively in a pluralistic 

democratic society (ability to communicate, interact, negotiate, and intervene on 

behalf of clients from diverse backgrounds), and on an organizational/societal 

level, advocating effectively to develop new theories, practices, policies, and 

organizational structures that are more responsive to all groups (Sue, 2001;  

p.802).

Following the aforementioned definition and based on the extensive work of Sue 

and colleagues (Sue et al., 1992; Sue et al., 1982; Sue et al., 1996), multicultural 
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competence has been conceptualised along a tripartite framework emphasising the 

qualities of the MHP in terms of (1) their cultural awareness (attitudes and beliefs), (2) 

their cultural knowledge, and (3) their cultural skills. First, competent MHP’s will 

display awareness of their own cultural heritage, assumptions, values, and biases, and 

will understand how their own cultural background influences psychological and social 

process and professional practice. This awareness commences with the recognition that 

everyone (both clients and MHPs) have an ethnic and cultural heritage. Often MHPs 

who belong to the ethnic majority are less aware of the influence of their culture on 

themselves; “understanding what their Whiteness means to them” and to the way they 

practice their profession is crucial to becoming culturally competence (Sue & Torino, 

2005; p. 9).  

Second, competent MHPs will acquire knowledge of cultural groups. They will 

seek specific knowledge of how clients’ culture impact on the therapy process by 

shaping their identities, life narratives, conceptualisation of psychological disorders, 

attributions for distress, help-seeking behaviours, and expectations for recovery. To truly 

be competent, having this knowledge in the form of facts is not sufficient; MHPs must 

be able to interpret this knowledge to determine its psychological implications for their 

clients. Although MHPs acquiring specific knowledge about each ethnic minority 

represented might be impossible, broader knowledge that CALD clients may differ from 

themselves is an important first step into becoming competent. Finally, competent 

MHPs will display skills that indicate they are able to culturally adapt their repertoire of 

helping interventions including the ability to effectively communicate with CALD 

clients, seek further training and education, and actively seek consultation from 

culturally relevant sources (Sue et al., 1992; Sue et al., 1996).  
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In summary, in the context of the tripartite model, a culturally competent MHP is 

one who has culture related awareness and knowledge, but most importantly, links 

relevant awareness and knowledge to the development of skills to flexibly adapt 

psychological theories, processes and interventions to meet CALD clients’ needs 

(Benish et al., 2011; Constantine & Sue, 2005; Gallardo, 2013; S. Sue et al., 2009). 

Advocates of the MCT argue that to become multicultural competent, MHPs must 

receive appropriate education and training to be able to identify cultural differences 

relevant to the clinical process and outcome and adapt protocols accordingly. Thus, 

training programs and professional development must be restructured to include a 

model of mental health that truly makes room for multiculturalism. 

The tripartite model (Sue et al., 1992; Sue et al., 1982; Sue et al., 1996) and the 

specific set of competencies derived from it (Arredondo et al., 1996) have been 

generally well received among counselling and psychotherapy professions. Indeed, the 

competencies defined and described in the model have been incorporated in the 

curricula of training courses internationally to enhance MHPs awareness, knowledge, 

and skills in working with CALD clients. However, it is worth noting that the tripartite 

model and the operationalisation of multicultural competencies have also faced criticism 

from researchers and educators (S. Sue 2003; Satel & Foster, 2000; Weinrach & 

Thomas, 1997; 2002; 2004).  

One of the main critiques against the multicultural competencies model has been 

its exclusive focus on multiculturalism based on race, excluding other individual 

differences such as sexual orientation, age, or religion that are also relevant to 

psychotherapy (Petterson, 2004; Weinrach & Thomas, 1997; 2002; 2004). In this 

context, Weinrach and Thomas, (2002) argued that race offers an inadequate explanation 

for the human mental health straggle. Therefore, placing race, cultural distinctiveness, 
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and its associated difficulties at the root of CALD clients’ clinical presentation is in 

itself racist; thus, contradicting the core proposition of the model (Weinrach & Thomas, 

1997; 2002). In addition, concerns were voiced about the expectation that MHPs must 

demonstrate specific multicultural culture related awareness, knowledge, and skills to 

work effectively with CALD that are not needed to work with majority clients. There 

seems to be an assumption that clients’ differences are more important that clients’ 

similarities; such view is misguided and harmful (Petterson, 2004).  Specifically, the 

emphasis on differences places clients as the “other” and as “different” contributing to 

propagate MHPs’ stereotypes and assumptions that can affect the course of therapy 

(Chao, Okasaky, & Hong, 2011, p.266; Petterson, 2004) and further fragment the 

therapeutic relationship (Weinrach & Thomas, 2002). Weinrach and Thomas (1997) 

concluded that the development of a set of multicultural standards is a “a simplistic 

solution” being inspired by politically correctness attempting to impose a social activist 

political agenda on the mental health professions (p. 29). 

The tripartite model and the multicultural standards have also been criticised for 

their lack of definitional clarity and rigorous empirical support (Ponterotto et al., 2000; 

Satel & Foster, 2000; Worthington et al., 2006). Specifically,  there is a lack of 

process/outcome studies showing that MHPs who possess the characteristics described 

in the model obtain better outcomes with their CALD clients and showing the 

supremacy of culturally adapted therapy compared to traditional approaches (Satel & 

Foster, 2000). Furthermore, due to lack of definitional clarity and agreement on what 

constitutes multicultural awareness, knowledge, skills, and multicultural competence in 

general, it has been difficult to develop research strategies, design measurable training, 

evaluate competence and therapy outcomes and develop reliable and valid measures of 

multicultural competence (Kocarek et al., 2001; Pope-Davis & Ding, 1994; S. Sue et al., 
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2009; Worthington et al., 2006). Indeed, measure development researchers have 

reported several potential limitations in the conceptual clarity of the model. In Chapter 4 

of this thesis I present a detailed description of the available psychometric instruments 

developed based on Sue and colleagues’ (1982) tripartite model and offer a discussion 

of the limitations related to definitional variability. 

Despite these valid concerns raised by researchers and theorists, this long-

standing model continues to be widely accepted as the core multicultural competency 

model within the field of counselling psychology (Worthington, Soth-McNett, Moreno, 

2007). It continues to be revised, expanded, and researched (S. Sue, 2009; Khawaja, 

Gomez, et al., 2008) and has received widespread acceptance among professional 

organizations, training programs, and prominent multicultural scholars. In Australia, for 

instance, whatever limited research and practice exists in the area of multicultural 

competence, it has often been rooted in the tripartite model (e.g. Khawaja, Gomez, et 

al., 2008; Lee & Khawaja, 2013; Raab, 2013). 

Multicultural Competence in Australia 

In Australia over the last two decades, in the context of changing demographics 

and a continuing process of mental health reform, the importance of multicultural 

competence when working with CALD clients has been repeatedly articulated (Lee & 

Khawaja, 2013; Minas et al., 2013; Minas et al., 1994; Ziguras et al., 1999). At federal, 

organisational, and individual practitioner levels, multicultural competence has gained 

attention as an ethical responsibility towards CALD clients. It was hoped by health 

advocates, legislative and regulatory bodies that promoting multicultural competence 

would promote equality in health care regardless of race, culture, and language 

proficiency. In addition, it was hoped improve the quality of mental health services 

provided to CALD clients and their families and develop and maintain the overall 
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competence of the mental health work force (Minas et al., 2013). Thus, developing the 

multicultural competence of MHPs has been identified as key to improving mental 

health outcomes for CALD clients within the Australian context.  

The principles supporting the provision of culturally competent mental health 

services to CALD clients can be found in our federal legislation in regulations such as  

The National Standards of Mental Health services-Common Wealth of Australia from 

2010 (Commonwealth of Australia, 2010), in the guidelines of professional associations 

of mental health practitioners (e.g., Australian Psychological Society -APS), and in the 

requirements of agencies responsible for the accreditation of university Psychology 

programs and of psychologists (e.g., Psychology Board of Australia- PsyBa and 

Australian Psychology Accreditation Council - APAC). Of note, multicultural 

competence is clearly identified as a key attribute of MHPs through its inclusion by the 

PsyBA as a core competency required of candidates applying to register as 

psychologists (Psychology Board of Australia, 2010). Specifically, core competency 

(“G”) directly addresses cultural competence and states that psychologists achieve the 

competence to work within a cross-cultural context by demonstrating the capability to 

effectively work with people form cultures different to their own. Similarly, APAC 

(2019) has recently published an updated set of guidelines for Psychology programs 

(undergraduate and postgraduate) where they articulate the need for training programs 

to ensure students’ are familiar with cross-cultural issues and have the competence to 

address them. Thus, there is an explicit consensus and expectation that MHPs must be 

culturally competent. 

Despite such consensus, policies, standards, and requirements for multicultural 

competence are established without specific guidelines and direction for education, 

training, practice, and systematic assessment of this competence (Allotey, Reidpath, & 
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Manderson, 2002; Ho & O'Donovan, 2018; Lee & Khawaja, 2013; Minas et al., 2013; 

Tan & Denson, 2019). To date, it remains unclear what constitutes multicultural 

competence as identified by legislative and regulatory bodies, and how its development 

is being implemented and assessed (Minas, 2013; Lee & Khawaja, 2013). This raises 

questions about how Australian MHPs attain competence and how we measure whether 

they meet defined standards. Before I expand on these concerns, a brief description of 

the current Australian mental health workforce is outlined in order to contextualise this 

issue. 

The Australian mental health force is primarily composed of psychiatrists, 

psychologists, mental health nurses, counsellors, and social workers (all of whom are 

broadly referred here to as MHPs); with most of psychological services provided by 

psychologists (Australian Institute of Health and Welfare, 2018). The Psychology Board 

of Australia (2019) reported a total of 35,585 practicing psychologists in Australia 

(30,249 psychologists with general registration and 5,334 psychologists with 

provisional registration currently still in training). Official records of 

demographic/individual characteristics of psychologists report information related to 

gender, age, pathways followed to registration, area of endorsement, number of hours 

and region of practice, among other information. Interestingly, official statistics on the 

ethnicity and language/s other than English spoken by psychologists are not currently 

systematically collected. At this stage, it is unknown the degree to which the make-up of 

MHPs in the psychology profession is representative of the clients accessing services, or 

the degree to which language matching in this context may be occurring. Despite 

lacking clear direction for education, training, practice, and systematic assessment, 

Australia has targeted the provision of competent mental health services in two ways: 

increasing MHPs’ multicultural competence though training and facilitating the 
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emergence of government funded mental health specialist services. A description of 

these two modalities is presented in the following section.  

Development of psychologists’ cultural competence in Australia. 

Most MHPs’ multicultural training occurs within post-graduate courses or 

through continued professional development. Tertiary education institutions have 

responded positively to address the cultural competence gaps by moving towards 

equipping MHPs trainees to competently work with CALD clients (Geerlings, 

Thompson, Bouma, & Hawkins, 2018; Griffiths, 2006). Pro-cultural competence 

development activities include, but are not limited to, exposing trainees to 2-3 hour 

lectures, attendance at workshops offered by the local transcultural mental health 

experts or guest lecturers, exposure to multicultural general theories, inclusion of 

multicultural formulation in the client’s conceptualisation, enabling clinical experience 

with CALD clients, and facilitating trainee supervision for culture-specific issues 

related to CALD clients (Geerlings et al., 2018; Lee & Khawaja, 2013; Tan & Denson, 

2019).  

Australian studies investigating postgraduate trainees’ experiences of developing 

cultural competence are very few, based on self-reports, conducted in small samples, 

and tend to use exploratory approaches. Nevertheless, results of research suggest that 

exposure to clinical interactions with CALD clients, culture-related specific supervision, 

and training delivered by CALD practitioners/lecturers contribute the most to increasing 

trainees’ multicultural competence (Geerlings et al., 2018; Ho & O'Donovan, 2018; Lee 

& Khawaja, 2013; Tan & Denson, 2019). Conversely, a study by Lee and Khawaja 

(2013) found that clinical practice with CALD clients and related supervision 

significantly improved trainees’ competence, while education through lectures and 

tutorials had no significant impact. They argued that the lack of impact of training could 
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be due to the brevity of the training equating to a couple of lectures. This may imply 

that the content is not comprehensive enough, the timing is insufficient for deep 

learning to occur, or the practice of theoretical content may be lacking.  

Even less is known of the multicultural competence development and training of 

provisional psychologists following non-university pathways to full registration or of 

psychologists who obtained full registration before multicultural training was 

emphasised in university programs. One study by Raab (2013) found that fully 

registered psychologists, who had completed their training prior to the mandatory 

inclusion of multicultural competence, reported having initiated their clinical practice 

without knowledge of multicultural work. To bridge the gap, they sought to improve 

their multicultural competence by attending continued professional development 

workshops, engaging in self-reflection, seeking specific supervision to address issues of 

culture, and completed self-guided culture related research. However, nothing is known 

about the effectiveness of these activities in increasing their actual multicultural 

competence. 

 Independently of the path followed to registration, and the years of work in the 

field, research finds that psychologists report having a weak base of knowledge and 

skills when they began work with CALD clients. Some reported feeling anxious, a sense 

of insecurity and inadequacy, practicing in a “trial and error” fashion (Raab, 2013; Tan 

& Denson, 2019, p.19), fearing they would  do “cultural damage” and practicing a 

model with a strong “Western feel” (Geerlings et al., 2018, p.164). Regardless of these 

difficulties most MHPs (including those in-training) reported a willingness to adapt 

their practice to make it relevant to CALD clients, and to actively increase their cultural 

awareness, knowledge and specific skills. However, they felt that they were lacking the 

“how to”, the experience, the knowledge, and the confidence in their own clinical and 
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cultural competence (Geerlings et al., 2018; Ho & O'Donovan, 2018; Lee & Khawaja, 

2013; Tan & Denson, 2019).  

As the previous sections have outlined, questions about how Australian MHPs 

attain competence and how that competence is assessed are only partially addressed by 

the current local literature. Despite the well-established importance of this in the 

Australian environment, there seems to be a lack of uniformity as to what constitutes 

multicultural competence, what is adequate and necessary training, and how best to 

promote, develop, apply, and assessed MHP’s awareness, knowledge, and skills 

(Griffiths, 2006; Lee & Khawaja, 2013; Tan & Denson, 2019; Tudor, 2012). In the 

meantime, recognising the need for multicultural competent mental health services, 

alternative ways of meeting these needs have been implemented. 

Multicultural specialist mental health services. 

An additional effort to provide culturally relevant mental health services to 

CALD clients has been the establishment of government funded mental health specialist 

services. Given the diversity of ethnic groups living in Australia, providing ethno-

specific mental health services is not possible. However, most CALD clients are 

serviced by a mainstream model occasionally supplemented by specialist transcultural 

services. These specialist centres provide direct support to CALD members of the 

community (i.e., psychological assessment, diagnosis, short term treatment, and 

appropriate referral) as well as multicultural consultancy, education, capacity building, 

and training to mainstream private and public organisations. These centres mostly 

provide services to CALD clients in languages other than English by either engaging 

CALD MHPs or interpreters, with employing CALD psychologists seen as the best 

option given the high cost, low accessibility and questionable reliability of interpreting 
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services (Codrington, Iqbal, & Segal, 2011; Federation of Ethnic Communities Councils 

of Australia, 2011; Khawaja & Stein, 2016)  

The inclusion of CALD MHPs is indeed an important contribution to increasing 

the effectiveness of services. These practitioners may have undergone migration 

themselves; or if born in Australia, will have been exposed to socialisation influences 

that are distinct from majority members of society.  As a result, they bring an enhanced 

awareness of the existence of culture as a modifier of values, beliefs, worldviews, 

relatedness, integration, mental health interpretations, and more (Ho & O'Donovan, 

2018; Tan & Denson, 2019). In addition, they may also possess specific knowledge and 

strategies to work within their own cultural group, and the ability and flexibility to 

extend such knowledge and skills into the service of other minority groups. Indeed, 

Australian research on the competence of CALD MHPs (Reeb, 2013; Lee & Khawaja, 

2013; Geerlings et al; 2018) has found that CALD psychologists perceive themselves as 

having good cultural competence, and recognised their CALD characteristics as a 

contributor to their competence. Yet, based on their CALD status alone, they still felt 

unequipped to work with other ethnic minorities different to their own. Furthermore, 

they noted that being trained in the mental health profession in Australia, within a 

Western frame of reference for mental health care, and mostly based on Western 

theories, they also, at times, struggled to work with their own ethnic group (Raab, 2013; 

Tan & Denson, 2019). 

In summary, despite a strong policy focus and multicultural competence 

discourse, little is currently known about how culturally competent the Australian 

mental health work force is. This is due to several key reasons. First, there is no clear 

understanding of what constitutes cultural competence and what specific practice 

elements are encouraged as characteristic of multicultural practice in Australia. Second, 
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there is no standardised model for cultural competence being taught, trained, and 

assessed in most postgraduate programs. Third, there is very little systematic research 

investigating multicultural competence among MHPs. Fourth, the various paths towards 

general registration makes standardisation of training delivery and assessment even 

more complex. Finally, the assumption of multicultural competence being innate in 

CALD MHPs may overestimate the capacity of mental health organisations serviced by 

CALD MHPs to look after the needs of CALD populations. 

 Importantly, and relevant to the current investigation, none of the local studies 

available and reviewed here addressed or assessed MHPs’ language related competence 

in identifying and addressing clients’ language diversity related needs. This is 

concerning in the current Australian context of multicultural and multilingual diversity. I 

argue that cross-lingual competence must be woven into all aspects of the mental health 

professions, from individual practitioners engagement in insightful reflection, 

professional development workshops, supervision, high degree programs curriculum, 

academic and registration standards, to job evaluation criteria. It naturally follows that, 

if cross-lingual competence is to be developed, trained, and compared to academic, 

registration, and job criteria, cross-lingual competence must be assessed. A reliable and 

valid psychometric instrument measuring cross-lingual competence is necessary to 

allow MHPs and their trainers and evaluators to identify areas of strengths and 

limitations and to assess changes in cross-lingual competence as a result of cross-lingual 

training. This research proposes to develop such an instrument. 

The current lack of attention to the assessment of cross-lingual competence is of 

concern for the reasons highlighted in the previous chapter and summarised here. 

Language and culture are intimately related, as language is the main encoder of culture. 

Indeed, language is far more than a vehicle for semantic communication; it conveys a 
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wealth of clinically relevant information other than the primary content of the message. 

Additionally, language is the main vehicle of assessment, diagnosis, and treatment in 

Western models of mental health care, and with such high levels of immigration from 

non-English speaking countries, Australian MHPs are increasingly required to provide 

services to clients in the client’s non-native language. It is well established that 

language barriers affect mental health and utilisation of mental health services. 

Therefore, MHPs are professionally and ethically required to exercise multicultural 

competence, which I argue, must specifically and distinctively include competence to 

work cross-lingually with CALD clients.  

Cross-lingual Competence as a Distinct Construct from Multicultural Competence 

Language is one of the major encoders of culture; it is a vehicle for its 

transformation and transmission, and a shared mean of communication among a given 

ethnic group (Guarnaccia & Rodriguez, 1996). At an individual level, language is a 

powerful means for constructing, experiencing and expressing emotions, thoughts, 

memories, identity, relatedness, and the extensive array of human experiences with 

clinical relevance for both clients and MHPs. Although they are interrelated, I argue that 

cross-lingual competence is distinct from multicultural competence because it is 

concerned with specific aspects of language diversity that may or may not be related 

directly to cultural differences, and directly impact on the clinical encounter. While 

multicultural competence is focused on MHPs’ abilities to integrate cultural differences 

into the psychotherapy practices (e.g., clients’ world views, beliefs, values, behaviours, 

conceptualisation of illness and healing), cross-lingual competence is concerned with 

the specific social, cognitive, and psychological dynamics introduced by language 

diversity and with MHPs’ competence to address them. Given this difference in focus, it 

can be said that multicultural competence does not necessarily imply cross-lingual 
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competence. For instance, MHPs may be able to culturally adapt existing models to 

include the clients’ values, beliefs, and culturally informed understanding of mental 

illness, or may have the skills to work alongside a healer from the client’s culture. Yet, 

they may be unaware of the implications of their position as native speakers; may lack 

knowledge of how the use of clients’ non-native language in therapy is related to 

specific psychological, social and cognitive processes; or may have underdeveloped 

skills to adapt strategies to address language barriers in the absence of language 

matching or interpreters. Therefore, I propose that cross-lingual competence is better 

explored, conceptualised, and measured as a distinct and important part of MHPs’ 

competence in working with CALD clients. 

A Framework for Cross-lingual Competence  

In the same way that multicultural counselling and psychotherapy acknowledges 

the need for MHPs’ competence to integrate cultural diversity into mental health care, 

cross-lingual psychotherapy acknowledges the need to comprehensively integrate 

language diversity and related dynamics into practice. Paralleling Sue and colleagues’ 

(1996) metatheory, I argue that for psychotherapy to be relevant and effective for CALD 

clients, it must take language diversity into consideration as a core factor, and must 

linguistically adapt clinical interventions beyond language matching and using 

interpreters. Specifically, I offer the following propositions which may contribute to the 

future development of theories of cross-lingual psychotherapy and cross-lingual 

competence:  

1. For most CALD clients assisted within Western frameworks of mental health care, 

the assessment and treatment of personal distress, suffering, and mental disorders are 

expected to occur through verbalisation, with an unfamiliar professional, and in a formal 

setting. To some CALD clients these dynamics may be unfamiliar, challenging, and 
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counter-cultural. For instance, this may be the case for those who have been socialised 

within a culture that tends to conceal rather than verbalise their feelings, and to reserve 

disclosure of personal content to be shared in the intimacy of the close family 

environment. As a result, a traditional form of psychotherapy based on verbalisation of 

private content could inadvertently frame clients in the position to violate their own 

cultural norms. Furthermore, such verbalisation of private content between clients and 

MHPs most often occurs in English, which is the CALD clients’ non-native (and often 

non-dominant) language. When CALD clients’ English is “good enough”, this 

interaction often occurs under the assumption that clients can successfully participate in 

meaningful psychotherapy in their non-native language; 

2. Mental health practitioners’ and the clients’ private and professional identities, and 

their perceptions of each other (as native and non-native language users) are profoundly 

shaped by language. Cultural biases and stereotypes may be evoked or primed 

specifically by MHPs’ and or clients’ language particularities such as accent, intonation, 

use of grammar, or style of speech. 

3. Being fluent users of the majority language (English) means that MHPs are in a dual 

position of power, as users of the dominant language and as clinicians with power to 

assess, diagnose, and treat. 

4. Work with CALD clients will be enhanced when MHPs’ are knowledgeable of the 

specific psychological, social, and cognitive barriers imposed by language diversity on 

clients, and of the implications on themselves. 

5. For psychological interventions to be relevant and beneficial to CALD clients, MHPs 

must be competent to adapt interventions to make them linguistically relevant and 

effective, and to do so beyond the use of interpreters and language matching. 
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6. It is necessary the commitment of regulatory bodies, agencies, and individual MHPs 

to take action to uphold, develop, and assess MHPs’ cross-lingual competence to 

provide quality services to CALD clients. 

In this context, I aim to develop a definition and operationalisation of the 

construct cross-lingual competence that is CALD client centred; takes into 

consideration the therapist’s and the client’s language diversity related experiences; is 

mindful of the non-universality of the use of language as an instrument of 

psychotherapy (healing); and acknowledges the cultural, social, cognitive, and 

emotional challenges imposed on both CALD clients and MHPs by the use of the 

client’s non-native language in therapy. In addition, I place the conceptualisation of 

cross-lingual competence within the framework of the tripartite model of multicultural 

competence (Sue et al., 1982). That is, I argue that MHPs who are cross-lingually 

competent are capable of developing awareness, knowledge, and skills to address 

language diversity related dynamics in assessment and treatment with CALD clients. In 

the next chapter I review the literature to inform what specific areas of awareness, 

knowledge and skills are relevant to the conceptualisation and measurement of cross-

lingual competence. 
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Chapter 3:  Literature Review 

Introduction 

This chapter presents a literature review with two aims: to inform the definition 

and operationalisation of the cross-lingual competence construct, and to inform the 

initial generation of items for the instrument under development.  

I have taken a deductive approach to the development of the scale to measure 

MHPs’ cross-lingual competence. That is, definition of the construct and items 

generation were guided by a theoretical foundation (DeVellis, 2012; Hinkin, 1998). This 

approach requires an understanding of the phenomenon under investigation and a 

thorough review of the literature to develop the theoretical definition and 

operationalisation of the construct. This understanding guides the generation of a set of 

items that capture the domain of interest (DeVellis, 2012). I acknowledge that the theory 

utilised to guide this investigation is limited, and there is a gap in the literature 

concerning specific research on cross-lingual competence among MHPs. Nevertheless, 

the concept of cross-lingual competence is novel, and the definition and 

operationalisation of the construct is particularly important. The generation of relevant 

items is based on two core factors, Sue and colleagues (1982; 1996) metatheory of 

multicultural counselling and psychotherapy and their tripartite model of multicultural 

competence discussed in the previous chapter; and an extensive and thorough search of 

the psycholinguistic and clinical literature. The literature search meant to identify 

evidence of specific aspects of MHPs’ self-awareness, knowledge, and 

techniques/practices related to language diversity that contributes to MHPs’ cross-

lingual competence. 

In the following section, I first present the definition and operationalisation of 

the cross-lingual competence construct and its three components (i.e., awareness, 
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knowledge, and skills). Then, I present the literature findings which informed this 

definition and operationalisation. I will relate the findings of this literature review to the 

initial items generation in the next chapter. 

Definition and Operationalization of the Construct of Cross-lingual Competence 

For the purpose of this study, cross-lingual competence has been defined as:  

The integration of MHPs’ language diversity related awareness, knowledge and 

skills when conducting assessment interviews and psychotherapy with CALD 

clients, in the clients’ non-native language (English), and when clients and MHPs 

do not share the same native language. 

The mental health practitioner’s awareness, knowledge and skills relevant to 

cross-lingual competence have been operationalised as follows: 

Cross-lingual awareness. Cross-lingual awareness refers to MHPs’ awareness 

of: their beliefs, attitudes, and biases towards users of English as a non-native language; 

their understanding of how their beliefs, attitudes, and biases shape their personal and 

professional position, and influence psychological and social processes and professional 

practice with CALD clients. Issues requiring self-awareness of own beliefs and attitudes 

include: language barriers placing additional demands on clinicians (e.g. sessions are 

more time consuming); stereotypes around clients’ accent and level of language 

proficiency; power differences based on language; self-doubts related to professional 

competence and to the efficacy of psychotherapy methods; feelings towards the cross-

lingual interaction; and MHP’s linguistic countertransference.  

Cross-lingual knowledge. Cross-lingual knowledge refers to the MHP’s 

knowledge-base supporting language diversity related processes and material involved 

in psychological assessment and psychotherapy. This knowledge-base includes: 

knowledge of relevant variations of CALD clients’ language profile (including age and 
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context of language acquisition, current context of use of both languages, and subjective 

relationship to each language); how the client’s language profile may interact with the 

recall of autobiographic memories, expression and experience of affect, client’s identity 

in therapy, the therapeutic alliance, and their experience and expression of 

psychological disturbance. In addition, cross-lingually competent MHPs are 

knowledgeable of the relevant literature on the interaction of language diversity and 

psychotherapy with CALD clients.  

Cross-lingual skills. Cross-lingual skills refer to the MHP’s ability to adapt 

protocols and interventions and apply language strategies to attend to the client’s 

language diversity. This includes the ability to: provide psychoeducation to CALD 

clients on the interaction of language diversity and psychotherapy and openly discuss 

the client’s experience of bilingualism; take a psycholinguistic history of the client; and 

invite the client to switch between native and non-native language in sessions and in 

homework assignments. 

The following sections present the literature findings relevant to defining and 

operationalising the individual components (i.e., awareness, knowledge, and skills) of 

the cross-lingual competence construct. First, I present information on MHPs’ language 

related awareness believed to support competence; then I present information on aspects 

of language knowledge relevant to competence; and finally, I present information on the 

language related skills recognised in the literature as relevant to competence.  

Self-awareness of attitudes, beliefs, and feelings working cross-lingually with 

CALD clients  

Personal attitudes and beliefs related to language diversity, whether consciously 

perceived or not, have direct and major impacts on the ways MHPs interact with their 

CALD clients in the clinical setting. Given the strong role of language as the main 
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vehicle for semantic and experiential communication in psychological assessment and 

treatment, MHPs must be aware of their own language derived feelings, attitudes and 

beliefs affecting perceptions and expectations towards their CALD clients, and address 

them accordingly (Lijtmaer, 1999; Perez Foster, 1998; S. Sue et al., 2009). Through a 

small number of theoretical discussions and exploratory studies, researchers and MHPs 

(Bowker & Richards, 2004; Costa & Dewaele, 2014; Perez Foster, 1998; Stevens & 

Holland, 2008) have highlighted a number of areas concerning language related self-

awareness that I argue are related to cross-lingual competence. These areas will be 

described next and include: a. the MHP’s linguistic countertransference; b. power 

dynamics elicited by language; c. the MHP’s attitudes and beliefs related to their own 

professional competence and methodological effectiveness, including negative emotions 

elicited by the cross-lingual interaction and the additional demands placed on them. 

One key aspect of the awareness domain of cross lingual competence is to 

understand and address linguistic countertransference Perez Foster (1998). Linguistic 

countertransference refers to the MHP’s cultural biases about ethnic groups being 

evoked or primed specifically by the client’s non-native language particularities such as 

accent, intonation, incorrect use of grammar, or deficient speech (Perez Foster, 1998). 

Conscious or unconscious language related biases and negative expectations may shape 

the evaluation and interpretation of the client’s linguistic behaviours, leading to 

assumptions and equivocal conclusions and even incorrect diagnosis. In line with Perez 

Foster’s claims, in Bowker and Richard’s (2004) research English speaking 

monolingual MHPs reported the client’s accent and language proficiency to be a major 

trigger for stereotyping. For instance, they expected greater difficulty in communication 

and lower effectiveness of treatment when the client had a marked foreign accent or if 

they held language related stereotypes about the client’s country of origin (even before 
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meeting the client). Thus, MHPs need to develop the insight to recognise, understand, 

and competently address the dynamics brought about by their linguistic 

countertransference. I argued MHPs’ linguistic countertransference to be an important 

component in the operationalisation of cross-lingual awareness. 

Another important aspect in the operationalisation of cross-lingual awareness 

relates to social and interpersonal power and privilege (Perez Foster, 1998; Sue & Sue, 

2008). Mental health practitioners working with CALD clients are in a double position 

of language related privilege and power. On the one hand, they are in possession of the 

dominant language, and often can use it in a more cultured, sophisticated, and field 

specific manner. In addition, they are in a clinical position to assess the client’s 

psychological state, pronounce a diagnosis, and decide a treatment based, in part, on 

clinical material collected through the clients’ verbal communication. Since English 

speaking society places great value on the person’s use of English, “it is a short step to 

conclude, [based on the use of language], that linguistic minorities are inferior, lack 

awareness, or lack conceptual thinking powers” to effectively work in therapy (Sue & 

Sue, 2008, p. 153). Therefore, it is expected that MHPs who possess insight into their 

own language privileges, and who recognise the disadvantages embedded in their 

clients’ non-native-speaker position, will be more competent to work cross-lingually 

with CALD clients. 

Finally, other areas of awareness identified as relevant to cross-lingual 

competence include the MHPs’ negative emotions towards the cross-lingual interaction, 

feeling burdened by it, or perceiving threats to their professional competence and 

methodological effectiveness (Bowker & Richards, 2004; Stevens & Holland, 2008). 

Despite working with fluent bilinguals, this research has found that some MHPs report 

feeling uncomfortable, anxious, inadequate and less competent about their cross-lingual 
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communication (Bowker & Richards, 2004; Stevens & Holland, 2008). Specifically, 

MHPs felt anxious about missing relevant clinical information, or clarifying linguistic 

misunderstandings and appearing racist, patronising, or insensitive to their clients. In 

some cases, the fact that therapy was occurring cross-lingually was never discussed with 

the client. Mental health practitioners also reported that they felt less able to empathise 

with their clients and even experienced some degree of envy towards the client’s 

bilingualism (Costa & Dewaele, 2014). Some MHPs perceived cross-lingual 

psychotherapy to be more “difficult” and felt resentful of the additional demands placed 

on therapists in a context of limited resources (Bowker & Richards, 2004; Costa & 

Dewaele, 2014; Stevens & Holland, 2008). Additional pragmatic demands may include 

extra cognitive effort to understand and make oneself understood in sessions, 

comprehension checking (especially of colloquialisms and idioms potentially unfamiliar 

to the client), and search for and find therapeutic material (e.g., readings, audios) in the 

clients preferred language. In addition, MHPs reported that the slower pace of speech is 

more time consuming, slows down the therapeutic process, challenges the pre-

established length and number of sessions, and is cognitively demanding when clients 

have a marked accent (Bowker & Richards, 2004; Stevens & Holland, 2008). In 

general, there was also a sense of uncertainty over the efficacy of the therapeutic 

interventions known to work with monolingual English-speaking clients, and whether 

deep therapeutic work was possible across languages (Bowker & Richards, 2004). 

On the other hand, in the research by Bowker and Richards (2004) it was found 

that some MHPs reported being aware and knowledgeable about these struggles but 

highlighted the positive aspects of language diversity if competently addressed and 

integrated. These included the slower pace of psychotherapy assisting to create a more 

reflective encounter; the mutual tolerance for the language gap becoming an opportunity 
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to model flexibility and acceptance; and the experience of being misunderstood in the 

safety of the therapeutic relationship allowing for healthier integration of such 

experiences with potential for learnings to be transferred to the outside world. MHPs 

indicated that adequate knowledge of pragmatic barriers and effective management and 

reframing of these challenges often created an atmosphere of acceptance and tolerance 

leading to stronger therapeutic alliances, more effective work, and self-perceptions of 

competence working cross-lingually. 

 Surprisingly, at the other end of the spectrum, indicating a concerning lack of 

awareness, some MHPs did not consider language diversity as an important factor 

needing to be attended to or addressed in psychotherapy. They advocated treating 

bilinguals in the same way as monolingual clients are treated, particularly when 

working with fluent bilinguals (Bowker & Richards, 2004). Some even assumed the 

clients’ bilingualism was an “advantage” and reported difficulty empathising with a 

hypothetical client’s language struggles. For instance, one MHP commented that 

“…their [the client’s] English is almost more correct than mine is, so I don’t know how 

bilingualism is an issue for those guys” (p.469). Yet, it is well established in the 

cognitive and psycholinguistic literature, that even fluent bilinguals may find that 

language diversity interferes with social, psychological, and cognitive processes core to 

psychotherapy. It is clear from this literature that MHPs vary notably in their feelings, 

attitudes, beliefs and levels of awareness about their cross-lingual clinical interactions 

with CALD clients.  

Mental health practitioners’ lack of awareness of their linguistic 

countertransference, power dynamics, and their own fears and frustrations may leave 

stereotypes and biases unchallenged, breed resentment, may decrease reliability and 

validity of clinical observations, and negatively impact the therapeutic alliance 
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(Kokaliari et al., 2013; Perez Foster, 1998; Stevens and Holland, 2008). In addition, lack 

of awareness and insight of the potential dynamics brought about by language diversity 

may interfere with the application of relevant therapeutic strategies. Conversely, if 

unhelpful attitudes and beliefs about language diversity are acknowledged and 

competently addressed, this may contribute to positive therapeutic outcomes by 

increasing empathy, understanding, and feelings of mutual trust and cooperation 

(Stevens & Holland, 2008; Kokaliari et al., 2013; Perez Foster, 1998).  

In sum, I propose that the awareness domain in cross lingual competence 

consists of several broad areas in which MHP’s can meaningfully reflect and judge the 

extent to which their personal and professional language related feelings, believes and 

attitudes contribute to shape their clinical interactions. These areas include: the 

linguistic countertransference; language related power dynamics, professional 

competence, the efficacy of therapy methods, and language barriers placing additional 

demands on clinicians. 

 Knowledge of the impact of language diversity in psychotherapy with CALD 

clients 

In previous sections it was proposed that MHPs’ must possess specific 

knowledge of the ways language diversity may affect psychological assessment, therapy 

processes, and outcomes. In what follows, I present a review of the literature identifying 

and exploring research on language related knowledge that contributes to cross-lingual 

competence. Specifically through review of  case studies, clinical reports, MHPs’ 

observations and a few empirical papers, five areas of knowledge that contribute to 

MHPs cross-lingual competence were identified: a. CALD clients’ individual language 

profile; b. language diversity’s potential effects on reliability and validity of the 

assessment interview; c. language diversity’s potential effects on clients’ experience and 
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expression of emotions; d. language diversity’s potential effects on retrieval of 

autobiographical and traumatic memories; and e. language diversity potential effects on 

clients’ identity and sense of self. Each one of these areas will be presented in turn. 

CALD clients’ individual language profile. 

 Linguistically diverse clients vary notably among themselves in their language profile 

and these differences have significant implications for psychological assessment and 

treatment. The most evident aspect of their language profile is their English proficiency; 

that is whether they speak English, and if their English is sufficient to undertake therapy 

without an interpreter. CALD clients also differ in other less evident, but equally 

relevant psycho-social dimensions of bilingualism including: age and context  of 

English acquisition (e.g., childhood vs adulthood; home vs school); current context and 

frequency of native and non-native language use (e.g., native language every day, only 

when holidaying in the home country, or daily at home; English at work, English for 

academic studies); and the subjective relationship to each language (e.g. English as 

language of freedom vs English as language of oppression) (Bialystok & Craik, 2010; 

Dewaele & Costa, 2013; Javier, 1989; Marcos, 1976b; Marcos, Urcuyo, et al., 1973; 

Perez Foster, 1998; Ruiz, 1995). I acknowledge that some clients speak more than two 

languages, and for those clients English can be one of many languages spoken as non-

native language. However, for simplicity, in this research the term bilingual is used to 

refer to bilingual and multilingual clients; the use of the term non-native language refers 

to English; and non-native language and “English” are used interchangeably. 

Age and Context of English Acquisition: It is well documented from cognitive 

psychology and psycholinguistic research that when languages are learned at different 

ages and developmental contexts each language will be associated with different sets of 

thoughts, feelings and experiences (De Zulueta, 1984; Pavlenko, 2006; Perez Foster, 
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1998; Wierzbicka, 2008). For instance, languages learned from birth and in naturalistic 

contexts (e.g. home; from main carers) are experienced as more emotional and sensorial 

than languages learned later in life or in a formal setting such as language school. 

Languages that are learned after late adolescence, even when able to express lexical 

semantics at very high levels, are more cognitively demanding, and may leave the 

person feeling as if they were unable to fully communicate their emotional experiences 

(Guttfreund, 1990; Pavlenko, 2006; Pizzarro, 2004; Waisman, 2005).  

Current context and frequency of native and non-native language use:  

Language is contextual and domain specific, and therefore language fluency may be 

greater and more apparent in some domains but not in others (Bialystok, 2009; Dewaele 

& Costa, 2013; Garcia de Blakeley et al., 2015; Hernandez, 2013). For instance, an 

individual may be fluent in the non-native language in colloquial, professional, 

academic, or work related vocabulary, yet be less fluent in emotions and intimacy 

related vocabulary. For instance, if words describing affect are usually used at home or 

in the private social environment in the native language, it may become increasingly 

difficult to find the equivalent vocabulary when discussing those affects in the non-

native language in therapy. Even, if emotional vocabulary is known in the non-native 

language, if it is infrequently used, it will take longer to retrieve and the emotional 

representation of the word may be diminished (Asnaani & Hofmann, 2012). 

Subjective relationship to each language:  The native and non-native languages 

of CALD clients will be linked to personal and social internalised values, ideals, and 

expectations. For some clients the acquisition of English has been internalised as a 

symbol of new beginnings, freedom, and the achievement of goals. These clients may 

prefer to use English during therapy, as a statement to self and others of cultural 

adaptation, achievement, and acculturation success (Burck, 2004; Perez Foster, 1998). 
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For some clients, English may, at times, be used as avoidance or protective mechanism 

against the life experiences, feelings, and memories symbolised by their native language 

(Bialystok, Craik, Green, & Gollan, 2009; Clauss, 1998; Javier, 1989; Perez Foster, 

1998; Schrauf, 2000). On the other hand, it has been reported that for some clients, the 

use of their non-native language may symbolise loss, forced change, and belonging to a 

perceived or actual oppressed minority; in such cases using the non-native language in 

therapy may foster resistance, hinder engagement, and increase power differential to the 

detriment of the therapeutic relationship (Perez Foster, 1998; Sue et al., 1996). 

In sum, understanding a clients’ individual language profile is a critical 

component of cross-lingual competence with implications for the care of CALD clients 

in Australia. As discussed in Chapter 1, almost half of recent and long-term immigrants 

to Australia report speaking English very well. Yet, a large proportion of these 

individuals learned English later in life, in formal or unfamiliar settings as consequence 

of immigration, and spoke a language other than English at home (Australian Bureau of 

Statistics, 2013). Therefore, it is reasonable to expect that many CALD clients, in the 

context of psychological assessment and treatment, may struggle to convey thoughts, 

emotions, or experiences in English when speaking to their MHPs even if displaying 

English proficiency. Importantly, to MHPs who lack knowledge of the interplay of the 

various dimensions of their clients’ language profiles, resulting language behaviours 

may appear incongruent, discrepant, and may raise clinical concerns. Therefore, I argue 

that an important component of the cross-lingual competence construct involves 

knowledge of all the factors which make up each individual client’s language profile, 

and the likely impacts of each factor on the therapeutic process.  
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Language diversity potential effects on reliability and validity of the 

assessment interview.2

Mental health practitioners’ understanding of the role language plays in the 

assessment interview is key to their competence to work with CALD clients. Language 

diversity has been identified as a factor that, even among fluent bilinguals, may distort 

language and speech, with potential to mislead base assessment, including the 

diagnostic interview and mental status examination (De Zulueta et al., 2001; Del 

Castillo, 1970; Malgady & Costantino, 1998; Price & Cuellar, 1981; Southwood et al., 

2009). Bilingual clients, who function at varying levels of English proficiency, are often 

interviewed in English and compared to monolingual norms with the assumption that 

they are intrinsically similar to monolinguals. However, evidence from case studies, 

empirical research, and clinical reports shows that bilingual clients may convey 

different clinical information, and present different symptomatology and symptom 

severity depending on whether they are being interviewed in their native or non-native 

language (Del Castillo, 1970; Gaufberg, 1995; Marcos & Alpert, 1976; Marcos, Alpert, 

Urcuyo, & Kesselman, 1973; Southwood et al., 2009).  

Studies with bilingual patients presenting symptoms of schizophrenia, anxiety, 

and depression consistently show more symptomatology in their native language (De 

Zulueta et al., 2001; Del Castillo, 1970; Malgady & Costantino, 1998; Price & Cuellar, 

1981; Southwood et al., 2009). For instance, clients presenting signs of severe mental 

disorganisation, speech disturbances, (De Zulueta et al., 2001; Del Castillo, 1970), 

blunted affect, tangentially, and derailment (Southwood et al., 2009) when interviewed 

2 The relationship between language diversity and psychometric testing of 

CALD clients is beyond the scope of the current review. Interested readers may see 

Helms (2006), Shrout et al. (2008), and Wall and Walz (2003).  
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in their native language, were observed to display less or none of these signs in their 

non-native language. In addition to MHPs’ observations, some clients reported auditory 

hallucinations, delusional beliefs (De Zulueta et al., 2001) and thought broadcasting 

(Southwood et al., 2009) only when interviewed in the native language. Further, this 

finding persists regardless of whether symptoms are assessed using structured, semi-

structured or unstructured interviews (De Zulueta et al., 2001; Del Castillo, 1970; 

Malgady & Costantino, 1998; Price & Cuellar, 1981; Southwood et al., 2009).  

One key assessment that has been found to be particularly vulnerable to the 

effects of non-native language and speech production is the mental status examination 

(MSE) (De Zulueta et al., 2001; Marcos, Alpert, et al., 1973; Perez Foster, 1998). The 

MSE relies heavily on speech and language to assess the client’s thought process, 

thought content, perceptions, cognitions, insight and judgment. It does so by 

considering speech content and qualities such as quantity, loudness, prosody, 

articulation, spontaneity, and latency (Trzepacz & Baker, 1993). All of these aspects 

related to quantity and quality of speech production may be affected by the use of the 

non-native language and misinterpreted by the clinician as symptoms of mental illness 

(De Zulueta et al., 2001, 2001; Del Castillo, 1970; Malgady & Costantino, 1998; Price 

& Cuellar, 1981). Non-native speech production (even when the person is fluent in 

English) may include shorter sentences, simpler grammatical structure, slower speech 

rate, longer pauses, and native language word intrusions; all of which make patients 

look more detached, emotionally withdrawn, confused and disorganised. As a 

consequence, limitations in speech fluency in the non-native language could be 

mistakenly interpreted as limitations in flow of thought, illogical incoherent speech, 

impoverishment of thought, or anxiety and depression, all contributing to assessment of 

higher mental disturbance (De Zulueta et al., 2001; Paradis, 2008; Southwood et al., 
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2009). In fact, clinicians often report that slow production of speech and salient pauses 

are common among CALD clients (De Zulueta et al., 2001; Malgady & Costantino, 

1998).  

These observations are supported by cognitive psychology research indicating 

that even fluent bilinguals have a smaller vocabulary, longer tip-of-the-tongue states 

(Hernandez, 2013), slower lexical access (in particular for abstract words), and slower 

language processing than monolinguals (Bialystok et al., 2009); all of which affect 

language rate and fluency of verbal expression. Given that linguistically diverse clients 

may present in ways that are very similar to the manifestation of depression (i.e., 

speaking slowly, monotonically and softly, with longer than normal pauses between 

words, phrases, and sentences; Trzepacz & Baker, 1993) these language features may be 

inaccurately assessed by the clinician in terms of depressive symptoms and withdrawal. 

Furthermore, deficits in the use of the non-native language reflected in fluency, lexical 

retrieval, prosody, rate, latency, intonation of speech (which helps to convey emotions), 

can sometimes be mistakenly diagnosed as affect or thought disorders (Castillo, 1970; 

Price & Cuellar, 1981; Magdaly & Constantino, 1998; De Zulueta et al., 2001; 

Bialystok et al., 2009).  

Two things are clear from the findings described above. First, MHPs’ frame of 

reference to assess mental processes through conversation and speech in monolinguals 

may not be equally effective when assessing CALD clients. Second, there exists a 

complex interplay between non-native language use and symptoms of mental disorders 

which can distort clients’ presentations and lead to misinterpretations of symptoms and 

inaccurate diagnosis. Therefore, competent MHPs must be knowledgeable of how the 

interplay between non-native language and speech, and mental health assessment may 
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weaken the reliability and validity of the assessment interview, and thus respond 

accordingly.    

 

Language diversity potential effects on clients’ experience and expression of 

emotions. 

The experience and expression of emotions among CALD clients are known to 

vary depending on the language used. The native language is often identified as more 

emotional in content and facilitative of their emotional expression (Clauss, 1998; 

Dewaele & Costa, 2013; Gomez et al., 1982; Guttfreund, 1990; Javier, 1989; Marcos, 

1976a; Perez Foster, 1992; Rozensky & Gomez, 1983; Schwanberg, 2010). Specifically, 

the native language has been reported by clients and MHPs to facilitate clients’ 

emotional expression and experience when discussing material that occurred in the 

native language (Clauss, 1998; Dewaele & Costa, 2013; Rozensky & Gomez, 1983); 

when the non-native language has been learned after childhood and outside the home 

environment (Dewaele & Costa, 2013; Marcos, 1976a; Perez Foster, 1998); when the 

client’s emotional vocabulary is more fluent or frequently used in the native language; 

and when feeling emotional or under stress (Dewaele & Costa, 2013; Garcia de 

Blakeley et al., 2015; Perez Foster, 1992).  

Conversely, clients reported that when their pre-English experiences must be 

conveyed in session in English they find it effortful. This is due to lacking emotion 

related vocabulary, feeling less emotional about the events, being more detached from 

the content, and as if it was an intellectual exercise (Perez Foster, 1998; Dwale & Costa, 

2013; Pavlenko, 2006). These reports are supported by MHPs’ observations of shorter 

narratives and a sense of detachment when CALD clients use their non-native language, 

in contraposition to longer and more detailed narratives, and greater displays of 

emotions when using their native language (e.g. Perez Foster, 1998; Pavlenko, 2006; 
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Inverty, 2005; Javier, 1989; Oquendo, 1996). These MHPs’ observations are in line with 

cognitive psychology and psycholinguistic literature confirming that extra cognitive and 

attentional resources may be deflected into the task of encoding the narrative in their 

non-native language (Bialystok et al., 2009; Perez Foster, 1998) focusing more on how 

content is narrated than in how they feel about the content being narrated (Dewaele & 

Costa, 2013; Marcos, 1976a; Rozensky & Gomez, 1983).  

As a result of attempting to convey emotionally charged content in their non-

native language, CALD client’s English narratives may be shorter, provide less detail, 

and may appear emotionally incongruent. This may lead the treating MHP to make 

incorrect conclusions, for example about level of motivation or cooperation, resistance 

to the therapy process, emotional withdrawal, cognitive disorganisation, and 

incongruent affect. For instance, Clauss (1998), reported of her Puerto Rican client 

fluent in English who sought therapy in relation to his mother’s death which occurred 

three years prior to therapy. In sessions he often spoke (in English) of his losses and 

associated feelings with hesitation and in an intellectualised and distant manner. 

However, it wasn’t until his native language (Spanish)—the language he used to 

converse with his mother—was brought to the therapy, that the emotions associated 

with the guilt and pain for his mothers’ death could be expressed and fully addressed. 

Interestingly, the client would revert to English when he felt the need to create distance 

from overwhelming emotions. In this case, the use of English represented a protective 

mechanism that facilitated the temporary regulation of his emotions.  

Mental health practitioners must be knowledgeable of the explicit and subtle 

ways language diversity may interact with CALD clients’ emotional experience and 

expression. This understanding is necessary to avoid misinterpretations of language 

behaviours, to increase reliability of clinical observations, and to apply relevant 
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language strategies to facilitate clinical processes. Thus, this knowledge is a key aspect 

of cross-lingual competence. 

Language diversity and sense of self. 

Using more than one language daily has important effects on the CALD person’s 

identity and representation of themselves in each one of the languages (Burck, 2004; De 

Zulueta, 1995; Dewaele & Costa, 2013; Imberti, 2007; Marcos et al., 1977; Perez 

Foster, 1996; Ramírez-Esparza, Gosling, Benet-Martínez, Potter, & Pennebaker, 2006).  

Studies focusing on the effects of language on sense of self have found that clients 

report feeling “like two different persons” (Marcos et al., 1977, p. 287), having a 

“bilingual self” (Perez Foster, 1996, p. 99), or like “a huge part of me [the client] 

doesn’t go to psychotherapy with me” (Dewaele & Costa, 2013, p. 41) depending on the 

language they used in psychotherapy. These effects are observed to be more pronounced 

in clients who learned their non-native language later in life (De Zulueta, 1995; Marcos 

et al., 1977; Perez Foster, 1998). Some clients report that the native language often 

provides them a more stable identity, authenticity, and connection to self. This allow for 

greater spontaneity, confidence, and congruency. Conversely, the use of the non-native 

language was linked to feeling more insecure, reserved, and more avoidant of 

interpersonal connectedness (Dewaele & Costa, 2013; Imberti, 2007; Perez Foster, 

1998). Other clients, however, reported being, more assertive, and confident when 

speaking in their non-native language, in that they felt free from the cultural constraints 

embedded in their native language. In particular if they were to discuss “taboo topics” 

involving emotions of shame, guilt and embarrassment, or wished to say something that 

they would never say in the native language due to cultural norms. Yet, other clients 

reported choosing the language to be used depending on the particular “identity role” 

they wished to perform at the given time (Dewaele & Costa, 2013).  
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Perez Foster (1996) illustrated the dynamics of language related self-

representation through a case study with a female Spanish/English bilingual client who 

had migrated with her family from Central America to the USA as a child and sought 

therapy to address concerns on current relationships. In English (language learned after 

childhood and mostly at school) she appeared confident, sophisticated, and successful.  

For instance, in English she would recount her father’s death after returning to Cuba to 

join the revolution as “Daddy left, but died for Cuba”. When switching into Spanish 

(early language mostly spoken at home), however, she would say “Papá se me fué” 

(“Daddy left me” p.113). In English, she was the proud adult daughter of a hero who 

died for his country; in Spanish she was an abandoned child. Perez Foster (1998) 

interpreted this client’s switch to English as a protection mechanism from painful early 

experiences related to the loss of her father. This is a meaningful illustration of the need 

for MHPs to be aware of the possibility that their CALD client present in session may 

not be entirely the same “version of self” if they were sharing their narrative in their 

native language (Dewaele & Costa, 2013; Imberti, 2007; Rolland, Dewaele, & Costa, 

2017). Mental health practitioners working cross-lingually must consider, as Imberti 

(2007, p.67) phrases it, “who resides behind the words” of our CALD clients using their 

non-native language in therapy. 

In conclusion, understanding the impact of language diversity on the client’s 

sense of self is a critical component of the knowledge domain of cross-lingual 

competence. Such understanding is necessary to more comprehensively capture who the 

client undergoing psychological assessment and psychotherapy truly is. Mental health 

practitioners need to competently and openly address the interplay between of language 

diversity and identity with their clients. Such practice can facilitate the expression of 

rich clinical material, promote identity flexibility and integration, and create space in 
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therapy for the client’s different representation of self-organised around their respective 

languages (Perez Foster, 1996; Rolland et al., 2017).  

 Language diversity and retrieval and recount of autobiographic and 

traumatic memories. 

Memories are shaped by the language used at the time of the event (Perez Foster, 

1998), and language itself is a cognitive priming cue that could make certain memories 

more accessible than others in psychotherapy (Javier, 1995). Shrout et al. (2008), Javier 

(1995), Schwanberg (2010), and Schrauf (2003) each explored the effects of language 

on the retrieval and recounting of autobiographical and traumatic memories. These 

studies found that recounting in the native language was longer, more detailed, more 

vivid, and more emotionally charged than in the non-native language, in which 

participants appeared emotionally detached from their narratives. These observations 

are consistent with bilinguals’ self-reports of early memories being more accessible in 

the native language, including sensory elements such as colours, greater levels of detail, 

and more emotional resonance (Dewaele & Costa, 2013). Furthermore, in a clinical 

population, clients presenting with post-traumatic stress disorder symptoms related to 

childhood trauma rated symptoms’ frequency and intensity as well as the sensory and 

affective characteristics of their traumatic memories higher in their native language 

(Javier, 1995; Schwanberg, 2010). Strikingly, Javier (1995) observed that some of his 

clients had access to certain childhood or pre-English memories only in their native 

language (i.e., the language in which the memories were encoded and stored). Once 

accessed in their native language, these memories were able to be translated into non-

native language and successfully discussed. The author suggested that fundamental 

aspects of the psychic structure may remain inaccessible to the non-native language, 

therefore, repression in bilingual clients may often be more a case of linguistic 
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inaccessibility than latent material shut off by the unconscious (as held by traditional 

models).  

Being able to access, recount, and process memories in psychological treatment 

is key to many therapeutic models’ positive outcomes. Based on these findings 

presented above, I believe that to be competent, MHPs require knowledge of the ways 

in which the interplay between native and non-native language may impact CALD 

clients’ retrieval, recounting, and processing of their relevant memories. 

In sum, adequate knowledge of the role of language diversity is central to 

effective psychological assessment and treatment. Based on the review of the literature I 

conclude that the knowledge domain in cross lingual competence consists of 5 broad 

areas in which a competent practitioner will have understanding. These are the CALD 

clients’ individual language profile, the impact of language on the assessment interview 

process, the experience and expression of emotions, the experience of self, and the 

retrieval and recount of memories.  

Skills to assist in psychotherapy with CALD clients 

Cross-lingually competent MHPs must have the skills to adapt techniques, 

strategies, and interventions to meet their clients’ needs that may arise from being 

culturally and linguistically diverse. As recently discussed, language diversity can 

interact and interfere with clinically relevant processes all of which are key aspects of 

Western models of psychological assessment and treatment. If these interferences 

remain unnoticed or unaddressed, the engagement and progress of CALD clients in 

psychological care can be compromised.  

To address these potential interferences arising from language diversity several 

authors (Dewaele & Costa, 2013; Perez Foster, 1998; Santiago-Rivera & Altarriba, 

2002; Tehrani & Vaughan, 2009; Waiss, Singh, & Hope, 2011) contributed a number of 
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strategies based on qualitative studies, their own clinical observations and experiences, 

and research from the field of psycholinguistics. These strategies are applicable 

independently of whether the MHP and client share the same native language and 

include: a. taking a psycholinguistic history as part of the client’s history (Perez Foster, 

1998); b. providing clients psychoeducation on the influence of language diversity in 

psychotherapy (Oquendo, 1996; Perez Foster, 1998); and c. using language switching 

(inviting clients to speak in their non-native languages even if not shared by the 

therapist) (Lyngra, 2011; Perez Foster, 1998; Santiago-Rivera & Altarriba, 2002; 

Stevens & Holland, 2008; Tehrani & Vaughan, 2009). An explanation of each one of 

these strategies will be presented next. 

Psycholinguistic history. 

The psycholinguistic history has been proposed by Perez Foster (1998) as a 

specific component of the clinical interview designed to gather meaningful information 

on the client’s language profile discussed above. Taking a psycholinguistic history will 

assist MHPs to early identify clients’ potential conscious or unconscious barriers and 

strengths, and to inform the selection and application of specific therapeutic strategies. 

Specifically, the psycholinguistic history includes questions related to the client’s (1) 

psycholinguistic characteristics, (2) past language use factors and (3) current language 

use factors. The client’s psycholinguistic characteristics and past language use factors 

include aspects such as: the client’s age and context of each language acquisition (e.g., 

child vs adult); the nature of the client’s relationship with the people from whom they 

learned their languages (e.g., intellectual, nurturing, positive, negative); the 

social/cultural/environmental context of each language acquisition (e.g., school vs 

home; home country vs host country); and the domain or context of each language’s 

early use (e.g., one language used at school and at home, other language used only with 
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grandparents). On the other hand, current use factors include aspects such as: the 

current domain or context of each languages use; the people to whom languages are 

spoken; the experience of self when speaking each language; and the language of 

dreams and the language of fantasies and internal self-talk. The psycholinguistic history 

has been created from a psychodynamic view, but is applicable irrespective of MHP’s 

favoured theoretical approach (Perez Foster, 1998). A psycholinguistic history should 

openly be introduced to the client, and a rationale for gathering such information should 

be provided.  

Mental health practitioners who take a psycholinguistic history of their clients 

and fully understand its role in the assessment process will be better equipped to 

integrate language diversity in psychological treatment and to apply relevant adaptations 

to treatment interventions. Therefore, I argue that taking a psycholinguist history of 

every CALD client is an important skill to increase cross-lingual competence. 

Psychoeducation. 

The psycholinguistic history and psychoeducation are two strategies closely 

related. Psychoeducation can be provided as part of the rationale for taking a 

psycholinguistic history or integrated at any stage of assessment interview or 

psychotherapy as needed.  Several authors recommend MHPs explicitly discussing with 

CALD clients that psychotherapy will be conducted in their non-native language. 

Psychoeducation includes providing clients with information about the potential effects 

of using the non-native language (e.g., impact on experience and expression of 

emotions, memories, sense of self), and inviting them to make explicit any language 

related concerns or experience they may have (Burck, 2004; Oquendo, 1996; Perez 

Foster, 1998; Santiago-Rivera & Altarriba, 2002). Interestingly, contrary to this advice, 

several MHPs in Stevens and Holland (2008) and Bowker and Richards (2004) studies 
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reported being aware of the interference of language diversity with psychotherapy 

processes but never addressing it openly. Some MHPs did not consider necessary to 

mention language differences in sessions with CALD clients. This attitude may in part 

point to MHPs’ lack of clear understanding of how far reaching the influence of 

language diversity may be in therapy; to their own discomfort with diversity; or simply, 

to MHPs lacking the skills to open a conversation on language diversity with their 

clients.   

Independently of the theoretical approach endorsed, psychoeducation is a core 

intervention used in psychotherapy. It aims to empower clients through the provision of 

relevant information that will facilitate better understanding and coping with their 

individual presentations. I argue that all MHPs must be able to provide clear 

psychoeducation to their CALD clients regarding the potential effects of language 

diversity, just as it is done regarding any other issue in mental health care. 

Language switching. 

Language switching is the strategy most commonly reported in the multicultural 

psychotherapy literature to address language diversity. Language switching is the 

process of switching between known languages during a conversation, and in the 

therapy context is mostly used when client and MHP share the same languages (Ramos-

Sanchez, 2007; Rozensky & Gomez, 1983). In addition to semantic communication, it 

can be used to address some of the barriers discussed earlier: to facilitate disclosure and 

emotional expression, access memories encoded in the native language, create 

protective distance from otherwise overwhelming emotions, increase reliability of 

assessment, and strengthen the therapeutic alliance (Pavlenko, 2006; Pérez Rojas, 

Gelso, & Bhatia, 2014; Ramos-Sánchez et al., 1999; Santiago-Rivera & Altarriba, 2002; 

Vasquez, 2007; Waisman, 2005). 
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Given the value for clients to be able to express themselves in their native 

language, several authors advocate the use of language switching in cross-lingual 

encounters, despite MHPs not sharing the client’s native language. Perez Foster (1998) 

termed this strategy native language narrative followed by interpretation. Specifically, 

when it is evident that clients are “missing the right word”, or struggling to identify or 

express their feelings, experiences, or memories in English, MHPs may invite them to 

verbalise the content in their native language, and later translate the content to them. 

Several authors reported their own clinical observations on the effectiveness of 

using the native language narrative followed by interpretation strategy. Clients were 

observed to talk of feelings of depression, anger (Rozensky & Gomez, 1983), grief, 

death, loss, guilt, (Clauss, 1998; Perez Foster, 1992; Rozensky & Gomez, 1983), shame 

(Javier, 1989), and bullying related trauma (Tehrani & Vaughan, 2009) in a hesitant, 

distant, and intellectualised manner in their non-native language. In contrast, after 

switching to their native language their narrative was deeper, more emotionally charged 

and emotional signs such as tears and choked voice were displayed (Clauss, 1998; 

Rozensky & Gomez, 1983; Tehrani & Vaughan, 2009). For instance, Guttfreund (1990) 

conducted psychotherapy with an adult female client whose native language was 

Spanish, but had lived more than half of her life in the USA and was fluent in English as 

well. During the course of psychological treatment the client’s treating physician 

recommended surgery to treat her ulcers. However, the client was resistant and 

determined to avoid surgery. When her feelings and reasons to be “so against the idea” 

[of having surgery] were explored by her MHP, she responded by saying “I’m not sure; 

I don’t know how to describe it” (p. 156). However, when the client was invited to try in 

Spanish she responded tearfully “No Quiero” (I don’t want to [have the operation]). 

“Tengo, tengo miedo” (I’m, I’m afraid). “Que no voy a salir” (That I’ll never come out) 
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(p. 156). The client commenced to cry intensely as she was talking. This brief native 

language verbalisation facilitated the client getting in contact with her fears of death and 

opened up a conversation that was able to continue in English. This example 

demonstrates how switching languages may assist the client to identify deeper emotions 

that are less accessible in the non-native language and work through clinically relevant 

experiences in a safe and effective manner. 

Language switching can also be utilised by MHPs for work assigned to clients 

outside sessions. For instance, Waiss et al. (2011) examined the applicability of 

cognitive behavioural therapy (CBT) to the treatment of two CALD clients suffering 

from social anxiety disorder. The authors applied linguistic adaptations to the CBT 

protocol inviting two of their CALD clients to complete their homework in their native 

language (Spanish and Chinese respectively). In line with findings discussed in previous 

sections of this review, the client’s native language led to a deeper identification and 

activation of the client’s core beliefs facilitating the process of effectively challenging 

related thoughts. Both clients reported that identifying and disputing automatic thoughts 

in their native language was more natural and helpful, and that thoughts appeared to be 

more emotionally charged. For the Spanish speaking client, the subjective units of 

discomfort decreased more rapidly when using the native language in homework. The 

authors recommended that MHPs invite their clients to complete CBT homework in 

their native language even within cross-lingual dyads. 

  Despite the positive evidence in favour of language switching in cross-lingual 

work, native language narrative followed by interpretation is a controversial strategy in 

practice. While some MHPs see it as a display of their acceptance and flexibility to hold 

the tension and vulnerability of not understanding what the client says, other MHPs 

expressed their concerns with “not knowing”, fear of under evaluation of risk, and loss 
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of control over the psychotherapy session (Costa, 2010). Costa argues that the MHP’s 

willingness to hold the tension of “not knowing” may be modelling integration of 

tensions and reconciliations of differences, which are often common experiences among 

ethnic minorities. Furthermore, while telling the story in the native language and then 

translating for the therapist, clients may elicit different perspectives and affective 

descriptions on the same event facilitating the therapeutic process (Costa, 2010). 

In the preceding section I identified three specific language strategies 

recommended in the literature that MHPs can use to assist in cross-lingual therapy: a. 

taking a psycholinguistic history of CALD clients; b. providing psychoeducation on 

language related issues; and c. inviting clients to switch languages (in session and for 

homework). These strategies appear promising in their ability to cross over language 

barriers and facilitate therapeutic processes. 

Summary 

The literature review presented in this chapter aimed to inform the definition and 

operationalisation of the cross-lingual competence construct, and to guide the initial 

generation of items for the instrument under development. The review was conducted 

with the aim in mind to find evidence of what specific aspects of MHPs’ self-awareness, 

knowledge, and skills (specific techniques/practices) related to language diversity may 

contribute to MHPs’ cross-lingual competence.  

Based on this review, cross-lingual competence was defined as the integration of 

mental health practitioners’ language diversity related awareness, knowledge and skills 

when conducting psychological assessment and treatment with CALD clients in the 

clients’ non-native language (English), when client and MHP do not share the same 

native language. Specifically, cross-lingually competent MHPs, will possess awareness 

of: power dynamics elicited by language diversity, linguistic countertransference, 
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feelings related to their own professional competence and methodological effectiveness, 

and pragmatic barriers placing additional burdens on themselves. Mental health 

practitioners will possess specific language related knowledge of CALD clients’ 

individual language profile; language interference with reliability and validity of the 

assessment interview, experience and expression of emotions, retrieval of 

autobiographical and traumatic memories, and clients’ identity and sense of self. Finally, 

MHPs will have the skills to provide language diversity-relevant psychoeducation, take 

a psycholinguistic history, and invite the clients to switch into their native language 

when necessary.  

In addition to fulfilling the primary aim, the findings of this literature review, 

reinforce the absolute necessity of developing cross-lingual competence among MHPs. 

Specifically, MHPs’ cross-lingual competence strengthens the relationship between 

MHPs and clients, promotes sharing clinically relevant material, facilitates the 

expression and experience of emotions, the integration of individual identity, and the 

access to relevant memories. It increases clients’ engagement in therapy and diagnostic 

reliability. On the other hand, this review made evident that lack of cross-lingual 

competence is a risk to clients and MHPs leading to suboptimal assessment, diagnosis, 

and treatment of CALD clients and to poor outcomes for the dyad. Therefore, given its 

relevance, MHPs’ must be competent and able to demonstrate their cross-lingual 

competence through various forms of assessment. The psychometric instrument 

proposed in this research will assess MHPs’ cross-lingual competence and may 

constitute a key component to such assessment. 
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This chapter constituted the operationalisation of the awareness, knowledge, and 

skills domains of the cross-lingual competence construct. In the following chapter the 

initial generation of items based on this review will be detailed. 
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Chapter 4: Study 1: Item Generation and Exploratory Factor Analysis 

Introduction 

In this chapter I present the methods and results of Study 1 which aimed to 

generate the initial items for the cross-lingual competence scale (CLCS), to reduce the 

number of items that constitute the scale, to explore the factor structure of the newly 

developed measure, and to assess its initial reliability and convergent validity. 

As discussed in the previous chapters, despite language being a core component 

of clinical practice in Western psychotherapies, and of cross-lingual work specifically, 

no measures have been developed in order to assess MHPs’ language diversity related 

competence. Like multicultural competence, to develop cross-lingual competence, 

robust ways of measuring and assessing change in this construct must be constructed. 

Instead, to date, attention has exclusively focused on the related construct of 

multicultural competence and its psychometric assessment. Indeed, several instruments 

have been developed to assess MHPs’ multicultural competence focusing on attributes 

known to be present and effective when working with CALD clients. Most of these 

instruments have been used to assess MHPs and trainees’ multicultural competence on 

the job, in training programs, and in research. The most widely used examples include 

the Multicultural Counselling Inventory (MCI; Sodowsky et al., 1994), the Cross-

cultural Counselling Inventory-Revised (CCCI-R; LaFromboise et al., 1991), the 

Multicultural Awareness, Knowledge, and Skills Survey, Counsellor Edition, Revised 

(MAKSS-CE-R; Kim, Cartwright, Asay, & D'Andrea, 2003), the Multicultural 

Counselling Knowledge and Awareness Scale (MCKAS, Ponterotto et al., 2002), and 

finally, the Multicultural Mental Health Awareness Scale (MMHAS; Khawaja, Gomez, 

et al., 2008) which has been developed and used locally in Australia.  
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These instruments are based on Sue and colleagues’ (1982) tripartite model of 

multicultural competence and thus focus on MHPs’ awareness, knowledge, and skills. 

However, as they were created for varying purposes and assess different aspects of the 

construct, they differ in several aspects. Most of these instruments are self-reports 

targeting mostly trainees or registered psychologists and counsellors’ self-perceptions of 

their multicultural competence (e.g., MAKS-CE-R, MMHAS, MCI), and others are to 

be completed by either the MHPs’ assessor or a client (e.g., CCCI-R). The MAKSS-CE-

R and the MMHAS are distinct in that they have been developed specifically to assess 

the impact of a comprehensive multicultural training model among different groups of 

graduate students and practicing MHPs respectively, while other instruments measure 

MHPs current competence independent of previous training. Another important 

difference is the definition of culture itself.  While some instruments developers have 

specifically included items defining diversity in the context of ethnicity and race (e.g., 

from the MMHAS” I am aware of how CALD consumer’s culture impacts on his/her 

mental health”), others, have included a combination of items exploring race and 

ethnicity as well as individual differences by which people may choose to define 

themselves (e.g., gender, sexual orientation, physical disability; from the MAKSS-CE-R 

“How well would you rate your ability to accurately assess the mental health needs of 

lesbian women?” and “Racial and ethnic persons are under-represented in clinical and 

counselling psychology”).  

Furthermore, from a psychometric point of view, despite the various authors 

hypothesising a theoretically driven 3-factor structure (following the tripartite 

conceptualisation) for their instruments, these measures have yielded a variety of 

number of factors. Specifically, factor variations across the instruments include a 1-

factor scale representing a measure of general multicultural competence (CCCI-R; 
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LaFramboise, et al, 1991); a 2-factor scale representing knowledge and awareness 

(Ponterotto et al., 2002); a 3-factor scale representing awareness, knowledge and skills; 

and a 4-factor scale representing knowledge, awareness, skills, and therapeutic alliance 

(Sodowsky et al., 1994). It is important to note that in most scale development studies, 

authors have not offered a priori a clear description, definition, or operationalisation of 

what specific aspects of multicultural competency the scales aimed to measure. 

Furthermore, the very terms “awareness, knowledge and skills” are often used 

interchangeably. For instance, in the MCKAS (Ponterotto et al., 2002) items like “I am 

knowledgeable of acculturation models for various ethnic minority groups”, “I am 

aware some research indicates that minority clients receive ‘less preferred’ forms of 

counselling treatment than majority clients”, and “I am comfortable with differences 

that exist between me and my clients in terms of race and beliefs” are all items of the 

same knowledge subscale. Close inspection of the wording and content of the items 

suggest that these items assess knowledge, awareness, and attitudes respectively, yet 

they are all part of the knowledge scale. This lack of clear demarcation of domains 

being assessed is present, at varying degrees, in most self-report instruments measuring 

MHPs’ multicultural competence.  

Given the aforementioned range of focus and conceptualisations, and the lack of 

definition of terms and operationalisation of constructs, it is not surprising that studies 

validating these instruments against each other found inconsistencies and low 

correlations between same-named subscales (e.g., “knowledge scale” from one 

instrument and “knowledge scale” from another) and high correlations between 

different-named subscales (e.g., “skills scale” from one instrument and “knowledge 

scale” from another) (Dunn, Smith, & Montoya, 2006; Kocarek, Talbot, Batka, & 

Anderson, 2001). In addition, in broader terms, these seemingly divergent psychometric 
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results may reflect the lack of a clear definition and operationalisation of the 

multicultural competence construct as mentioned in Chapter 2 of this thesis. As a 

consequence, rather than presenting an integrative literature from which broader 

generalisations can be made, researchers may have been focusing on different aspects 

and interpretations of the construct leading to a significant variation in measurements.  

Despite these limitations, in general, these instruments constitute important 

contributions in assessing the construct of multicultural competence and its individual 

theorised components (i.e., awareness, knowledge, and skills) from a self-report 

perspective. Yet, none of these measures include a substantive assessment of language 

related competence. For instance, the MCKAS (Ponterotto et al., 2002), one of the most 

widely used instruments, only includes one item addressing language diversity (I am 

aware that the use of standard English with a lower-income or bilingual client may 

result in misperceptions of the client’s strengths and weaknesses). Khawaja and 

colleagues’ (2008) MMHAS has improved on this limitation including five items 

addressing language in their 35-item scale; yet, this inclusion does not specifically and 

comprehensively measures cross-lingual competence. For instance, these language 

items represent MHPs’ self-perceptions of language ability (e.g., “my ability to 

understand speech of people with strong accent is”; to be responded in a continuum 

from very good to inexistent); and some items do not distinguish between culture and 

language (e.g., “my understanding of how language and culture affect assessment and 

diagnosis is”).  I aim to address the language related limitations in previous measures 

by developing a multidimensional assessment of cross-lingual competence.  

Given the general requirements for competent mental health care, and the 

relationship between culture and language explored in previous chapters, I expect a 

measure of MHPs’ cross-lingual competence to be related to measures of multicultural 
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competence as well as to measures of their general competence. Measures of 

multicultural and general competence have in common that they assess MHPs’ ability to 

perform field-related tasks or being adequately prepared or qualified to provide 

psychological services to clients. It has been noted that the descriptions of MHPs’ 

multicultural competence overlap with essential attributes associated with MHPs’ 

competence in in general (Constantine & Ladany, 2000; Ponterotto et al., 2002; 

Sodowsky et al., 1994; S. Sue et al., 2009). For instance, in Western models of “talk 

therapy” language and communication skills are considered general skills and core to 

the MHP’s profile. In psychological assessment and psychotherapy, every interaction 

with clients, independently of their ethnic status, requires skilful use of receptive and 

expressive language from the MHP. However, studies suggest that being multiculturally 

competent implies displaying additional abilities to include cultural factors which may 

improve the client-MHP relationship, the client’s satisfaction with therapy beyond 

general competence, and overall therapy outcomes (Constantine, 2002; Fuertes & Brobst, 

2002; Griner & Smith, 2006; S. Sue et al., 2009).  

Indeed, multicultural competence researchers (e.g.,Pope-Davis, 2003; Sodowsky 

& Taffe, 1991; Sue et al., 1992; Sue et al., 1982) have indicated that there are specific 

elements of awareness, knowledge, and skills that are necessary in a multicultural 

encounter in addition to the general abilities necessary for counselling and 

psychotherapy. Similarly, I argue that specific language diversity related awareness, 

knowledge, and skills are required of MHPs beyond general and multicultural related 

competence. As such, it is expected that the newly developed measure of cross-lingual 

competence will be positively associated with both general competence and 

multicultural competence.  
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The methods for the development of items based on the tripartite model are 

outlined in the method section of this chapter. The goal for conducting EFA in this 

Study is to uncover the latent factors in the CLCS and the relationships between them if 

more than one factor is present. In addition, based on the literature discussed above, I 

present the following hypothesis regarding the relationship of the CLCS to other 

measures of cross-lingual and general competence:  

Hypothesis: The overall CLCS, and any emerging subscales, will positively and 

moderately correlate with the MMHAS, the three MMHAS’ subscales, the single-item 

General Multicultural Competence, and the General Competence Scale demonstrating 

good convergent validity. 

Method 

Participants 

A total of 155 MHPs completed the survey. Most were female (86%) and over 

the age of 30 (79%), and were psychologists (63%), psychologist trainees (13.5%), and 

counsellors (10%). The majority were born in Australia (63%), did not identify as 

members of an ethnic minority group (83%), and were monolingual (65%). 

Furthermore, most were currently working in a mainstream practice (73%) rather than 

exclusively with CALD clients, had some form of multicultural training (70%). Nearly 

65% of participants had been in the profession for less than 10 years. Table 1 presents a 

detailed description of participant demographics. 
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Table 1  

Demographic Variables Frequency 

Variables n % 

Gender 

    Male 22 14.2 

    Female 133 85.8 

Age 

    Between 20-25   8 5.2 

    Between 26-30 24 15.5 

    Between 31-40 47 30.3 

    Between 41-50 33 21.3 

    Above 50 42 27.3 

    Missing 1 0.6 

 Ethnicity 

    Non-ethnic minority 127 82.6 

    Ethnic minority 27 17.4 

 Bilingual 

    Yes 55 35.5 

    No 100 64.5 

Profession  

    Psychologist  98 63.2 

    Trainee psychologist 21 13.5 

    Social worker  12 7.7 

    Counsellor  16 10.3 

    Mental health nurse  6 3.9 

    Missing 2 1.3 

Main type of practice 

    Main stream 113 72.9 

    CALD services 42 27.1 

Years in the Mental Health field 

    Less than 1 year 8 5.1 

1-3 years 41 26.5 

4-10 51 32.9 

More than 10 years 55 35.5 

Multicultural training  

     Yes 109 70.3 

     No 46 29.7 
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Procedure 

Item generation.  

The initial pool of items for the CLCS was designed to tap into the three 

dimensions of the cross-lingual competence construct: awareness, knowledge, and 

skills. The knowledge items were constructed to represent two different dimensions 

which had emerged as differentiating types of knowledge in the research. First, MHP’s 

self-perception of their knowledge of the current research of CALD groups in 

psychotherapy and the implications of language diversity in practice (e.g., I am familiar 

with the literature which discusses linguistic adaptations to psychotherapies with CALD 

clients); and second MHPs’ factual knowledge of the implication of language diversity 

for clients as reported in the literature (e.g., CALD clients may have a different sense of 

self depending on the language they are speaking). These items tapping into MHPs’ 

factual knowledge were considered to have a predetermined correct answer consistent 

with research findings; and thus be a more objective indicator of knowledge.  The skills 

items were also developed to explore two different dimensions including perceptual and 

behavioural aspects of cross-lingual skills. First, MHPs’ self-perception of their skills 

(e.g., I have the necessary skills to work with clients for whom English is not their 

native language); and second, the application of specific strategies that constitute best 

practice as reported in the literature (e.g., I encourage my CALD clients to complete 

written homework in their preferred language). The awareness items included items 

exploring three elements;  MHPs’ awareness of their feelings, attitudes, and beliefs 

towards the cross-lingual interaction (e.g., I feel anxious working with CALD clients); 

MHPs’ awareness of the impact of their own native language on their personal and 

professional identity and clinical practice (e.g., I understand how my own language 

affects my identity; conducting therapy in the client’s non-native language (English) 



71 

CROSS-LINGUAL COMPETENCE 

 

 

increases the power differential between client and therapist); and awareness of 

practical barriers for themselves likely to be encountered in cross-lingual work (e.g., 

conducting therapy in English with CALD clients is more time consuming than with 

native English-speaking clients). 

A total of 78 items (Appendix A) were developed which were then reviewed by 

five experts including two psychologists, one social worker working mostly with CALD 

clients, and two university professors with expertise in research on psycholinguistics in 

the context of multicultural psychotherapy. These expert reviewers were provided with 

the definition of cross-lingual competence and were requested to provide feedback on 

each item’s relevance to content, fit within construct, clarity, and coverage of intended 

construct. Items deemed unclear, poorly worded, redundant, or not matching any of the 

three constructs were either removed or modified as recommended by the reviewers, 

leaving a total of 63 items.  

The resultant pool of 63 items were subsequently pilot tested by 12 students 

enrolled in the Master of Clinical Psychology program at Griffith University in 

Australia with the request to provide feedback on wording of items, readability, 

spelling, structure, and presentation of the survey. Items and survey features were 

adjusted following these participants’ feedback resulting in a final pool of 61 items 

(Appendix B). 

Survey 

Participants were invited to complete and online survey hosted on Limesurvey 

which took approximately 25 minutes to complete. Respondents were recruited from 

mental health organisations servicing CALD and non-CALD clients, private clinical 

practices, universities/colleges providing post-graduate training to psychologists, 

counsellors and social workers, and via organisations such as the Australian 
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Psychological Society (APS), Queensland Trans-cultural mental Health, Multicultural 

Mental Health Australia, Relationships Australia, and World Wellness Organisation by 

convenience and snowball sampling methods (Hoyle, Harris, & Judd, 2002). 

Participants were offered a 3-hour workshop on the effects of language diversity in 

mental health care as an incentive for completing the online survey. Eligibility criteria 

included being a current MHP (i.e., psychologist, counsellor, psychiatrist, mental health 

nurse, or social worker), who could be either in post-graduate training or practicing as 

registered professional, and who had contact with at least one CALD client at any stage 

of their professional practice. The project had ethical clearance (PSY/02/15/HREC –

Appendix C) by the Griffith University’s Human Research Ethics Committee 

(GUHREC), 

Materials 

The survey contained the final 61-items of the proposed CLCS; demographic 

questions; measures of multicultural competence; and a measure of general competence 

(Appendix B).  

Demographics. 

Demographic information included age, gender, ethnic status (minority/non-

minority), language status (monolingual/bilingual), profession within the mental health 

field (e.g. psychologist, social worker), seniority in the profession (trainee vs fully 

registered), area of practice (mainstream vs CALD population), and whether 

multicultural training had been undertaken. 

Cross-lingual Competence Scale (CLCS). 

 The 61 items of the CLCS were presented on a 6-point Likert scale which was 

rated on a scale from 1= Strongly Disagree, to 5= Strongly Agree, and 6 = I do not 

Know. Given the interest in exploring MHP’s cross-lingual knowledge of language 
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diversity related facts, the “I do not know” option was included to measure explicitly 

what participants did not know about a particular topic (Converse & Presser, 1986). 

Multicultural Mental Health Awareness Scale (MMHAS). 

The MMHAS (Khawaja et al., 2008) is a 35-item measure of MHPs’ 

multicultural competence developed in Australia that focuses exclusively on 

multicultural competence in the context of ethnic background. It was developed to 

assess the outcome of a professional development multicultural program offered by the 

Queensland Transcultural Mental Health Centre to mental health professionals. The 

MMHAS includes three subscales addressing awareness (15 items; e.g., “My awareness 

of how cultural beliefs impact on treatment is”), knowledge (nine items; e.g., “My 

knowledge of the settlement and support services provided to CALD consumers is”), 

and skills (11 items; e.g., “My skills in building rapport with CALD clients is”) and can 

be scored as summed total score or subscale scores. Item were to be responded on a 5 

point Likert scale from 1 = Lacking to 5 = Excellent. In the current study, the scale had 

good internal consistency (a =.91) for both the overall scale and subscales (awareness a 

= .89; knowledge a = .92; and skills subscales a = .90).  

General  Multicultural Competence Scale. 

General multicultural competence was assessed with single-item with strong 

face validity (Bowling, 2005), which was developed for this study and read “my general 

multicultural competence is” rated from 1 = Not Competent at all  to  10 = Highly 

Competent.   

Mental Health Practitioner’s General Competence Scale. 

General competence was assessed with a four-item measure developed for this 

study, since scales measuring MHPs’ general competence that would apply to a range of 

MHPs from different fields were not available. These items aimed to assess MHPs’ 
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general competence in providing psychological services to clients independently of their 

CALD status. The four items read “How do you think the following people would rate 

your overall competence? (1) Yourself; (2) Your Colleagues; (3) Your Supervisor; (4) 

Your Clients” Responses were measured in a 10-point Likert scale from 1 = Not 

Competent to 10 = Highly Competent, and the total score was the sum of all four items. 

For this study scale reliability was a = .95. 

Results 

Data Analytic Strategy 

First, item reduction analysis based on theoretical considerations and items 

endorsement patterns was undertaken. This is followed by analyses of the measure 

assessing the impact of the “I don’t know” endorsement option included in the scale. 

Then, exploratory factor analysis (EFA) was used to examine the structure of the CLCS 

and internal reliability was assessed. Finally, bivariate correlations were used to assess 

convergent validity with other measures of multicultural and general competence. All 

data analysis was conducted using SPSS version 25. 

Descriptive Analysis and Item Reduction 

Prior to undertaking the substantive analyses, data missingness was examined 

and analytical assumptions were tested. In the CLCS items there were no missing 

values. However, four participants had missing values across the validity measures, and 

thus were listwise deleted. The majority of CLCS items indicated normality of 

distribution, although eight items presented marked skewness (and were later deleted). 

There were no major deviations from normality in the distribution of the MMHAS, 

General Multicultural Competence Scale and the single-item General Competence 

Scale. Five univariate outliers were identified; however, their removal did not influence 

the mean and therefore they were retained. 
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An initial descriptive analysis was conducted on the pool of items for the CLCS, 

which included an examination of endorsement rates and patterns of responding.  At this 

stage, items were also reviewed for conceptual and theoretical relevance against 

emerging knowledge and research. The descriptive analysis indicated that 8 items were 

problematic due a restricted pattern of endorsement (McDonald, 1999), and another 7 

had poor face validity (e.g., not directly related to the construct), or had inconsistent or 

inconclusive support from the literature in the context of emerging research. Thus, 15 

items were dropped, and the pool was reduced to 46 items. Following this, additional 

descriptive analyses were conducted on the “I do not know” (DK) scale responses. 

Analysis of Don’t Know responses 

Several items, mostly those exploring participants knowledge and application of 

skills received high levels of endorsement (up to 20%) of the “I don’t know” option. 

Given that each other option in the rating scale represented an ordinal response, these 

pattern of responding proved difficult to interpret. Specifically, DK responses may have 

been an indication of participants truly not knowing the unswer, not knowing how to 

answer, not having a frame of reference from their experience to use in answering the 

question, not understanding the meaning of specific term (e.g., “psycholinguistic 

history”), or some other reason. As such, it was concluded that the scores of those 

participants who answered DK, independently of the reason to do so, could not be used 

in estimating the strength of their view and therefore, their level of competence. In order 

to analyse the data in a robust fashion two methods of transformation were examined 

and the results were then compared to decide the appropriate next steps in the analysis.  

In the first method, DK responses were merged with the neutral mid-point of the 

scale (dataset A), and in the second option DK responses were treated as missing data 

(dataset B). Complete descriptive data concerning both of these computational methods 
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are presented in Appendix D. Comparison of item means and standard deviations across 

datasets found no significant differences. In addition, EFA with oblimin rotation, using 

Kaiser’s criterion with eigenvalues of 1 or more, suggested similar factor structure for 

both datasets. Specifically, dataset A revealed a 3-factor structure explaining 38% and 

dataset B revealed a 3-factor structure explaining 39% of the variance. Bartlett’s Test of 

Sphericity was significant (.000) in both instances and the Kaiser-Meyer-Olkin value 

was .79 for dataset A and .66 for dataset B. At this stage, given the similarities between 

the results of both data sets, and the higher factorability of dataset A, it was chosen to 

analyse and report the dataset in which DK was treated as a neutral scale point in order 

to increase the power of the analyses and reduce missingness.  

Exploratory Factory Analysis 

Exploratory Factor Analysis with oblimin rotation, using Kaiser’s criterion with 

eigenvalues of 1 or more, derived 13 components which explained 66% of the variance. 

However, inspection of the scree plot suggested a break after the second component and 

another less pronounced after the third. Following the initial unconstrained EFA results, 

both 2 and 3 factor solutions were forced on the data with the criteria set for loading at 

.30. The forced 2-factor solution explained 33% of the variance (Factor 1= 20% and 

Factor 2 = 13%) while the forced 3-factor solution explained 38% of the variance 

(factor 1 = 20%, Factor 2 = 13%, and factor 3 = 5%). Investigation of the item loadings, 

cross-loadings, communalities, and conceptual contribution of the individual factors 

indicated that a 3-factor solution was the most parsimonious fit to the data. The 3-factor 

solution had a Kaiser-Meyer-Olkin value of .79 and Bartlett’s Test of Sphericity was 

significant (p<.000), supporting the factorability of the correlation matrix.  

Item loadings in the 3-factor model were examined and it was found that 6 

items had loading below .30 on all the three factors, eight other items had substantial 
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cross-loadings, five items had very low communalities, and two items were 

conceptually unrelated to the other items on the factor where they loaded. These items 

were each removed step-wise, with resultant factor loadings checked at each step. As 

such, 21 items were removed which resulted in 3-factor solution containing 25 items 

shown in Table 2. This final model explained 48.8 % of the total variance.  

Examination of the factor content suggested that the subscales derived did not 

represent the dimensions of competence as described by the tripartite model: awareness, 

knowledge, and skills. Rather, the emergent conceptual organisation presented three 

factors, and they were named in accordance with their content. Factor 1 was labelled 

“knowledge of barriers for clients” (KBC) and included 11 items with loadings ranging 

from .50 to .73 explaining 25.5 % of the total variance. These items described specific 

language diversity dynamics that could act as barriers during cross-lingual clinical 

interactions, with implications for psychological assessment and treatment (e.g., CALD 

clients may have a different sense of self depending on the language they are speaking). 

The items were concerned with the client’s language profile and the effects of language 

diversity on clients’ social, cognitive, and psychological experience (e.g., experience 

and expression of emotions, retrieval of auto biographical memories, sense of identity, 

outcome of assessment and diagnosis). The items loading on this factor tested MHPs’ 

factual knowledge by reflecting responses that had been deemed as “correct” based on 

the multicultural and psycholinguistic literature.  

Factor 2 was labelled “Self-perceptions of Competence” (SPC) and included 8 

items with loadings ranging from .69 to .79 explaining 16.8% of the total variance. 

These items were concerned with MHPs’ self-assessment of their knowledge and skills 

and the global assessment of cross-lingual competence. This items enquire about 

MHPs’ familiarity with the cross-lingual psychotherapy literature, their ability to apply 
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relevant language strategies, and their feelings of competence working cross-lingually 

(e.g., I have the necessary skills to make linguistic adaptations to psychotherapy when 

working with CALD clients).  

Factor 3 was labelled “knowledge of Barriers for MHPs” (KBP), and included 

6 items with loadings between .49 and .73 explaining 6.5% of the total variance. These 

items were concerned with the MHPs’ experience working cross-lingually and 

described MHPs’ awareness of language related barriers and challenges they are likely 

to face while conducting psychotherapy with CALD clients (e.g., Conducting therapy 

in English with CALD clients is more time consuming than with native English-

speaking clients). These items do not address MHPs’ self-awareness in terms of their 

feelings, believes, and attitudes. Rather, they explore the extent to which MHPs are 

aware or have knowledge of pragmatic barriers identified in the literature to be likely 

encountered in cross-lingual work with CALD clients. Therefore, the word 

“knowledge” was preferred to name the factor. 

For the remainder of this thesis, when referring to the subscales of the CLCS, I 

will use the full name of the subscales (e.g., Self-perceptions of Competence), except 

when the corresponding acronyms (e.g., SPC) seem more appropriate to facilitate the 

flow of the text. 
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Table 2 

Cross-Lingual Competence Scale: EFA Factor Loadings and Descriptive Statistics 

Items KBC SPC KBP  M SD 

Using the CALD client’s non-native language (English) in therapy hinders 

retrieval of autobiographical memories. 0.729 -0.087 -0.165 3.15 0.86 

The age at which a CALD client learned English affects the expression of 

emotions in English.  0.727 -0.004 -0.005 3.42 0.86 

CALD clients vary their non-verbal behaviour depending on which language they 

use (native language vs English).   0.697 0.05 -0.023 3.15 0.83 

 The context (e.g., home vs school) in which a CALD client learned English affects 

psychotherapy.   0.648 0.056 0.085 3.28 0.77 

The age of English acquisition of CALD clients is relevant to psychological 

assessment and therapy. 0.617 -0.005 -0.068 3.72 0.75 

Using the client's non-native language (English) in therapy hinders clients from 

accessing certain emotions.   0.616 -0.122 -0.074 3.2 0.97 

CALD clients may have a different sense of self depending on the language they 

are speaking.  0.58 -0.068 0.099 3.88 0.8 

CALD clients may show different levels of psychological disturbances depending 

on the language used during the interview (their native language vs English).  0.577 0.063 0.215 3.18 0.82 

Psychological diagnosis can be affected by using the client’s non-native language 

during the assessment.  0.551 -0.015 0.21 3.79 0.87 

CALD clients find it easier to express feelings and emotions in their native 

language. 0.548 0.116 0.079 4.05 0.72 

The outcome of CALD clients’ Mental Status Examination depends, in part, on the 

language used.   0.509 0.026 0.183 3.84 0.8 

I know how to adjust my language behaviours to cater for clients for whom 

English is not their native language.   -0.081 0.786 -0.026 3.5 0.92 
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Items KBC SPC KBP  M SD 

I have the necessary skills to make linguistic adaptations to psychotherapy when 

working with CALD clients.   -0.122 0.786 -0.026 2.92 1.05 

I have the necessary skills to work with clients for whom English is not their 

native language.   -0.138 0.771 -0.026 3.35 0.9 

I feel competent working with (bilingual/multilingual) clients. -0.102 0.755 -0.082 3.5 0.92 

I am familiar with the concept of “language matching” in therapy. -0.018 0.738 0.072 2.79 1.17 

I am familiar with the literature which discusses linguistic adaptations to 

psychotherapies with CALD clients.   0.096 0.726 0.071 2.44 0.99 

I am familiar with the concept of “language switching “in therapy.   0.122 0.697 -0.053 2.5 1.1 

I am familiar with literature which discusses the effects of using the client’s non-

native language during therapy.   0.248 0.689 0.017 2.5 1.02 

Conducting therapy with CALD clients is more challenging than conducting 

therapy with English-speaking clients. 0.006 -0.111 0.731 3.46 0.969 

Language barriers place additional demands on clinicians.   0.029 -0.007 0.727 3.27 0.78 

Conducting therapy in English with CALD clients is more time consuming than 

with native English-speaking clients.   0.021 0.08 0.713 3.56 0.88 

At times a client’s incorrect grammar is a barrier to communication. 0.054 -0.095 0.619 2.67 1.04 

It is easier to form a therapeutic alliance when clients and therapists share the same 

native language. (R) 0.17 0.123 0.489 3.45 1.03 

At times, a client’s strong accent is a barrier to communication.   0.07 -0.113 0.466 3.63 0.994 

Note: SPC= Self-perceptions of Competence; KBC= Knowledge of barriers for clients; KBP= Knowledge of Barriers for MHPs; R= reversed 

item; M = mean; SD = standard deviation. 
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Initial Reliability and Validity of Subscales 

Cronbach’s Alpha coefficients were calculated to measure the internal 

reliability of the subscales with a cut-off of 0.7 used to indicate high internal reliability 

(DeVillis, 2012). Factor 1, Knowledge of Barriers for Clients (k =11), had a reliability 

of a =.891; Factor 2, Self-perceptions of Competence (k =8), had reliability of a = 

.882; and Factor 3, Knowledge of Barriers for MHPs (k = 6), had a reliability of a 

=.755. These results suggest that the subscales each have adequate reliability for the 

present sample. 

To explore the relationship between the three subscales of the CLCS the 

bivariate correlations among the three cross-lingual competence subscales were 

explored. Results indicated that the Self-perceptions of Competence subscale was 

unrelated to the Knowledge of Barriers for Clients (r =.067, p =>.05) and to 

Knowledge of Barriers for MHPs (r = -.070, p =>.05) subscales. This suggests that 

MHPs’ self-perceptions of their abilities to work with CALD clients are independent of 

their factual knowledge of the barriers imposed on clients by language diversity, and of 

their knowledge of barriers they are likely to encounter in their professional work. In 

contrast, the association between the Knowledge of Barriers for Clients and the 

Knowledge of Barriers for MHPs subscales was significant and positive (r =.513; p < 

.001) suggesting that MHPs who have factual knowledge of barriers for clients tend to 

be more knowledgeable of the potential barriers for themselves as MHPs. 

Given the non-significant association between the Self-perceptions of 

Competence subscale and the other two subscales, it was decided not to compute a total 

score for the CLCS, but rather to treat each subscale separately for the validity analysis. 

Table 3 presents descriptive statistics and correlations between the individual subscales of the 

CLCS among themselves as well as with the criterion measures.   
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Validity Analyses 

The Self-perceptions of Competence subscale had a moderate to strong positive 

correlation with all criterion measures: the Multicultural Mental Health Awareness Scale 

(MMHAS; r = .685, p <.001); the awareness, knowledge, and skills subscales of the 

MMHAS (r = .685, p <.001; r = .680, p <.001, and r = .606, p <.001 respectively); the 

single-item General Multicultural Competence Scale (r = .721, p <.001); and the 

General Competence Scale (r = .489; p =.001). These results suggest that MHPs who 

perceive themselves as having cross-lingual competence, see themselves as having 

multicultural and general competence as well. This could be an indication that the Self-

perceptions of Competence subscale and the criterion measures have all an underlying 

common component, which is the MHPs’ subjective self-perceptions of competence. 

In contrast, both the Knowledge of Barriers for Clients and the Knowledge of 

Barriers for MHPs subscales did not exhibit significant associations with the MMHAS, 

the MMHAS’s subscales, the single-item General Multicultural Competence Scale, and 

the General Competence Scale. This may suggests that factual declarative knowledge 

about language factors and knowledge of specific pragmatic barriers are unrelated to 

both multicultural and general self-perceptions of competence. These two subscales 

appear to discriminate between MHPs’ perceptions and a more concrete and less 

subjective estimation of their own competence.  
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Table 3  

Descriptive Statistics and Correlations between the Individual Subscales of the CLCS and Criterion Measures 

Scales N 1 2 3 4 5 6 7 8 9 M SD a 

1. Self-perceptions of 

Competence 
155 1         21.37 5.16 0.882 

2. Knowledge of barriers for 

clients 
155 .067 1        31.06 7.08 0.891 

3. Knowledge of Barriers for 

MHPs 
155 -.07 .513** 1       24.44 6.02 0.755 

4. General Competence 155 .489** .111 -.024 1      27.96 6.14 0.95 

5. General Multicultural 

Competence 
155 .781** .118 .053 .637** 1     5.83 26.24 -- 

6. MMHAS 151 .685** .157 .022 .548** .861** 1    96.99 26.24 .981 

7. MMHAS-A 151 .685** .138 .143 .526** .840** .969** 1   41.37 11.60 .956 

8. MMHAS-K 151 .680** .179* -.143 .501** .815** .955** .918** 1  24.70 7.50 .950 

9. MMHAS-S 151 .606** .142 -.147* .541** .813** .946** .960** .918** 1 36.56 9.71 .958 

Note. MMHAS = Multicultural Mental Health Awareness; MMHAS-A= MMHAS Awareness; MMHAS-K = MMHAS Knowledge; MMHAS-C 

= MMHAS Skills; M = mean; SD = standard deviation 

** Correlation is significant at the 0.01 level   * Correlation is significant at the 0.05 level 
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Discussion 

  

The aim of the current exploratory study was to develop a robust measure of 

cross-lingual competence for MHPs, building on previous multicultural theory and 

research. To comprehensively address the cross-lingual competence construct a set of 

items were generated to assess the domains of awareness, knowledge, and skills; EFA 

was conducted to explore the structure of the scale. In addition, reliability and 

convergent validity of construct was tested. 

A 3-factor structure emerged as the best fit to the data. The three factors 

represented three distinct, emergent, concepts tapping into (1) MHPs’ self-perceptions 

of their cross-lingual competence; (2) MHPs’ factual knowledge of language diversity-

related social, cognitive, and psychological barriers for clients in psychotherapy; and (3) 

MHPs’ factual knowledge of language diversity-related pragmatic barriers for MHPs. 

This outcome is consistent with several research studies that found measures of 

multicultural competence failed to conform to the tripartite model psychometrically 

and/or theoretically, resulting in factor structures which varied from one to four factors 

(LaFromboise et al., 1991; Ponterotto et al., 2002; Sodowsky et al., 1994). As discussed 

previously in this chapter, these inconsistencies in psychometric structure and 

theoretical conceptualisation may all point to the complexity of defining and 

operationalising multicultural competence, and even of measuring competence itself. 

Similarly, cross-lingual competence among MHPs is a complex and novel concept and 

much remains to be understood of its underlying structure and of validating its 

measurement. 

 Important to the outcomes of this study, it must be noted that when developing 

the items for the CCLS two core dimensions of the knowledge and skills domains were 
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explicitly assessed: MHPs’ perceptions of knowledge and skills, and their actual 

knowledge and skills. The emergent factor structure of the CCLS provides evidence that 

this distinction goes beyond the theoretical and may be a strong organising concept for 

self-assessments of competence. Specifically, both the items for self-perception of 

knowledge and self-perception of skills grouped together in one factor; while the items 

for factual knowledge formed two factors addressing two different areas of factual 

knowledge (i.e., referent to clients and to practitioners). The items addressing applied 

skills (i.e., use of the specific strategies discussed in chapter 3) did not contribute 

significantly to the measurement of the construct, and thus were excluded from the final 

measure. Similarly, the items representing MHPs’ self-awareness of their feelings, 

beliefs, and attitudes did not contribute to the measure and were also removed during 

data reduction steps. The current results are similar in a number of ways to the research 

of Ponterotto et al. (1996) concerning the psychometric structure of the Multicultural 

Awareness Counsellors Scale (MCAS) in a sample of 126 counsellors-in-training. They 

found that items designed to address MHPs’ self-perceptions of multicultural 

knowledge and self-perceptions of multicultural skills loaded on the same factor (which 

explained most of the variance), while six specific knowledge items focusing on MHPs’ 

familiarity with particular leading scholars loaded in a separate factor (these six items 

were later discarded on conceptual and practical grounds).  Importantly, the emergent 

factorial structure of the CLCS found in this study enables researchers, educators, and 

practitioners to successfully discriminate between MHPs’ subjective evaluations of their 

own ability to work cross-lingually with CALD clients, and aspects of their factual 

knowledge necessary for competent work.  

Indeed, while the two factors addressing factual knowledge were positively 

associated, there was no association with the factor assessing self-perceptions of 
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competence. It is important to note that the original theorised associations between 

awareness, knowledge, and skills were based on Sue and colleagues’ (1992) 

proposition. They argued that, in the journey to multicultural competence, as MHPs 

become more aware of the impact of culture diversity on self and clients, they would 

take the necessary steps to acquire specific knowledge, which would translate into 

relevant practical skills. However, the organising structure emergent from this research 

found distinct patterns of relationships; i.e., self-perceived competence (one unrelated 

factor) and factual knowledge (two related factors).  This research suggests that the two 

overarching domains measured by the scale (self-perceptions and factual knowledge) 

are unrelated, pointing to a mismatch between MHPs’ self-perceptions of their 

knowledge and skills to work cross-lingually with CALD clients and their factual 

knowledge of language related barriers for themselves and their clients necessary for 

competent work.  

Within this novel framework, the resulting pattern of associations between the 

three subscales are in line with a substantial body of research identifying a lack of 

association between people’s estimate of their own competence and their demonstrable 

knowledge and skills (e.g., Dunning, Heath, & Suls, 2004; Dunning, Johnson, 

Ehrlinger, & Kruger, 2003; Katowa-Mukwato & Banda, 2016; Lai & Teng, 2011; 

Marsh, Martin, & Craven, 2016). This mismatch has been attributed to self-reports 

being influenced by a variety of factors including social desirability (Ridley & Kleiner, 

2003), optimistic self-assessment (Alicke, Dunning, & Krueger, 2005),  a range of 

cognitive biases (Eva & Regehr, 2005), and self-efficacy (Kocarek et al., 2001; Markus, 

Cross, & Wurf, 1990; Pope-Davis, 2003). Mental health practitioners are not the 

exception to such divergences in perceptions and observable indicators of competence. 

Indeed, studies including practicing and in-training MHPs have shown that when 
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multicultural competence (assessed by traditional self-report instruments) is compared 

to MHPs’ performance in more objective or standardised measures of clinical practice 

such as  the CCC-R, independent observers (Cartwright, Daniels, & Zhang, 2008; 

Constantine, 2001), the Multicultural Counselling and Psychotherapy Test-MCPT 

(Gillem et al., 2016), and multicultural conceptualisation skills (Constantine & Ladany, 

2000), there is low or no association between self-perceived and demonstrated 

multicultural competence.  

Despite the low or lack of association between self-report measures of 

competence and demonstrated competence, having an instrument that assesses cross-

lingual competence from a self-perceptions perspective is useful in several ways.  First, 

responding to the Self-perceptions of Competence subscale can serve as a mechanism of 

reflective practice for trainees and practicing MHPs to identify their own areas of 

weaknesses and strengths and set goals accordingly. Second, it can support educators 

and supervisors to lead trainees and registered MHPs into recommended action 

depending on the identified areas of strengths and vulnerabilities. Finally, it can help to 

assess MHPs’ self-perceptions of their competence before and after training. Similarly, 

having an instrument that can provide a more objective indicator (factual knowledge) of 

the knowledge domain of competence can not only promote self-reflection, but can 

indicate levels of preparedness to build the necessary skills based on such knowledge.  

The CLCS’s ability to differentiate between these two domains is a promising strength 

of the instrument, and the combination of all three subscales would increase the 

reliability of the assessment. 

This ability of the CLCS was further reflected in the assessment of convergent 

validity. The third hypothesis, that the CLCS’ subscales would be positively and 

moderately correlated with the criterion measures was partially supported. On the one 
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hand, only the Self-perceptions of Competence subscale was positively and significantly 

associated with the MMHAS, the MMHAS’s subscales, the General Multicultural 

Competence Scale, and the single-item General Competence Scale, all of which are 

based on MHPs’ self-assessments of their competence. Thus, this pattern of associations 

could be explained by the fact that all criterion measures and the Self-perceptions of 

Competence subscale have a key component in common, “self-perceptions” of 

competence. In fact, researchers have questioned the self-perception nature of most self-

report measures of multicultural and general competence, arguing that they may be 

better indices of MHPs’ anticipated knowledge and skills and self-efficacy rather than 

demonstrable competence to work with CALD clients or clients in general. As a result, 

they warned against the current reliance on self-report measures and advised the 

inclusion of other sources of assessment (Constantine, 2001; Dunn et al., 2006; Kocarek 

et al., 2001; Pope-Davis, 2003). Furthermore, another contributing factor to the 

particularly high association between the Self-perceptions of Competence subscale and 

the MMHAS and the single-item General Multicultural Competence (r = .781 and r = 

.685 respectively) could be the conceptual relationship shared by the terms “culture 

diversity” and “language diversity” and by the use of the term CALD itself. As 

discussed throughout this document, in Australia the commonly used term is “culturally 

and linguistically diverse”. This is even when the focus of attention has mostly been 

cultural diversity, with language diversity automatically being subsumed into this 

definition. By promoting cultural and linguistic diversity as indistinguishable elements 

of a global domain, it would not be surprising that MHPs who perceive themselves to 

have multicultural competence may also assume their competence to extend to the 

language domain.  
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 On the other hand, the two subscales of the CLCS, Knowledge of Barriers for 

Clients and Knowledge of Barriers for MHPs, which are less subjective in nature than 

the Self-perceptions of Competence subscale and test predetermined answers did not 

converge with the criterion measures. These two subscales, rather than asking MHPs to 

self-evaluate their cross-lingual knowledge, skills, and overall competence to work with 

CALD clients, (e.g., I have the necessary skills to work with clients for whom English is not 

their native language), assess their factual knowledge by selecting responses that had 

been deemed as “correct” based on the multicultural and psycholinguistic literature 

(e.g., Using the CALD client’s non-native language in therapy hinders retrieval of 

autobiographical memories; Language barriers place additional demands on clinicians). 

Consequently, the lack of association between the two factual knowledge subscales and 

the criterion measures is not surprising in the context of the aforementioned research on 

the discrepancies between self-perceptions and demonstrated competence (Cartwright et 

al., 2008; Constantine & Ladany, 2000; Dunning et al., 2004; Gillem et al., 2016).  

Indeed, the CLCS appears to be a potentially useful instrument in the assessment 

of MHPs’ cross-lingual competence. It must be noted however, that contrary to the 

original expectation, this emergent structure of the CLCS does not assess MHPs’ self-

awareness or their application of relevant skills. Specifically, at the data reduction stage, 

the items pertaining to self-awareness and applied skills did not contribute significantly 

to the measurement of the cross-lingual competence construct and were excluded. 

Consequently, leaving these two domains unrepresented by the CLCS. Because 

awareness of MHP’s own attitudes and beliefs towards cross-lingual work and the 

ability to translate awareness and knowledge into the practical application of skills are 

indeed important aspects of competence, further research should explore the assessment 

of these domains. With regards to the application of skills, I suggest that behavioural 
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ratings (e.g. roleplay, Objective Structured Clinical Examination- OSCE) of applied 

language strategies (e.g. taking a psycholinguistic history of CALD clients), rather than 

self-reports, would be a more reliable assessment method. With regards to awareness, 

additional work is needed to develop a reliable and valid scale assessing the domain; 

arguably, the most complex to assess aspect of competence given its personal and 

introspective nature (Lee & Khawaja, 2013; Sodowsky et al., 1998; Torres‐Rivera, 

Phan, Maddux, Wilbur, & Garrett, 2001).  

Overall, the results of this exploratory study depart from the original theoretical 

conceptualisation and the intended measurement of cross-lingual competence. However, 

and very importantly, the emerging structure of the CLCS is novel and promising in that 

it provides two complementary forms of assessing MHPs’ cross-lingual competence 

through self-assessment to use in combination. In line with most measures of MHPs’ 

multicultural and general competence it assesses self-perceptions of cross-lingual 

competence. However, it goes beyond traditional forms of self-assessment and is 

capable of assessing MHPs’ knowledge of the barriers faced by clients and by 

themselves through more objective indicators. If further exploration of the structure, 

reliability, and validity of the CLCS can confirmed this study’s findings, the CLCS can 

be a significant contribution to the reliable and valid measurement of MHPs’ cross-

lingual competence through self-assessment. 
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Chapter 5:  Study 2: Confirmatory Factor Analysis 

Introduction 

In this chapter I present the methods and results of the second study which 

collects a distinct sample of MHPs and seeks to confirm the factor structure, reliability, 

and convergent validity of the CLCS developed in Study 1. Undertaking confirmatory 

factor analysis (CFA) is an important step in measure development to further validate 

the construct under investigation because it contributes to build evidence on the internal 

structure of the instrument, as well as to inform and estimate its potential usefulness, 

applicability, and scoring (DeVellis, 2012).  

Through CFA a series of models are tested and compared; the fit of three models 

containing one, two, and three factors respectively. Theoretical justification for testing a 

unidimensional factor structure is based on research into the factor structure of the 

Cross-Cultural Counselling Inventory-Revised (CCCI-R; LaFromboise, Coleman, & 

Hernandez, 1991) which was best represented by a single factor accounting for 51% of 

the variance compared to 63% of the variance if forcing three factors to represent the 

tripartite model of competence. This global measure assesses MHPs’ self-reported 

cross-cultural counselling skills, socio-political awareness, and cultural sensitivity.  

Based on the results of Study 1, I expect a unidimensional model to be the least 

representative of the CLCS. Testing of the 2-factor model, combining the Knowledge of 

Barriers for Clients and Knowledge of Barriers for MHPs subscales in one factor and 

the Self-perceptions of Competence subscale in another, stems from results of Study 1 

showing that the Knowledge of Barriers for Clients and Knowledge of Barriers for 

MHPs subscales were significantly correlated with one another but uncorrelated with 

the Self-perceptions of Competence subscale. Additionally, Ponterotto et al. (1996) 

found that items addressing self-perceptions of knowledge and skills and items 
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addressing factual knowledge constituted two separate and independent factors. Finally, 

testing the 3-factor model emerges directly from the results of the EFA in Study 1 which 

suggested that three sub-constructs were the best representation of cross-lingual 

competence. Within this 3-factor structure we expect the Self-perceptions of 

Competence subscale to be independent and the Knowledge of Barriers for Clients and 

Knowledge of Barriers for MHPs subscales to be positively associated to one another.  

Regarding convergent validity, the associations of the CLCS’s subscales with 

measures of multicultural competence, and general competence will be examined. 

Based on Study 1 results it was expected that the Self-perceptions of Competence 

subscale would be the only subscale to converge with the criterion measures. Two 

additional measures were added: a single-item measure of overall cross-lingual 

competence (General Cross-lingual Competence Scale) and a measure of self-efficacy 

in communication (Self-efficacy Questionnaire – SE-12).  

Several researchers have argued that self-report measures of multicultural 

competence may be better indices of MHPs’ self-efficacy (i.e., anticipated performance) 

rather than indices of demonstrable competence to work with CALD clients 

(Constantine, 2001; Dunn et al., 2006; Kocarek et al., 2001; Pope-Davis, 2003; 

Worthington, Mobley, Franks, & Tan, 2000) bringing into question the validity of such 

measures as a true measure of competence. Self-efficacy, has been defined as people’s 

own believes in their ability to perform a specified task successfully (Bandura, 1982). In 

the current context it could be defined as MHPs’ own judgment of how well they can do 

cross-lingual work with CALD clients, based on their current knowledge and personal 

and professional skills. Importantly, from a different perspective, self-efficacy (i.e., “I 

can do it”) has also been argued to be an essential component of actual demonstrable 

competence, as it is linked to instrumental action, persistence, tenacity, effective 
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performance, and actual achievement (Bandura, 2012; Eva & Regehr, 2005; Markus et 

al., 1990; Marsh et al., 2016). It has been argued that independently of the accuracy of 

the positive self-evaluation of competence, higher levels of self-efficacy facilitates 

action and contributes to organise the individual’s intentions, motivations, and actions 

to attain the desired knowledge and skills (Markus et al., 1990; Marsh et al., 2016). 

Similarly, it could be speculated that MHPs who are more efficacious regarding clinical 

communication, may be more inclined to take relevant action (e.g., training; 

independent learning) to increase their actual cross-lingual competence. Therefore, I 

expect results on the Self-efficacy Questionnaire to be positively associated with MHPs’ 

self-perceptions of competence as well as with their factual knowledge of barriers for 

their clients and themselves. The General Cross-lingual Competence item was generated 

for this study to further assess the convergent validity of the Self-perceptions of 

Competence subscale.  Because both measures assess self-perceptions of MHPs’ cross-

lingual competence they were expected to be positively associated to one another. 

Based on the literature findings and findings from Study 1, I tested four 

hypotheses: 

1.  A 3-factor structure will be the best fit for the data. 

2. The Knowledge of Barriers for Clients and Knowledge of Barriers for MHPs 

subscales will be positively correlated with one another. 

3. The Self-perceptions of Competence subscale will correlate positively with 

all criterion measures: General Multicultural Competence Scale, General 

Cross-lingual Competence Scale, Self-efficacy Questionnaire, and General 

Competence Scale. 
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4. The Knowledge of Barriers for Clients and Knowledge of Barriers for MHPs 

subscales will correlate positively with the criterion measure Self-efficacy 

Questionnaire. 

Method 

Participants 

A total of 324 participants began the survey; however, 67 did not complete more 

than the demographic items and were list-wise deleted from the sample meaning that 

257 participants were retained. The sample had very similar characteristics to those 

found in Study 1. Specifically, a large proportion of participants were female (86%), 

over the age of 30 (70%), psychologists (59%) or trainee psychologists (12.5%), born in 

Australia (62%), and did not identify as members of an ethic minority (83%). 

Furthermore, a large proportion were monolingual (65%), worked in a main stream 

practice rather than exclusively with CALD clients (77%), and reported having 

completed multicultural training (65%) at various levels.  

Table 4 contains detailed description of the sample’s characteristics. 

Procedure 

An online survey was hosted on Limesurvey. The recruitment methodology and 

eligibility criteria were identical to Study 1 with the exception that MHPs who had 

participated in the previous study were excluded from participation in Study 2, and that 

gift vouchers (2 vouchers for $ 100 AUD) were offered for participation instead of 

workshops. The contents of the survey was also similar, with the core difference being 

that in Study 2 additional measures were added to further assess validity, and thus the 

MMHAS was not included due to constraints in the survey length. The study was 

granted ethical approval by the Griffith University’s Human Research Ethics Committee 

(GUHREC/2018/711 –Appendix E).  
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Table 4 

Demographic Variables of Study 2 

Variables n % 

Gender   

    Male 36 14.0 

    Female 220 85.6 

    Other 1 0.4 

Age   

    Between 20-25   25 9.8 

    Between 26-30 49 19.1 

    Between 31-40 78 30.4 

    Between 41-50 50 19.5 

    Above 50 52 20.2 

    Missing 3 1.2 

Ethnic Status   

    Non-ethnic minority 214 83.3 

    Ethnic minority 43 16.7 

 Language Status   

    Bilingual 87 33.9 

    Monolingual 170 66.1 

Profession    

    Psychologist  152 59.2 

    Trainee psychologist  32 12.5 

    Social worker  26 10.2 

    Counsellor  18 7.0 

    Trainee Counsellor 6 2.3 

    Mental health nurse  7 2.7 

    General Practitioner 5 1.9 

    Other 11 3.9 

Main type of practice   

    Main stream 199 74.4 

    CALD services 58 22.6 

Multicultural training     

     Yes 168 65.4 

     No 89 34.6 
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Materials 

The survey contained the 25 items from the CLCS developed in Study 1, all 

other criterion measures as described in Study 1, and the single-item General Cross-

lingual Competence Scale and the Self-efficacy Questionnaire (SE-12; Appendix F) 

described below.   

Cross-lingual Competence Scale (CLCS). 

 The 25 items identified in Study 1 were rated on a 5-point Likert scale ranging 

from 1 = Strongly Disagree to 5 = Strongly Agree. The “I do not know” response option 

was not included.  

General Cross-lingual Competence Scale. 

A single-item measuring overall cross-lingual competence was introduced in 

Study 2.  The item read “my general cross-lingual competence is” and was rated from 1 

= Not Competent at all to 10 = Highly Competent. Higher scores on the measure 

represent higher perceived cross-lingual competence. 

Self-efficacy Questionnaire (SE-12). 

The SE-12 (Axboe, Christensen, Kofoed, & Ammentorp, 2016) is a 

unidimensional 12-item scale that assesses self-efficacy in clinical communication skills 

of health care professionals. The measure begins with the prompt; “How certain are you 

that you are able to successfully …” followed by 12 specific communication skills that 

are rated on a 10-point Likert scale ranging from 1 = Very Uncertain to 10 = Very 

Certain. In this study the reliability of the scale was high with a Cronbach’s a = .97. 

Results 

Data Analytic Method 

Investigation of factor structure and testing of the psychometric properties of the 

CLCS were performed through CFA, in R version 3.6.1. Three separate models were 
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examined and compared with evaluation tested against conventional standards of model 

fit (Hu & Bentler, 1999) including the Chi-square statistic, the Comparative Fit Index 

(CFI), the Standardized Root Mean Residual (SRMR), and the Root Mean Square Error 

approximation (RMSEA). Using fit conventions, it was considered a good data fit if CFI 

values were .90 or greater; the SRMR values were .08 or lower; and the RMSEA values 

were close to .06 or lower (Brown, 2006). Once the factor structure had been confirmed, 

reliability and bivariate correlation coefficients between the CLCS and validation 

measures were conducted in SPSS version 25. First, we present results from CFA, 

followed by results from reliability and validity analysis.  

Preliminary Analysis 

Prior to the substantive analyses, data missingness was examined and analytical 

assumptions for CFA were tested. Sample size (N = 257) was adequate for CFA (Myers, 

Ahn, & Jin, 2011). Assessment of normality for each of the CLCS items was assessed 

based on ratio of skewness and kurtosis to standard error. Marginal univariate skewness 

was indicated on eight items and marginal univariate kurtosis was shown in three items. 

No univariate outliers were found but Mahalanobis distance indicated the presence of 

three multivariate outliers. The outliers were retained with maximum-likelihood 

estimation with robust standard errors (MLM) used to account for these in the analyses 

(Brown, 2006). 

Confirmatory Factor Analysis 

Five alternative models were tested and compared. Three models were originally 

hypothesised as described in the introduction of this chapter: Model 1 including all 

items as one global factor; Model 2, a two-factor model (joining correlated factors KBC 

and KBP as one factor, and SPC as another); and Model 3, a 3-factor model based on 

the findings from Study 1. The additional two models were tested to explore further 
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potential improvements to the fit: Model 4, the 3-Factor model with two items deleted; 

Model 5, the 3-Factor model with two items deleted and with errors covariance. Fit 

indices for all five models are presented in Table 5. 

 Model 1, a 1-factor model including all items as one global factor, yielded a 

poor fit (χ2(275) = 151540, p < .001, CFI = 0.41; RMSEA = .127; SRMR = .183). As 

expected, the univariate model did not fit the data well, with all KBC and KBP items 

showing low standardised loadings on the factor (< .3) while all SPC items showing 

significant and substantial loadings (>.5). This clearly suggests that the current set of 

items do not conform to a single factor.  

Model 2, a 2-factor model comprised of items from KBC and KBP as one factor 

and SPC as another, yielded a significant improvement in fit compared to Model 1 as 

identified by examining the change in the chi-square (Δ χ2(1) = 658.34, p < .001). 

However, this model was still not found to adequately fit the data, with all relevant 

indicators being below the thresholds (χ2(274) = 857.06, p < .001, CFI = 0.717; RMSEA 

= .098 ;  SRMR = .094). As expected, the pattern of item loadings in this model 

supports a conceptual distinction between the KBC and KBP subscales and the SPC 

subscale (Appendix G).   

Model 3, a 3-factor model based on the derived structure from Study 1 showed a 

significant improvement from Model 2 as evidenced by the significant change in model 

fit (Δ χ2(2) = 182.16, p < .001). This model yielded an adequate fit to the data (χ2(272) 

= 674.90, p < .001, CFI = 0.804; RMSEA = .074 ;  SRMR = .072) supporting the 3-

factor structure found in Study 1.  However, the fit indicators still did not meet the 

recommended thresholds, and thus modification indices were examined. These 

indicated that the residual terms of two items (“The outcome of CALD clients’ Mental 

Status Examination depends, in part, on the language used” which loaded onto the 
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KBC factor and “I am familiar with the concept of ‘language switching’ in therapy” 

which loaded onto the SPC factor) had potentially high covariances with the residuals of 

a number of other items, which could increase misspecification of the model. As such, 

Model 4 was tested with these two items removed from the analysis, and a significant 

improvement in fit was subsequently identified by examining the change in model fit 

(χ2(253) = 485.57, p < .001, CFI = 0.855; RMSEA = .067; SRMR = .064) – (Δ χ2(19) = 

189.33, p < .001).   

In the final step of model specification, the modifications indices were assessed 

once again to see whether covarying the residuals of similarly worded items would 

increase the model fit, as the default assumption of uncorrelated residuals has been 

shown to be a source of misfit in these instances (Brown, 2006). It was found that 

covarying the residuals of two pairs of items would improve model fit. As such in 

Model 5 the residuals of two items in the KBP subscale were allowed to covary (“At 

times a client’s accent is a barrier to communication” and “At times a client’s incorrect 

grammar is a barrier to communication”), as were the residuals of two items in the 

KBC subscale  (“CALD clients may have different sense of self depending on the 

language they are speaking during the interview” and “The information CALD clients 

convey during the clinical interview depends on the language in which they are 

interviewed”). The inclusion of these covarying residuals significantly improved the 

model fit compared to Model 4, resulting in a very good fit of the final model (χ2(224) 

= 363.47, p < .001, CFI = 0.928; RMSEA = .053 ;  SRMR = .060). These results 

provide additional support for the distinction in the three dimensions of competence: 

self-perceptions of competence, knowledge of barriers for clients, and knowledge of 

barriers for MHPs. Figure 1 illustrates the final model and Table 6 presents standardised 

factor loadings for the final 23 items (SPC n=7; KBC n=10; KBP n=6) of the CLCS.  
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Table 5  

Fit Indices for Confirmatory Factor Analysis for all Five Models Tested 

Model χ2 df χ2/df CFI SRMR RMSEA  Comparison Δ χ2 Δdf p 

Model 1  

(single Factor) 
1515.4 275 5.5 0.41 0.183 0.127     

Model 2  

(2 Factor) 
857.06 274 3.12 0.717 0.094 0.098 Model 1 and 2 658.34 1 0.001 

Model 3 

 (3 Factor) 
674.9 272 2.48 0.804 0.072 0.074 Model 2 and 3 182.16 2 0.001 

Model 4 

 (2 Items deleted) 
485.6 253 1.91 .855 0.064 .067 Model 3 and 4 189.3 19 0.001 

Model 5 

(error covariance allowed) 
363.47 224 1.62 0.928 0.060 0.053 Model 4 and 5 122.1 29 0.001 

Note. x2 = Chi-square; df = degree of freedom; CFI = comparative fit index; SRMR = standardized root mean residual; RMSEA = root mean 

square error approximation; Δ χ2= change in Chi-square ; Δ df = change in degree of freedom; p= significance value 
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Table 6  

Standardised Factor Loadings in CFA of the Cross-lingual Competence Scale Final 

Model 

Variable KBC SPC KBP 

CALD clients may have a different sense of self 

depending on the language they are speaking.  
0.70   

Using the CALD client’s non-native language (English) in 

therapy hinders retrieval of autobiographical memories. 
0.68   

Using the client's non-native language (English) in therapy 

hinders clients from accessing certain emotions.   
0.67   

The age at which a CALD client learned English affects the 

expression of emotions in English.  
0.66   

The context (e.g., home vs school) in which a CALD client 

learned English affects psychotherapy.   
0.65   

The information CALD clients convey during a clinical 

interview depends on the language in which they are being 

interviewed (native language vs English).  
0.61   

CALD clients vary their non-verbal behaviour depending on 

which language they use (native language vs English).  
0.58   

CALD clients find it easier to express feelings and emotions 

in their native language. 
0.55   

CALD clients may show different levels of psychological 

disturbances depending on the language used during the 

interview (their native language vs English).  
0.50   

Psychological diagnosis can be affected by using the client’s 

non-native language during the assessment.  
0.48   

I know how to adjust my language behaviours to cater for 

clients for whom English is not their native language 
 0.85  

I have the skills to make linguistic adaptations to 

psychotherapy when working with CALD clients 
 0.83  

I feel competent working with bilingual/multilingual clients  0.82  

I am familiar with the literature which discusses linguistic 

adaptations to psychotherapies with CALD clients 
 0.80  

I have the necessary skills to work with clients for whom 

English is not their native language 
 0.65  

I am familiar with the concept of “language matching” in 

therapy 
 0.57  

I am familiar with literature which discusses the effects of 

using the client’s non-native language during therapy 
 0.51  

Conducting therapy with CALD clients is more challenging 

than conducting therapy with English-speaking clients 
  0.65 

Language barriers place additional demands on clinicians   0.65 
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Variable KBC SPC KBP 

It is easier to form a therapeutic alliance when clients and 

therapists share the same native language 
0.60 

Conducting therapy in English with CALD clients is more 

time consuming than with native English-speaking clients 
0.59 

At times a client’s incorrect grammar is a barrier to 

communication 
0.52 

At times, a client’s strong accent is a barrier to 

communication 
0.48 

Note. KBC = Knowledge of barriers for clients.  SPC = Self-perceived competence.  KBP = Knowledge 

of Barriers for MHPs. 

Reliability and Validity Assessment 

Following the CFA analyses, reliability analyses were conducted on each 

subscale of the CLCS. Cronbach’s Alpha coefficients indicate high internal reliability 

of each of the subscales. Factor 1, Knowledge of Barriers for Clients (k =10) had a 

reliability of a =.855; Factor 2, Self-perception of Knowledge and Skills (k =7) had 

reliability of a = .889; and Factor 3, Knowledge of Barriers for MHPs (k = 6) had a 

reliability of a =.757. These results suggest that the subscales each have adequate 

reliability. 

Bivariate Pearson product-moment correlation coefficients were calculated to 

test the hypothesis that the Knowledge of Barriers for Clients and Knowledge of 

Barriers for MHPs subscales would be positively and moderately correlated with one 

another. In line with the findings from Study 1, this hypothesis was supported showing a 

significant positive correlation between these two subscales (r =.407; p = .001). No 

relationship was found between the Self-perceptions of Competence and Knowledge of 

Barriers for MHPs subscales (r = -.063, p =>.05) indicating that these are independent 

constructs. Indeed, the pattern of correlations that emerged was very similar to results in 

Study 1, except for one notable difference. Specifically, the current study revealed a 
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statistically significant positive correlation between the Self-perceptions of Competence 

and Knowledge of Barriers for Clients subscales (r = .200, p < .01), suggesting a 

relationship between MHPs’ self-perceptions of their competence and their factual 

knowledge of the social, cognitive, and psychological barriers faced by clients in 

therapy. In Study 1, however, the association was positive but non-significant. This 

differing result may be explained by the larger sample used in Study 2, giving more 

power to the analysis to detect subtle associations between the subscales. The overall 

pattern of associations found replicates the initial results suggesting that each of the 

subscales are distinct, and that a clear delineation exists between MHPs’ self-

perceptions of cross-lingual competence and their factual knowledge. 

To further validate the instrument in this new sample, bivariate Pearson product-

moment correlation coefficients were calculated between the three subscales of the 

CLCS and measures of multicultural competence, general competence, general cross-

lingual competence, and self-efficacy in communication. Table 7 presents descriptive 

statistics and correlations between CLCS subscales among themselves and with all 

criterion measures. 



104 

CROSS-LINGUAL COMPETENCE 

 

 

Table 7  

Descriptive statistics and Correlations between the Individual Subscales of the CLCS and all Criterion Measures 

Scales N 1 2 3 4 5 6 7 M SD a 

1. Self-perceptions of 

Competence 
257 1       21 5.68 0.889 

2. Knowledge of barriers for 

clients 
257 .200** 1      36.89 5.1 0.855 

3. Knowledge of Barriers for 

MHPs 
257 -0.063 .310** 1     21.2 3.64 0.757 

4. General Competence 244 .387** .258** -0.105 1    27.66 6.95 0.937 

5. General Multicultural 

Competence 
245 .733** .258** -0.027 .548** 1   5.53 1.98 -- 

6. General Cross-Lingual 

Competence 
244 .712** .264** -0.073 .512** .842** 1  5.52 2.05 -- 

7. Self-Efficacy  240 .352** .311** .152* .613** .371** .395** 1 90.17 16.63 0.972 

Note. N= sample size; M = mean; SD = standard deviation; a = Cronbach alpha 

** Correlation is significant at the 0.01 level   * Correlation is significant at the 0.05 level 



105 

CROSS-LINGUAL COMPETENCE 

 

 

As hypothesised, the Self-perceptions of Competence subscale had a strong 

positive and significant correlation with the General Multicultural Competence Scale (r 

= .733, p <.001) and the General Cross-lingual Competence Scale (r = .712, p <.001); 

indicating that the way MHPs perceive their cross-lingual competence is tied strongly to 

the way they perceive their multicultural competence. A similar pattern of results was 

found in the correlations between the Self-perceptions of Competence subscale with the 

General Competence Scale and Self-efficacy Questionnaire, although the strength of the 

association, while significant, was weaker (r = .387; p <.001 and r = .352, p <.001 

respectively). 

Contrary to expectations, in this study the Knowledge of Barriers for Clients 

subscale showed a significant positive correlations with the General Multicultural 

Competence Scale (r = .258, p <.01) and the General Cross-lingual Competence Scale 

(r = .264, p <.01); and a moderate significant and positive correlation with the General 

Competence scale, and Self-efficacy Questionnaire (r = .258; r = .311; p =.01 

respectively). On the other hand, the Knowledge of Barriers for MHP subscale showed 

no relationship with any of the criterion measures except for the Self-efficacy 

Questionnaire which showed a statistically significant, but small positive correlation (r 

= .152, p <.05). Altogether, the patterns of relationships between the three subscales of 

the CLCS and the criterion variables are in line with the hypotheses showing a strong 

association between the Self-perceptions of Competence subscale with measures 

assessing self-perceived competence in the cultural, linguistic, and general domain, and 

weaker or no associations with measures assessing MHPs’ factual knowledge related to 

the barriers for clients and MHPs introduced by language diversity. 
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Figure 1.  Final structural model of the CLCS scale. Standardized factor loadings and correlations 

between latent constructs illustrated. KBC = Knowledge of Barriers for Clients; SPC = Self-

perceptions of Competence; KBP = Knowledge of Barriers for Mental Health Practitioners. 

 *p < .05, **p < .01, ***p < .001. 
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Discussion 

The aim of Study 2 was to confirm the structure and further validate, in a new 

sample of mental health practitioners, the 3-factor structure of the CLCS as derived 

from Study 1. Findings from Study 2 were found to replicate those from Study 1 in 

terms of factorial structure, reliability of each subscale, and convergent validity of 

subscales with criterion measures. These results are important as they further validate 

the cross-lingual competence construct and support the usefulness and applicability of 

the CLCS. 

 The hypothesis that a 3-factor structure would be the best fit to the data when 

compared to one and two factor models was supported. The factor structure and the 

pattern of item loadings confirmed the findings of Study 1 and revealed a good fitting 

model when controlling for items covariances. This 3-factor structure of the CLCS 

confirmed in this study is an important alternative conceptualisation of competence as 

compared to previous research; demonstrating that self-perceived cross-lingual 

competence is distinct from factual cross-lingual competence. Specifically, the 

conceptualisation of cross-lingual competence includes MHPs’ self-perceptions of 

cross-lingual competence when working with CALD clients in contraposition to their 

demonstrated factual knowledge of important language barriers faced by practitioners 

and clients when working cross-lingually. As discussed in Chapter 4, support for a 

conceptual distinction between self-perceptions and demonstrated knowledge and skills 

has been provided in previous studies. Mental health practitioners’ perceptions of their 

own knowledge and skills may be poorly or not at all associated with their demonstrated 

competence in practice when assessed through various methods. Namely, by written 

assessments and case conceptualisation (Cartwright et al., 2008; Constantine & Ladany, 



108 

CROSS-LINGUAL COMPETENCE 

 

 

2000), by clients’ perceptions of the MHP’s competence, and by client outcomes 

(Arthur & Januszkowski, 2001; Constantine & Ladany, 2000; Hansen et al., 2006).  

The hypothesis that the Knowledge of Barriers for Clients and Knowledge of 

Barriers for MHPs’ subscales would be positively correlated to each other was 

supported. Thus, MHPs’ who display factual knowledge of how language diversity may 

create barriers for clients have also knowledge of the pragmatic barriers that exist for 

themselves. The strength of this association, however, was moderate; which is a clear 

indication of capturing two related but distinct latent variables. The association between 

these subscales may reflect MHPs’ familiarity with the language diversity literature by 

means of training, may reflect MHPs’ self-obtained knowledge through practice and 

facing such barriers, or a combination of both. Unlike Study 1, a significant correlation 

also emerged between the Knowledge of Barriers for Clients and the Self-perceptions of 

Competence subscales showing an association between the level of factual knowledge 

of barriers faced by clients and the skills MHPs perceive themselves to have when 

working cross-lingually. Importantly, this association is small and in the same direction 

as in Study 1. The statistical significance reached in Study 2 could be possibly 

explained by the larger sample of Study 2 giving greater power to the statistical analysis 

to detect any existing relationship between MHPs’ self-perceptions and factual 

knowledge. Nevertheless, similar small associations between self-perceptions and actual 

competence have been found in previous studies (Constantine, 2001) and clarifying 

these relationships would need further research.  

The hypothesis that the Self-perceptions of Competence subscale would 

correlate positively with all criterion measures (General Multicultural Competence 

Scale, General Cross-lingual Competence Scale, General Competence Scale, and Self-

efficacy Questionnaire) was supported. These findings lend further support to those of 
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Study 1, indicating that MHPs’ self-perceptions of their various types of competence 

were positively and significantly associated when measured by self-report instruments. 

Yet, the moderate strength of the associations supports multicultural research findings 

on the related but separate nature of multicultural and general competence (Constantine 

& Ladany, 2000; Ponterotto et al., 2002; Sodowsky et al., 1994; S. Sue et al., 2009). 

Further, it supports the claim of the current research regarding the related but separate 

nature of cross-lingual competence and multicultural and general competence. It is 

evident in the present study that the association between the Self-perceptions of 

Competence subscale with measures of multicultural cultural and general cross-lingual 

competence is stronger than the association with measures of MHPs’ general 

competence and self-efficacy in communication. This difference is important in that 

shows that self-report measures assessing general multicultural and cross-lingual 

competence capture specific and unique perceptions of MHPs’ competence beyond their 

views on their own general professional competence and self-efficacy in communication 

with clients in general.  

As expected, the Knowledge of Barriers for Clients and Knowledge of Barriers 

for MHPs subscales were found to be unique in two ways: there were low or absent 

associations with the criterion measures, and there were low or absent associations with 

the measure of  multicultural competence. This second aspect is important to support 

one of this project’s main claims: cross-lingual competence is related but independent 

from cultural competence, and its measurement must be investigated independently 

from overall measures of multicultural competence. Importantly, these two subscales 

measure important knowledge areas that are not being assessed by any of the commonly 

used psychometric measures of multicultural competence. 
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Furthermore, the hypothesis that MHPs who are more efficacious in the area of 

clinical communication would display more factual knowledge of barriers for clients 

and knowledge of barriers for themselves was also supported. This positive association 

lends some support to the claims that self-efficacy (the personal sense of “I can do it”) 

can be an essential component of actual demonstrable competence (Eva & Regehr, 

2005; Markus et al., 1990; Marsh et al., 2016) as it is linked to instrumental action. The 

associations found are significant but modest. Therefore, further investigation is 

necessary to gain a clearer understanding of the role self-efficacy in communication 

(and general self-efficacy) in building factual demonstrable competence, and how it 

may support MHPs’ cross-lingual development and cross-lingual competence training 

outcome. 

Overall, the findings of this second study clearly advance the validation of the 

CLCS confirming several important aspects of its internal consistency, criterion validity, 

and its usefulness and applicability. First, the subscales each have adequate internal 

consistency for the present sample. Second, the ability of the CLCS to reliably tap into 

the self-perceptions as well as the factual knowledge domains is indeed a promising 

strength of the scale. Third, the Self-perceptions of Competence subscale may provide a 

mechanism of self- and other evaluation for MHPs, their supervisors, and educators to 

gain insight into their MHPs’ strengths and weaknesses and identify specific areas 

where MHPs may benefit for training, supervision, or practice.  

Having a tool that develops insight is particularly important in a mental health 

field guided by reflective practice (Eva & Regehr, 2005; Katowa-Mukwato & Banda, 

2016). To provide competent care, MHPs must know where their competence ends and 

where the need to take action to increase competence begins. On the other hand, the 

Knowledge of Barriers for Clients and Knowledge of Barriers for MHPs subscales of 
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the CLCS offer a key element that has been missing in self-report measures of MHPs’ 

competence; that is a more objective form of assessment of the knowledge domain. 

When assessing MHPs’ cross-lingual competence, assessing their true knowledge for 

barriers posed by language diversity is crucial as only MHPs’ that are knowledgeable 

of the existing barriers can take the relevant steps to developing language strategies to 

competently address such barriers.  

This study confirms the CLCS as a reliable and valid measure of MHPs’ cross-

lingual competence. Its combination of forms of assessment makes all three subscales 

useful in various contexts including self and other-assessment, assessment of pre and 

post cross-lingual competence training outcomes, and cross-lingual competence 

research. On the one hand, it gives the scales user the confidence to assess components 

of self-perceptions of competence beyond MHPs’ own perceptions of general 

multicultural competence, general professional capacity, and self-efficacy. On the 

other hand, it provides an assessment of important factual knowledge areas of cross-

lingual competence needed for effective cross-lingual work. Increasing understanding 

on mental health professional’ cross-lingual competence is vital to promoting and 

developing cross-lingual competence in daily work with CALD clients. To this aim, 

exploring the factors contributing to cross-lingual competence is an important step that 

I take in the next chapter of this research. 
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Chapter 6: Study 3: Predictors of Cross-lingual Competence 

Introduction 

This exploratory study investigated differences in MHPs’ ratings of the CLCS’s 

subscales based on selected individual characteristics and explored the ability of these 

characteristics to predict MHPs’ levels of self-perceptions of competence, knowledge of 

barriers for clients, and barriers for themselves as measured by the CLCS’s subscales.  

Given the current multicultural and multilingual profile in Australia, it is very 

likely that most MHPs will, at times, interact with CALD clients. Mental health 

practitioners will differ in a number of individual characteristics that local and 

international research suggests influences and predicts self-reported multicultural 

competence (Castillo, Brossart, Reyes, Conoley, & Phoummarath, 2007; D'Andrea, 

Daniels, & Heck, 1991; Lee & Khawaja, 2013; Pope-Davis, Reynolds, Dings, & Ottavi, 

1994; Sodowsky, Kuo-Jackson, & Richardson, 1998; Worthington et al., 2000). These 

individual characteristics are demographic and profession-related and include MHPs’ 

ethnic status (self-identification as belonging to an ethnic minority) (Fuertes & Brobst, 

2002; Hill et al., 2013; Sodowsky et al., 1998), engagement with CALD clients 

(frequency of work with CALD clients), multicultural training (e.g. Arthur & 

Januszkowski, 2001; Castillo et al., 2007; Hansen et al., 2006), and engagement in 

culture focused multicultural supervision (Ancis & Marshall, 2010; Falender, Burnes, & 

Ellis, 2013; Toporek, Ortega‐Villalobos, & Pope‐Davis, 2004). I argue that these 

individual characteristics, as well as MHP’s language status (monolingual vs bilingual), 

will also influence their self-perceptions of cross-lingual competence. It is also of great 

relevance to the current project to explore how these individual characteristics influence 

MHPs’ levels of factual knowledge of barriers for their clients and themselves.  
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Understanding MHPs’ individual characteristics and how they may relate to 

cross-lingual competence is primary to understanding how cross-lingual competence 

can be increased among MHPs. Specifically, cross-lingual (rather than multicultural) 

training, amount of clinical contact with CALD clients, and access to supervision 

focused on language diversity issues are characteristics malleable to change. Hence, 

they can be implemented in training programs and continuing professional development 

workshops to increase cross-lingual competence. Similarly, MHPs’ ethnic and language 

status, while stable characteristics (ethnicity more than language) that cannot be altered, 

can still shed light on how CALD practitioners can be best utilised to serve our CALD 

population. Currently it appears to be taken for granted that CALD practitioners will be 

able to competently work with CALD clients by virtue of being diverse themselves 

(Geerlings et al., 2018; Raab, 2013; Ruelas, 2003; Tan & Denson, 2019).Yet, CALD 

mental health practitioners have reported their own difficulties and perceived lack of 

multicultural competence working with CALD clients (e.g. Drolet et al., 2014; Gulina 

& Dobrolioubova, 2018; Stevens & Holland, 2008). Thus, further understanding of the 

influence of MHPs minority status on their cross-lingual competence is necessary. Once 

again, given the scarcity of specific literature on predictors of cross-lingual competence, 

I have anchored the background of this chapter on local and international research 

reports of multicultural cultural competence. A summary of this literature is presented 

next. 

International research suggests that frequency of contact with CALD clients, 

multicultural training, and culture related supervision, as well as MHPs’ ethnic minority 

status influence MHPs’ self-reports of multicultural competence. Studies assessing the 

impact of training among MHPs’ trainees and fully registered MHPs show that 

multicultural training significantly improved self-perceptions of multicultural 
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competence as measured by self-report measures. In these studies the model of 

“training” varied notably in content and length from entire university courses taught 

over a whole semester (Castillo et al., 2007; D'Andrea et al., 1991), 45 hours of 

workshops taught over three weeks (Robinson & Bradley, 1997), to the inclusion of 

unspecified amount of “previous multicultural training” (Constantine, 2001; 

Constantine & Ladany, 2000; Hansen et al., 2006; Sodowsky et al., 1998; Sodowsky et 

al., 1994). Independently of the format, content, and length of training, most MHPs 

perceived their multicultural competence improved after training.  

In addition to multicultural training, Dickson and Jepsen (2007), Hansen et al. 

(2006), and Arthur and Januszkowski (2001) found that frequency of work with CALD 

clients and culture related supervision emerged as significant predictors of self-reported 

multicultural competence. Mental health practitioners who worked with CALD clients 

more often, as well as those who had culture related supervision, perceived themselves 

as more culturally competent than MHPs who worked with CALD clients infrequently 

and/or did not have specific supervision. These two variables (work with CALD clients 

and culture related supervision) are expected to be closely related. Mental health 

practitioners with greater caseloads of CALD clients would normally discuss client 

related multicultural issues with their supervisors more frequently, and thus gain further 

understanding of the influence of culture in psychological work with CALD clients. 

Furthermore, it is well established that greater positive intergroup contact reduces 

intergroup threat anxiety and intergroup conflict and prejudice, and increases tolerance, 

empathy, and perspective taking (Batson, Early, & Salvarani, 1997; Pettigrew & Tropp, 

2008). This suggests that exposure to diversity itself, beyond specific dynamics of 

clinical practice, may contribute to MHPs feeling more familiar and confident, and 

therefore, more competent around CALD clients. It is worth noting that training 
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outcomes and the influence of contact and supervision have mostly been assessed by 

self-report measures, and the actual effects on demonstrated knowledge and skills 

application remains under assessed and mostly unknown.  

Regarding MHPs’ ethnic background, those belonging to an ethnic minority 

scored significantly higher in self-report measures of multicultural competence than 

those belonging to the majority culture (Fuertes & Brobst, 2002; Hill et al., 2013; 

Sodowsky et al., 1998). These findings were supported by Constantine (2001) who 

assessed MHPs’ multicultural competence from the supervisors’ perspective using the 

Cross-cultural Competence Inventory Revised (CCCI-R; LaFromboise et al., 1991). 

Conversely, Arthur and Januszkowski (2001) found that although ethnic minority 

counsellors had higher levels of self-reported multicultural competence, when analysed 

in conjunction with other counsellor characteristics (e.g., training completed, CALD 

caseload) ethnicity no longer emerged as a significant predictor of multicultural 

competence.  

Local studies investigating predictors of multicultural competence are very few; 

mostly conducted in small samples, using an exploratory approach, and including 

postgraduate students. Yet, these studies are in line with international research showing 

that MHPs feel their own ethnic minority status, exposure to clinical interactions with 

CALD clients, accessing culture specific supervision, and training increase their 

multicultural competence (Geerlings et al., 2018; Ho & O'Donovan, 2018; Khawaja, 

Gomez, et al., 2008; Lee & Khawaja, 2013; Tan & Denson, 2019).  A study by Lee and 

Khawaja (2013) found that clinical practice with CALD clients during internships and 

culture specific supervision significantly improved trainees’ self-reported competence, 

while training through lectures and tutorials did not.  The authors suggested that lack of 

effect of training could be explained by shortness of the training course included in their 
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program (“equivalent to approximately two lectures”, p.214). These differing findings 

are important; they may indicate that mere “exposure” to some multicultural content 

may not be enough to modify levels of multicultural competence among MHPs trainees. 

Rather, outcomes may depend on quality and amount of training and trainees’ 

participation and engagement with numerous opportunities to implement knowledge 

and apply skills. 

Despite the evidence of the importance of language diversity in mental health 

care, none of the studies identified for this project analysed MHPs’ own language 

diversity as an individual characteristic to predict multicultural competence. However, a 

small number of qualitative studies suggest that MHPs’ cross-lingual competence may 

be enhanced by engagement with CALD clients and by language diversity training, but 

also by the MHP’s own bilingual status (Bowker & Richards, 2004; Costa & Dewaele, 

2014; Ivers & Villalba, 2015; Stevens & Holland, 2008). Therefore, MHPs’ language 

status will be included in this analysis. 

 Altogether, international and local research makes an important initial 

contribution to consistently identifying factors which may influence MHPs’ responses to 

the CLCS’s subscales and serve as predictors of cross-lingual competence. However, a 

shortcoming of most of these studies is relying in self-report measures (assessing self-

perceptions) and assessing MHPs’ relevant characteristics individually rather than 

collectively. Instead, I aim to examine the association of multicultural training, 

engagement with CALD clients, professional status, ethnic status, and language status 

with MHPs’ cross-lingual competence individually as well as collectively. Further, 

making use of the novel structure of the CLCS, these individual characteristics will be 

assessed in relation to MHPs’ self-perceptions of cross-lingual competence as well as to 

their factual knowledge. 
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Based on the aforementioned individual characteristics I expect MHPs’ will 

differ in levels of self-perceived competence as measured by the Self-perceptions of 

Competence subscale. In addition, when analysed in combination, I expect these 

individual characteristics to predict self-perceptions of cross-lingual competence. As 

there is inconsistent evidence for any potential effects of individual characteristics on 

factual knowledge of barriers for clients and MHPs, I pose a research question. 

Specifically, do the individual characteristics of MHPs predict the levels of factual 

knowledge of barriers as measured by the Knowledge of Barriers for Clients and 

Knowledge of Barriers for MHPs subscales? I expect however, multicultural training to 

predict self-perception of cross-lingual competence, but not be a predictor of factual 

knowledge. First, research shows that participation in multicultural training enhances 

MHPs’ self-perceptions of multicultural competence, which I believe may extend to 

perceive their cross-lingual competence as higher. Second, multicultural training has 

often omitted specific coverage of language diversity; therefore, it is unlikely that 

specific language knowledge is enhanced by multicultural training. Two hypotheses 

related to group differences and to the predictive validity of MHPs’ individual 

characteristics are offered:  

Hypothesis 

1. Mental health practitioners who belong to an ethnic minority, are bilingual, 

work with CALD clients more frequently, have had multicultural training, and 

are fully registered will score significantly higher than their counterparts in the 

Self-perceptions of Competence subscale. 

2. Mental health practitioners’ language status, ethnic status, engagement with 

CALD clients, professional status, and multicultural training will predict MHPs’ 

self-perceptions of competence after controlling for the effects of covariates. 
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Method 

Participants 

The sample consists of  participants included in Study 1 (N=155) and in Study 2 

(N=257), resulting in a total of 412 participants. Most were female (86%) and over the 

age of 30 (75%), psychologists (73%), and had full registration (89%). The majority did 

not identify as members of an ethnic minority group (83%) and were monolingual 

(65%). Furthermore, most were currently working in a mainstream practice (73%), 

rather than exclusively with CALD clients, and had some form of multicultural training 

(67%). Table 8 presents detailed description of participant demographics. 

Individual Characteristics 

Five individual characteristics were selected as predictors of cross lingual 

competence; language status, ethnic status, multicultural, training, and engagement with 

CALD clients. A brief description of each characteristic follows: 

Language status: Inquired whether participants where mono or bilingual (Do you 

speak any other language other than English?) to be responded as Yes or No. 

Ethnic status: Inquired whether participants belonged to an ethnic minority (Do 

you identify as a member of an ethnic minority in Australia) to be responded as Yes or 

No. 

Multicultural training: Inquired whether participants had multicultural training 

(Have you had any training in the area of multicultural mental health or received any 

training in multicultural competence?) to be responded as Yes or No. 

Engagement with CALD clients: Participants were asked about the frequency of 

work with CALD clients with the question “How often do you work with CALD 

clients?” and instructed to choose from 1 = Never to 5 = Always. 
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Professional status: Participants were instructed to choose one option from a list 

of four mental health professions, the in-training option for each profession (e.g., 

Psychologist; In-training psychologist), and “other”. For the current analysis, the data 

was recoded as two groups including “in-training MHPs” and “fully registered MHPs”. 

Table 8  

Descriptive Characteristics of Study 1 and Study 2 Samples Combined (N= 414) 

Variables n % 

Gender 

    Male 

    Female 

    Other 

 

58 

353 

1 

 

14.1 

85.7 

.2 

Age 

    Between 20-25    

    Between 26-30 

    Between 31-40 

    Between 41-50 

    Above 50 

 

33 

73 

125 

83 

94 

 

8.0 

17.7 

30.3 

20.1 

22.8 

Ethnic status 

    Non-ethnic minority 

    Ethnic minority 

 

342 

70 

 

83.0 

17.0 

Language status 

    Bilingual 

    Monolingual 

 

142 

270 

 

34.5 

65.0 

Professional Status   

    In-training 

    Fully registered 

    Missing 

 

67 

341 

4 

 

16.3 

82.8 

1.0 

Engagement with CALD clients  

    Never 

    Rarely 

    Occasionally 

    Often 

    Always 

 

 

16 

97 

178 

89 

32 

 

 

3.9 

27.4 

43.2 

21.6 

7.8 

Multicultural training   

     Had training 

     Did not have training 

 

277 

1358 

 

67.2 

32.8 
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Results 

Data Analytic Method 

T-tests and regression analysis were performed to explore each group’s mean 

level differences on the Self-perceptions of Competence, Knowledge of Barriers for 

Clients, and Knowledge of Barriers for MHPs sub-scales. Hedges’ g was used as 

measure of effect size for these analyses. This was followed by three hierarchical 

multiple regressions where age and gender were entered at step 1, and language status, 

ethnic status, engagement with CALD clients, multicultural training, and professional 

status entered simultaneously in step 2.  

Exploration of mean level differences between groups  

As shown in Table 9, when analysing the Self-perceptions of Competence sub-

scale, MHPs who belong to an ethnic minority, are bilingual, work more often with 

CALD clients, have participated in multicultural training, and are fully registered, 

perceived their levels of competence to work cross-lingually to be significantly higher 

than MHPs who do not belong to an ethnic minority, are monolingual, work with CALD 

clients infrequently, did not participate in multicultural training, and are still MHPs in-

training. However, when it refers to their factual knowledge of barriers for clients and 

for themselves, group differences were not evident, except for the group of monolingual 

MHPs (M = 20.20, SD = 4.20) who scored significantly higher than bilingual MHPs (M 

= 21.46, SD = 3.40; t (412) = 3.09, p = .002; g = 0.34) on the Knowledge of Barriers 

for MHPs sub-scale. Table 9, 10, and 11 present the results of t-tests comparing groups 

in levels of self-perceptions of competence, knowledge of barriers for clients, and 

knowledge of barriers for MHPs respectively based on demographic and professional 

individual characteristics. 
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Table 9  

Comparison of Groups in Levels of Self-perceptions of Competence Based on 

Demographic and Professional Individual Characteristics 

Individual Characteristics/ 

Groups 
N Mean SD t-test p g 

Ethnic Status 

Ethnic minority 

Non-ethnic minority 

 

70 

342 

 

24.50 

20.34 

 

6.11 

5.13 

 

5.95 

 

.001 

 

0.84 

Language Status  

Bilingual 

Monolingual 

 

142 

270 

 

23.88 

19.55 

 

5.26 

5.07 

 

8.13 

 

.001 

 

0.78 

MC Training 

Training 

No-training 

 

277 

135 

 

21.79 

19.50 

 

5.40 

5.48 

 

4.02 

 

.001 

 

0.42 

Engagement with CALD 

clients 

Frequent  

Infrequent  

 

121 

295 

 

23.83 

19.89 

 

5.55 

5.10 

 

6.96 

 

.001 

 

0.75 

Professional status 

In-training 

Fully registered 

 

67 

341 

 

19.67 

21.35 

 

5.67 

5.45 

 

2.29 

 

.023 

 

0.31 

Note. Self-perceptions of Competence subscale’s scores ranged from 7 to 35 with 

higher scores meaning higher competence; MC Training = multicultural training;  

N = sample size; SD = standard deviation 

 

Table 10  

Comparison of Groups in Levels of Knowledge of Barriers for Clients Based on 

Demographic and Professional Individual Characteristics 

Individual Characteristics/ 

Groups 
N Mean SD t-test p g 

Ethnic Status 

Ethnic minority 

Non-ethnic minority 

 

70 

342 

 

37.00 

36.45 

 

6.45 

5.08 

 

.560 

 

.578 
- 

Language Status  

Bilingual 

Monolingual 

 

142 

270 

 

36.46 

36.55 

 

6.52 

4.60 

 

.136 

 

.892 
- 

MC Training 

Training 

No-training 

 

277 

135 

 

36.80 

35.93 

 

5.53 

4.88 

 

1.58 

 

.115 

 

- 
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Individual Characteristics/ 

Groups 
N Mean SD t-test p g 

Engagement with CALD 

clients 

Frequent  

Infrequent  

 

121 

295 

 

37.29 

36.20 

 

6.14 

4.94 

 

1.90 

 

.059 
- 

Professional status 

In-training 

Fully registered 

 

67 

341 

 

35.94 

36.60 

 

4.15 

3.65 

 

.912 

 

.362 
- 

Note. Knowledge of barriers for client subscale’s scores ranged from 10 to 50 with 

higher scores meaning higher competence); MC Training = multicultural training; 

N = sample size; SD = standard deviation 

 

Table 11  

Comparison of Groups in Levels of Knowledge of Barriers for MHPs Based on 

Demographic and Professional Individual Characteristics 

Individual Characteristics/ 

Groups 
N Mean SD t-test p g 

Ethnic Status 

Ethnic minority 

Non-ethnic minority 

 

70 

342 

 

20.64 

21.10 

 

4.59 

3.53 

 

.791 

 

.431 
- 

Language Status  

Bilingual 

Monolingual 

 

142 

270 

 

20.20 

21.46 

 

4.20 

3.38 

 

3.10 

 

.002 
0.12 

MC Training 

Training 

No-training 

 

277 

135 

 

21.13 

20.81 

 

3.55 

4.07 

 

.786 

 

.433 
- 

Engagement with CALD 

clients 

Frequent  

Infrequent  

 

121 

295 

 

21.57 

20.80 

 

4.04 

3.57 

 

1.83 

 

.069 
- 

Professional status 

In-training 

Fully registered 

 

67 

341 

 

20.48 

21.12 

 

4.15 

3.65 

 

1.28 

 

.201 

 

- 

Note. Self-perceptions of Competence subscale’s scores ranged from 6 to 30 with higher 

score meaning higher competence; MC Training = multicultural training; N = sample 

size; SD = standard deviation 
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Hierarchical Multiple Regression 

In order to assess the relative influence of each individual characteristic, a series 

of hierarchical multiple regressions were conducted which tested the influence of each 

individual characteristic while controlling for the effects of both the covariates and the 

other predictors in the model.  

 An evaluation of the specific assumptions of regression indicated that 

multicolliniarity and singularity were met, and sample size was optimal with 103 

participants per independent variable (Tabachnick & Fidell, 2007). No univariate 

outliers were found although three multivariate outliers were detected using 

Mahalanobis distance, yet these did not influence the results and outcomes and were 

retained in the model. Inspection of standardised residuals indicated that assumptions of 

heteroedasticity, linearity, and normality were met. Because the datasets from Study 1 

and Study 2 were collapsed for this analysis, mean differences between data sets were 

tested and a variable was computed to indicate to which dataset each case pertained. 

This variable was included in the regression analysis as a covariate to test for its 

potential influence. No significant differences in means were found and no influence 

was detected in the regression model; therefore, the analysis was performed without 

controlling for which sample the case derived from. 

Self-perceptions of Competence (SPC). 

At Step 1 the covariates (age and gender) explained 2% of the variance in SPC. 

The entry of language status, ethnic status, multicultural training, professional status, 

and engagement with CALD clients into the model at Step 2 explained an additional 

31% of the variance in SPC, R2 change = .31, F change (5,395) = 37.14, p < .001. In the 

final model engagement with CALD clients (β =0.35, p <.001), language status (β 

=0.28, p >.001), multicultural training (β =0.16, p <.001), and professional status (β 
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=0.091, p <.05) were all significant predictors of SPC. The total variance explained by 

the model was 33%, F (8, 395) = 24.94, p >001. 

Knowledge of barriers for clients (KBC). 

At step 1 the covariates did not make significant contribution to the variance in 

KBC. The entry of language status, ethnic status, professional status, and engagement 

with CALD clients into the model at Step 2 explained 3.5% of the variance in KBC, R2 

change = .035, F change (5,395) = 37.14, p < .01. In the final model only exposure to 

CALD clients (β = .16, p <.01) significantly predicted KBC. The total variance 

explained by the model was 4%, F (8, 395) = 2.29, p < .02. 

Knowledge of barriers for MHPs (KBP). 

At step 1 the covariates did not make significant contribution to the variance in 

KBP. The entry of language status, ethnic status, professional status, and engagement 

with CALD clients in the model at step 2 explained 3.5% of the variance in KBP, R2 

change = .046, F change (5,395) = 3.90, p = .01. In the final model only language status 

(β = .20, p < .01) and engagement with CALD clients (β = .13, p <.01) significantly 

predicted KBP. The total variance explained by the model was 6%, F (8, 395) = 3.12, p 

>01. A summary of each demographic variable’s significant contribution to each scale is 

presented in Table 12.  

In summary, the results of this multiple regression analysis indicate that the 

individual characteristics’ contribution to predict outcome mostly occurred in the area of 

MHPs’ self-perceptions of competence, with engagement with CALD clients being the 

strongest predictor followed by language status, multicultural training, and professional 

status. Only engagement with CALD clients resulted in a significant predictor across all 

three scales; but even so, its contribution to predict MHPs’ factual knowledge of barriers 

for clients and for MHPs was very small.



125 

CROSS-LINGUAL COMPETENCE 

 

 

Table 12  

Hierarchical Multiple Regression for Demographic Variables Predicting Self-perceptions of Competence, Knowledge of Barriers for Clients and 

Knowledge of Barriers for MHPs 

 Subscales 

 SPC KBC KBP 

Predictor Δ R2 β Δ R2 β Δ R2 β 

Step 1 .023*  .01  .013  

Agea  .130  .010  .075 

Genderb  .080  .056  .062 

Step 2 .312***  .035*  .046**  

Language status  .284***  .050  -.199** 

Ethnic status  .039  .010  .023 

Professional status  .089*  .049  .055 

Engagement with CALD clients  .350***  .164**  .133* 

Multicultural training  .161***  .073  .023 

Total R2 .336***  .044*  .059**  

Note. SPC =self-perceptions of competence; KBC = knowledge of barriers for clients; KBP = knowledge of barriers for MHPs 
a,b Control variables;  

*p<.05, **p.01; ***p<001 
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Discussion 

The aim of this exploratory study was, first, to examine differences in MHPs’ 

ratings on the Self-perceptions of Competence, Knowledge of Barriers for clients, and 

Knowledge of barriers for MHPs subscales of the CLCS based on their ethnic status, 

language status, engagement with CALD clients, multicultural training, and 

professional status. Second, the study aimed to examine these characteristics potential 

predictors of MHPs’ cross-lingual competence as measured by the three CLCS’s 

subscales.  

The first hypothesis that MHPs who self-identify as belonging to an ethnic 

minority, are bilingual, work with CALD clients more frequently, are fully registered, 

and had multicultural training would score significantly higher than their counterparts in 

the Self-perceptions of Competence subscale was supported. These findings parallel 

previous studies on MHPs’ self-reports of multicultural competence (Constantine, 2001; 

Hill, Vereen, McNeal, & Stotesbury, 2013; Sodowsky, Kuo-Jackson, & Richardson, 

1998; Sodowsky, Taffe, Gutkin, & Wise, 1994) and language related ability (Costa & 

Dewaele, 2014; Stevens & Holland, 2008). 

Similarly, when all individual characteristics where analysed collectively 

through a regression model, all of the variables were significantly associated with 

MHPs’ self-perceptions of competence with the exception of ethnic minority status. 

Engagement with CALD clients was the strongest predictor, followed by language 

status, multicultural training, and professional status. Thus, the second hypothesis was 

only partially supported. Importantly, despite ethnic minority MHPs having 

significantly higher mean levels of self-perceptions of competence than non-ethnic 

minority MHPs, when assessed in combination with all other characteristics, belonging 

to an ethnic minority was not associated with increased self-perceptions of cross-lingual 
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competence. These results are in line with Arthur and Januszkowski’s (2001) study in 

which frequency of work with CALD clients and multicultural training emerged as 

strong predictors of multicultural competence while ethnic minority status did not.  

There may be diverse reasons that could explain the lack of association between 

ethnic minority status and self-perceived competence in the overall model. These 

include the way ethnic status was assessed in this study, the interrelation between the 

individual characteristics analysed, and the fact that CALD MHPs may be more self-

aware of their own multicultural abilities as well as of their multicultural limitations. 

First, ethnic status was assessed by the question “Do you identify as a member of an 

ethnic minority in Australia?” Only 70 participants self-identified as belonging to an 

ethnic minority compared to 142 self-identifying as bilinguals. These difference in 

responses may be explained by some non-CALD MHPs having learned a second 

language beside English; but also, by MHPs who are bilingual as part of being CALD 

but who do not identify as an “ethnic minority” in Australia. It could be possible then, 

that there is a range of bicultural and multicultural MHPs who were not captured as 

members of an ethnic minority in this study due to the restrictive nature of the question. 

Despite not reporting ethnic minority status, they may indeed possess higher sense of 

competence as they have grown up speaking another language and embedded in two 

cultures. Alternatively, it has been suggested that it is the MHPs’ ethnic identity (the 

degree to which individuals have actively sought to understand their ethnicity, the pride 

and belonging in their ethnic group, and the centrality of their ethnicity to the self-

identity) rather than the ethnic minority status that may influence MHPs’ competence to 

work with CALD clients (Constantine, Warren, & Miville, 2005; Hall & Jones, 2019; 

Middleton et al., 2005; Phinney, 1992; Sodowsky et al., 1998). Future research should 
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aim to explore MHPs self-identified ethnic group (rather than minority/non-minority) 

and their ethnic identity and their relationship to cross-lingual competence. 

Another reason for the lack of association between ethnic minority status and 

self-perceived competence may be that the individual characteristics analysed are 

closely interrelated. Specifically, it is likely that MHPs’ who belong to an ethnic 

minority are also bilingual, may have special interest in working with CALD more 

exclusively, and be more attracted to attend culture-related workshops, seminars and 

other forms of training to further their knowledge and skills. Furthermore, once full 

registration has been obtained, they may be more often hired by specialists’ 

organisations further increasing their exposure to clinical work with CALD clients with 

positive effects in their levels of competence. Thus, ethnic minority on its own may not 

be a key influence on multicultural competence, but rather the combination of 

interrelated associated experiences. 

Finally, CALD MHPs’ might be more self-aware of their own multicultural and 

cross-lingual abilities but also of their own limitations to do cross-cultural and cross-

lingual work; thus, influencing the way they report their own competence. Indeed, local 

research discussed in this thesis showed that some CALD MHPs have reported a sense 

of limited multicultural and cross-lingual competence when working with CALD clients 

(Gamsie, 2008; Geerlings et al., 2018; Ho & O'Donovan, 2018; Raab, 2013; Ruelas, 

2003; Tan & Denson, 2019). Based on their CALD status and general university training 

alone, they felt ill equipped to work with other ethnic minorities different to their own 

(Reeb, 2013; Lee & Khawaja, 2013; Geerlings et al; 2018). Furthermore, having trained 

in the dominant society’s cultural and clinical frame of reference and in English, at 

times, they also struggled to work with their own ethnic group and in their native 

language (Raab, 2013; Tan & Denson, 2019).  
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These findings about ethnic background lack of relationship to self-perceptions 

of competence have important implications for Australian agencies delivering 

specialised multicultural mental health services through CALD MHPs. Although 

seemingly counterintuitive, these results show that being a CALD MHP does not equate 

to perceiving oneself to be cross-lingually competent. Thus, culturally and linguistically 

diverse MHPs still are in need of cross-lingual training and language diversity focused 

supervision if competent cross-lingual work is to occur.  

In regards to the research question posed in this study about the relationship 

between the individual characteristics and factual knowledge of barriers as measured by 

the Knowledge of Barriers for Clients and Knowledge of Barriers for MHPs subscales, 

it was found that the association was minimal. Specifically, results showed that MHPs 

did not significantly differ in mean levels of factual knowledge of barriers for clients or 

for themselves based on their ethnic minority status, professional status, multicultural 

training, and frequency of engagement with CALD clients. Engagement with CALD 

clients showed a mean difference which approached but did not reach statistical 

difference. The only exception to this pattern of associations was that monolingual 

MHPs’ had significantly higher mean levels of knowledge of barriers for themselves 

than bilingual MHPs, although they did not rate their knowledge of barriers for clients 

as significantly higher. These results are consistent with literature reporting that 

monolingual MHPs’ often are aware of the additional barriers that language diversity 

imposes on them. This knowledge of existing barriers may in part be a product of 

personal challenging experience trying to work cross-lingually, coupled with being 

unsure of how to address such barriers due to lack of personal experience with second 

language dynamics and adequate training (Costa & Dewaele, 2014; Stevens & Holland, 

2008). Thus, monolingual MHPs’ increased knowledge of barriers for themselves could 
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in fact be an indicator of both higher cross-lingual competence and higher discomfort 

with cross-lingual work. It could be argued that MHPs having knowledge of the 

pragmatic barriers they may face in cross-lingual practice does not necessarily mean 

they know how to competently address them. Therefore, for such knowledge of barriers 

to be conducive to increased cross-lingual competence it must lead to the development 

of relevant strategies to overcome those barriers. To this end, insightful practice, 

training, and supervision are necessary. Further research is needed to gain a better 

understanding of how MHPs’ factual knowledge of the barriers they may face in cross-

lingual practice relates to both cross-lingual competence and MHPs’ experiences of 

struggle. 

 When all individual characteristics were analysed collectively language status 

and engagement with CALD clients emerged as predictors of Knowledge of Barriers for 

MHPs, but only engagement with CALD clients emerged as predictor of Knowledge of 

Barriers for Clients in the regression models. In fact, exposure to working with CALD 

clients was the only individual characteristic in this study that was found to be 

associated with all three aspects of cross-lingual competence measured by the CLCS’s 

subscales. Specifically, mental health practitioners who work with CALD clients more 

often have a higher sense of self-perceived competence and also have more factual 

knowledge of barriers necessary for competent cross-lingual work. Initially, this is a 

promising finding, since engagement with CALD clients is a malleable variable that can 

be systematically increased during post-graduate training, clinical internships and 

externships, as well as after full registration. It must be noted, however, that the total 

variance in knowledge of barriers for clients and knowledge of barriers for MHPs 

explained by the model is very small (4% and 6% respectively), suggesting that there 

are other factors  beyond those investigated here that may explain MHPs’ differences on 
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levels of factual knowledge. Further research is needed to investigate MHPs’ 

characteristics that may be associated to their factual knowledge.  

With regard to the research question posed in this study, I sought to further 

understand the association of multicultural training to both aspects of cross-lingual 

competence, self-perceptions and factual knowledge. Notably, the results showing the 

association between multicultural training and cross-lingual competence highlights the 

discrepancy between MHPs’ self-perceptions of competence and factual knowledge. 

Specifically, mental health practitioners who attended multicultural training reported 

significantly higher self-perceptions of competence than those who did not; yet, 

attending multicultural training did not make a difference to their levels of factual 

knowledge of barriers for clients and for themselves. Similarly, multicultural training 

was a significant predictor of self-perceptions of competence, but not of factual 

knowledge of barriers for clients and for MHPs. These results suggest that generic 

multicultural training may give MHPs’ a sense of being competent not only at 

addressing cultural diversity but also language diversity; however, it may not actually be 

giving MHPs the specific factual knowledge necessary to make them competent in 

practice. It has been established through this research that multicultural training has 

mostly omitted specific coverage of language diversity, and thus is unlikely to 

contribute to enhance the factual knowledge areas that are associated with greater cross-

lingual competence. These findings lend additional support to the need, in practice, to 

differentiate between cross-lingual and multicultural competence, and provide specific 

cross-lingual training.  

Understanding factors predicting MHPs’ cross-lingual competence is primary to 

understanding how cross-lingual competence can be increased among MHPs. The 

results of this study call for further research to investigate predictors of cross-lingual 
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competence beyond demographic and professional characteristics. Nevertheless, the 

current findings make an important initial contribution to identifying factors associated 

with the domains of cross-lingual competence as well as identifying that engagement 

with CALD clients is related to all forms of competence assessed. Although much 

remains to be known, there is now a suggestion that exposing MHPs to working with 

CALD clients more often may increase general levels of cross-lingual competence. To 

this end, postgraduate training programs may investigate the options to facilitate such 

exposure while MHPs are still in a supported and supervised environment. In addition, 

this study’s findings challenge the assumptions that CALD MHPs may be more adept 

for multicultural and cross-lingual clinical work than non-CALD MHPs based on their 

CALD status, and that current models of multicultural training may suffice to cover 

both issues related to culture and to language diversity. Indeed, based on these findings, 

it would be reasonable to argue that training that is specific to cross-lingual competence 

needs to be developed and systematically implemented to be undertaken by all MHPs 

independently of their language, ethnic, and professional status.  
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Chapter 7: General Discussion 

The aim of this research was to define, operationalise, and reliably measure the 

construct of cross lingual competence among MHPs by developing a measure that is 

theoretically based and psychometrically sound. This final chapter provides a general 

discussion of the key findings of the research and the contribution to the field. The 

chapter begins with an overall discussion of the key topics and main findings of each 

chapter, followed by a section outlining the theoretical and practical contributions, 

limitations, and recommendations for future research. Finally, the chapter ends with a 

concluding summary of the research. 

Summary of Chapters and Key findings 

In Chapters 1 and 2 of this thesis I introduced the main issues of concern, put 

forward the rationale behind the need for an instrument to measure cross-lingual 

competence among MHPs in Australia, and set the theoretical grounds for the current 

project.  

Chapter 3 identified areas of language related awareness, knowledge, and skills 

that contribute to mental health practitioners’ cross-lingual competence. This literature 

presented informed the conceptualisation, definition, and operationalisation of the 

construct of cross-lingual competence and guided the generation of items for CLCS.  

Chapters 4 and 5 presented the results of studies 1 and 2 which were key to the 

development and initial validation of the CLCS. A novel factorial structure representing 

three distinct concepts emerged: a. self-perceptions of competence (SPC); b. MHPs’ 

factual knowledge of barriers for clients (KBC); and c. MHPs’ factual knowledge of 

barriers for MHPs (KBP). Study 2 confirmed the 3-factor structure of the CLCS in a 

separate sample of MHPs and closely replicated the findings from Study 1 in terms of 

factorial structure, reliability, and validity. As such, the CLCS is suggested to make an 



134 

CROSS-LINGUAL COMPETENCE 

 

 

important contribution to the multicultural psychotherapy field in that it measures 

important self-perceptions and knowledge in areas of cross-lingual competence that are 

not being assessed by any of the commonly used psychometric measures of 

multicultural competence. 

Chapter 6 presented the results of Study 3 investigating whether individual level 

differences had significant effects on MHPs’ ratings of their own cross-lingual 

competence using the CLCS’s subscales. The main findings of Study 3 indicate that 

being bilingual, working with CALD clients more frequently, being fully registered, and 

having had prior multicultural training was associated with increased self-perceived 

cross-lingual competence.  

Contributions of this research project  

Theoretical implications.  

This research made several theoretical contributions. First, through this project I 

have embarked in mostly unexplored intellectual territory and contributed an innovative 

construct to the field of multicultural psychotherapy, cross-lingual competence. 

Furthermore, a theory based and research supported conceptualisation, definition, 

operationalisation, and measurement of cross-lingual competence was offered, and 

awaits further testing in research and practice. Importantly, I provided evidence that 

cross-lingual competence is related but distinct from multicultural competence, 

requiring specific investigation, training, development, and assessment. This distinction 

has theoretical and practical implications in the current Australian context of significant 

cultural and linguistic diversity. The promotion in Australia of a global term “culturally 

and linguistically diverse” may have inadvertently masked the distinctiveness of each 

one of these constructs, as well as the vital role of language diversity, the lack of 

attention paid to it, and the need for MHPs to exercise specific cross-lingual 
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competence. The attention in the field of multicultural mental health needs to be 

expanded beyond culture to include theories, research, and practice relevant to cross-

lingual competence, and this project has initiated this expansion. 

Second, the results of this research have implications for the measurement of 

competence based on the tripartite model (Sue et al., 1982; Sue et al., 1996). The 

tripartite model has been an important contribution to the understanding of multicultural 

competence; however, it does not define nor account for both self-perceived and 

demonstrable aspects of competence from a theoretical perspective. The current project 

provides evidence that MHPs’ competence can be conceptualised and assessed through 

two distinct independent domains: self-perceptions of competence and factual 

knowledge. Hence, it suggests new directions beyond self-perceptions for the 

measurement of competence based on the tripartite model. This differentiation may in 

part explain the difficulty of self-report measures to capture the multifaceted and 

complex nature of the tripartite model. In fact, the predictive validity of instruments 

assessing multicultural competence has been questioned because of their self-

assessment nature; with some researchers arguing that MHPs’ own perceptions of their 

capacities and anticipated performance do not fully capture demonstrable competence to 

work with CALD clients (Constantine, 2001; Dunn et al., 2006; Kocarek et al., 2001; 

Pope-Davis, 2003; Worthington et al., 2000).  

The findings of the current research are important in that, while still being a self-

report measure, the CLCS extends the research in two key ways: the Self-perceptions of 

Competence subscale adds to the body of self-report instruments that assess self-

perceived multicultural competence (e.g., Multicultural Counselling Knowledge and 

Awareness Scale; Multicultural Mental Health Awareness Scale) by exploring self-

perceptions in other key domains related to language diversity; and  the Knowledge of 
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Barriers for Clients and Knowledge of Barriers for MHPs subscales move beyond self-

perceptions of competence. Indeed, the subscales assess the knowledge domain of 

competence through a set of questions with predetermined responses based on the 

available literature. Taking the findings of this research together with prior studies 

which question the ecological validity of self-reported competence, it is suggested that, 

each element of the tripartite model (awareness, knowledge, and skills) may require 

different forms of assessment. A way forward appears to be to couple self-assessment of 

perceptions and factual knowledge measures with other forms of summative and 

criterion-referenced assessment strategies (e.g., Objective Structured Clinical 

Examination -OSCE; supervisors’ reports).  

Finally, as an extension to Sue and colleagues’ metatheory of multicultural 

counselling and psychotherapy (1996) I offered a set of six propositions substantiated 

on research evidence that may serve in the future development of much needed 

overarching theories of cross-lingual psychotherapy and cross-lingual competence. I 

envision a paradigm shift that will promote cross-lingual psychotherapy theories, 

research, and practice that: 1. are CALD client centred; 2. are mindful of the non-

universality of the use of language as an instrument of psychotherapy (healing); 3. take 

into consideration the therapist’s and the client’s language diversity related experiences; 

4. investigate, acknowledge, and address the cultural, social, cognitive, and emotional 

challenges imposed on both CALD clients and MHPs by the use of the client’s non-

native language in therapy; 5. are capable of developing clinical interventions that are 

linguistically adapted beyond the use of interpreters and language switching; and 6. take 

action to uphold, develop and assess MHPs’ cross-lingual competence to provide cross-

lingual psychotherapy. In Australia’s multilingual context, such a paradigm shift is 

needed, and these set of propositions may inform the reconceptualisation of traditional 
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Western theories of healing based on language and conversation, and the redefinition of 

what constitutes helping interventions based on verbal interaction between client and 

MHP.  

Practice implications.  

Initial evidence suggests the CLCS is a reliable and valid measure of cross-

lingual competence in MHP’s. As such, it may be a useful tool for assessing cross-

lingual training outcomes at post-graduate and professional development levels; 

assisting MHPs and their trainers to identify MHPs’ state of development of cross-

lingual competence; or more generally in cross-lingual competence related research. As 

evidenced by its factor structure, the CLCS is not suitable for deriving a single global 

score as this would mask the important distinction between MHPs’ self-perceptions of 

their competence and their factual knowledge necessary to successfully attend to the 

needs of CALD clients. Instead, the subscales of the CLCS should be considered 

individually as each one will contribute specific information to the overall assessment 

of MHPs’ cross-lingual competence. 

An important use for the Self-perceptions of Competence subscale is to serve as 

a mechanism of self-assessment and reflective practice for MHPs to familiarise 

themselves with issues relevant to cross-lingual clinical work, to identify their own 

areas of weaknesses and strengths, and to take required action. If weaknesses or gaps in 

their competence (as assessed by the Self-perceptions of Competence subscale) are 

identified, MHPs can set appropriate training goals and can reach out for supervisory 

support. On the other hand, where strengths are identified, MHPs may be more 

confident to persist in complex cross-lingual interactions, set learning objectives 

accordingly to maximise their resources, and further pursue language diversity related 

expertise beyond baseline competence. Furthermore, the Self-perceptions of 



138 

CROSS-LINGUAL COMPETENCE 

 

 

Competence subscale could be used in combination with multicultural competence 

measures (e.g., MMHAS) as they both assess MHPs’ perceptions of their own 

competence in complementary areas. Such combined approach to assessment would 

provide a comprehensive evaluation of the two important domains in which MHPs must 

demonstrate competence when traditionally speaking of “multicultural competence”: 

culture and language. 

The Knowledge of Barriers for Clients and Knowledge of Barriers for MHPs 

subscales contribute a key element that has been missing in self-report measures of 

MHPs’ competence: a more objective test of knowledge through the endorsement of 

predetermined answers. The Knowledge of Barriers for Clients assesses MHPs’ factual 

knowledge of psychological, cognitive, and social barriers that language diversity may 

impose on clients during psychological assessment and treatment. Demonstration of 

baseline factual knowledge (or lack of it) in this domain will serve as an indicator of 

MHPs’ preparedness to building necessary skills to address such barriers.  For instance, 

it could be argued that demonstrating adequate knowledge of the impact of language 

diversity on clients’ retrieval of memories and expression/experience of emotions is 

necessary to develop and implement the strategy of language switching (e.g. Perez 

Foster, 1998; Schrauf, 2000; Schwanberg, 2010). Similarly, the Knowledge of Barriers 

for MHPs subscale can be used to test MHPs’ knowledge of pragmatic barriers they are 

likely to encounter once in contact with CALD clients. For instance, MHPs’ adequate  

pre-existing knowledge of cross-lingual assessment and psychotherapy being more time 

consuming and potentially more cognitively demanding for themselves could help to 

normalise these challenges as inherent to cross-lingual work and facilitate strategies 

planning and implementation (Bowker & Richards, 2004; Stevens & Holland, 2008). 
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On the other hand, if knowledge appears inadequate, supervision and training will be 

necessary.  

The CLCS’ ability to provide MHPs and their trainers both a subjective and an 

objective evaluation of MHPs’ cross-lingual competence through self-assessment is 

undoubtedly one of its strengths. In the mental health profession MHPs must strive to 

develop and mature their capacity for self-reflection and self-assessment as part of their 

daily practice. They must also be able to demonstrate their competence when externally 

assessed, since only MHPs’ that are knowledgeable of the barriers faced by clients and 

by themselves can take the relevant steps to developing language strategies to 

competently overcome such barriers.  

Another contribution of this research is the identification of predictors of cross-

lingual competence; and therefore, ways in which MHPs’ cross-lingual competence may 

be increased in the future. Findings from the research identified that engagement with 

CALD clients in clinical practice is associated with increased self-perceptions of 

competence supporting previous findings (Arthur & Januszkowski, 2001; Dickson & 

Jepsen, 2007; Hansen et al., 2006); and to a lesser extent with factual knowledge 

necessary for effective cross-lingual clinical work. This is an encouraging finding, since 

engagement with CALD clients is a factor that can be systematically increased during 

post-graduate training, clinical internships and externships, as well as after full 

registration in variety of clinical and non-clinical encounters. In fact, it has been 

suggested that exposure to diversity itself, beyond specific dynamics of clinical practice, 

may contribute to MHPs having broader perspectives, feeling more comfortable and 

confident with differences,  and therefore more competent around CALD clients 

(Batson et al., 1997; Pettigrew & Tropp, 2008). 
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However, it is important to note that simply having more contact overall with 

CALD clients may not be the most appropriate way of increasing MHPs cross-lingual 

competence. Specifically, in the Australian context, engagement with CALD clients has 

often been reported to occur through incidental clinical encounters, after having 

received minimal or no training and preparation, and mostly after graduation from 

tertiary programs (Hansen et al., 2006; Raab, 2013; Tan & Denson, 2019). This type of 

unsystematic and unplanned contact with CALD clients often leads to the acquisition of 

competence in a trial and error fashion, at the same time as raising MHPs’ levels of 

uncertainty, insecurity, stress and fear of doing “cultural damage” (Geerlings et al., 

2018, p.164; Ho & O'Donovan, 2018; Lee & Khawaja, 2013; Raab, 2013). This form of 

“contact” may actually be a risk to clients and MHPs leading to suboptimal assessment, 

diagnosis, and treatment of CALD clients and to poor outcomes for the dyad.  

However, it is reasonable to infer that it is not contact per se, but the positive 

quality of the engagement that would most contributes to cross-lingual competence 

(Batson et al., 1997; Pettigrew & Tropp, 2008). Therefore, I argue that for engagement 

with CALD clients to be conducive to cross-lingual competence, while minimising 

risks, contact must occur in a systematic manner (e.g., through role plays, simulation 

based-learning, supervised internal and external placements), simultaneously with 

cross-lingual training and supervision. Multicultural training and related supervision 

have been associated with MHPs’ higher self-perceptions of competence and higher 

confidence to carry out work with CALD clients (Arthur & Januszkowski, 2001; 

Dickson & Jepsen, 2007; Hansen et al., 2006). Thus, it is suggested that higher 

education providers need to take a more active role to facilitate the inclusion of CALD 

clients in their training clinics and create opportunities for early systematic exposure of 

their graduate students to multicultural and cross-lingual clinical practice.   
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The call for increased engagement with CALD clients through higher education 

programs leads to another important issue, the cross-lingual competence of current 

clinical supervisors. Given the state of multicultural and cross-lingual training in 

Australia, it could be argued that without individual and deliberate efforts to access 

relevant continuing professional development, senior MHPs in supervisory positions 

may not have sufficient multicultural and cross-lingual competence themselves to 

supervise the next generation of culturally and linguistically competent trainees. 

Therefore, training in multicultural and cross-lingual matters should be also undertaken 

by supervisors responsible for shaping the mental health workforce of Australia. 

Although identifying engagement with CALD clients as predictor of MHPs’ 

cross-lingual competence is important, equally important is the identification of 

demographic factors that do not predict competence. Specifically, although CALD 

MHPs’ report higher levels of self-perceptions of competence, neither being an ethnic 

minority or being bilingual predict MHPs’ factual knowledge necessary for competent 

work. I believe that these findings have important implications to the recruitment and 

inclusion of CALD MHPs by specialist agencies, public, and general mental health 

services to provide culturally and linguistically relevant services to CALD clients. In 

Australia most CALD clients are serviced by a mainstream model of mental health care, 

but supplemented by specialist transcultural services engaging CALD MHPs 

(Codrington, Iqbal, & Segal, 2011; Federation of Ethnic Communities Councils of 

Australia, 2011; Khawaja & Stein, 2016). This is mostly conducted under the 

assumption that CALD MHPs will boost the quality, relevance, and effectiveness of 

multicultural mental health services by virtue of being CALD themselves, contributing 

cultural expertise, and facilitating language matching (Geerlings et al., 2018; Raab, 

2013; Ruelas, 2003; Tan & Denson, 2019). To a certain extent, it is true in that CALD 
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MHPs bring an enhanced awareness of the existence of culture and language as 

modifiers of personal experience (Ho & O'Donovan, 2018; Tan & Denson, 2019), have 

specific knowledge and strategies to work within their own cultural group, and the 

ability and flexibility to extend such knowledge and skills into the service of other 

minority groups. Furthermore, CALD MHPs, are resourced with their own social, 

political, psychological, and practical experience of belonging to an ethnic minority and 

living life in a non-native language (Bowker & Richards, 2004; Costa & Dewaele, 

2014; Stevens & Holland, 2008). As such, they may be better positioned to mobilise 

those resources into the acquisition of new knowledge and skills to increase their cross-

lingual competence (Constantine, 2001; Fuertes & Brobst, 2002; Hill, Vereen, McNeal, 

& Stotesbury, 2013).  

However, the evidence of CALD MHPs’ superior demonstrated competence is 

very limited and inconsistent (Constantine, 2001; Fuertes & Brobst, 2002; Ruelas, 

2003), and the results of this investigation suggest that CALD MHPs may not 

necessarily possess higher demonstrable cross-lingual competence than non-CALD 

MHPs, although some do feel more competent. These findings also eco concerns voiced 

by CALD MHPs of feeling culturally and linguistically unequipped to work with ethnic 

minorities different to their own, and at times, even with their own ethnic group (Raab, 

2013; Tan & Denson, 2019). Based on this evidence, mental health services should not 

solely rest on CALD MHPs’ own multicultural and bilingual status for improved 

outcomes in the mental health care of CALD clients. Doing so can be a burden on 

CALD MHPs, distract from the need for non-CALD MHPs to acquire multicultural and 

cross-lingual competence, and be tokenistic.  

For the reasons discussed above, CALD MHPs with their unique strengths are 

still an important asset to the agencies delivering mental health services to CALD 
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populations. Therefore, I strongly advocate for the continued inclusion of CALD 

practitioners in specialised services, and in postgraduate training programs to augment 

the CALD mental health work force in Australia. However, I argue that CALD MHPs 

are in need of cultural and cross-lingual training and relevant supervision, to capitalise 

on their strengths and to decreased unnecessary risks bought about by assuming their 

competence. Culturally and linguistically diverse MHPs, just like all other MHPs, must 

be adequately supported by training and supervision and required to demonstrate 

multicultural and cross-lingual baseline competence in practice.  

Limitations and Future Directions 

This project has limitations that must be acknowledged, and which may serve to 

inform future research. 

The development and preliminary validation of the CLCS has provided an 

important first step into the measurement of cross-lingual competence; however, further 

work is needed to extend this endeavour in a number of ways. First, research needs to 

be conducted to further establish the psychometric properties of the CLCS and to 

expand its utility. Specifically, convergent validity of the Knowledge of Barriers for 

Clients and Knowledge of Barriers for MHPs subscales needs to be investigated with 

other measures of demonstrated competence. Also, very important to the area under 

investigation (i.e., competence) is to assess the CLCS’s subscales’ criterion validity 

against gold standard criteria commonly used to assess MHPs’ knowledge and skills 

such as the Objective Structured Clinical Examination (OSCE) or supervisors’ 

observations and evaluative reports. In addition, the subscales of the CLCS need to be 

investigated in terms of test-retest reliability to determine their stability over time when 

no intervention takes place and in terms of change in scores as a result of training 

interventions.  Second, further investigations of the factor structure and the reliability 
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and validity of the CLCS need to be carried out in a sample of MHPs representative of 

the various mental health professional (e.g., mental health nurses, mental health social 

workers, psychiatrists) in order to utilise the measure more broadly. Third, once the 

psychometric properties of the subscales of the CLCS have been further established, an 

important step will be to investigate the most optimum ways to norm the three subscales 

taking into account their reflective (SPC) vs factual (KBC and KBP) nature. Finally, the 

CLCS may benefit from further development in two important ways. First, self-

awareness is foundational to the development of clinical competence and the CLCS was 

not successful at assessing this domain. the inclusion of additional items assessing 

MHPs’ self-awareness of the influence of language diversity on their personal and 

professional attitudes, values, and beliefs related to cross-lingual clinical work.  

Another limitation of this project refers to the characteristics of measures 

included to assess the convergent validity of the CLCS. The selection of instruments 

was influenced by limited availability of measures and constraints in the survey length. 

To address these issues short measures with strong face validity were developed for this 

research and included in the survey alongside an established and validated instrument 

(the MMHAS). The measures included were the four-item General Competence Scale, 

the single-item General Multicultural Competence Scale; and the single-item General 

Cross-lingual Competence Scale. Short measures, especially single global items, have 

the obvious advantage over multi-item scales of reducing respondents’ burden and 

potentially encouraging participation while being reliable and valid. However, this may 

be at expense of a comprehensive coverage of the construct and its different dimensions, 

and the loss of stability, reliability and precision (Bowling, 2005; DeVellis, 2012). The 

measures included represented the most optimum resources available at the time this 

investigation was conducted, and were sufficient to assess initial construct validity of 
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the CLCS. However, I suggest that future research utilise more informative and reliable 

measures that better assess the various dimensions of competence when further 

investigating the construct validity of the CLCS.   

One of the strengths of this research is in its ecological validity (DeVellis, 2012). 

Unlike most past studies on multicultural competence that used post-graduate students 

and participants from a single profession, I was able to recruit post-graduate students 

and MHPs from a variety of professions providing psychotherapy to CALD clients 

through language-based approaches (e.g., social work, counselling, mental health 

nurses); with varying degrees of experience, and from a variety of settings (e.g., public 

and private practice; main-stream and specialised services). Indeed, health professionals 

have been identified as a “difficult population” to engage in survey research (Cho, 

Johnson, & VanGeest, 2013; Hawley, Cook, & Jensen-Doss, 2009; VanGeest, Johnson, 

& Welch, 2007) which the research overcame by sampling a relatively large group in 

two distinct studies.  

However, there are limitations regarding the characteristics of the sample that 

need to be acknowledged and addressed in future research. First, psychologists were 

overrepresented in the sample and most psychologists participating in the studies were 

female. This lack of balanced representation of the various mental health professions 

limits the generalisability of the results beyond female psychologists. Regarding the 

male-female distribution of the sample, however, it accurately represented the general 

distribution of psychologists in Australia (i.e. female = 80%; female = 20%; Psychology 

Board of Australia, 2020).  

Second, the decision to recruit from various mental health professions was 

reasonable but presents limitations. Mental health practitioners from various professions 

were included based on the important role they play in the mental health care of CALD 
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clients in private practice, community organisations, and private and public hospital 

setting, and because they mostly use language-based therapeutic approaches and 

therefore must be cross-lingually competent.  However, their therapeutic modalities 

used by different MHPs (e.g. mental health nurse compared to counselling psychologist) 

vary enough in the use of language as a healing tool, that their assessment of cross-

lingual competence may require individual attention. Specifically, the areas of 

awareness and knowledge, and the set of skills representing cross-lingual competence in 

mental health nurses may differ from the awareness, knowledge, and skills representing 

cross-lingual competence in counselling psychologists. I acknowledge that the 

development of the CLCS has been theoretically based on the specific awareness, 

knowledge, and skills relevant to the field of counselling and psychotherapy. Therefore, 

given the important role of these professions in supporting CALD client’s mental health 

and their professional responsibility to be cross-lingually competent, research is needed 

into assessing cross-lingual competence in these professions. 

Finally, the self-selected nature of the sample further limits the generalisability 

of the conclusions presented in this project. Self-selection is known to compromise the 

generalisability of the findings because it brings into question how fundamentally 

different participants are to those who did not participate, and how those differences 

may have biased the data from which conclusions were derived (Olsen, 2008). 

Importantly, the characteristics that led MHPs to participate may be related to the topic 

of investigation. Specifically, MHPs who decided to invest their time participating may 

have been more interested in diversity and multicultural issues in general, in 

multiculturalism in the specific context of psychotherapy, or more inclined to express 

their views on the topic (perhaps considering they had some important opinion or 

knowledge to contribute). Thus, the conclusions of this study may be more 
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representative of and apply to psychologists inclined towards the topic of 

multiculturalism than to the entire population of MHPs we aimed to sample. Further 

research is needed to investigate the CLCS’s validity in other populations of MHPs 

beyond psychologists, and to assess if the predictors of cross-lingual competence 

identified in this project generalise to MHPs from other fields.  

The findings of this research may also have been limited by the way in which 

MHPs’ ethnic status was explored and analysed. First, by asking the question “Do you 

identify as a member of an ethnic minority in Australia?” it is possible that the survey 

failed to capture participants who do not identify as an “ethnic minority” despite being 

of ethnically diverse background, or those who would consider themselves to be 

bicultural or multicultural and were not offered an adequate response option. In 

addition, it has been suggested that it is the MHPs’ ethnic identity (the degree to which 

individuals have actively sought to understand their ethnicity, the pride and belonging in 

their ethnic group, as well as the centrality of their ethnicity to the self-identity) that 

may influence their competence to work with CALD clients rather than their ethnicity 

(whether they identify themselves as members of an ethnic minority) (Constantine, 

Warren, & Miville, 2005; Hall & Jones, 2019; Middleton et al., 2005; Phinney, 1992; 

Sodowsky et al., 1998). Given the constraints on the research, a more comprehensive 

measure of ethnic identification was not included. However, it is possible that different 

associations between ethnic characteristics to cross-lingual competence would have 

emerged if they have been explored in a more comprehensive way, and this should be 

explored in future research.  

Although this research contributes novel findings on predictors of cross-lingual 

competence, further investigation of characteristics beyond demographics and 

professional variables is needed. This research identified that MHPs’ self-perceptions of 
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competence are predicted by language status, professional status, multicultural training 

and engagement with CALD clients. However, factual knowledge was only predicted by 

engagement with CALD clients and language status, and even so the amount of 

variance explained by the model was very small. Thus, much remains to be known 

about factors that may predict MHPs cross-lingual competence. Based on the literature 

reviewed in this project and on recent research findings (Owen et al., 2017; Perez-Rojas, 

Bartholomew, Lockard, & Gonzalez, 2019) I suggest that future research investigates 

potential predictors including cross-lingual training, focused supervision, and MHPs’ 

multicultural humility, and cultural comfort amongst others. 

Another longer term suggestion is for future research to focus on the design, 

development and systematic implementation of cross-lingual training. Arguably, the 

main way to increase MHPs’ cross-lingual competence, in combination with 

engagement with CALD clients in a supervised context, is through cross-lingual 

competence training. To this end, the integrative literature presented in this research 

could serve as curriculum content. Although, this research did not find evidence for the 

tripartite model (awareness, knowledge, and skills) informing the factors of the CLCS, 

MHPs’ self-awareness, knowledge and skills (self-perceived and demonstrated) related 

to language diversity remain important components of competence to be targeted in 

training programs. Specifically, I recommend training content to include: raising MHPS’ 

awareness of how their attitudes, beliefs, and feelings about language diversity in 

clinical practice can influence their professional work with CALD clients; information 

on the psychological, cognitive, social, and pragmatic barriers that language diversity 

imposes on psychological assessment and treatment of CALD clients; and the 

development of specific language diversity related strategies. Furthermore, as the 

proposed training program and the CLCS would share similar theoretical and 
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conceptual basis; the CLCS would be a reliable and valid measure to assess training 

outcomes. This, as discussed previously, should be done in combination with other 

reliable and valid forms of assessment of competence. 

Finally, there is a strong need for field-based research exploring MHPs’ cross-

lingual competence in the context of psychotherapy sessions. It appears intuitive to 

assume a positive relationship between cross-lingual competence and outcome 

effectiveness of psychotherapy; however, very  

little empirical evidence exists in support of this relationship. Important 

questions to be investigated are whether (1) MHPs’ awareness of their language 

diversity related attitudes and beliefs; (2) their self-perceptions of cross-lingual 

competence; (3) their factual knowledge of barriers for clients and for themselves; and 

(4) their skills demonstrated though linguistically adapted interventions, lead indeed to 

increased effectiveness in cross-lingual therapy process and outcome. To this end, once 

the predictive validity of the three subscales of the CLCS is established through further 

research, they could be used as independent variables to test their associations with 

other indicators of clients desired outcomes such as client’s satisfaction with therapy, 

engagement in treatment, and quality of the relationship with the treating MHP.  

Conclusion  

This research proposed the novel construct of cross-lingual competence and 

developed a reliable and valid psychometric instrument to assess it: the Cross-lingual 

Competence Scale. The CLCS assesses MHPs’ competence when providing 

psychological assessment and psychotherapy to CALD clients in English, when English 

is the client’s non-native language. The emergent structure of the CLCS departed from 

the original theoretical conceptualisation providing evidence that MHPs’ competence 

can be conceptualised and assessed through two distinct independent domains: self-
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perceptions of competence and factual knowledge necessary for effective cross-lingual 

work. By making this important distinction, these findings highlight the need to move 

beyond traditional assessment based on MHPs’ self-perceptions of their competence to 

work with CALD clients to add a variety of forms of summative and criterion-

referenced assessments. Indeed, MHPs’ competence to work with culturally and 

diversity linguistically clients must be demonstrated in practice. 

This research is important in several other ways. First, through an extensive and 

integrative literature review the social, cognitive, and psychological barriers faced by 

clients and pragmatic barriers faced by MHPs likely to be present in cross-lingual 

clinical interactions were identified. As such, a number of research-informed language 

strategies likely to assist in the cross-lingual encounter, which future research needs to 

empirically investigate, were proposed. In addition, the research identified that more 

frequent engagement with CALD clients is associated with MHPs’ higher levels of both 

self-perceptions of competence and self-reported factual knowledge, which has 

implications for the design of postgraduate training programs. Finally, this research 

challenges the assumption that CALD MHPs, based on their CALD status alone, are 

competent enough to provide services to CALD clients, with implications for the 

inclusion of CALD MHPs in specialised organisations and for their training needs.  

At the heart of cross-lingual competence is to provide CALD clients with 

relevant assessment and psychotherapy that is effective in its approach and outcomes 

and does not disadvantage them. In the current Australian climate of marked cultural 

and language diversity, MHPs ought to take action to uphold, develop, and assess their 

cross-lingual competence to best serve our CALD clients. 
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Appendices 

Appendix A - Initial Set of Items Reviewed by Expert Panel 

 

The original set of items reviewed by the expert panel contained 16 demographic 

items and 78 items generated for the cross-lingual competence scale (CLCS). 

A. Proposed items for the CLCS 

 (Awareness) 

1. CALD clients who speak English fluently can undertake therapy in English as 

effectively as monolingual English speakers. 

2. Even CALD clients who are fluent in English may find a language barrier in 

therapy. 

3. Using the client’s second language in therapy interferes with communication. 

4. When working in the client’s second language, therapy may remain at superficial 

levels.  

5. Bilingual immigrants are fortunate to be able to speak more than one language. 

6. Conducting therapy with CALD clients who speak English as their second 

language is more time consuming. 

7. Language barriers place additional demands on therapists. 

8. It is difficult to distinguish which client’s linguistic behaviours have clinical 

significance and which are products of the client’s bi/multilingualism. 

9. At times, a client’s strong accent limits my understanding. 

10. At times, a client’s incorrect grammar limits my understanding. 

11. Conducting therapy with CALD clients for whom English is not their first 

language is more difficult than conducting therapy with English monolingual 

clients. 

12. I feel anxious working with CALD clients who speak English as a second 

language. 

13. When conducting therapy in the client’s second language with CALD clients I 

sometimes doubt my ability to connect with the client due to the language. 

14. When conducting therapy in the client’s second language I feel less effective  

15. Linguistic differences between client and therapist may contribute to clients 

terminating therapy prematurely. 

16. I find some client’s accents very attractive. 

17. I am aware that during therapy, a  client’s proficiency in their second language 

(e.g., accent, grammar) can be a trigger for negative stereotypes. 

18. I am concerned that if I ask my CALD clients to repeat what they have just said 

I may offend them. 
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19. I feel competent working with CALD clients with whom I do not share the same 

first language. 

20. I understand how my own language affects my identity. 

21. The first language of CALD clients is not relevant in therapy. 

22. The client’s accent can be a barrier in therapy. 

23. Some methods of psychotherapy may not work when conducted in the client’s 

second language. 

24. There are advantages in using the client’s second language in therapy.  

25. If you agreed to question 27 could you list some advantages. 

26. I believe there are disadvantages in using the client’s second language in 

therapy.  

27. If you agreed to question 30 could you list some disadvantages? 

28. I feel equally competent working with CALD clients as with native English 

speakers. 

29. I feel lucky to speak English as my first language. 

(Knowledge) 

30. Using the client’s second language (English) in therapy may hinder clients from 

accessing certain emotions. 

31. Using the client’s second language (English) in therapy may facilitate clients 

accessing certain emotions. 

32. For bilingual clients it is easier to express strong feelings and emotions in their 

first language. 

33. Bilingual clients would prefer to discuss their emotions in their first language 

during therapy. 

34. Bilingual clients prefer to use their first language to express emotionally charged 

words (e.g., swear words, taboo words). 

35. Using the client’s second language in therapy may hinder retrieval of 

autobiographical memories. 

36. The use of the client’s second language may facilitate discussion of traumatic 

events. 

37. It is easier for clients to retrieve memories in the same language they were 

encoded. 

38. Bilingual clients may have a different sense of self depending on the language 

they are speaking. 

39. Conducting therapy in the client’s second language negatively influences the 

client’s presentation of self. 

40. I understand in which ways the client’s use of a second language may affect the 

outcome of psychological assessment. 

41. I understand in which ways the client’s use of a second language may affect the 

outcome of psychotherapy. 

42. The age at which the client learned English (second language) may affect 

psychotherapy. 
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43. The age at which the client learned English (second language) may affect the 

expression of emotions in English. 

44. The age at which the client learned English (second language) may affect the 

retrieval of memories in English. 

45. The context (e.g., home vs school) in which the client learned English (second 

language) may affect psychotherapy. 

46. Second language anxiety is common among bilinguals. 

47. The severity of mental illness may negatively affect second language 

performance to a greater degree than that of first language. 

48. Bilingual clients vary their non-verbal behaviour depending on which language 

they use (their mother language vs English). 

49. The information bilingual clients convey during a clinical interview depends on 

the language they are being interviewed in (their mother language vs English). 

50. Bilingual clients will present the same symptomatology independently of the 

language they are being interviewed in (their mother language vs English). 

51. Bilingual clients may show different levels of psychological disturbances 

depending on the language used during the interview (their mother language vs 

English). 

52. The outcome of CALD clients’ Mental Status Examination may be influenced 

by the use of the second language (even when assessing clients who are fluent in 

English) (their L2). 

53. Clients for whom English is their second language disclose less information in 

therapy than English monolingual clients. 

54. Psychological diagnosis can be negatively affected by using the client’s second 

language during the assessment. 

55. Second language use may interfere with speech production. 

56. I am familiar with literature which discusses cultural adaptations to 

psychotherapies for use with CALD clients.  

57. I am familiar with the literature which discusses linguistic adaptations to 

psychotherapies for use with CALD clients. 

58. I am familiar with literature which discusses the effects of using the client’s 

second language during therapy. 

59. I have the necessary skills to work with CALD clients for whom English is their 

second language. 

60. I use more non-verbal forms of communication with CALD clients for whom 

English is their second language. 

61. I avoid certain topics when working with CALD clients for whom English is 

their second language. 

62. I know how to adjust my language behaviours to cater for CALD clients for 

whom English is their second language. 

63. I am familiar with the concept of “language switching “in therapy. 

64. I am familiar with the concept of “language matching” in therapy. 

(skills) 
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65. If I notice a bilingual client  experiencing difficulty to find the correct word or 

phrase to describe feelings, thoughts, or behaviours in English, I would invite 

them to say it in their mother language. 

66. I take a psycholinguistic history (e.g., age and context of English acquisition; 

languages spoken at home) of my bilingual clients. 

67. The age of second language acquisition of bilingual clients is relevant to 

psychological assessment and therapy. 

68. The client’s English proficiency is relevant to psychological assessment and 

therapy. 

69. I explicitly discuss with my CALD clients the fact that therapy will be 

conducted in their second language. 

70. I encourage my CALD clients for whom English is their second language to 

complete written homework in their preferred language. 

71. For CALD clients, identifying and challenging irrational thoughts in their first 

language is more effective. 

72. I have the necessary skills to develop linguistic adaptations to therapy when 

working in the client’s second language. 

73. I have the necessary skills to communicate clearly with CALD clients who may 

experience difficulty communicating in English. 

74. I have the ability to understand the speech of people with strong accents. 

1. It is easier to form a therapeutic alliance when clients and therapists 

share the same first language. 

75. Levels of empathy between clients and therapists are negatively affected by 

conducting therapy in the client’s second language. 

76. Using the client’s second language in therapy creates distance between client 

and therapist. 

77. Conducting therapy in the client’s second language negatively affects the power 

differential between client and therapist. 

78. Using the client’s second language in therapy may be a barrier to the 

development of the therapeutic alliance. 
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Appendix B - Study 1 Survey Composition 

 

The survey used to collect data for Study 1 was composed of the following set of 

items: 

 

A. Demographic items 

B. Our items for cross-lingual scale development 

C. Multicultural Mental Health Awareness Scale 

D. One item Scale on multicultural competence 

E. Four item scale on general competence. 

A. Demographics 

1. Gender    

2. Age 

3. Ethnicity: Do you identify as a member of an ethnic minority in Australia? 

4. Education Level (Diploma, Bachelor, Postgraduate Diploma, Master’s Degree, 

PhD, other) 

5. Occupation (psychologist, counsellor, social worker, mental health nurse, 

psychiatrist, General Practitioner, psychologist in-training, counsellor, social 

worker in-training, mental health nurse in-training, psychiatrist in-training, 

General Practitioner in-training, other). 

6. How long have you worked in your field? 

7. Do you work in a multicultural practice / organisation providing services 

specifically to CALD clients?  

8. Which language do you prefer to conduct therapy in? 

9. Have you had any training in the area of multicultural mental health or received 

any training in multicultural competence?   

10. How many hours have you completed? 

11. Have you engaged in diversity-research (e.g., ethnic, gender, ability) before? 

12. How often do you work with CALD clients? 

 

B. Items for development of the CLCS 

1. CALD clients who speak English fluently can undertake therapy in English as 

effectively as native English speakers.  
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2. Despite being fluent in English, CALD clients may find language to be a barrier 

in therapy.  

3. Using the client’s non-native language in therapy interferes with 

communication.  

4. When working in the client’s non-native language (English), therapy may 

remain at superficial levels due to language barriers.  

5. CALD clients are fortunate to be able to speak more than one language.  

6. Conducting therapy in English with CALD clients is more time consuming than 

with native English-speaking clients. 

7. Language barriers place additional demands on clinicians.  

8. At times it is difficult to distinguish if the client’s linguistic behaviors are caused 

by the client’s bilingualism or psychological disturbances.  

9. At times, a client’s strong accent is a barrier to communication.  

10. At times, a client’s incorrect grammar is a barrier to communication.  

11. Conducting therapy with CALD clients is more difficult than conducting therapy 

with native English-speaking clients.  

12. I feel anxious working with CALD clients.  

13. At times I doubt my ability to connect to CALD clients due to the language. 

14. When conducting therapy in the client’s non-native language (English) I feel less 

effective.  

15. I find some client’s accents very attractive.  

16. A CALD client’s lack of proficiency in their non-native language (English) can 

be a trigger for negative stereotypes.  

17. I feel competent working with CALD clients.  

18. I understand how my own language affects my identity.  

19. The native language of CALD clients is not relevant in therapy.  

20. There are advantages in using the CALD client's non-native language (English) 

in therapy.  

21. There are disadvantages in using the CALD client’s non-native language 

(English) in therapy.  

22. I feel equally competent working with CALD clients than with native English 

speakers.  

23. People who speak English as their first language are lucky.  

24. Conducting therapy in the client’s non-native language (English) increases the 

power differential between client and therapist.  

25. The client’s use of their non-native language (English) may affect the 

development of the therapeutic alliance.  

26. It is easier to form a therapeutic alliance when clients and therapists share the 

same native language. 

27. Using the CALD client’s non-native language (English) in therapy creates 

distance between client and therapist.   

28. Therapist’s empathy toward CALD clients is hindered by language.  
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29. Using the client's non-native language (English) in therapy hinders clients from 

accessing certain emotions.  

30. CALD clients find it easier to express feelings and emotions in their native 

language.   

31. Using the CALD client’s non-native language (English) in therapy hinders 

retrieval of autobiographical memories.  

32. Using the CALD client’s non-native language (English) facilitates discussion of 

traumatic events.  

33. CALD clients may have a different sense of self depending on the language they 

are speaking.  

34. Assessing a CALD client in English may affect the outcome of the assessment.  

35. CALD client’s use of English may affect the outcome of psychotherapy.  

36. The age at which a CALD client learned English affects the expression of 

emotions in English.  

37. The age at which a CALD client learned English affects the retrieval of 

memories in English.  

38. The context (e.g., home vs school) in which a CALD client learned English 

affects psychotherapy.   

39. Anxiety about speaking in English is common among CALD people.  

40. CALD clients vary their non-verbal behaviour depending on which language 

they use (native language vs English).  

41. The information CALD clients convey during a clinical interview depends on 

the language in which they are being interviewed (native language vs English).  

42. CALD clients may show different levels of psychological disturbances 

depending on the language used during the interview (their native language vs 

English).  

43. The outcome of CALD clients’ Mental Status Examination depends, in part, on 

the language used.  

44. CALD clients disclose less information in therapy than native English-speaking 

clients.  

45. Psychological diagnosis can be affected by using the client’s non-native 

language during the assessment.  

46. I am familiar with the literature which discusses linguistic adaptations to 

psychotherapies with CALD clients.  

47. I am familiar with literature which discusses the effects of using the client’s non-

native language during therapy.  

48. I have the necessary skills to work with clients for whom English is not their 

native language.  

49. I use more non-verbal forms of communication with clients for whom English is 

not their native language.  

50. I avoid certain topics when working with clients for whom English is not their 

native language.  
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51. I know how to adjust my language behaviours to cater for clients for whom 

English is not their native language. 

52. I am familiar with the concept of “language switching “in therapy.  

53. I am familiar with the concept of “language matching” in therapy.  

54. When I notice CALD clients struggling to find the words or phrases to describe 

feelings, thoughts, or behaviours in English, I invite them to say it in their native 

language.  

55. As part of history gathering, I take a psycholinguistic history of my CALD 

clients.   

56. The age of English acquisition of CALD clients is relevant to psychological 

assessment and therapy.  

57. The CALD client’s English proficiency is relevant to psychological assessment 

and therapy.  

58. I explicitly discuss with my CALD clients the fact that therapy is conducted in 

their non-native language.  

59. I encourage my CALD clients to complete written homework in their preferred 

language.  

60. For CALD clients, identifying and challenging thoughts in their native language 

is more effective than in English.  

61. I have the necessary skills to develop linguistic adaptations to psychotherapy 

when working with CALD clients. 

C. Multicultural Mental Health Awareness Scale (Khawaja et al, 2009) 

1. My knowledge of various cultures is  

2. My knowledge of acculturation is  

3. My knowledge of Australia’s Immigration Program is  

4. My knowledge of the settlement and support services provided to CALD clients 

is  

5. My understanding of the major barriers to mental health services experienced by 

CALD clients is  

6. My knowledge of frameworks for developing culturally responsive services is  

7. My knowledge of implementing culturally responsive services to produce 

change is  

8. My understanding of how language and culture affect clinical assessment is  

9. My understanding of how language and culture affect diagnosis is  

10. My awareness of how cultural beliefs impact on treatment is 

11. My understanding of the stressors families experience as a result of post-

migration and adaptation is  

12. My understanding of the connection between cultural identity and mental health 

is  

13. My ability to understand the speech of people with strong accents is  

14. My skills in providing clear messages to people who may be struggling with 

English are  
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15. My ability to develop a culturally appropriate treatment plan is 

16. My skills in identifying strategies for promoting mental health with CALD 

clients are  

17. My skills in identifying strategies for preventing mental illness with CALD 

clients are  

18. My skills in building rapport with CALD clients is  

19. My ability to respond to the needs of CALD torture and trauma survivors is  

20. My skills in working with interpreters are  

21. I am familiar with potential community linkages for CALD clients  

22. I understand my country’s Multicultural Policy  

23. I know about the Government policies regarding cultural diversity and service 

provision  

24. I am familiar with the advantages and disadvantages of each mental health 

service models for CALD clients  

25. I understand how my own cultural background influences my work with CALD 

clients  

26. I am aware of how a CALD client’s culture impacts on his/her mental health   

27. I am familiar with how cultural barriers may impact on therapy  

28. I am aware of how cultural barriers may impact on the therapeutic relationship  

29. I am aware of cultural bias inherent in various tools and instruments used in 

mental health  

30. I am aware of how CALD clients’ assumptions about therapy/counselling may 

affect their treatment 

31. I am aware of how working with traumatised clients may affect me  

32. I am aware of CALD clients’ difficulties due to their non-native language 

proficiency  

33. I am able to negotiate with a CALD client a shared understanding of each 

other’s beliefs regarding how mental illness is perceived, what causes it and how 

it should be treated  

34. I can develop culturally appropriate response styles to meet the needs of CALD 

clients and their families  

35. I am able to address the service barriers for CALD clients  

D. General Multicultural competence 

 My overall Multicultural competence is:  

 1 = Not Competent at all to 10= Highly Competent 

E. General Competence 

How do you think the following people would rate your overall competence? 
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1 = Not Competent at all to 10= Highly Competent 

a. yourself  

b. your supervisor  

c. your colleagues  

d. your clients.  



186 

CROSS-LINGUAL COMPETENCE 

Appendix C – Study 1 Ethical Approval 

GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE 

2015/209 - Please provide responses to these conditions 
RIMS Griffith 
Mon 1/02/2016 9:15 AM 

To: Leanne Casey <L.Casey@griffith.edu.au>; Marta Garcia De Blakeley 

<marta.garciadeblakeley@griffithuni.edu.au> 

Cc: research-ethics <research-ethics@griffith.edu.au>; Rick Williams rick.williams@griffith.edu.au 

Dear Ms De Blakely, Dr Casey 

I write in relation to your application for ethical clearance for your project "NR: 

Development and initial validation of a measure of clinician's cross-linguistic 

competence when working with CALD clients" (GU Ref No: 2015/209). The research 

ethics reviewers resolved to grant your application a clearance status of 

"Conditionally Approved". 

However, you are authorised to immediately commence this research on the 

strict understanding that these matters are addressed and that you provide details 

of how they were addressed. 

Please note that failure to provide a timely response to these matters may result in 

this authorisation being suspended or withdrawn. 

It would be appreciated if you could give your urgent attention to the issues raised 

by the Committee so that we can finalise the ethical clearance for your protocol 

promptly. 

Regards 

Ms Kim Madison 

mailto:rick.williams@griffith.edu.au
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Appendix D – Comparison of Data sets A and B from Study 1 

Frequencies, means, standard deviations and sample size for three data sets: original six intervals, I Don’t Know (DK) merged with 

Neither Agree nor Disagree (NAD), and DK as Missing Data. 

Items Statistics for Data set with six intervals   N=155 DK merged 

with NAD 

N=155 

DK as Missing Data 

1=SA 

[%] 

2=A 

[%] 

3=N 

[%] 

4=D 

[%] 

5=SD 

[%] 

6=DK 

[%] 
M SD M SD M SD N 

CALD clients who speak English 

fluently can undertake therapy in    

English as effectively as native 

English speakers. 

14 41 17 24 1 3 2.63 1.16 2.55 1.02 2.54 1.03 151 

Despite being fluent in English, 

CALD clients (who are fluent in 

English) may find language to be a 

barrier in therapy.   

11.5 72 8 6 2.5 0 2.15 0.799 2.15 0.799 2.15 0.799 155 

Using the client’s non-native 

language in therapy interferes with 

communication. 

4 42 37 14 1.5 1.5 2.7 0.899 2.66 0.816 2.66 0.82 153 

When working in the client’s non-

native language (English), therapy 

may remain at superficial levels 

due to language barriers. 

6.5 55.5 16 15.5 4.5 2 2.61 1.08 2.56 0.981 2.55 0.989 152 
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Items Statistics for Data set with six intervals   N=155 DK merged 

with NAD 

N=155 

DK as Missing Data 

1=SA 

[%] 

2=A 

[%] 

3=N 

[%] 

4=D 

[%] 

5=SD 

[%] 

6=DK 

[%] 
M SD M SD M SD N 

CALD clients are fortunate to be 

able to speak more than one 

language.   
37.5 40 20.5 1.5 0 0.5 1.88 0.852 1.86 0.79 1.86 0.787 154 

Conducting therapy in English with 

CALD clients is more time 

consuming than with native 

English-speaking clients. 

9.5 51.5 26 11 2 0 2.44 0.883 2.44 0.883 2.44 0.883 155 

Language barriers place additional 

demands on clinicians.  17 70 5 7 1 0 2.06 0.787 2.06 0.787 2.06 0.787 155 

At times it is difficult to distinguish 

if the client’s linguistic behaviours 

are caused by the client’s 

bilingualism or psychological 

disturbances.  

13 50 16 16 3 2 2.55 1.15 2.48 1.01 2.46 1.02 151 

At times, a client’s strong accent is 

a barrier to communication. 11.5 61 10.5 12.5 4.5 0 2.37 0.994 2.37 0.994 2.37 0.994 155 

At times, a client’s incorrect 

grammar is a barrier to 

communication. 

2 28 15.5 45 10 0 3.33 1.04 3.33 1.04 3.33 1.04 155 

Conducting therapy in English with 

CALD clients is more difficult than 

with native English-speaking 

clients.  

9 50.5 20.5 15.5 3 1.5 2.57 1.04 2.54 0.969 2.53 0.974 153 
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Items Statistics for Data set with six intervals   N=155 DK merged 

with NAD 

N=155 

DK as Missing Data 

1=SA 

[%] 

2=A 

[%] 

3=N 

[%] 

4=D 

[%] 

5=SD 

[%] 

6=DK 

[%] 
M SD M SD M SD N 

I feel anxious working with CALD 

clients.  0.5 12.5 21.5 40.5 25 0 3.77 0.984 3.77 1.174 3.77 0.984 155 

At times I doubt my ability to 

connect to CALD clients due to the 

language.  

2 42.5 10 31.5 14 0 3.14 1.17 3.14 1.17 3.14 1.17 155 

When conducting therapy in the 

client’s non-native language 

(English) I feel less effective. 
4 36 28.5 22 8.5 1 2.99 1.09 2.95 1.03 2.95 1.04 153 

I find some client’s accents very 

attractive 6.5 31.5 46.5 11.5 3 0.5 2.75 0.907 2.74 0.868 2.73 0.871 154 

A CALD client’s lack of 

proficiency in their non-native 

language (English) can be a trigger 

for negative stereotypes. 

8.5 55.5 19.5 12 4 0.5 2.5 0.989 2.48 0.949 2.47 0.951 154 

I feel competent working with 

CALD clients.  11 44 31.5 11 2.5 0 2.5 0.921 2.5 0.921 2.5 0.921 155 

I understand how my own language 

affects my identity.  22.5 60.5 8.5 7 0 1.5 2.05 0.896 2.01 0.781 2 0.778 153 

The native language of CALD 

clients is not relevant in therapy 2 2.5 5 49 38 3 4.28 0.874 4.19 0.844 4.23 0.829 150 
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Items Statistics for Data set with six intervals   N=155 DK merged 

with NAD 

N=155 

DK as Missing Data 

1=SA 

[%] 

2=A 

[%] 

3=N 

[%] 

4=D 

[%] 

5=SD 

[%] 

6=DK 

[%] 
M SD M SD M SD N 

There are advantages in using the 

CALD client's non-native language 

(English) in therapy. 
8 35.5 41 7.5 2 6 2.78 1.14 2.61 0.818 2.58 0.837 146 

There are disadvantages in using 

the CALD client’s non-native 

language (English) in therapy.  
11 67 12.5 6.5 2 1 2.25 0.902 2.21 0.798 2.2 0.798 153 

I feel equally competent working 

with CALD clients than with native 

English speakers.  
10 18 11 46.5 4.5 0.5 3.1 1.17 3.08 1.14 3.08 1.15 154 

People who speak English as their 

first language are lucky.  3 15 58 13 10 3.5 3.15 0.945 3.11 0.887 3.11 0.893 153 

Conducting therapy in the client’s 

non-native language (English) 

increases the power differential 

between client and therapist. 

9.5 53 18 12.5 2.5 4.5 2.59 1.17 2.45 0.920 2.43 0.934 148 

The client’s use of their non-native 

language (English) may affect the 

development of the therapeutic 

alliance. 

9 52 18.5 15.5 5 2.5 2.57 1.08 2.49 0.928 2.48 0.937 151 

It is easier to form a therapeutic 

alliance when clients and therapists 

share the same native language. 
14 40 24 17.5 3 0.5 2.57 1.07 2.55 1.03 2.55 1.04 154 
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Items Statistics for Data set with six intervals   N=155 DK merged 

with NAD 

N=155 

DK as Missing Data 

1=SA 

[%] 

2=A 

[%] 

3=N 

[%] 

4=D 

[%] 

5=SD 

[%] 

6=DK 

[%] 
M SD M SD M SD N 

Using the CALD client’s non-

native language (English) in 

therapy creates distance between 

client and therapist.  

1.5 24.5 43 24.5 4 2.5 3.13 0.958 3.05 0.836 3.05 0.847 151 

Therapist’s empathy toward CALD 

clients is hindered by language.  2 10.5 17 46 24 1.5 3.83 1.012 3.79 0.985 3.8 0.987 153 

Using the client's non-native 

language (English) in therapy 

hinders clients from accessing 

certain emotions. 

7.5 37 27 20 3 3 2.9 1.21 2.74 0.973 2.73 0.997 147 

CALD clients find it easier to 

express feelings and emotions in 

their native language 

27 53 13.5 2 0 4.5 2.08 1.09 1.95 0.728 1.9 0.707 148 

Using the CALD client’s non-

native language (English) in 

therapy hinders retrieval of 

autobiographical memories. 

4 31 27 17 3 18 3.39 1.5 2.85 0.861 2.81 0.949 127 

Using the CALD client’s non-

native language (English) in 

therapy facilitates discussion of 

traumatic events.  

4 11 34 32 6.5 12 3.63 1.24 3.26 0.883 3.30 0.937 136 

CALD clients may have a different 

sense of self depending on the 

language they are speaking. 
18.5 57.5 11.5 2.5 2 8 2.35 1.37 2.12 0.805 2.04 0.795 142 
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Items Statistics for Data set with six intervals   N=155 DK merged 

with NAD 

N=155 

DK as Missing Data 

1=SA 

[%] 

2=A 

[%] 

3=N 

[%] 

4=D 

[%] 

5=SD 

[%] 

6=DK 

[%] 
M SD M SD M SD N 

Assessing a CALD client in 

English may affect the outcome of 

the assessment.  
29 62.5 4 2.5 0 2 1.88 0.855 1.82 0.649 1.8 0.364 152 

CALD client’s use of English may 

affect the outcome of 

psychotherapy.  

15 60 16 7 0 2 2.25 0.93 2.19 0.774 2.18 0.773 152 

The age at which a CALD client 

learned English affects the 

expression of emotions in English. 
17 45 15.5 4 2 17 2.79 1.65 2.29 0.86 2.15 0.876 129 

The age at which a CALD client 

learned English affects the retrieval 

of autobiographical memories in 

English. 

11 33 19.5 10.5 1.5 25 3.34 1.75 2.58 0.867 2.44 0.963 116 

The context (e.g., home vs school) 

in which a CALD client learned 

English affects psychotherapy. 
7 14.5 28.5 7 2 31 3.65 1.74 2.72 0.777 2.60 0.91 107 

Anxiety about speaking in English 

is common among CALD people. 14 48.5 19.5 4 0.5 13.5 2.69 1.5 2.28 0.779 2.17 0.781 134 

CALD clients vary their non-verbal 

behaviours depending on which 

language they use (native language 

vs English) 

10.5 46.5 15 7.5 1.5 19.5 3.01 1.66 2.43 0.83 2.30 0.871 125 
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Items Statistics for Data set with six intervals   N=155 DK merged 

with NAD 

N=155 

DK as Missing Data 

1=SA 

[%] 

2=A 

[%] 

3=N 

[%] 

4=D 

[%] 

5=SD 

[%] 

6=DK 

[%] 
M SD M SD M SD N 

The information CALD clients 

convey during a clinical interview 

depends on the language in which 

they are being interviewed (native 

language vs English).  

14 58 15.5 6.5 0.5 5 2.37 1.14 2.21 0.789 2.17 0.788 147 

CALD clients may show different 

levels of psychological 

disturbances depending on the 

language used during the interview 

(their native language vs English). 

6 49 21.5 7 2.5 14 2.94 1.47 2.52 0.817 2.44 0.856 133 

The outcome of CALD clients’ 

Mental Status Examination 

depends, in part, on the language 

used. 

16 59.5 12.5 5 1.5 6 2.34 1.19 2.16 0.802 2.11 0.798 146 

CALD clients disclose less 

information in therapy than native 

English-speaking clients. 
2 19.5 38.5 26.5 4.5 9 3.39 1.17 3.12 0.84 3.13 0.88 141 

Psychological diagnosis can be 

affected by using the client’s non-

native language during the 

assessment. 

18 53 15 6 2 6.5 2.4 1.27 2.21 0.873 2.15 0.877 145 

I am familiar with the literature 

which discusses linguistic 

adaptations to psychotherapies with 

CALD clients. 

2.5 14 13 46 15 9.5 3.85 1.2 3.56 0.994 3.62 1.02 140 
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Items Statistics for Data set with six intervals   N=155 DK merged 

with NAD 

N=155 

DK as Missing Data 

1=SA 

[%] 

2=A 

[%] 

3=N 

[%] 

4=D 

[%] 

5=SD 

[%] 

6=DK 

[%] 
M SD M SD M SD N 

I am familiar with the literature 

which discusses the effects of using 

clients’ non-native language in 

therapy. 

2 18.5 14 41.5 15.5 8.5 3.75 1.22 3.5 1.02 3.54 1.06 142 

I am familiar with the concept of 

“language switching” in therapy. 1.5 23 8.5 35 20.5 11.5 3.85 1.33 3.5 1.01 3.57 1.15 137 

I am familiar with the concept of 

“language matching” in therapy. 4.5 31 10.5 28.5 16 9.5 3.5 1.43 3.21 1.17 3.23 1.23 140 

The age of English acquisition of 

CALD clients is relevant to 

psychological assessment and 

therapy. 

9.5 59.5 12.5 4.5 1.5 13 2.67 1.46 2.28 0.754 2.18 0.752 135 

For CALD clients, identifying and 

challenging thoughts in their native 

language is more effective than in 

English.  

11.5 39.5 22.5 2.5 1.5 22.5 3.1 1.72 2.43 0.781 2.26 0.815 120 

The CALD client’s English 

proficiency is relevant to 

psychological assessment and 

therapy.  

24 66 6 2.5 0 2 1.95 0.844 1.89 0.64 1.87 0.627 152 

I have the necessary skills to work 

with clients for whom English is 

not their native language. 
8.5 37 37 13 2.5 2.5 2.72 1.04 2.65 0.903 2.64 0.913 151 
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Items Statistics for Data set with six intervals   N=155 DK merged 

with NAD 

N=155 

DK as Missing Data 

1=SA 

[%] 

2=A 

[%] 

3=N 

[%] 

4=D 

[%] 

5=SD 

[%] 

6=DK 

[%] 
M SD M SD M SD N 

I use more non-verbal forms of 

communication with clients for 

whom English is not their native 

language. 

6 53.5 29 11 0 0.5 2.48 0.817 2.46 0.766 2.45 0.768 154 

I avoid certain topics when 

working with clients for whom 

English is not their native 

language. 

0.5 9 20.5 59.5 9.5 0.5 3.7 0.817 3.68 0.796 3.69 0.795 154 

I know how to adjust my language 

behaviours to cater for clients for 

whom English is not their native 

language. 

13 44.5 26 11.5 2 3 2.55 1.11 2.45 0.927 2.34 0.937 150 

 When I notice CALD clients 

struggling to find the words or 

phrases to describe feelings, 

thoughts, or behaviours in English, 

I invite them to say it in their 

native language. 

5 40.5 15.5 29.5 6 3 3 1.2 2.9 1.06 2.9 1.08 150 

As part of history gathering, I take 

a psycholinguistic history of my 

CALD clients.  

2 27 20.5 33 11 6.5 3.43 1.23 3.24 1.03 3.26 1.06 145 

I explicitly discuss with my CALD 

clients the fact that therapy is 

conducted in their non-native 

language.  

8.5 39.5 25 24 2 1.5 2.75 1.05 2.72 0.985 2.71 0.991 153 

I encourage my CALD clients to 

complete written homework in 6.5 18 38 24.5 4.5 8.5 3.28 1.24 3.03 0.932 3.03 0.974 142 
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Items Statistics for Data set with six intervals   N=155 DK merged 

with NAD 

N=155 

DK as Missing Data 

1=SA 

[%] 

2=A 

[%] 

3=N 

[%] 

4=D 

[%] 

5=SD 

[%] 

6=DK 

[%] 
M SD M SD M SD N 

their preferred language. 

I have the necessary skills to 

develop linguistic adaptations to 

psychotherapy when working with 

CALD clients. 

5 27 22 26.5 9 10.5 3.38 1.37 3.07 0.781 3.08 0.111 139 

Note. NDA = SA = Strongly Agree; A = Agree; N = Neither Agree nor Disagree (Neutral position); D = Disagree; SD = Strongly Disagree; DK = 

I do not Know; Neither Agree nor Disagree
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Appendix E – Study 2 Ethical Approval 

GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE 

2018/711 - Conditionally approved 
Marta Garcia De Blakeley 
Fri 22/11/2019 7:50 PM 

To: Marta Garcia De Blakeley marta.garciadeblakeley@griffithuni.edu.au 

Dear Dr Leanne Casey, 

I write in relation to your application for ethical clearance for your project 

"Psychotherapy: Mental Health Practitioners' views on working with culturally and 

linguistically diverse clients" (GU Ref No: 2018/711). The research ethics reviewers 

resolved to grant your application a clearance status of "Conditionally Approved". 

Please note that full ethics approval for the protocol will be issued once the 

assigned Head of School has approved the application in RIMS. However, you are 

authorised to commence this research while approval by the Head of School is pending. 

Regards 

Kim Madison | Human Research Ethics 

Office for Research 

Griffith University | Nathan | QLD 4111 | Level 0, Bray Centre 

T +61 7 373 58043 | email k.madison@griffith.edu.au 

mailto:marta.garciadeblakeley@griffithuni.edu.au
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This decision is subject to: 

Condition 01: The proposed incentive to encourage participation (i.e. prize draw to win 

one of two $100 gift vouchers) was tested against s 11.3 of Booklet 21 of the Griffith University 

Research Ethics Manual. This is the test to be utilised in these cases. The proposed incentive is 

considered appropriate. 

Condition 02: In the participant information sheet, please provide further information in 

relation to data storage and deletion. Sample wording could include: "All research data (survey 

responses and analysis) will be retained in a password protected electronic file at Griffith 

University for a period of five years before being destroyed." Please note that use of the GU 

Research Storage platform (https://research-storage.griffith.edu.au/) is also recommended. 

Condition 03: Please ensure that the GU ethics reference number for the project (i.e. GU 

ref no: 2018/711) is included on the recruitment, participant information and consent materials. 
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Appendix F - Study 2 Survey Composition 

This appendix includes measures included in study 2 that were not included in 

study 1 and reflected in Appendix B and the 25 items of the CLCS: 

A. Items for cross-lingual scale development

B. One item scale on cross-lingual competence

C. Self-efficacy Questionnaire (SE-12) –adapted

A. Twenty five items of the CLCS

1. The age at which a CALD client learned English affects the retrieval of

memories in English.

2. CALD clients vary their non-verbal behaviour depending on which language

they use (native language vs English).

3. The age at which a CALD client learned English affects the expression of

emotions in English.

4. Using the CALD client’s non-native language (English) in therapy hinders

retrieval of autobiographical memories.

5. The context (e.g., home vs school) in which a CALD client learned English

affects psychotherapy.

6. CALD clients may show different levels of psychological disturbances

depending on the language used during the interview (their native language vs

English).

7. CALD clients may have a different sense of self depending on the language they

are speaking.

8. CALD clients find it easier to express feelings and emotions in their native

language.

9. Psychological diagnosis can be affected by using the client’s non-native

language during the assessment.

10. The outcome of CALD clients’ Mental Status Examination depends, in part, on

the language used.

11. The age of English acquisition of CALD clients is relevant to psychological

assessment and therapy.

12. I have the necessary skills to work with clients for whom English is not their

native language.

13. I know how to adjust my language behaviours to cater for clients for whom

English is not their native language.

14. I have the skills to make linguistic adaptations to psychotherapy when working

with CALD clients.

15. I feel competent working with bilingual/multilingual clients.
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16. I am familiar with the literature which discusses linguistic adaptations to

psychotherapies with CALD clients.

17. I am familiar with the concept of “language matching” in therapy.

18. I am familiar with literature which discusses the effects of using the client’s non-

native language during therapy.

19. I am familiar with the concept of “language switching “in therapy.

20. Conducting therapy with CALD clients is more challenging than conducting

therapy with English-speaking clients

21. Language barriers place additional demands on clinicians.

22. Conducting therapy in English with CALD clients is more time consuming than

with native English-speaking clients.

23. At times a client’s incorrect grammar is a barrier to communication.

24. It is easier to form a therapeutic alliance when clients and therapists share the

same native language.

25. At times, a client’s strong accent is a barrier to communication.

B. Single-item General cross-lingual competence

How would you rate your overall cross-lingual competence working with 

culturally and linguistically diverse (CALD) clients? Please choose a number in the 

following scale: 

1 = Not Competent at all to 10= Highly Competent 

 My overall Cross-lingual competence is 1---------------------------------10 

C. Self-efficacy Questionnaire (SE-12) –adapted

Self-efficacy questionnaire (SE-12) measuring the clinical communication skills 

of health care professionals (Christensen & Ammentorp, 2016) 

1= Very Certain  to 10=Very uncertain 

1. How certain are you that you are able to successfully identify the issues client’s

wishes to address in session?

2. How certain are you that are able to successfully make an agenda/plan for the

session with clients?

3. How certain are you that you are able to successfully urge the patient to expand

on their problems/worries?

4. How certain are you that you are able to successfully listen attentively without

interrupting?
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5. How certain that you are able to successfully encourage the patient to express

thoughts and feelings?

6. How certain are you that you are able to successfully structure the conversation

with the client?

7. How certain are you that you are able to successfully demonstrate appropriate

non-verbal behaviour (eye contact, facial expression, placement, posture, and

voicing)?

8. How certain are you that you are able to successfully show empathy

(acknowledge the client’s views and feeling)?

9. How certain are you that you are able to successfully clarify what the client

knows in order to communicate the right amount of information?

10. How certain are you that you are able to successfully check client’s

understanding of the information given?

11. How certain are you that you are able to successfully make a plan based on

shared decisions between you and the client?

12. How certain are you that you are able to successfully close the conversation by

assuring, that the patient’s questions have been answered?
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Appendix G - Study 2: Factor Loadings of Model 2 

 Factor Loadings of Model 2 shows Factor1 1 represented by KBP + KBC items and Factor2 represented by SPC items 

Items 

KBC/ 

KBP 
SPC 

The context (e.g., home vs school) in which a CALD client learned English affects 

psychotherapy .553 

Using the CALD client’s non-native language (English) in therapy hinders retrieval of 

autobiographical memories .630 

CALD clients vary their non-verbal behaviour depending on which language they use 

(native language vs English) .637 

Using the client's non-native language (English) in therapy hinders clients from accessing 

certain emotions .586 

CALD clients may have a different sense of self depending on the language they are 

speaking .703 

Psychological diagnosis can be affected by using the client’s non-native language during 

the assessment .469 

The information CALD clients convey during a clinical interview depends on the 

language in which they are being interviewed (native language vs English) .741 

CALD clients may show different levels of psychological disturbances depending on the 

language used during the interview (their native language vs English) .567 
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Items 

KBC/ 

KBP 
SPC 

CALD clients find it easier to express feelings and emotions in their native language .656  

The outcome of CALD clients’ Mental Status Examination depends, in part, on the 

language used .499  

Psychological diagnosis can be affected by using the client’s non-native language during 

the assessment .460  

Conducting therapy with CALD clients is more challenging than conducting therapy with 

English-speaking clients .353  

Language barriers place additional demands on clinicians .350  

Conducting therapy in English with CALD clients is more time consuming than with 

native English-speaking clients .183  

At times a client’s incorrect grammar is a barrier to communication .349  

It is easier to form a therapeutic alliance when clients and therapists share the same native 

language .294  

At times, a client’s strong accent is a barrier to communication .402  

I have the necessary skills to work with clients for whom English is not their native 

language  .730 

I know how to adjust my language behaviours to cater for clients for whom English is not 

their native language  .833 
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Items 

KBC/ 

KBP 
SPC 

I have the skills to make linguistic adaptations to psychotherapy when working with 

CALD clients .782 

I feel competent working with bilingual/multilingual clients .782 

I am familiar with the literature which discusses linguistic adaptations to psychotherapies 

with CALD clients .766 

I am familiar with literature which discusses the effects of using the client’s non-native 

language during therapy .625 

I am familiar with the concept of “language matching” in therapy .642 

I am familiar with the concept of “language switching “in therapy .632 


