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Lived experience of mental distress and sense-making in 
black ethnic groups according to cultural heritage
Laura Allam and James Binnie

Division of Psychology, School of Applied Sciences, London South Bank University, London, UK

ABSTRACT  
Objective: Previous research has highlighted men and women 
from black ethnic groups are more likely to be diagnosed with 
poor mental health and may have difficulty recognising 
experiences as such, due to perceptions of stigma and culturally 
defined attributions of distress. The aim of this research was to 
explore how black ethnic groups experience mental distress and 
find meaning in their experiences according to cultural heritage.
Method: Semi-structured interviews with four participants and an 
Interpretative Phenomenological Analysis were conducted.
Results: Findings describe an awareness of cultural stigma relating 
to mental health, emotional distance impacting disclosure within 
the family, mental health as a misunderstood concept and 
feelings of empowerment through acceptance and supported 
disclosure. Whilst cultural heritage was important for developing 
awareness and understanding of stigma, attributed meanings of 
mental distress were individualistic.
Discussion: Awareness of how stigmatic cultural 
conceptualisations are generationally represented and 
systemically maintained is vital to understanding how people 
from black ethnic groups experience mental distress. Clinical 
implications are discussed to explore how the socio-cultural and 
mental health needs of this population can be met.
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Introduction

Mental health services offered in the UK as part of the National Health Service were pre-
viously considered among the best in Europe (World Health Organisation, 2008), to 
comprehensively support a range of psychological difficulties (Davidson, 2005). 
However, the impact of longstanding governmental budget cuts has made apparent 
the increased pressures on community and inpatient services to meet extraordinary 
demand, and highlighted inequalities for people experiencing complex mental health 
difficulties (Cummins, 2018). Findings from the Adult Psychiatric Comorbidity Survey 
2014 report that one in four people in the UK will experience a mental health 
difficulty each year, however only 39% of this cohort will access professional support 
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(McManus et al., 2016), and this figure falls to 7% for ethnic minority groups (Lubian 
et al., 2016). This highlights inequities in the accessibility of mental health care for 
ethnic minority communities as well as fundamental barriers to engaging with culturally 
appropriate services (Devonport et al., 2022). This finding is especially pertinent for black 
ethnic minority groups, and for the purpose of this research these groups will be defined 
as comprising individuals who identify as black British, black African and/or Caribbean.

Research has consistently shown that black people are significantly more likely than 
their non-UK counterparts and people from white ethnic groups to be diagnosed with a 
mental health condition, and likewise, second-generation African-Caribbean people 
born in the UK show a higher-than-average pre-disposition to experiencing severe psycho-
logical problems (Sharpley et al., 2001). An individual’s environment may have a more pro-
found influence on psychological functioning than genetic factors due to available 
opportunities (Cantor-Graae & Selten, 2005); in context, black communities are more 
likely to be exposed to higher rates of discrimination (McLean et al., 2003), have signifi-
cantly fewer social opportunities (Bhugra et al., 1997), and experience progressive social 
drift due to poor socio-environmental prospects (Murali & Oyebode, 2004).

Strikingly, only 6.2% of individuals from black communities actively seek mental 
health support from statutory services (Lubian et al., 2016), possibly due to perceptions 
and experiences of stigma associated with mental healthcare (Wood et al., 2022). Gender 
differences have also been found in perceptions of stigma, extent of disclosure and self- 
management techniques (Clement et al., 2015; Sisley et al., 2011). The gender differences 
in management of mental health among this cohort are considered to be due to services 
and interventions being perceived by men as ‘feminised’, (Morison et al., 2014), precipi-
tating negative connotations of cultural misunderstanding and threatening dominant 
gender behaviour. Whilst there have been contradictions to these findings relating to 
help-seeking (Shim et al., 2009), people from black ethnic groups reported feeling 
uneasy with full disclosure of experiences to mental health workers due to perceived 
bias (Diala et al., 2001).

Research has shown disparity between the perceptions of service users, professionals, 
and the wider black community, maintaining that services facilitated by white ethnic pro-
viders consistently misinterpret expressions of cultural identity through gestures, collo-
quialisms, and behaviours (Memon et al., 2016). It has been argued that cultural mistrust 
of white mental health professionals is reflective of a wider, multidimensional, sociocul-
tural experience between minority and majority ethnic groups; this argument provides 
insight into the psychosocial functioning of those who experience distress and makes 
it impossible to ignore the enduring impact of profound historical intergroup experi-
ences (Whaley, 2001). For black communities there is a significant lack of opportunities 
within mental health service provision to engage with culturally sensitive professionals 
who are aware of the socio-economic challenges, inequality, and power imbalances 
they face, as well as the way in which mental health is culturally considered within 
these groups (McLean et al., 2003).

There is vast difference between cultural and ethnic identities within black ethnic 
groups, and the ways these are expressed and perceived within society must not be over-
looked when considering experiences of mental distress (Lewis-Fernández & Kirmayer,  
2019). Ethnicity and what it means to have an ethnic identity is fundamentally schematic; 
it determines behaviour and psychosocial functioning and is shaped by sociocultural and 
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familial factors (Bhugra & Bahl, 1999). Whilst there is a wealth of research on non-Western 
cultural understandings of distress and help-seeking barriers in ethnic minority groups, 
there is limited literature concerned with experiential accounts of mental distress and sub-
jective sense-making according to cultural background. This research aims to explore how 
individuals from black ethnic groups with lived experiences of poor mental health concep-
tualise and make sense of their experience, and how this is informed by cultural heritage. 
This will be achieved by asking ‘how do men and women from black ethnic groups experi-
ence mental distress and find meaning according to cultural heritage?’

Method

Participants and recruitment

Participants were required to be over 18 years of age, identify as black British, black 
African and/or black Caribbean and have experienced any type of mental health 
difficulty. Individuals who had a psychiatric admission in the two months prior to 
recruitment were not eligible to participate. Recruitment posters were distributed in 
the Psychology Department of London South Bank University’s campus, local mental 
health support groups and posted on social media. Four individuals – three self-identify-
ing women and one man aged between 20 and 31 – expressed interest and were sent an 
information brief with full details of the research; no reimbursements were given. Three 
of the four participants were born in the UK, two reported experiencing difficulties with 
their mental health that were not formally diagnosed, and two participants had formal 
diagnoses of low mood and body dysmorphia, respectively. Names and identifiable 
places were changed to ensure anonymity (Table 1).

Ethics

Ethical approval was gained by London South Bank University’s Department of Psychol-
ogy. Written consent was obtained from all participants prior to involvement and given 
the right to withdraw until the point of submission.

Table 1. Participant demographics.

Name
Approximate 

age
Ethnicity (as described by the 

participant) Notes

Ana Early 20’s Black African – born outside of the UK 
and has African heritage.

Ana is a full-time student and has experienced 
anxiety and low mood following a significant 
incident.

Erica Early 30’s Black British – born in the UK and has 
Caribbean heritage.

Erica works full-time and experienced body 
dysmorphia and dysfunctional eating habits as a 
teenager which has continued sporadically 
through her adult life.

Maya Late 20’s Black Mixed/Black Caribbean – born in 
the UK and has English, African and 
Caribbean heritage.

Maya is currently unemployed and was diagnosed 
with depression in her early 20’s though she 
thinks she had symptoms from as early as 18 
years of age.

Daniel Mid 20’s Black Mixed – born in the UK and has 
English and Caribbean heritage.

Daniel is a full-time student and has experienced 
feelings of low mood since he was young 
relating to the breakdown of his parents’ 
relationship.
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Data collection

Individual, semi-structured interviews were conducted with three participants in person 
and via Skype with one participant who was out of the UK at the time of the research. The 
mean interview length was 54 min, and explored cultural identity and understanding of 
mental health, lived experience of distress, help-seeking, disclosure, sense-making, and 
the attitudes of others. For example, ‘what does the culture you identify with believe 
about mental health?’, ‘how did you make sense of the feelings or experiences you 
were having?’, ‘can you tell me about a time you explained your experience to 
someone close to you? What was their response?’

Participants were provided with a hard copy of the research brief and a debrief state-
ment upon completion of the interviews, which were audio recorded and transcribed 
verbatim.

Data analysis

Individual transcripts were analysed using Interpretative Phenomenological Analysis 
(IPA) (Smith, 1996), and examined alongside corresponding audio recording, with 
line-by-line margin notes of the descriptive characteristics of participants’ claims and 
acknowledgement of emotional responses. Notation was then repeated for linguistic 
nuances and conceptual annotations. These were used to focus on discrete chunks of 
the transcript to identify emergent themes and facilitate organisation. This process of 
clustering led to the development of superordinate themes, which were represented in 
a table with the corresponding page of the participant’s transcript and quote for 
reference.

This process was repeated for all four participants, and superordinate themes and 
quote data were repeatedly reviewed to identify thematic connections. This produced a 
hierarchical structure of superordinate themes prevalent within the entire data set with 
corresponding subordinate and emergent themes, which were represented in a master 
table with illustrative extracts.

Researcher – bracketing pre-conceptions

Residing in a culturally diverse area of London, I am aware of how disadvantage impacts 
wellbeing and standards of living within the black community. In my experience and 
coincidental interactions, having a strong ethnic identity, self-sufficiency, spiritual 
beliefs and a ‘just get on with it’ attitude is encouraged in black cultures. My pre-con-
ception of managing mental distress focuses primarily on non-disclosure, self-manage-
ment, and stigma with an intrinsic element of spirituality. I have consistently 
perceived a spectrum of juxtaposed humour toward mental health at one end and attri-
butions of weakness, supernatural interference, and faith at the other, and I expect to find 
that much emphasis will be put on religion and self-management regarding sense- 
making and interventions. However, I appreciate this is simplistic as it assumes that 
culture is the only way by which meaning can be extracted from an experience, under-
emphasising social and gender roles, free will and the reach of media coverage and litera-
ture which exists about mental health.
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I acknowledged preconceptions were likely to lead to confirmatory bias and impact the 
breadth of information I deemed beneficial from participants. Noting these views in a 
reflexive diary enabled me to compartmentalise them, take ownership of them and 
acknowledge them to be my interpretation of interactions, rather than absolute truths 
(Willig, 2008). By doing so, I am more able to explore the perspectives and perceptions 
of others, with acute awareness and flexibility to facilitate understanding through 
interpretation without the imposition of personal expectations.

Results

Analysis identified three superordinate themes with significant overlap and interaction: 
the interdependence of cultural stigma and admissions of mental distress, the intricate 
cultural dynamic of family, and the recognition is empowering. Each superordinate 
theme contained two subordinate themes.

The interdependence of cultural stigma and admission of mental distress

This theme represents awareness of stigma surrounding mental health and its impact on 
participants’ acceptance of their experience and disclosure outside of the family.

The black community do not speak about mental health
Erica made clear that the cultural stigma surrounding mental health in the black commu-
nity is ‘very much a taboo topic […] the lack of awareness brings ignorance’ and it was 
suggested that it is perceived in older generations ‘as something probably quite bad erm 
demonic’ as well as a culturally bound phenomenon rather than a universal experience. 

[…] a white person’s disease (.) […] that’s something that white people have to deal with, 
that’s their experience it’s not ours. (Erica)

Interestingly, although Erica described an acute awareness of cultural stigma, disclos-
ing her lived experience to a professional from the same ethnic background was 
important. 

[…] a woman who is not of colour is not going to understand what I need […] I need to find 
somebody who will understand where I’m coming from. (Erica)

Erica acknowledges that the challenges of experiencing mental distress for someone from 
a black ethnic group are different to other ethnic groups in line with the cultural stigma she 
described. However, when help-seeking, ethnic matching and inherent understanding of 
these challenges was preferred, reflecting a desire for likeness in understanding psychologi-
cal and sociocultural experiences takes priority over perceptions of cultural stigma, and 
therefore represents a protective factor facilitating disclosure and engendering trust.

Admitting to mental health difficulties is embarrassing
All participants referred to recognition of their experience as a process, a source of 
embarrassment and expressed concerns about being treated differently. 

I was in denial, erm, (.) […] it’s one thing about looking at yourself and thinking, actually I 
need to seek help. (Erica)
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Erica’s awareness of mental distress may have initially been outside her scope of lived 
experience, therefore resulting in denial reinforced by an awareness of it not being openly 
discussed. Maya’s feelings of embarrassment were influenced by her mother, saying, ‘my 
mum […] wouldn’t have told people […] because it’s embarrassing’, which may reflect a 
generational conceptualisation of mental health according to accustomed cultural atti-
tudes, and more significantly indicates how vicarious stigma may impact sense-making.

Similarly, Ana perceived she would be treated differently by others for disclosing her 
lived experience as a result of the negative stigma surrounding poor mental health. 

If I’m having like a bad day […] they would see me as different. (Ana)

Ana’s concerns perhaps reflect self-perceptions of mental health which, in addition to 
awareness of stigma, may have reinforced feelings of being treated differently and inhib-
ited disclosure of her experience. Daniel expressed similar challenges to disclosure, 
stating that it represented ‘an admission of, of something really dire’, however, this is 
in the context of help-seeking rather than self-admission, which contrasts with the 
other accounts, reflecting that he has not been affected by cultural stigma in the same 
way.

Consistent references were made to expression of emotions being perceived as weak-
ness which limited the extent of disclosure; as such, it is reasonable to question how sup-
pression as a coping mechanism impacted recognition and acceptance of lived 
experiences. The perception of vulnerability as weakness suggests that resilience may 
be a culturally expected response to difficulty which highlights an awareness of the 
stigma surrounding exploration and displays of difficult emotions. In Maya’s case, her 
disclosure was circumscribed to those she could be emotionally open with as a form 
of self-protection and validation which may have facilitated deeper understanding. 

I didn’t feel that my pain and my illness was valid […] they don’t see me as down, they don’t 
see me vulnerable. (Maya)

That said, an awareness of stigma in isolation may initially have impacted the sense 
she was able to make of her experience in the way she perceived validation, which cor-
responds to her embarrassment regarding disclosure.

The intricate cultural dynamic of family

This theme represents how participants’ lived experiences of mental distress were under-
stood within their family.

Mental health as a misunderstood concept within the family
Two participants in particular felt that parental understanding of mental health was 
limited, and oversimplified beliefs were held about causes of mental distress.

Both Ana’s and Maya’s parents grew up in non-Western cultures and the obscure 
nature of mental distress, references to theology and generational differences in under-
standing of mental health was evident in both accounts. Maya reported ‘my mum 
never really understood why people get depressed’, with Ana stating, ‘I don’t know if 
she even knows exactly what mental health is’. Ana also expressed that religious manage-
ment suggested by her mother was insufficient in reducing her distress, reflecting an 
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incongruence between understanding of Ana’s experience and influenced the extent of 
disclosure at home.

Disclosure within the family is impacted by emotional distance
Showing vulnerability through disclosure within the family was deemed as negative.

Ana stated, ‘I know that she does love me but the way she shows emotion, her love is 
different’, and her mother’s response inhibited future disclosure of her distress within the 
family home, leading to a perception of emotional detachment and a reinforced need for 
resilience. Similarly, Erica explained that she did not feel comfortable showing vulner-
ability within her family. 

I have to be very guarded and quite protective […] that’s a conversation I can’t have with my 
family.

Erica’s statement conveys threat and mistrust and her reference to a lack of emotional 
safety mirrors Ana’s extract. Erica also described how her need for self-protection was 
reinforced by her family’s reaction, which may have been informed by perceptions of cri-
ticism from others because of her acute awareness of stigma, as previously discussed, and 
inhibited further disclosure.

Daniel also reported that ‘it’s also really, really confronting thing to do as well as very 
uncomfortable place […] for me to be in, to have these kinds of talks with my parents’, 
though it can be suggested that the context within which this discomfort is situated is 
different from the others’ experiences, as Daniel suggests that the disclosure is difficult 
for both parties rather than just himself. It is possible that a factor of Daniel’s discomfort 
with disclosure may be concerned with incongruence between a stereotypical gender role 
and showing vulnerability. A more significant consideration is that Daniel did not experi-
ence his mental health difficulties within the context of his Afro-Caribbean heritage and 
was therefore not exposed to the same cultural conceptualisations of mental distress or 
attitudes to disclosure.

Recognition is empowering

This theme encapsulates participants’ perceptions of their lived experience as being ben-
eficial to their process of self-acceptance, building resilience and raising awareness of 
mental health.

Lived experience promotes self-acceptance
All participants unanimously perceived that their experience of poor mental health 
enabled them to accept it as one dimension of their life experience. 

It doesn’t define me […] I’m still the same person that has many layers and sometimes you 
get the good part, sometimes you get the bad part. (Maya)

It’s not about […] bringing a defective self back up to sort of average working capacity, […] 
it’s sort of like an addition. (Daniel)

Whilst cultural background may have informed an awareness of stigma, the meaning 
participants attributed to their lived experience was self-generated and individualistic, 
lending itself to resilience, self-acceptance, and constructive self-reliance to overcome 
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personal difficulty. However, there were some nuanced differences in the process of self- 
affirmation. Ana’s religious beliefs influenced management of her distress to an extent, 
signifying an external source of solace and a proxy by which she achieved self-affirma-
tion. Similarly, Maya felt validated by her diagnosis to ‘protect the fact that I’m feeling 
this’ and helped her to make sense of the emotions she was experiencing, though it is 
possible to question where Maya’s sense-making would be situated were it not for her 
diagnosis. However, the diagnostic label may represent comfort in much the same way 
as Ana’s religious beliefs and brings the two conflicting philosophies more into 
alignment.

Shared mental health experiences can offer support
Disclosure of lived experiences was described as beneficial if it facilitated relief and 
support, and participants were enthusiastic about normalising mental health. 

If you sit down with someone who’s really done their work on themselves […] that someone 
who’s, you know, […] can really be valuable to you in, in that disclosure process. (Daniel)

Daniel’s description of the emotional support he deems valuable to his disclosure may 
reflect how it was facilitated within his family and wider social circle, particularly as he 
did not discuss cultural stigma in the same way as the other participants. Daniel also 
expressed that full disclosure could be a therapeutic process and may have been an 
opportunity for ownership of his experience and a route to establish meaning through 
vocalising his difficulties. Mental distress was also normalised by participants depicting 
that their experiences led to a heightened awareness of wellbeing extending beyond 
social exposure or cultural understanding.

All participants were motivated to share the challenges they faced in their own recog-
nition, acceptance, and management of distress, and it is particularly telling that disclos-
ure was considered valuable despite it not being facilitated within the family dynamic. 
This represents the duality of disclosure as empowering and inducing vulnerability, 
and it is also indicative that promotion of emotional safety and disclosure were not per-
ceived in some family environments.

The superordinate themes and corresponding subordinate themes discussed are illus-
trated in Figure 1. Although all data themes are meaningful individually, it is pertinent to 
address that the significance of overlap between them, as reflected in participants’ 
accounts, makes it is possible to draw connections to highlight how these factors interact 
and contribute to the participants’ understanding and sense-making of their lived 
experiences.

Discussion

The findings of this study resonate with previous research (Clement et al., 2015; Wood 
et al., 2022) highlighting that stigmatic attitudes present a barrier to distress recognition 
and disclosure. However, the current findings also indicate that cultural heritage in a 
familial context may contribute more significantly to these factors than has previously 
been accounted for.

Acute awareness of stigma was situated in participants’ cultural rather than societal 
context, suggesting that stigma and conceptualisations of mental distress are culturally 
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transmitted through families (Office of the Surgeon General U.S, 2001) and integrated with 
aspects of cultural identity (Kleinman & Hall-Clifford, 2009). Therefore, this impact within 
a cultural family environment is more pronounced due to a concentration of beliefs, values, 
and identities, suggesting that cultural attitudes structure the family environment to create 
a psychosocial contribution to stigma (Rutter, 2005). Whilst this research showed that dis-
closure inhibition and perceptions of emotional distance were concentrated within the 
family system, it can be argued that the immediate family environment can be also be a 
protective factor from cultural stigma for people from ethnic minority backgrounds 
(Wood et al., 2022), which was reflected in Daniel’s account. Furthermore, conceptualis-
ations of mental distress relating to spirituality and morality in the present study was dis-
cussed only in the context of older generations, perhaps reflecting an attitudinal shift across 
generations. It is also plausible that additional factors within the household, such as the 
degree of culturally informed beliefs, age variance and nature of relationships may 
account for the impact of these differences. Nevertheless, these variables indicate that cul-
tural family dynamics have not been sufficiently studied in relation to experiences of 
mental distress in ethnic minority groups.

Even though previous research has found gender differences in stigma experiences 
(Sisley et al., 2011), in this study all participants felt vulnerable disclosing their lived 

Figure 1. Theme representation.
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experience and stigma was only perceived to be pervasive if participants were exposed to 
their cultural heritage. This may be due to concerns of there being a lack of understand-
ing and risk of being ostracised from their cultural community due to experiencing poor 
mental health (Wood et al., 2022). Only one participant did not demonstrate an aware-
ness of cultural stigma, leading to the assumption that the non-black culture within 
which they were raised offered psychological security during experiences of distress 
(Mossakowski, 2003) in much the same way as ethnic matching in help-seeking inter-
actions (Cabral & Smith, 2011).

Although it has been argued that perceptions of stigma and insight into mental health 
difficulties negatively impacts self-efficacy (Lysaker et al., 2008), the opposite was found 
in this research. All meanings participants attributed to their distress were individualistic, 
and although participants’ cultural identities were stable, it was not a component which 
facilitated meaning. Therefore, their sense of self identity was more pronounced and pro-
moted self-efficacy and empowerment of the self and others (Hemenover, 2003). This 
further contributed to resilience and ameliorated the impact of cultural stigma (Schwar-
zer & Warner, 2013).

Regarding the limitations of the study, it is acknowledged that within the small 
sample, single interviews per participant were conducted without follow-up. Due to 
the quality of data elicited from initial interviews within the limited scope of this 
research, secondary interviews were not considered necessary given the useability of 
the existing data and best practice guidelines (Smith et al., 2009; Vasileiou et al.,  
2018). That said it is necessary to consider whether breadth of responses may have 
been restricted if respective difficulties were still being actively experienced, as partici-
pants’ perceptions and sense of self-growth may not have been as developed or expressed 
as being meaningful. Although findings cannot be generalised, it is prudent to highlight 
that the gender sample was unbalanced, potentially limiting reliability of the represen-
tation and reflecting volunteer bias (Edlund et al., 1985). Whilst participants demon-
strated an awareness of generational differences in cultural stigma, it was not possible 
to explore this further alongside any distinctions between culture-specific conceptualis-
ations of mental distress due to the narrow age range and limited cultural breadth of the 
sample. Furthermore, although a negative correlation between social disadvantage and 
mental wellbeing for people from ethnic minority groups was acknowledged (Murali 
& Oyebode, 2004), participants’ socio-demographics were not discussed in relation to 
the current findings, given the limited scope of the research. As such, the process of 
interpretation may not have encapsulated the nuances of participants’ experiences.

It was recognised following analysis that previous emphasis on spirituality as a means 
of sense-making was misplaced, and the role of a self-identity was overlooked. It is also 
possible that pre-conceptions may have been discernible due to minor lapses in critical 
language awareness (Willig, 2008) in less structured moments of the interviews. This 
could have highlighted expectations and led participants to respond in ways they per-
ceived would be desirable to the researcher, therefore, demonstrating demand character-
istics Researcher pre-conceptions may have also led to sections of data being 
discriminately afforded more focus during the analytic process; therefore, the original 
transcripts were systematically reviewed to preserve a close tie with the data whilst main-
taining a distinction between researcher interpretation and experiential accounts (Smith 
& Osborn, 2004).
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Future research

Given the vast difference between cultural and ethnic identities within black communities, 
future research could explore convergences and differences in inter-generational attitudes 
of mental distress between black ethnic groups. Further research is also required to identify 
whether culturally informed conceptualisations of mental health may be subject to change 
at different stages of experiencing a mental health difficulty. Thus, providing a rationale to 
not only to focus on outcomes, perceptions, and recognition, but also to explore challenges 
attached to these lived experiences which diversify attributions of meaning.

Clinical implications

There must be an awareness of the impact of cultural stigma in an intimate family environ-
ment as well as a barrier to socio-cultural understanding and management of mental dis-
tress. Understanding the evolution of cultural attitudes will ensure that consistent cultural 
sensitivity is demonstrated at initial triage to identify potential systemic difficulties which 
may further impact mental distress, and to support emotional disclosure and processes of 
sense-making through desired frames of reference. In turn, this will encourage more posi-
tive pathways to accessing support, reduce cultural stigma and avoid marginalising the 
needs, cultural beliefs and lived experiences of the black community (Bhugra & Bahl, 1999).

Conclusion

Cultural heritage may impart an acute awareness of stigma regarding mental distress in 
the black community, particularly in older generations, and negative attitudes and mis-
understandings of distress may be filtered down through generations through cultural 
transmission. Whilst cultural stigma impacts disclosure, it does not wholly inform attri-
butional meanings for lived experiences, which were observed to be situated within indi-
vidual self-concepts. This process of sense-making was discussed in relation to 
differentiation between cultural and self-identity, and the protective role ethnic identity 
may play in offering psychological security was acknowledged. It is necessary to create 
receptive, culturally appropriate services which offer sensitive facilitation of the subjec-
tive process by which experiences may be recognised, and to reflect an understanding 
of a possible protective need for ethnic matching to engender trust, and the prevalent 
socio-cultural challenges within and away from the family environment. It is this 
process which, if sufficiently supported, can replace cultural and social conceptualisations 
of mental health as weakness and instead serve to promote it as an aspect of lived experi-
ence which offers an additional dimension of self to embody empowerment.
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