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ABSTRACT
Background: Mental health practitioners in Israel
encounter clients from a variety of ethnic groups and
cultural backgrounds. Yet, culturally-informed practice
standards have neither been defined nor promoted
by the professional establishment. Method: A model
for cultural-competence training for mental health
professionals is presented and evaluated based on
self-reports of 51 trainees. Results: An increase in
the trainees’ understanding of their clients’ cultural
experiences is elicited, as well as the expansion of their
cultural self-awareness, empathy and respect for cultural
diversity. Limitations: This is a qualitative evaluation
with a limited number of respondents and provides data
only on short term effects of the training. Conclusions:
The evaluation demonstrates positive training effects
on the practice. Hopefully, this experience will encourage
addressing cultural issues in the practice and training of
mental health professionals in Israel.

In recent decades, with migration becoming a worldwide phenomenon, mental health practitioners in many
Western countries encounter a growing cultural and
ethnic diversity among their clients. Accordingly, mental health practitioners have recognized that cultural
competence is essential to their practice.
Canada is an example of the most progressive country regarding attitudes towards cultural competence, as
reflected in the 1971 Canadian Multiculturalism Act. A
variety of cultural training programs in mental health
are offered by public and academic organizations
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throughout this country (1). Many such programs also
exist in Australia, e.g., the Multicultural Mental Health
Australia (MMHA) is a national program to improve
awareness of mental health and suicide prevention in its
culturally and linguistically diverse communities. Also,
major mental health professional organizations in the
United States took action to promote such a competence
among their members. The recognition of the American
psychiatric establishment regarding the importance of
providing culturally-responsive clinical conceptualization, assessment and treatment is represented in the
inclusion of the Cultural Formulation (CF) of Diagnosis
in Appendix IX of the DSM-IV (2). The components
of cultural formulation are, among others: the patient’s
cultural identity, cultural significance of symptoms and
behaviors, cultural explanations of illness and overall cultural assessment for diagnosis and treatment. Developed
by an international team, the CF is being researched
and disseminated around the world (3-6). Similarly, the
Guidelines on Multicultural Education, Training, Research,
Practice, and Organizational Change for Psychologists,
formulated by the American Psychological Association,
provide a context for culturally-sensitive service delivery (7). Psychologists are encouraged to apply culturally
appropriate skills in their practice, as well as to develop
practices attuned to the unique worldviews and cultural
backgrounds of their clients.
The American National Association of Social
Workers (NASW) has published Standards of Cultural
Competence that recommend social workers to strive to
deliver culturally-competent services (8, 9). Under the
current Education Policy and Accreditation Standards of
the Council on Social Work Education, students are to be
taught how to define, design, and implement strategies
for effective practice with persons from diverse backgrounds (10).
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A wide diversity typifies European countries in their
recognition of the importance of cultural competence
in mental health. However, European or national comprehensive policies are lacking in this respect. While
northern-European and traditionally migrant-receiving countries such as the United Kingdom have a more
developed approach to cultural competence training,
southern-Mediterranean countries have just recently
recognized the need for such training. Lack of attention
to cultural issues in practice and policy is noticeable in
eastern European countries (11).
The persistent endorsement of cultural competence in
the mental health professions, mostly in North America,
led to the development of a variety of models for culturalcompetence training. These models share the understanding that three basic elements are the perquisite for
effective cross-cultural practice: cultural awareness, cultural-specific knowledge and skills (5, 12-14). However,
they differ in their conceptual foundations and in the
strategies used to attain these goals. Cultural training
models in the field of mental health may be based on the
approach of social constructivism (13) or the notion of
cultural empathy (15) as well as the Cultural Formulation
(16). They implement a myriad of different training techniques, such as didactic approaches (17), structured exercises (18), narrative analysis (19), experiential learning
(16, 20) or cultural immersion (21).
Despite the abundance in cultural competence training models, there is surprisingly little data on their
effectiveness. A recent systematic review of models for
cultural competence training in the health professions
identified that out of 109 publications that presented
such models, only nine, and all from the U.S., included
an evaluation (22). The findings generally indicate positive effects for cultural training (6, 23, 24). However,
only currently, the first steps were taken towards the
development of a more systematic approach to evaluating cultural competence training programs (25).
To sum up, there is a growing understanding that
mental health services need to be more culturally
attuned. Although cultural competency has been
defined in many different ways, the widest common
conceptualization is that it comprises knowledge,
awareness and skills with regard to the differences and
similarities between the culture of the client and the
mental health professional.
Although Israel is typified by an almost constant influx
of new immigrants and numerous ethnic groups, little
has been done in the country to promote culturally228

sensitive practice or mandate the inclusion of cultural
training in the educational curricula of mental health
professionals. Only recently, the importance of providing culturally-sensitive care was acknowledged with the
Ministry of Health’s call for action (26). On the individual
level, numerous practitioners and researchers working
in Israel integrate cultural components in their work
(27-40). Yet, no collective and systematic effort has been
made to formulate standards for culturally-informed
practice and training in the field of mental health.
This paper hopes of contribute to this effort by raising the awareness to the need and feasibility of culturalcompetence training in Israel. It presents a successfully
applied training model for cultural competence and the
results of an evaluation study of the effects of this training.
This paper illustrates the application of the training model
to the encounter of practitioners from the majority group
(i.e., Jewish Israeli natives) with Jewish immigrant clients.
However, its principles and techniques can be applied to
culturally-competent practice with clients from other
minority groups in Israel, and in other countries.
The Training Model
Aims and rationale

The training model being evaluated in this paper has
been described in detail in an earlier publication (41) and
will be presented here briefly. Its primary aim is to help
students develop empathy towards clients from various
cultural backgrounds, and especially to those whose background is different than their own. In the present context,
attention is devoted to becoming aware and attuned to
the clients’ experiences as immigrants, as newcomers to
a foreign culture and/or as members of a minority group.
An attempt is made to educate clinicians to adopt a humble stance that takes into account their own subjectivity
and cultural biases and keeps them under continuous
self-scrutiny. The training model also underscores the
importance of cultural information and culturally-attuned
skills. It offers some information on major ethnic groups
in Israel and encourages ongoing cultural knowledgeseeking and skills development.
Two assumptions dictated the techniques implemented in the model to achieve those aims: First, personal narratives are a major source of information and
knowledge about the experience of people in different
cultures. Because they are flexible and narrator-oriented, narratives can contain unique cultural materials
and help trainees become more aware of the uniqueness

Julia Mirsky

of each culture, as well as of the specific expressions of
universal values and personal characteristics in different
cultures (42, 43). The analysis of narratives is based on
the notion that sense-making is an interactive human
activity (44). When trainees are active participants
in the sense-making process, learning may result in
greater self-awareness, which may become the ground
for greater empathy and sensitivity to the other (19).
This assumption is the basis for the use of narratives
and narrative analysis in the training model.
Second, cultural training comprises not only the acquisition of knowledge and skills, but also emotional learning and self-awareness. The encounter with clients from
a different culture, whose experiences as immigrants,
refugees or members of a social minority are unfamiliar to Western practitioners, may stir in them a myriad
of intense, often unconscious, emotions. Unconscious
resistance against the awareness of these experiences may
obstruct the learning process (43). Therefore, to clear the
way for the acquisition of knowledge and skills necessary
for culturally-competent practice, a training model needs
to address unconscious resistance, attitudes and beliefs of
the trainees, and develop their self-awareness and empathy towards the “other.” This assumption leads to the use
of the group process.
Setting and techniques

The training model is implemented in a course that
has been taught by the author for the past seven years
in the Master’s program of Social Work at the BenGurion University. It is an elective course open to MA
and PhD students in Social Work and Psychology, and
is most often attended by students currently working in
the field of mental health or those interested to become
mental health professionals. The course consists of 48-50
academic hours offered over one or two semesters with
weekly sessions. On average, 24-26 students participate
in the course yearly.
The course combines two interweaving elements.
First, presentation and discussion of scientific articles
on psychological aspects of migration. Second, an analysis of immigrant’s narratives. The scientific materials
include the state of art theoretical and research articles
on individual and family processes in migration, stress,
coping strategies and psychopathology, as well as clinical papers on interventions with clients from diverse
cultural backgrounds and on counter-transference with
such clients. The narratives are collected by students
through in-depth, unstructured interviews with peo-

ple who experienced migration or cultural transition.
Typically, students interview their friends, neighbors,
co-workers and relatives. To avoid the effect of preexisting relationships on the interview, students are
encouraged to interview the friends or co-workers of
other students. The interviews are tape-recorded and
transcribed. Each student submits a paper based on
the analysis of the narrative of his/her interviewee and
the relevant literature. Some students also present their
interviews in class. This is followed by a class discussion, with of the course instructor acting as a facilitator.
Gaining empathy – the group processes

The following process extracts illustrate how the group
work helps the participants gain empathy towards the
interviewees:
Vignette 1

Gregor, a 67-year-old man, immigrated to Israel from
Yugoslavia as a child, a number of years after World
War II. Upon arrival, his parents sent him to a boarding
school, where he was the youngest in his group. There he
became the target of mockery and bullying. He succeeded
in becoming a “model Israeli” and in erasing his past: “I
don’t remember anything from before the age of 12, my
memory starts when we got to Israel.” Gregor told his story
in a dry tone and a number of times repeated: “I have no
hard feelings.”
The interviewer was very emotional when he presented
the narrative in class.
He was surprised at his own reaction because during the
interview with Gregor he was not that moved. Similar
reactions followed from other students. They captured
the covert sadness of Gregor, his denial of it and his determination to cope at any cost. Explorative group process
allowed uncovering the emotions that accompanied
Gregor’s adjustment as an immigrant, emotions of which
he himself was not aware. The insight that the participants,
including the interviewer, who had known Gregor for
many years, gained into Gregor’s denied emotions made
it possible for them to feel more empathy towards him.
Vignette 2

Diana, 30, married with two children, emigrated from the
former Soviet Union in her late teens. Her mother abandoned her in childhood and she was raised by her maternal grandparents in a city distant from where she was born.
Following the war in Chechnya, the family fled to another
region and then to Israel. Her elderly grandparents died a
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few years after they arrived and she remained alone. For
a number of years Diana supported herself by selling her
body to men and earned a lot of money. After having been
seriously injured in a car accident, she decided to change
her lifestyle. Presently, she pursues a successful career and
raises a family. However, she does not feel she belongs in
Israel and appears emotionally detached.
The following discussion took place in class after
Diana’s interview was presented:
(MU): This is the saddest story we have heard this year.
(SA): Nothing ties her to anywhere
(AA): So horrible, a child abandoned by her mother
(OH): The detachment is very obvious: one is born in
one place, lives in another, dies in yet another…
(TA): Terrible things happen to her all the time, they
just drop on her and there is nothing she can do, sometimes only flee.
(SA): Yes, she is detached, feels nothing, loves no one.
And she has everything, a family, children, a home.
But she feels differently.
(Facilitator): Maybe this is how she feels because
many of the things she used to have were “taken”
from her - by chance, by accident - things that are
important to her she loses.
(AA): She had her body, this could not be taken from
her and she could sell it and get money.
(YK): She did not have much choice but to sell her
body.
(AA): It was not a free choice.
(MR): My grandmother went through the Holocaust,
it was worse, and she did not… It annoys me when
you say “she did not have a choice.” She chose to be
detached and miserable, she keeps choosing that.
(AL): She is not miserable, she is detached.
(Facilitator): It is important to try and understand
what is annoying in Diana’s story.
(MR): I am sorry, I was being judgmental, but…
A fervent discussion arose in class as to whether she
did or did not have a choice and I, the facilitator, interpreted this as a sign of difficulty and resistance:
(Facilitator): Perhaps it is difficult for us to realize, that
although we have choices, there are also constraints in our
lives. The personal assets that we possess determine our
choices, especially in stressful situations. Her personal
assets and external conditions considered, Diana must
have made the best choices she could possibly make.
(SA): Yeh, she is a very strong woman. I don’t know
how I would have coped in her place…
Others nodded in agreement.
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The evaluation study
The following is qualitative evaluation study that was
performed two months following the termination of
three consecutive courses.
Respondents. The respondents were 51 students from
three academic years, representing between 70% and 85%
of all students who participated in the course each academic year. Most students (80%) in the evaluation study
were women and this reflects the gender profile of social
work students as well as practitioners. Most (80%) were
in their late twenties to early thirties, with only few exceptions (two students were aged 47). One-fourth (25%) of
the students were foreign-born, all from the former Soviet
Union. Half (50%) were second generation immigrants
[although they did not initially identify themselves as
such but rather as “Sabra”]. One-fourth (25%) of the
respondents were third or fourth generation, among them
six Arab and Bedouin students.
Data collection. The students were asked to submit
a short account (200-500 words) of their personal
experience in the course (an elective assignment). The
instructions were as follows: “Please, relate to your
personal experience in the course: Your experiences in
the interview; How did your participation in the course
affect your attitudes towards clients from diverse cultural backgrounds? Towards yourself? These are merely
general guidelines. Feel free to share whatever you find
significant.”
The accounts of 51 respondents who submitted this
elective assignment comprised the data of the qualitative evaluation. These accounts were submitted about
two months after the end of each course.
Data analysis. The contents of the accounts were analyzed by the author via a holistic method (45). First, all
accounts were read several times with the aim of obtaining a general orientation on the presented contents.
“Open coding” applied in the next round of reading,
made it possible to code central themes within each of
the accounts, and accompany them by citations from the
account. In the next readings, themes that reoccurred in
several accounts were identified. Then “axis coding” was
applied: the recurring themes were defined more precisely
and more clearly differentiated from each other. The final
reading of all accounts made it possible to fine-tune the
themes and select the most illustrative citations.
Findings. The following findings relate to the cognitive outcomes of the training – What information did the
students acquire in the course? What did they learn? -
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and to practical outcomes – How did this learning affect
the students’ practice? These two outcomes emerged as
central themes in data analysis. An additional theme, the
personal and emotional outcomes of the training, is not
addressed here due to lack of space. Extracts from representative accounts by respondents accompany presentation of major themes.
A. Cognitive outcomes of training
All respondents related in their accounts to the fact that
they gained significant knowledge in the course. Many
did that through general statements such as “I gained
a lot of knowledge about migration in the course” or
“the course contributed to my understanding of immigration and immigrants.” Also, 26 respondents (51%)
related to this issue explicitly and in detail. The knowledge\understanding they referred to can be grouped
into three categories:
A.1. Understanding of the significance of the experience of
migration
Most striking in the accounts was the fact that only following the course did many of the respondents begin
to understand how significant the experience of migration may be in a person’s life. In the words of one of the
respondents - “how present” it is.
(OH) I take with me the appreciation that immigration is a dramatic life situation that destabilizes the emotional balance in all spheres of life, and that it should be
taken very seriously.
(TA) Now, I understand better the power of the experience of migration. It is an important and significant event
in the life of a person. It influences the person’s future life
and is an inseparable part of his/her personality, of the way
the person deals with the natural and common tasks of life.
A.2. Understanding of the universal psychological nature
of migration
Many respondents reported that they gained an understanding that they did not have before about the psychological processes that occur during migration and
cross-cultural transitions:
(AA) I learned about the impact of migration on the
individual and the family, and of how important it is
to understand it.
(YK) I gained new insight into the processes of migration on the theoretical level, mainly psychological –
about processes that are universal and that immigrants
experience them wherever they are.

Even respondents who underwent migration gained
deeper insights into the impact of migration:
(MU) My participation in the course made me very
much aware, which I was not before although I am an
immigrant and came to Israel 20 years ago, to the multiple meanings and complexities of migration.
Most of the respondents stressed their newly gained
awareness of the negative implications of migration:
(SZ) … the difficulties immigrants have: the difficulty
to get used to a new culture, the mourning of what has
been left in the homeland, the question of belonging:
to which country do I belong now?
(AL) … I learned to understand that the transition
from one country to another, even if it was voluntary
and driven by ideals, may be very difficult.
(TH) The course helped me to understand how immigration difficulties may add to the normative stresses
of adolescents and render adolescent immigrants at
special risk.
However, some respondents managed to develop a more
balanced view of the impact of migration:
(LP) … the experience of migration is complex: it is
exciting, interesting, challenging but also frightening,
worrying and stressful.
(MB) I came out with the understanding that migration is a universal event that holds unique difficulties
as well as unique opportunities.
A.3. Understanding the uniqueness of the experience of
migration
Along with the understanding of migration as a universal
psychological process, the respondents emphasized the
individual diversity and unique quality of each person’s
migration experience.
(RM) There is not one constant process that each
immigrant goes through and there is not one narrative
with similar main themes that all immigrants have.
(SA) I understand how the process of immigration
is on one hand common to many immigrants. But,
how on the other hand, it is very personal and differs
in each family. Most immigrants experience more
or less similar events that have to do with migration: low status and low paid jobs, learning a new
language, moving from one rented apartment to
another. But each immigrant arrives with different
assets, material and emotional.
(AA) The experience is different and unique for each
individual…. I understand now the decisive impact
of personal and psychological assets in the process of
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migration. …. the importance of the psychological
personality structure of the immigrant, of family relationships, of the age of migration. These factors decide
whether the outcome will be a success or a failure.
B. Effects of training on practice
Perhaps, because all students in the course were working in the field, more respondents related in detail to
the implications of the course to their practice than to
purely cognitive outcomes of the training. In addition
to general statements such as “the course changed my
attitude to clients” or “I feel that my practice with immigrant clients will be better now,” 29 respondents (57%)
provided detailed accounts of the effect the course had
on their practice.
B.1. Exploration of the migration experience with clients
The cognitive understanding that migration has important and long-term implications in all spheres of individual life was translated by many of the respondents
into a special attention to this issue in their professional
practice. They kept the importance of this experience in
mind and encouraged their clients to talk about it:
(ST) I give space to my client’s immigration story
even if immigration took place long ago and seems
not to be related to his/her present condition.
(AR) The course taught me that we need to make it
possible for our clients to get in touch with their pain
and their unpleasant memories, but also become
aware of the growth and other things they gained
because of immigration.
The following clinical vignette provided by one of the
respondents vividly illuminates this outcome.
(MB) Working in an emergency center for children
at risk I was treating a 33-year-old woman whose son
was placed in the center. This client had immigrated
to Israel when she was 14. As I got to know her better,
parallel to taking the course, I started to appreciate
the heavy weight of immigration in her development
… and the scar she was still bearing from that time.
She was reluctant to talk about the crises she experiences as an immigrant, wanted to “let bygones be
bygones” and was eager to “belong,” to be “an Israeli.”
I could have easily avoided the issue, like she wanted,
had I not been aware of its importance. But, when I
mustered the courage to bring it up, a whole array of
experiences and emotions was revealed and became
very significant to the success of this treatment.
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B.2. Taking immigration into account during assessment
process
Respondents mentioned the theoretical knowledge they
acquired about the process of migration that guided
their assessment of their clients:
(OB) I try to understand in what developmental stage
they experienced migration, what are the unresolved
remnants of this experience, what developed into a
trauma, and in what way the immigration experience
is reflected in the therapeutic relationships.
(IE) I am working with foster families and many of the
children we send to foster care are immigrants. The
course made me aware of the effect of immigration on
the reality of life of families and how difficult it may be
for immigrant families to understand their situation and
cope with it. In staff meetings, in the reports that I write
and in my direct encounters with clients, I now try to
underscore issues related to migration as an inseparable
part of the coping of the child and the family.
(TB) The ability I acquired in the course to see the connections between immigration processes and my clients’ health helps me to gain the cooperation of clients
and staff… I often share my understanding with our
inter-disciplinary team in order to help them connect
to the world of their immigrant clients.
Again, most impressive is the testimony of respondents
who have themselves experienced immigration as illustrated in the following quote:
(MB) I must admit that although I immigrated at the
age of 14, the course opened my eyes to the fact that
the experience of immigration is a crucial aspect of my
clients’ lives.
B.3. Empathy
The above illustrations imply that the respondents
gained more empathy in relationship to their immigrant
clients. Some respondents mentioned this outcome
overtly:
(SN) I have now a more sensitive view of my clients’
complex reality.
(NY) When I put on my “new glasses” that I gained in
the course, I can see my clients in a more sensitive way.
(TB) The comprehensive understanding of immigration and the psychological processes that accompany
it made me able to create deeper and more containing
relationships with my clients.
B.4. Recognizing and respecting cultural diversity
The extension of empathy seems to be the respondents’
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greater awareness and tolerance of the “otherness” of
their immigrant clients. Although mentioned only by
few as a purely cognitive outcome, cultural sensitivity
and respect for their clients’ cultural background permeated many accounts of professional practice:
(KZ) In this course I acquired tools that will help me
to calibrate my therapeutic sensitivity towards immigrant clients, to understand and respect the norms they
brought with them from their homeland.
(OA) Recently, I worked with an immigrant family
where the mother was very dominant and the father
rather passive. This mother was also very worried
about her adolescent daughter, although the situation
of this girl in comparison to her native-born peers was
really good. The mother was saying the “there” things
were different than “here” and there were many clashes
in communication between her and her “Israelized”
daughter. I was so happy that I took the course and all
this was clear to me.
Several respondents who expressed similar ideas via
self-criticism:
(NM) I grew to understand that we, social workers, are
often patronizing in our interventions with immigrants
and perpetuate the stresses that immigrants experience. When, without understanding the immigrants’
world, we demand that they adjust to the society we
live in and pressure them to abandon their homeland
culture, we may be perpetuating their distress.
One of the respondents describes in detail the change
that she experienced in her practice following the
course:
(MS) Before I took the course I was aware of the
cultural diversity of my clients and of their different
behavioral patterns and belief… However, this was
merely “information” and once I entered the clinic,
I chose to put this information aside. Instead I used
to cling to familiar patterns, theories and therapeutic tools, which mostly apply to western cultures
without ever testing their applicability to my clients’
cultural background. Now, I am more aware of the
link between my clients’ cultural background and my
ability to provide them with an appropriate service,
with empathy, with a non-judgmental and non-prejudiced attitude… this strengthens my empathy and
the therapeutic relationship. This awareness now puts
me in the position of constant exploration of my own
cultural patterns, norms and values.

Conclusions
Although it has been recognized that cultural competence is an essential component of training mental
health professionals, there is surprisingly little research
evidence that such training is effective ( 22). This study,
which evaluated the outcomes of cultural-competence
training, contributes to the limited body of research
in this area. The findings consistently indicate that
the training course had meaningful outcomes. On the
cognitive level, students acquired insight into the centrality of immigration in the lives of individuals and
families and the long-term ramifications of migration.
They also gained understanding as to the psychological
processes typical to the transition from one country,
or culture to another. Parallel to getting familiar with
universal processes in migration, students learned to
appreciate the remarkably unique nature of the migration experience. This cognitive enrichment appeared to
have influenced the students’ practice with clients from
diverse cultural backgrounds. They became more attentive to the experience of migration in their clients’ lives,
and addressed it in their communication with clients,
in assessment of clients as well as with their colleagues.
They reported that they became more empathic to their
clients’ experiences and difficulties and more tolerant
and respectful of the cultural diversity among their
clients.
The present study has several limitations. The qualitative methodology with a relatively small number of
respondents, obviously limits the power of generalization of the results, as does the short-term of the evaluation that cannot reveal the long-term effects of the
training. The fact that the evaluation is based on the
subjective accounts by the trainees themselves is also a
limitation. Similar limitations applies to most research
on cultural competence, qualitative as well as quantitative, as most instruments in this field are self-report
measures (25). The fact that the data were analyzed by
one person is another limitation as no inter-rater reliability check was feasible. A quantitative research methodology, and especially with a control group design,
would provide more robust data on the effects on practice following cultural training.
The training model and the evaluation were presented here with the hope to demonstrate the potential contribution of cultural-competence training to
improving clinical practice and services for a diverse
client population.
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