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ABSTRACT

This thesis compares the self-reported physical and mental health status, utilisation and
satisfaction with Student Health Services, of domestic and international students in Health
Sciences First Year and the Health Sciences stream of Foundation Year at the University of
Otago.

This was a cross-sectional survey sent out to 590 undergraduate Health Sciences First Year
students 6 weeks prior to their final exams, of whom 418 (70.8%) responded. A random sample
of domestic students was selected while all intemational students from the Health Sciences First
Year course were eligible. International students from Asian and Middle Eastem countlies also
included students from the Foundation Studies (Health Sciences stream).

The main outcome measures were the SF12-v2 (measuring self-assessed physical and mental
health), satisfaction with Student Health Services, issues facing students and help-seeking
pattems.

The study showed no statistically significant differences in the self-reported physical and mental
health of these students, nor in their satisfaction with Student Health Services or in issues facing
domestic and international students. Fewer intemational students visited the Student Health
Services than domestic students but the mean number of visits was the same across the two
groups. Twenty-four percent of the domestic group and 25% of the international group displayed
SF12 Mental Component Summary (MCS) scores that indicated moderate mental distress.
Eleven percent of domestic students and 12% of international students displayed SF12 MCS
scores that showed severe mental distress. Three percent of students in each group utilised the
mental health services at Student Health. International students more often said that they would
prefer a doctor of the same cultural background. ·This was statistically significantly different
from the domestic students. In the hypothetical situation of seeking help when sad or depressed,
propmtionately more domestic students than international students said they would seek
professional help.
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Sub-group analysis according to regions showed that the largest groups were from South East
Asia (Malaysia, Thailand, Vietnam, Cambodia and Philippines) and East Asia (China, Korea,
Japan and Taiwan), with 44 students each. The smallest group comprised those from fudian
Ocean islands (9 students). Students from East Asia were significantly less happy with their
accommodation (p=O.Ol); felt more discriminated against (p<O.OOl) and had more difficulties
with the teaching methods (p=0.04) at university when compared with New Zealand students. Of
the 44 students from East Asia, 14 displayed SF12 MCS scores that indicated moderate mental
distress and 8 displayed SF12 MCS scores that showed severe mental distress. Sixty-three
percent of students from East Asia visited Student Health Services compared with 84% from
New Zealand (p=0.02). These East Asian students more often said they would prefer a health
provider from a similar cultural background (p<O.OOl). They also disagreed to a greater extent
than domestic students that the doctors at Student Health Services understood their health
concerns (p=0.03) and were generally more displeased with the services at Student Health
(p=0.02) than students from any other region.

The study concludes that as a whole group, international students were no different from
domestic students in terms of self-reported physical or mental health status, utilisation and
satisfaction with Student Health Services, and in the issues they faced as students. They were not
likely to under-utilise the general health services though they more often preferred a health
provider from a similar cultural background and repotted greater reluctance in seeking
professional help in the hypothetical situation of emotional trouble. Students from East Asia
seemed to have more trouble adjusting to life at the University of Otago, being more distressed,
and not wanting to seek help as readily for this. Other international students seemed to be doing
moderately well at the University of Otago.

Based on these conclusions, the study recommends few finer changes to the already existing
support services at the University of Otago concerning Student Health Services, teaching related
issues and pastoral care. This study also defines avenues for further in-depth collaborative
research concerning mental health, Student Health Service utilisation, socio-cultural and
academic adaptation of all students, especially involving international students at the University
of Otago.
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CHAPTER ONE: INTRODUCTION

There is a massive flow of people around the world. People travel from one country to
another for a variety of reasons. Some travel for the purpose of business, some travel for
education, some travel to immigrate, while some travel to escape, like the refugees, and some
travel, unfortunately to spread terror. Depending on their purpose, the duration of their travel
varies too. Some intend to return while some set out from home with a one-way ticket. I am
interested in the group that travels to a foreign land in pursuit of higher education. These are
students who venture from their own countries and often out of their own continents to various
parts of the world. Western, first world countries (like the USA, UK, Canada, Australia and New
Zealand) are the most sought after destinations for higher education with an increase in the
number of such students labelled as international (or foreign-fee paying or FFP) students.

l.a INTERNATIONAL SCENARIO:

A Research Snapshot published by the Australian government indicates that Canada (17
percent increase), Australia (12 percent increase), UK and New Zealand (both 7 percent increase
each) have all shown an increase in the number of international students at all levels of education
over 2003-2004 as shown in Table 1.1 (International Research and Analysis Unit, 2005).

Table 1.1: Number of international student enrolments in higher education in English
speaking countries
2002-2003

2003-2004

%Change

USA

586,323

572,509

-2%

UK

305,395

325,760

7%

Canada

59,960

70,035

17%

Australia

136,125

151,798

12%

New Zealand

47,039

50,213

7%

Country

Source: Research Snapshot (b1ternational Research and Analysis Unit, 2005).
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Though such students originate from all over the world the massive outflow of
international students is mainly from Asia. Asian countries figure predominantly amongst the top
five countries of origin for intemational students studying in Western countries, accounting for
41 percent in USA, 26 percent in UK, 56 percent in Australia and 75 percent in New Zealand
(International Research and Analysis Unit, 2005).

Intemational Development Program (IDP) from Australia published a contemporary
report of international students at all the Australian universities in the second semester of 2005.
They found that the top ten countries of origin of their international students were mainly Asian
countries. Two thirds (68 percent) of the international students stayed in Australia to study (IDP.
Education Australia Limited, 2005).

l.b NATIONAL SCENARIO:

Infonnation about international student enrolments was obtained from New Zealand
Ministry of Education publications. Here the main categories of educational institutions were
schools and tettiary institutions. Tertiary institutions included public (e.g.: universities) and
private institutions. International students were also referred to as foreign fee paying (FFP)
students in these reports. The number of intemational students in Public Tertiary Educational
Institutions (Public TEis) had increased from 3,945 in 1994 to 11,498 in 2000 which indicated a
3.9 percent increase in enrolments in the year 2000 (New Zealand Ministry ofEducation, 2001).
These figures are shown in Tablel.2. Published reports showed that total number of international
students (across all levels of education) in NZ increased from 52,696 in 2000-2001 to 102,154 in
2003-2004 (New Zealand Ministry of Education, 2005). Of these, 29,051 (28.4 percent) were
enrolled in Public TEis. In 2003-2004, international enrolments in schools (primary and
secondary) and private tertiary institutions showed a decrease while there was a 12 percent
increase in enrolments in Public TEis. Thus, Public TEis have shown a steady increase in the
number of international student enrolments (New Zealand Ministry of Education, 2005).
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Table 1.2: Number of international student enrolments in New Zealand Public Tertiary
Institutions

Year 1994* ................................................ 3,945
Year 2000* ............................................... 11,498
Year 2004"!" ............................................... 29,051
Sources: * Foreign fee-paying students in New Zealand: Trends (New Zealand Ministry of
Education, 2001 ).
t (New Zealand Ministry ofEducation, 2005).

In New Zealand, international students have shown a preference to study at universities in
the North Island. In 2000, Auckland enrolments reached 4596 while the enrolments in Otago
were 1004 (New Zealand Ministry of Education, 2001). The 2004 figures showed that sizeable
portions of international enrolments in Public TEis were mainly located in Auckland (11 ,095),
Wellington (4,810), Canterbury (4,362), Waikato (2,992), Otago (1,965) and ManawatuWanganui (1,600) as shown in Table 1.3 (New Zealand Ministry ofEducation, 2005).

Table 1.3: Number of international student enrolments according to region and year
within New Zealand
2000 Figurest

2004 Figures:j:

Auckland

4596

11095

Wellington

NA*

4810

Canterbury

NA*

4362

Waikato

NA*

2992

Otago

1004

1965

Manawatu-Wanganui

NA*

1600

Regions

*NA=Not Available.
t Source: Foreign fee-paying students in New Zealand: Trends (New Zealand Ministry of
Education, 2001).
:j:Source: The New Zealand international education sector: Trends 1999-2004 (New Zealand
Ministry of Education, 2005).
(There is a slight discrepancy in the available figures from these two reports from Ministry of
Education website).
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Students from the Asian region dominated the group of international students in New Zealand. In
2000, Asian students constituted 79.1 percent of the total (New Zealand Ministry of Education,
2001) while 2003-2004 figures (average per year) indicated that this group constituted up to 86.5
percent of the total international student enrolments (New Zealand Ministry of Education, 2005)
in New Zealand as shown in Table 1.4.

Table 1.4: Enrolments of international students from Asian countries in New Zealand and
University of Otago

Throughout New Zealand in 2000*

79.1%

Throughout New Zealand in
2003-2004 (average per year)t

86.5%

At University of Otago in 2005:j:

47.5%

*Source: Foreign fee-paying students m New Zealand: Trends (New Zealand Ministry of
Education, 2001 ).
t Source: The New Zealand international education sector: Trends 1999-2004 (New Zealand
Ministry of Education, 2005).
:j: Source: Annual Report 2005 (University of Otago, 2006).

When only the Public TEis were considered, the top five regions sending students to New
Zealand were Asia (25,603), North America (1,157), Europe (1,101), Africa (203), and MiddleEast (163) (New Zealand Ministry of Education, 2005). The five countries with the most students
at all levels of education in New Zealand, in decreasing order, were China, South Korea, Japan,
Thailand and Taiwan. Of the total number of international students at all levels of education
coming to New Zealand in 2003-2004, 45 percent were from China (New Zealand Ministry of
Education, 2005).
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I.e UNIVERSITY OF OTAGO SCENARIO:

The 2005 annual report of the University of Otago showed that there was an increase in
the number of international students from 1099 in the year 2000 to 2,720 in the year 2005. Of the
17,739 students (includes both domestic and international fee paying students) enrolled for fulltime study at the University of Otago, 3,966 were enrolled in the first year courses. Of the total
students studying full-time, 4618 were enrolled in the Health Sciences Division (University of
Otago, 2006) and 1165 of these were enrolled in Health Sciences First Year (HSFY) course
(personal communication Ben Gadd, Academic Services University of Otago). The total number
of international students across all courses at the University of Otago was 2104 (11.8%) and in
the HSFY course that number was 136 (11.7%). The breakdown of student enrolments according
to their fee-paying status and their educational level at the University of Otago in 2005 is shown
in Table 1.5.

Table 1.5: Student enrolments at the University of Otago according to fee paying status
and educational level (year 2005)

Course of study

International
N(%)

Domestic
N(%)

Total
N

Postgraduate*

241

(9.0)

2415 (90.9)

2656

Undergraduate*

1863

(12.3)

13220 (87.7)

15083

Health Sciences First
Yeart

136

(11.7)

1029 (88.3)

1165

*Source: Annual Report 2005 (University of Otago, 2006).
t Source: Academic Services University of Otago data source, Ben Gadd.

Asian students have constituted around 80 percent of the total national New Zealand FFP
student population over recent years (New Zealand Ministry of Education, 2001, New Zealand
Ministry of Education, 2005). Students from Asian countries constituted around 47.5 percent of
the total international students at the University of Otago (University of Otago, 2006) as shown
in Table 1.4. This was a far smaller number than elsewhere in New Zealand. The students from
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Middle-East countries constituted 3 percent of the total international students at the University of
Otago in 2005 (University of Otago, 2006). Further information about the classification of
international students in each academic division according to their country of bilih was not
available.

l.d SUMMARY:

In recent times there has been an increase in the number of students who travel abroad to
study. This influx is mainly to Western countries and predominantly from the Asian countries.
The flight of such international students is not only into new educational institutes but also into
new geographic areas with new socio-cultural environments. I wish to explore the consequences
of such a sojourn for international students in terms of their physical and mental well-being. I
wish to focus on the group of international students from Asian countries. They constitute the
largest proportion of international students in most Western countries and are also likely to be
socio-culturally more distant from the host Western country (like New Zealand) than
international students from the European or the North American continents.

A few research institutes in the North Island of New Zealand have shown a growing
general interest in the affairs of immigrants from Asian countries. This culminated in an
International Asian Health conference in Auckland in 2005. I chose to conduct my study at the
University of Otago since I was already studying here and because there has been no similar
study of the health of specifically Asian international students in the South Island. Another group
of students included in the current study was from Middle-Eastern countries. In terms of
research, this was a much-neglected group as their small numbers often proved a statistical
disadvantage for quantitative research purposes. I have considered them to be socio-culturally
quite dissimilar to the host New Zealand population, just like the Asian students. As international
students were predominantly enrolled in undergraduate degrees the participants in this study
were undergraduates and specifically those enrolled in their first year at University of Otago in
Dunedin (further details about this are given in subsequent chapters).
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I am an international student myself studying at the University of Otago. Undettaking
this thesis and exploring the issues involved therein has proven to be an introspection of my
experiences of the two and a half years that I have studied and lived in Dunedin, New Zealand.

I.e LAYOUT OF THE THESIS:

This thesis consists of five chapters:
z:

Chapter one is this general introduction.

z:

Chapter two will specify the relevant literature in this field of study.

z:

Chapter three will give details of the methods undettaken in the conduct of this study.

z:

Chapter four will elaborate on the statistical results obtained from the collected data.

z:

Chapter five will involve discussion of the results.

z:

The thesis will then be brought to a close with conclusions and recommendations emerging
from this study.
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CHAPTER TWO: LITERATURE REVIEW

2.a CHAPTER INTRODUCTION:

In this chapter I shall look at the sojoum of international students and explore the issues
they are likely to face along with the reasons. I shall then look at the health effects and utilisation
of health services amongst migrants in a foreign country. I will be looking specifically at
literature involving migrants from Asian and Middle-Eastern countries as my study participants
are from similar backgrounds.

2.b ISSUES OF INTERNATIONAL STUDENTS:

Various researchers have tried to understand the problems faced by international students
when they arrive in a foreign country. Though international students are cultural travellers, their
sojourn is unique with academic achievement being their main aim at this stage in life. Tseng
grouped the problems faced by intemational students into broad categories of "general living
conditions, academic problems, socio-cultural and psychological adjustment" (Tseng, 2002).
Crano and Crano developed a measure to assess the problems of international students and came
up with six main areas of concern namely, education, host family, language, general living
problems, and personal and social issues of conflict (Crano and Crano, 1993). Studies conducted
by other researchers too seem to concur on similar problematic areas for international students.

The most common initial problems were homesickness and loneliness. Often students left
their home country for the first time, living away from their families. Younger students were
more likely to be unmarried with a solitary living status (Sandhu and Asrabadi, 1994). Fischer
went on further to establish a relationship between the presence of homesickness and poor
academic performance (Fisher and Hood, 1988, Fisher et al., 1985).

The next most commonly encountered problem was poor English language proficiency.
This was an important barrier to effective communication especially for students who came from
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non-English speaking backgrounds and who had migrated to predominantly English speaking
countries like the USA, UK, Canada, Australia and New Zealand. Though communication
batTiers were very common, a more impottant problem from the students' point of view was that
of reading and writing in academic English that was required for their university level education.
A qualitative study involving Indonesian students in Australia highlighted the difficulties faced
by international students when writing academic English. This was further compounded by the
difference in the academic culture leading to problems in student-teacher and classroom
interactions for these students (Novera, 2004). A study in New Zealand showed that around 25
percent of the international students in that sample perceived reading and presenting ideas in
academic English as a very difficult task (Ward and Masgoret, 2003). This was further
compounded by the change in the educational system; first from school to university level and
also from and Eastern to a Western academic culture. Academic difficulties were thus likely to
be more pronounced when international students came from educationa] systems that were very
different from those in their new host country (Barker et al., 1991, Beaver and Bhat, 2002, Chu,
2002).

Socio-cultural adjustment was the next most common area of adjustment difficulty for
international students from Asian countries. There was a perceived inadequacy of cultural and
social skills amongst international students (Barker et al., 1991, Fumham and Bochner, 1986).
Understanding social etiquette in the new cultural setting and adapting to it often led to
adjustment problems and conflicts in interpersonal relationships. Ward and others have correctly
identified that readjustment to the life changes that have occurred in the Asian students' lives in
New Zealand also determined the amount of stress that they experienced (Ward et al., 2004).

There was an added dimension of perceived discrimination in the stress structure for the
international students (Barker et al., 1991, Furnham and Bochner, 1986). It was observed that
both local and international students experienced problems with finances and accommodation. A
summary of the common problems faced by international students is presented in Table 2.1.
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Table 2.1: Summary of literature about common problems faced by international
students
Authors

Problem Area

Crano and Crano (1993)
Sandhu and Asarabadi (1994)
Fischer et al (1985)
Hood (1988)

Homesickness

Crano and Crano ( 1993)
Tseng (2002)
Bochner (1986)
Barker (1991)
Novera (2004)
Barker (1991)
Beaver and Bhat (2002)
Chu (2002)
Crano and Crano (1993)
Tseng (2002)
Barker (1991)
Beaver and Bhat (2002)
Chu (2002)

English Language Proficiency

Finance

Accommodation

Crano and Crano (1993)
Tseng (2002)
Fischer et al(l985)
Fischer and Hood (1988)
Education
Barker (1991)
Beaver (2002)
Bemo and Ward (???)
Chu (2002)
Novera (2004)
Crano and Crano (1993)
Tseng (2002)
Personal and Social Issues of Conflict
Sandhu and Asarabadi(l994)
Novera (2004)
Source: (Barker et al., 1991, Beaver and Bhat, 2002, Chu, 2002, Crano and Crano, 1993, Fisher
and Hood, 1988, Fisher et al., 1985, Novera, 2004, Sandhu and Asrabadi, 1994, Tseng, 2002)
It is thus understood from the literature that the issue of homesickness is likely to be
impottant to all students; while issues like language problems and socio-cultural adjustment are
more likely to occur for international students from non-English speaking countries. Socio-
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cultural adjustment to the new environment can take time and could prove to be difficult for
students who come from a country whose cultural and behavioural patterns are different from
that in their host country. Add to this the ingredient of homesickness or loneliness and they are
likely to be potential candidates for psychological distress. The socio-cultural background of
these students is likely to have some bearing on their perception, experience and impact of the
various social and psychological problems they are likely to face in their sojourn as intemational
students. I shall now explore this issue of cultural transition a little more.

2.c CULTURE:

"Culture"; this word is used in every sphere of life. Hofstede, when referring to causes of
differential human behaviour, wrote:
this book will call such patterns of thinking, feeling and acting, mental programs; or as
the subtitle goes 'software of the mind' (Hofstede, 1997, pg 4 ).
In this thesis I shall restrict myself to understanding the concept of culture in reference to
race and ethnicity only. Before the advent of globalisation and the subsequent wide spread travel
across continents and countries, people of the same race and/or ethnicity resided for generations,
more or less in the same geographic area. The knowledge of survival and the wisdom of living
that has been handed down generations can hitherto be assumed to be specific to that geographic
area. Thus cultural groups could in the distant past be associated with a particular geographic
area. To understand the basis of cultural differences, I will briefly talk about these dimensions of
culture as explained by Hofstede and Schwartz and consider certain implications of them for
international students from non-western countries.

To simplify understanding about culture, Hofstede explored it along four dimensions of
power distance, individualism versus collectivism, femininity versus masculinity, and
uncertainty avoidance (Hofstede, 1997). The first dimension of 'power distance' is about the
acceptance of unequal power distribution by Jess powetful people in the organisation or society
(Hofstede, 1997). This is similar to the concept of hierarchy told by Schwartz (Schwartz, 1994).
In countries with more power distance, children are expected to respect their elders, be obedient
and parental authority often continues while their parents are alive in spite of children having
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taken responsibility for their own life. Often people feel this need for dependence all through
their adult life as well. Even in schools, teachers are treated with respect, rarely contradicted
openly, expected to act like a guide and looked up to not just for knowledge but also for wisdom,
as aptly defined by the Indian term 'guru'. Asian countries are known to be high on these values.

In small power distance cultures, children are treated as equal and expected to take all
responsibility for their actions and they are allowed to insist on making their own choices at an
early age. Independence and equality form their basic mindset as adults. Accordingly the
teaching methods are student-focused, empha.<;izing student's initiative and desire to learn,
impmting knowledge as impersonal universal true facts. Western countries are known to score
high on these dimensions (Hofstede, 1997, Schwartz, 1994). It is likely that international Asian
students may have different expectations from their teachers compared to local students. The
design of the coursework and academic expectations desired of them at their home university
may also be quite different from their new university. There is a possibility that they may face
some problems getting adjusted to the new educational system. Minimal guidance from teachers
and an independent work style may prove to be problematic in the initial stages to some
international students.

The next dimension is based on the concept of the 'individualism and collectivism'.
Hofstede defined individualism as:

societies in which the ties between individuals are loose: every one is expected to look
after himself or herself and his or her immediate family. Collectivism as its opposite pertains to
societies in which people from birth onwards are integrated into strong, cohesive groups, which
throughout people's lifetime continue to protect them in exchange for unquestioning loyalty
(Hofstede, 1997, pg 5).
Western countries score high on individualism while Asian countries score high on collectivism
(Hofstede, 1997). Students from collectivistic cultures are likely to feel the need to belong to a
group more than students from an individualistic background and this could further exaggerate
the distress already caused by homesickness and loneliness experienced by international
students.
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Using the parameter of collectivism, people brought up in such cultures are most likely to
avoid direct confrontation and restrain their own behaviour to maintain harmony in the group.
Their behaviour is expected to accord with the socially acceptable behavioural norm (Hofstede,
1997). This attitude may lead to expressing distress in a socially acceptable manner. This may
lead to non-recognition or wrong diagnosis of an underlying mental condition according to the
set parameters of Western medicine. Because family obligations are taken for granted, Asian
students may have to live up to not only their personal but also their family's expectations in
terms of behaviour and academic performance, thus putting additional pressure of performance
on them. A tendency to avoid direct confrontation may prevent some Asian students from
coming forth to complain about any problems they encounter.

In an individualistic society, expressing one's opinion is encouraged; children are
encouraged to be independent mentally, emotionally and financially at a very early age
(Hofstede, 1997). Though this may make students coming from individualistic cultures more
responsible and independent at an early age, it may also reduce the support networks that they
could fall back on when in need of informal emotional and instrumental help. In this respect the
collectivistic social structure may prove to be beneficial for seeking informal help.

Another obligation of a collectivist background is the concept of 'saving the face'.
Hofstede says that there is practically no direct translation for this phrase in the English
language, though the closest concept could be of 'self-respect'. Individualist tradition induces a
sense of guilt, felt by one's self, while the collectivist tradition induces a sense of shame, which
is social in nature (Hofstede, 1997). It is thus responsible for the social stigma that is highly
associated with mental illness in Asian cultures. We can use this concept to understand the
differential expression of psychological distress in people coming from different countries.
Countries may not often exist at either end of the individualist or collectivist spectrum but sit in
between. Nowadays this is further influenced by globalisation-induced economic growth and
urbanisation, subsequent development of nuclear families and changing social structure in cities
across the world including Asian countries.

This concept of 'individualism and collectivism' is quite similar to the concept of
'interdependence and independence' as explained by Kitayama and Markus. Cultural influences
are measured by the different construal of self in different cultures. Their findings were the result
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of data obtained from 913 Japanese and American college students. They worked on the
hypothesis that the concept of 'feeling good' comes from the sense of 'well-being of the self.
This construal of self is influenced by culture. Kitayama and Markus said

this construal can influence and in many cases determine, the very nature of individual
experience, including cognition, emotion and motivation (Markus and Kitayama, 199, pg 24).
They advocated the theory that Asian and Western cultures lead to an interdependent and an
independent construal of self respectively (Markus and Kitayama, 1991 ). If there is a difference
in the construal of self, accordingly there will also be a difference in the perception of the wellbeing of oneself. Thus the construed presence of a problem and the perceived need to seek help
for it could be different too. Applying this concept to health would mean differential perception
of psychological well-being and thus a difference in the perception and expression of its
malfunction and help-seeking for the same.

The next dimension explored is of 'masculinity versus femininity'. Hofstede says that
cultures that are masculine stress excellence, challenge, recognition and advancement, while
feminine cultures value co-operation and security (Hofstede, 1997). The masculinity dimension
of Hofstede is similar to the mastery dimension of Schwartz (Schwartz, 1994) Implications of
this for the current study are that academic failure is immensely looked down on by masculine
cultures. It is found that Asian cultures stress the importance of education as a vehicle to bring
prosperity and honour to the family. Thus it is possible that Asian students generally may be
placed under higher pressure to excel academically than their local counterparts in a Western
country. A summary of these findings is presented in Table 2.2.
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Table 2.2: Cultural dimensions of Hofstede and their areas of effect in reference to
people from Asian cultural background

Cultural Dimension

Area of Effect

Power distance
(Similar to Hierarchy by
Schwattz)

Parental pressure
Different expectations from teachers
Different educational system

Individualism/Collectivism
(Similar to Independence
and Interdependence by
Markus and Kitayama)

Need to belong to a group
Tendency to avoid confrontation
May not complain about problems
Express distress in a socially acceptable manner
Concept of 'saving face' (implications for social stigma
associated with mental illness)

Masculinity/Feminity
(Similar to Mastery by
Schwartz)

Pressure for academic excellence

Acceptance by host culture
Uncertainty avoidance
Adaptability to new situations
(Similar to Harmony by
Schwartz)
Sources: (Hofstede, 1997, Markus and Kitayama, 1991, Schwartz, 1994).

'Uncertainty avoidance' is the next dimension of cultural difference. Hofstede has
defined this as "the extent to which the members of the group feel threatened by uncertain or
unknown situations" (Hofstede, 1997). This can be construed as being similar to the principle of
'harmony' postulated by Schwmtz, where people welcome and help others from a different
background (Schwartz, 1994). There are wide variations in the scores on this dimension and
these are specific to each country and cannot be grouped generally as Asian or Western. This
'uncertainty avoidance' could have implications for the process of acculturation of migrants. It is
likely to influence the migrants' reaction to unknown situations and the host community's
attitude of openness and acceptance of people from unknown, different cultures. This could
prove to be of grave importance to migrants from Asian countries for whom social harmony and
social acceptance is very important for their psychological well-being.
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It seems that 'cultural influence' forms the fundamental basis of our understanding of our
environment and how we perceive and react to it. Apparently even in similar situations, people
coming from different cultural backgrounds tend to think and behave differently. It is likely that
intemational students coming from countries whose culture is dissimilar from their host country
may find themselves in situations where people think and do things very differently. Making
sense of this alien environment and adapting to it theoretically should be quite a task for these
young intemational students. In this process of adaptation to their new socio-cultural
environment, these students try to make sense of and survive across two cultures. This cultural
transition that they undergo is called as the process of acculturation.

2.d ACCULTURATION:

2.d.l Definition:

Every individual who comes to a foreign land undergoes a change in him/herself while
trying to adapt to the new environment physically, mentally and emotionally. Many have
attempted to define this process of change and adaptation giving it the name of "acculturation". It
was initially described in 1937 as

those phenomenon [sic], which result when groups of individuals having different
cultures come in first-hand contact with each other, with subsequent changing in the original
cultural patterns of either or both groups (Redfield et al., 1936).

2.d.2 Levels of acculturation:

A diagrammatic representation of the various ideas about the levels of acculturation from
different studies is shown in Figure 2.1.
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Figure 2.1: Diagrammatic representation of 'levels of acculturation' by Furnham,
Bochner, Graves, Searle and Ward

LEVELS OF ACCULTURATION

GROUP LEVEL

INDIVIDUAL LEVEL

SOCIAL--------Eve1y day life situations.

PSYCHOLOGICAL ---------Mental Health.

Source: (Furnham and Bochner, 1986, Graves, 1967, Searle and Ward, 1990).
Furnham, Bochner and Graves have suggested that this process of adaptation in
acculturation occurs at two levels. One is at the individual level, influencing the person involved
while the other brings about a change in the outlook of the whole group as well (Furnham and
Bochner, 1986, Graves, 1967). Searle and Ward, too, have described this adaptation as two
distinct processes, one occurring at the psychological and the other at the functional, social level.
The psychological adaptation affects the sense of self, identity, and satisfaction with life that
eventually influences mental health status. Social adaptation has implications for functional
ability in everyday spheres of work, education and also gives an idea about the help-seeking
patterns put into practice by the individual (Searle and Ward, 1990).
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2.d.3 Factors affecting the process of acculturation:

The process of acculturation in an individual is influenced by a number of factors. These
variables have been summarised by Beny and Sam. They begin with the society of origin of the
individual and the prevalent religious, political, economic conditions therein. Language, values,
personal socio-economic status, purpose of migration, expectations from the host country, all act
further as moderating factors prior to the process of acculturation. The socio-politico-economic
conditions in the host country, its attitude and policy towards immigrants and availability of
social suppott all further influence the process of acculturation once the individual has migrated
to a foreign land. The immigrant's contact with the host community, the uptake of available
social support, the retaining of home culture, the coping strategies used, all contribute to the
extent to which the process of acculturation is completed (Berry and Sam, 1980). It is important
to understand the cultural interaction across culturally diverse societies. The subjects of our
current study, international students are basically sojoumers out to explore the world in addition
to their pursuit of academic success. They are more likely to be affected by the outcomes of
acculturation at the individual level than at the societal level. I shall thus consider this process of
acculturation and its likely consequences at the individual level.

2.d.4 Strategies for acculturation:

When explaining the process of acculturation, Beny and Sam stated that groups and
individuals adopt different acculturation strategies depending on their choice for maintaining
their home culture and the frequency of contact and participation they wish to have with the host
culture (Berry and Sam, 1980). Berry and Sam further stated that the migrant's inclination to
adopt a patticular acculturation strategy changes in context of the situation and duration of his or
her contact with the new culture. Further these various acculturation strategies do not necessarily
occur in any particular order. Lastly, an issue of significant importance is that the migrant's
chosen strategy may not be acceptable to the dominant group (Berry and Sam, 1980).

Beny and Sam's model included the adaptive orientation ofthe migrant individual only.
Bourhis and others introduced their Interactive Acculturation Model (lAM) to further include the
attitude of the host community towards the migrant and its influence on his process of
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acculturation. It threw up the options of different acculturation orientations. Various
acculturation orientations of both the migrant individual and the host community were checked
for related outcomes. 'Integration' meant that both the host and home cultures are accepted.
'Assimilation' meant complete rejection of either one of the cultures while retaining the other.
'Individualism' meant rejection of both the cultures leading to isolation of self. It was found that
except for bilaterally adopted orientations of integration, assimilation or individualism; all other
orientations were projected as either problematic or conflicting (Bourhis et al., 1997). A
diagrammatic understanding of the models of acculturation of Berry and Bourhis is shown in
Figure 2.2.

Thus theoretically the process of acculturation is supposed to be stressful in a major pati
but not necessarily in its entirety. It can result in either loss of ethnic identity or rejection of the
host culture resulting in either racism, indecisiveness regarding adoption of either culture at
different times often leading to self identity conflict, or an effective mediation between both
cultures (Fumham and Bochner, 1986). But it could be a positive and enriching experience as
well. This process of cultural adaptation not only takes time but often may be incomplete as
well. Such an incomplete cultural change often leads to social and psychological stress. There is
a huge change in the psychosocial environment of the immigrant after coming to a new country.
In an eff01i to 'fit in' and in trying to 'be happy', there could be a change in the ideation and
personal goals of the immigrant. There is a possibility that the legitimate means available in the
host country may not be appropriate for the immigrant to realise his or her personal goals.
Graves explains that such psychosocial pressures may lead to deviant behaviour (Graves, 1967).
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Figure 2.2: Diagrammatic Representation of Berry and Sam and Bourhis
models of Acculturation

Migrant's attitude

All other

'I wish to adopt the host culture"

combinations are
stressfiil

Bilaterally adopted
Integration, Assimilation, Individualism
Are ok

combinations are

"you find it acceptable that
immigrants maintain their cultural
identitv?"

stressful

Host community's attitude
Source: (Berry and Sam, 1980, Bourhis et al., 1997).

This process of coming to a foreign country is likely to be a huge change for international
students from Asian or Middle-Eastern cultures (in my study) that are very different from the
culture of the host country like New Zealand. Adapting to the new environment, learning new
social systems, facing problems in the absence of established support systems from home and
trying to convert all of this into a socially, emotionally and academically successful experience
can prove to be quite a daunting task for these international students. So how is this change
expected to affect them? Can this socio-cultural change be assumed to be stressful by its mere
quality of being change? If so, how is this stress likely to manifest itself? Lastly, what kind of
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help are international students likely to seek? I shall explore these issues by finding similar
examples from published literature.

2.e MENTALHEALTH:

In my study I wish to assess the mental health of Asian and Middle-Eastern students with
a range of around 17-23 years. I shall first look only at the psychological distress present and
later I shall explore the predictors that are likely to influence it the most. I shall look at studies
involving either students or young people coming from Asian or Middle-Eastern countries.
Different researchers have used different instruments of measure but their aim has been to detect
any ethnic differences in mental distress and seek the reasons for it.

Studies in the USA when making an ethnic comparison often refer to different ethnic
groups as White Americans and Asian Americans and thus they will be referred to similarly
when quoted from such studies (Abe and Zane, 1990, Lorenzo et al., 2000). Similarly the study
conducted in Australia by Khavarpuor and Risse! refeiTed to the local population group as
Anglo-Australian and such terms when encountered will be retained unchanged from the original
study (Khavarpour and Risse!, 1997).

In the younger age group of around 17-21 years, studies in the USA have consistently
shown that Asian migrants experience more psychological distress compared with the local
resident population (Abe and Zane, 1990, Lorenzo et al., 2000). Abe and Zane conducted one
such study that included White Americans and Asian Americans who were born in and outside
the USA. The one-way analysis of variance (ANOVA) test revealed that foreign-born Asian
Americans had significantly more psychological maladjustment than their US-born counterparts
and White Americans. This was likely to be affected by the personality of the individual. These
results were then put through analysis of co-variance (ANCOVA) and it was found that even
after controlling for such a differences in response styles, foreign-born Asian Americans showed
significantly higher levels of psychological maladjustment (M=43.46) than their US-born
counterpruts (M=35.46) and White Americans (M=25.32) (Abe and Zane, 1990). In another
study by Lorenzo and others Asian American students scored significantly higher than the
Caucasian students on measures of depression, withdrawal issues, social problems and

22
interpersonal problems (Lorenzo et al., 2000). The study in Australia by Khavarpour had a small
portion (26 percent) of student population in the younger age group. Of these, 66.7 percent
showed above threshold General Health Questionnaire scores (indicating psychological distress)
though at non-significant levels (Khavarpour and Risse!, 1997).

Studies involving the general population comprising a wider age group of around 15-55
years showed similar higher levels of psychological distress in migrants as compared with the
local resident population. Oh and others conducted a cross-sectional survey in Pittsburgh,
Pennsylvania with a very high participation rate of90.8 percent. The sample was equally divided
gender-wise with a mean age of 37.5 years (Standard deviation of 11.98). The CES-D (clinical
depression) scores used to measure depression in these Korean migrants were higher than the
average range found in US communities. About 40 percent of the sample scored more than 16
which is often used as the cut off mark for 'at risk' population (Oh et al., 2002). In Australia,
Khavarpour and Risse! chose to study a sample of Iranian migrants in Sydney, to assess the level
of psychological distress and its predictors. Overall 36.5 percent of the respondents scored equal
to or more than 4 on the General Health Questionniare-20 (GHQ-20). Above threshold levels of
GHQ-20 were scored by 46.2 percent of young people between the ages of 18-34 years
(statistically significant at p<0.05) (Khavarpour and Rissel, 1997). In New Zealand, Abbott and
others conducted a postal survey of Chinese migrants in the age group of 15-55 years with a
mean of 39 years. The subjects were given the Chinese version of the General Health
Questionniare-12 (CHQ-12) and it was observed that only 18.6 percent of the respondents
indicated minor mental health disorders. Eighty three percent reported that the local people in
Auckland (where this study was based) were accepting of their presence (Abbott eta!., 2000).

These studies show that migrants from Asian countries do exhibit some psychological
distress. Studies from the USA and Australia have shown this distress to be higher in the migrant
population compared with the local Caucasian population in these countries. When compared
with the USA or Australia, the study from New Zealand showed a smaller percentage of Asian
migrants to have psychological distress. But there is a possibility that the overall stress
experienced by any person living in New Zealand could be lower than the stress experienced by
any person living in USA or Australia. A summary of the findings from all these studies is
shown in Table 2.3.

Table 2.3: Summary of studies of Asian migrants' mental health literature

Author

Abe and Zane
(USA)

Subjects

Total number :136
- White Americans (WA)
-Asian Americans (AA) born in
USA
-Asian Americans (AA) born
overseas

Age group
Mean (SD) Instrument Of Measure
years
18.9 (1.2)

Personal h1tegration
Subscale (PI) of Omnibus
Personality Inventory (OPI,
Yiest and Jong, 1968)

Results

Psychological maladjustment in
AA (overseas) (M=114; SD= 36.0)
AA (USA) (M=92.1 ;SD=36.7)
WA (M=85.3;SD=28.0
Similar results after ANCOV A. After
controlling for individual personality.
tv

w

Oh and others
(USA)

Total number: 157
Koreans migrants.

Lorenzo
(USA)

Total number: 488
-White Americans (WA)-386
- Asian Americans (AA)-1 02

37.5
(11.98)

CES-D

-Mean scores 14.76 (SD = 9.71).
-Average scores for US communities is
7.90-9.20.
- 40% scored above 16 (at risk score
for depression)

18-21

-Depression Scores
-Delinquent behaviour
- Self-perception

-Depression in AA > WA (t=3.61, at
p<O.OOl)
- Anxiety self-concept in AA >W A
- Self -esteem in AA< W A
- Interpersonal problems in AA> W A
(t=21.33, at p< 0.00 1)

Source: (Abe and Zane, 1990, Lorenzo et al., 2000, Oh et al., 2002)

Table 2.3: Summary of migrants' mental health literature ..continued

Author

Subjects

Khavarpour and
Risse!
(AUS)

Iranian migrants in Sydney
(26% of sample= studerts)

Abbott and
others (NZ)

Chinese migrants in Auckland

Age group
Mean (SD)

Instrument of measure

Results

GHQ-20

- 36.5% scored =I> 4 on GHQ20
- 46.2% of 18-34 year age group scored
above threshold scores

39, 15-55 CHQ-12
Chinese version of
GHQ-12

-18.6% reported minor mental distress
-Mean score was 8.7 (SD= 5.8)

Source: (Abbott eta!., 1999, Khavarpour and Risse!, 1997)

~
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Psychological distress is likely to be affected by a number of factors. These are likely to
be personal factors or external factors in the environment of an individual. Psychological wellbeing of an individual is always affected by his or her individual personality and this will be a
major confounding factor in most of the studies that are considered in this literature review. But I
have decided not to open the Pandora's box of personality influences on psychological
behaviour. So, I shall explore the likely predictors of psychological distress based on ethnic
groups rather than on personality subtypes. Here I am making an assumption that for every
international student, the constant factor is his or her personality while there is a change in his or
her socio-cultural environment. This might give a clue about the characteristics of a certain
portion ofthe migrant population that is more at risk of developing psychological distress.

2.f PREDICTORS OF MENTAL HEALTH:

I will now refer again to the above studies as most of them have gone a step further to
explore the predictors of psychological distress in their study samples. A few factors came forth
as the most likely predictors of psychological distress. The first predictor was the migrant status
or ethnic minority status of an individual. In all the studies that I have considered, Asian
ethnicity emerged as a predictor but this was because I had considered only those studies that
were conducted in Western countries where people from Asian and Middle-Eastern countries
were 'the migrants'.

It was observed that generally migrants had a higher occurrence of psychological distress
compared with the local population in that patiicular Western country. Thus being a migrant
itself was a predictor of mental distress. The next predictor to emerge was acculturation and this
was related to the process of migration (as was mentioned earlier in 'acculturation'). The study
by Abe and Zane showed that there was a difference in the psychological maladjustment scores
of US-born Asian Americans and White Americans but this difference was further increased in
foreign-born Asian Americans. More psychological distress was observed in recent migrants
compared with those who were born in the host Western country or those who had lived there for
many years. This difference in the psychological distress could in part be attributed to the
process of acculturation of the migrants. The stress was higher for recently migrated foreign-born
Asian American students. This could be the likely explanation for statistically significant higher

26
interpersonal distress scores than intra-personal scores in these migrants students (Abe and Zane,
1990).

As said earlier, acculturation is the process of adaptation in a socio-culturally diverse
environment. Different studies have suggested different predictors all of which represent some or
the other aspect of the process of acculturation. The study by Oh and others looked at the CES-D
(clinical depression) scores of Korean migrants in the USA. Multiple regression analysis of their
data established a significant positive relationship between acculturative stress, ethnic identity
and tradition based acculturation and CES-D scores. Loss of ethnic identity and tradition was
associated with a higher level of depression in this study thus suggesting the importance of
adherence to or contact with the original ethnic roots of upbringing of an individual for his or her
mental well-being (Oh et a!., 2002). English language proficiency and maintenance of ethnic
identity were the two components of the process of acculturation. Oh and others showed that
proficiency of English language had an effect of reducing the acculturative stress (Oh et a!.,
2002). Abbott and others showed a similar importance of English language for migrants where
English language inadequacy was significantly associated with low scores on the Chinese Health
Questionnaire (CHQ-20) (Abbott et a!., 1999).

Another important aspect of acculturation was social interaction. Abe and Zane in their
study in the USA reported that Asian Americans had significantly higher interpersonal distress
than intra-personal distress (Abe and Zane, 1990). In the study by Lorenzo, Asian American
students scored significantly lower on all scales of self-perception. They had more anxiety self
concept, a low sense of popularity and a very low self-esteem compared with their Caucasian
counterparts. This could either reflect a personality trait or inability to fit into the prevalent social
norm in the host country (Lorenzo et a!., 2000).

Leung conducted a study involving 382 students from universities in Melbourne,
Australia, which showed that there was a significant difference in the psychological distress
experienced by 'Anglo-Australian' students and those of Chinese ethnic origin. A summary of
the findings of this study is presented in Table 2.4. It was observed that for the 'AngloAustralian' students, social competency was a main predictor of psychological adjustment only.
For Chinese students it was a predictor of psychological adjustment and academic satisfaction
(Leung, 2001 ).
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Table 2.4: Summary of study findings of Leung
Students

Psychological adjustment

Academic satisfaction

Anglo-Australian

? Loneliness

?

?

Social competency
?

Chinese

?

Loneliness

?
?

? Social competency
?

Length of residence
Australia

of
Intemal
locus
control
Importance of being
an 'Aussie'
Loneliness
Social competency

in

Source: (Leung, 2001 ).

Iranian migrants in Sydney, Australia had professed a high level of stress due to migration that
was shown to have a statistically significant relationship with low GHQ-20 scores (Khavarpour
and Risse], 1997).

The next predictor of mental health was loneliness. Let me go back to this study by
Leung C, which showed that loneliness was a predictor of only psychological adjustment of
Anglo-Australian students; while in Chinese students it influenced both psychological
adjustment and academic satisfaction (Leung, 2001). It was often observed that solitary living
status was another predictor of psychological distress. It was observed that 66.7 percent of
Iranian migrants to Sydney who were single showed above threshold levels of GHQ-20
(Khavarpour and Risse), 1997). The study by Abbott in New Zealand made an interesting
observation about the presence of a guardian family member and Chinese Health Questionnaire
(CHQ) scores amongst Chinese migrants in Auckland. Lower scores on the CHQ indicated better
health status. The mean CHQ scores in young people between age 15- 25 years who were living
with both their parents were lower than those living with only their mother. Solitary living status
away from family in young people was significantly associated with the highest CHQ scores
(Abbott et al., 1999). These results are shown in Table 2.5.
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Table 2.5: CHQ-12 Scores For Chinese migrants between 15-25 Years (From Abbott M
study)
Living status

CHQ-12 mean scores*

With both parents

7.0 (SD=l.7)

With only mother

9.7 (SD=l.4)

Living alone
13.5 (SD=l.8) p<0.006
Source: (Abbott et al., 1999).
* Lower scores on the CHQ indicate better health status.
Thompson and others also showed the importance of the presence of family in a study in
Queensland, Australia. Interviews with Filipino women showed that the main source of
emotional stress and/or depression for these women after migration was the absence of the
suppott from their families. Thus in spite of the differences in the age and absence of student
status, these women too endorsed the importance of family support and the role of its absence in
causing mental distress. Even the issue of raising children itself was not as stressful as the
absence of familial support in doing so (Thompson eta!., 2002).

The next predictor that emerged from these readings was young age. Most studies seemed
to concur that being in the age group of 18-35 years was a predictor of psychological distress.
Younger age was associated with lower CES-D scores in Korean migrants to the USA (Oh et a!.,
2002). Statistically significant above threshold levels on the GHQ-20 were scored by 46.2
percent of Iranian migrants to Sydney in the age group of 18-34 years. Around 61.5 percent of
students also had similar scores but this was non-significant and a likely reason for this could be
the small number of students in this sample (26 percent) (Khavarpour and Risse!, 1997).The
study involving Chinese migrants in Auckland, revealed that being in the age group of 26-35
years was a predictor of low scores on the Chinese Health Questionnaire. The adolescents
showed better mental health than those in the 26-35 years age group. One reason for this could
be that a higher percentage of these youngsters were living with their families compared to the
older (26-35 years) age group that was also likely to have additional pressures of career
performance and financial stability (Abe and Zane, 1990).
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Female gender was the other predictor of poor mental health. This was observed on the
CHQ given to the Chinese migrants in Auckland (Abbott et al., 1999). The New Zealand Mental
Health Survey also found that more females (24 percent) than males (12 percent) were likely to
report any mental disorder (Oakley Browne et al., 2006).

Quite a few studies have mentioned the duration of residence of the migrant in the host
country at the time of conducting the survey as a predictor of mental health. In some of these
studies there were two groups, one who had just arrived in the host country (called overseas
students in some studies) and the other group had on an average resided for 10 years in the host
country. The duration of residence of Korean migrants in the USA in the study by Oh was 10
years, and that of Chinese students in Australia in the study by Leung was 10 years too (Leung,
2001, Oh et al., 2002). The studies involving Iranian migrants in Sydney and Chinese migrants in
Auckland, New Zealand did not mention the duration of stay of the migrants in these countries
(Abbott et al., 1999, Khavarpour and Risse!, 1997). In the study by Abe and Zane, Asian
Americans showed a higher level of psychological maladjustment and statistically significant
higher interpersonal distress scores than intra-personal scores. The average duration of their stay
in the USA was 10 years (Abe and Zane, 1990). Amongst Chinese migrants to Sydney, even
though they had lived in Australia on average for 10 years, loneliness and social competency
were still the predictors of both psychological adjustment and academic performance. This raises
questions about the time taken for complete acculturation to take place for a migrant and about
the continuity of stress involved over a long period of time. A summary of the findings of all
these studies is presented in Table 2.6.

Table 2.6: Summary of literature about predictors of mental health in migrants

Author

Abe and Zane
(USA)

Age:
Mean (SD)

18.9 (1.2)

International subjects
in the study
Total number :136
-Asian Americans (AA)
born in USA
-Asian Americans (AA)
born overseas

Oh and others (USA) 37.5 (11.9 8)

Total number: 157
Korean migrants.

Leung C
(AUS)

Total number: 382
- Australian Chinese
(33)
-Overseas Chinese(55)

19-22

Source: (Abe and Zane, 1990, Leung, 2001, Oh et al., 2002)

Length of
residence
(average
years)

10

9.93

10 (for
Australian
Chinese
students)

Predictors of mental health

Acculturation
Interpersonal distress scores
Mean=23.53 at p<0.001
Intrapersonal distress scores
Mean= 11.52 at p<0.01
Acculturative stress (? =0.55 in CES-D at
p<O.OOl)
Identity and tradition based acculturation
(?= 0.25 at p<0.008)
Older age(?= 0.37 reduction in
CES-D at p<0.001)
For psychological adjustment:
Loneliness (35% of variance at p<0.01)
Length of residence in Aus (21% at p<0.05)
Internal locus of control (22% at p<O.OOl)
Social· competency

w

0

Table 2.6: Summary of literature about predictors of mental health in migrants ..continued

Author

Age:
Mean (SD)

Khavarpour and
Risse!
(AUS)

Abbott and others
(NZ)

39, 15-55

International subjects
in the study

Length of
residence
(average
years)

Predictors of mental health

Iranian migrants in
Sydney

Above threshold scores in GHQ-20:
Young age of 18-34 years (46.2% at p<0.05)
Single living status (66.7% at p<0.03)
Students (61.5% non significant)
Stress due to migration (52.4% at p<0.05)

Chinese migrants in
Auckland

Age group 26-35
Rejection from locals
English language inadequacy
Solitary living status in 15-25 years age group

Source: (Abbott et al., 1999, Khavarpour and Risse!, 1997)

U)

........
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In all these studies, a few factors seem to resurface often as predictors of psychological wellbeing in Asian migrants in Western countries as shown in Figure 2.3.

Figure 2.3: Predictors of mental health

Duration of Residence in
host country

Ethnic identity

Acculturation

Social Acceptance

MENTAL HEALTH

English language

Others

Proficiency

Solitary Living
Status

Gender

Source: (Abbott et al., 1999, Abe and Zane, 1990, Khavarpour and Rissel, 1997, Oh
et al., 2002).

33
The most common predictor of mental health was acculturation. The trans-cultural :flight
of these migrants seemed to be invariably caught up in some 'rough weather' of acculturative
stress. English language difficulties, ethnic identity and social acceptance in the host country
were some of the issues involved. The level of psychological distress in migrants was observed
to reduce with time and with increase in duration of residence in a foreign country but was still
substantially higher than in the local population. This pointed to the progressive nature of the
process of acculturation but emphasises its incompleteness as well. The other factor that emerged
recurrently was solitary living status. Migrating to a new country often alone and living on their
own meant the physical absence of established family and social contacts from home. This
proved to be an important predictor of psychological distress. Another important predictor from
the point of view of my study was the young age of around 18-35 years. Social competency also
emerged as a predictor of psychological adjustment especially in the studies that involved
students (Abe and Zane, 1990, Leung, 2001). It was likely, that apart from the socio-cultural
change that these migrant students experienced, they would be more susceptible to nuances of
social acceptance just by being young. The students included in my study were young, attending
university for the first time, often lived· alone and away from their families. This particular
characteristic applied not only to international students but to a great number of New Zealand
students as well. I shall thus explore the extent to which psychological well-being of all my
students is affected by their attendance at the University of Otago, and their life in Dunedin as a
student.

I would like to mention at this stage that almost no studies talked about the ethnic
variation in physical illness amongst international students. One reason for this could be that
often it is the healthy students who migrate because of stringent pre-migration health checks.
These health checkups involve a thorough assessment of physical health only; any mental illness
that is not clinically obvious is likely to be missed by the general practitioner. There is also a
possibility that young people in this age group (17-35 years) generally have good health. But it
would be appropriate to ask if this good health of the migrants is likely to continue for the rest of
their stay in a foreign country or if it is likely to deteriorate with time.

Frisbie and others looked at the data collected from the National Health Interview Survey
(NHIS) in the USA from 1992-1995. Roughly 49,000 households were covered in this survey.
NHIS had a large sample size and there was consistency in data collection, making it a nationally
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representative dataset for minority group data. The subjects chosen were above 25 years, this
yielded a sample of 8,249 Asians and/or Pacific Islanders and 208,000 Whites (term used in that
study). Whites were not included in the regression analysis of this self-reported data, as their
large numbers would conceal associations involving Asians and/or Pacific Islanders (Frisbie et
a!., 2000). Results showed that in the adjusted model, immigrated Asians and/or Pacific Islanders
were more likely to report good health than US born adults. Immigrated Asians and/or Pacific
Islanders were 30 percent less likely than US born adults to report fair or poor health status. This
reached a significant level (OR= 0.69; Cl= 0.49-0.96) with those immigrants who had lived in
the USA for less than 5 years. Migrant Asians and/or Pacific Islanders showed significantly a
lower limitation of physical activity or bed rest due to illness compared with their US born
counterparts. Figure 2.4 shows that as the number of years that the immigrants spent in the USA
increased, they were more likely to report fair or poor health status (Frisbie eta!., 2000).

Figure 2.4: Changes in health status related to duration of stay in the USA

At 0-4 years, OR= 0.69

~

5-9 years, OR= 0.94

i
i

~

> 10 years, OR= 0.95

j Likelihood of immigrated

! Asians reporting fair or poor

l health in USA related to

! duration of stay (Frisbie 2000):
!

Source: (Frisbie et a!., 2000).

Abbott and others studied Chinese migrants in New Zealand. Amongst other things their
findings also showed that longer residence in New Zealand was associated with increased
repmiing of fair or poor health, though this did not reach a statistically significant level (Abbott
et al., 2000). It is also likely that health generally deteriorates with increasing age.

Such studies raise doubts in my mind about the continuation of good health in migrants.
Is it possible that the international students of today will experience a change in their physical
and mental health status over time? If so would it help to understand their health service
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utilisation patterns at present, in order to attempt to predict their health service utilisation
patterns in the future as middle-aged adults who are more susceptible to illness?

2.g HEALTH SERVICES UTILISATION:

I shall now look at the health service utilisation amongst Asian migrants to Western
countries. Patterns of health service utilisation for physical illnesses will be explored in the
general population across all age groups, as there is evidential paucity of high prevalence of
physical illness in the student population, where psychological distress seems to dominate.

2.g.l Studies about general health service utilisation:

I shall look at a few studies conducted in the UK and the USA about general health
service utilisation of Asian migrants. Health service utilisation rate has been interpreted in
different ways. Sometimes it was studied as an event by itself and sometimes it was considered
in reference to the needs of the patient. The event was sometimes a visit to a general practitioner
(GP) or a visit to the outpatient and inpatient depmtment at the hospital. 'Need' was been
interpreted as the presence of sickness, its severity and the urgency for its treatment as perceived
by the patient. These various measures of evaluation are summarised in Table 2.7.
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Table 2.7: Summary of measures of evaluation used in general health service utilisation
literature

Author

Measure of Evaluation

Gilliam and others (1989)
(UK)

Standardised consultation rates = total number of observed
consultations divided by total expected number.
Standardised patient consultation rate = total number of
observed consultation for that illness divided by people at risk.

Balarajan
and
(1991) (UK)

Odds ratio for outpatient attendance
Odds ratio for inpatient ratio

Raleigh

Smaje and Grand (1997)
(UK)

Use and needs ratio
Use defined as number ofGP, outpatient an inpatient visits
Need defined as self-reported health

Frisbie and others (2000)
(USA)

Number of visits to the physician
Availability of health care services

Source: (Balarajan et al., 1991, Frisbie et al., 2000, Gilliam et al., 1989, Smaje and Grand, 1997).

Health service utilisation in different studies has been explored along different criteria
like ethnicity, age, gender and duration of residency. Gilliam and others, they looked at
consultation patterns with general practitioners from the period of 23 months leading up to 1983
in one group practice in an urban setting which had the lowest proportion of native British (term
used in that study) population in all of London boroughs. Their analysis showed that Asians
consulted the General Practitioner (GP) more frequently compared to native British population
mostly for infectious, circulatory and other non-specific illnesses. Their demand on the
utilisation of the services for specific illness, however, was not hugely higher than the native
British population for similar risk of that illness. The only exception was endocrine diseases and
that could be accounted for by the generally higher prevalence of diabetes in this population
(Gilliam et al., 1989). Another study in the UK showed that Chinese migrants seem to stay away
from the available mainstream health services. The reasons for this need to be researched further
(Smaje and Grand, 1997).

Frisbie's study in the USA showed overall lower utilisation of

physician's services by immigrants as compared with US born adults. Within the Asian group,
Korean immigrants paid significantly fewer visits to the physician compared to the Japanese
immigrants (Frisbie et al., 2000).
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Next, age and gender were brought into the picture of ethnic analysis of health service
utilisation. Balarajan and Raleigh analysed the information collected from the General
Household Survey done from 1983-1987. When compared with their age-group matched White
(term used in that paper) counterparts, young Indian and Pakistani men and women made lower
use of the outpatient departments (Balarajan et al., 1991). Similar low health service utilisation
by Asians in younger age groups was reported by Smaje and Grande (Smaje and Grand, 1997).
Outpatient attendance amongst young Indian and Pakistani males (16-44 years) was almost half
of their White counterparts. In young females (16-44 years) Indian attendance at outpatient
clinics was just 10 percent lower, while that of Pakistani females was 51 percent lower than their
White counterparts (Balarajan et al., 1991). In the older age group (45-64 years) it was 44
percent higher for the males, while it was 80 percent and 26 percent higher for Indian and
Pakistani females respectively. Inpatient records showed that there was not much difference in
the admission rates for men and women across both the age groups between 16-64 years. The
only exception was higher admission rates in young Pakistani females in the childbearing age
group. This could be due to high fertility rates in that patticular group (Balarajan et al., 1991 ).

To further understand this utilisation pattern, Smaje and Grande analysed the data (19841991) using the 'use and need' ratio as standardised utilisation rates for different ethnicities.
Need was recognised as self-reported illness. Intra group comparison amongst Indians and
Pakistanis showed that utilisation of General Practitioner (GP) services increased in those
reporting illness but there was a drop in those who did not report illness. Inter-group comparison
with the White population showed that in the group that reported illness, Pakistanis showed a
slight increase of inpatient admission and a slight under-utilisation of outpatient services. In the
group that did not report illness, only Indians showed significant under-utilisation of inpatient
services while both Indians and Pakistanis showed significant under-utilisation of outpatient
services. The Chinese group was unique in showing under-utilisation of all the available services
especially General Practitioner and outpatient services irrespective of presence or absence of
illness (Smaje and Grand, 1997 ).

Overall Pakistanis tended to over-utilise but their females tended to under-utilise General
Practitioner services as compared to their White female counterparts. Outpatient and inpatient
records showed that here again illness was the main predictor for increased utilisation of services
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across all ethnidties. Indian ethnicity was a predictor for significant under utilisation of these
services in those under 45 years of age. The most interesting finding was that Chinese ethnicity
had been an undeniable predictor of significant under utilisation of General Practitioner and
outpatient services, but the reasons for this need to be researched futther (Smaje and Grand,
1997). It seemed that younger people tend to consult their General Practitioners less frequently
than older people. The General Practitioners were more likely to see Indian and Pakistani
patients than the White patients coming in for consultation during sickness. But a smaller
number of Indian and Pakistani patients consulting General Practitioners were likely to be
referred to the hospital outpatient and inpatient services (Smaje and Grand, 1997).

Only one study, by Frisbie considered the effect of duration of residence on health
service utilisation. This study showed that as the number of years spent in the USA increased, the
migrants were more likely to visit a physician (Frisbie eta!., 2000). A final summary information
of the significant predictors of general health service utilisation is shown in Table 2.8.

Table 2.8: Predictors of general health service utilisation

J?S
J?S
J?S
J?S
J?S

Minority ethnic status (wide variation within the Asian subgroups)----lower utilisation.
Younger age group 18-45 years----lower utilisation.
Female gender ----lower utilisation.
Perceived need (self reported illness)----higher utilisation with repmted illness.
Duration of residence in the host country----utilisation increases with increasing
duration of stay in host country.

Source: (Balarajan et al., 1991, Frisbie et al., 2000, Gilliam eta!., 1989, Sheikh and Fumham,
2000, Smaje and Grand, 1997, Thompson et al., 2002).

I shall now look at the studies that assessed mental health service utilisation by the Asian
population in Western countries. Such a distinction between general and mental health services
utilisation was made since the likely predictors for each were expected to be different.
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2.g.2 Studies about mental health service utilisation:

Many such studies were undettaken in the USA Two looked at the actual utilisation of
mental health services (Matsuaka et al., 1997, Zhang et al., 1998), while the others (Dadfar and
Friedlander, 1982, Zang and Dixon, 2003) looked at the Attitudes Towards Seeking Professional
Help Scale (ATSPHS). When looking at the actual utilisation of mental health services,
Matsuaka and others found that the proportion of Asian Americans and Pacific Islanders using
mental health services was one-third of such use by European Americans. Nationally Asian
Americans' and Pacific Islanders' utilisation of outpatient and inpatient services was around onethird of that for European Americans. State wide comparisons showed that there, too, Asian
Americans and Pacific Islanders were far less likely to use mental health services compared with
European Americans (Matsuaka et al., 1997). -zang and others sought the patterns of helpseeking in mental illness. The results showed that Asian Americans visited a psychiatrist
significantly less often than White Americans. Visiting a physician about mental illness and
using health services was also significantly lower in Asian Americans than White Americans.
Zang and others showed that Asian Americans mentioned their mental health problems less
frequently to their friends than the White Americans. These differences held ground even after
adjusting for the presentation of somatic complaints that, incidentally, were found again to be
slightly less frequent in Asian Americans compared with White Americans. Mentioning mental
health problems to a religiously affiliated person was found to be similar in both groups (Zhang
et al., 1998).

The other studies explored the predictors of Attitudes Towards Seeking Professional Help
Scale (ATSPHS) for mental illness across different ethnicities. The most important predictor that
surfaced frequently was acculturation. In the study by Atkinson and Ruth, it was observed that
the level of acculturation (high, medium or low) was a significant predictor of stigma, need and
openness about ATSPHS. Higher mean ATSPHS scores were observed at high levels of
acculturation. This showed that the more acculturated a person from an Asian country was, the
more likely he or she was to access professional mental health services (Atkinson and Gim,
1989). Barry and Grillo showed a similar correlation of assimilation strategy in acculturation and
a greater willingness to use psychological services (Barry and Grillo, 2002). The study by Zang
and Dixon differed slightly from that by Atkinson and Ruth. Analysis of their data showed that
Suinn-Lew Asian Self-Identity Acculturation Scale (SL-ASIA) brought about a statistically

40

significant 9 percent change in the value of ATSPHS. Stigma tolerance was significantly related
to SL-ASIA and predicted 10 percent of variance in it. Acculturation did not seem to be a direct
major predictor of interpersonal openness and recognition of the need for psychotherapeutic help
in these Asian students (Zang and Dixon, 2003). Thus, increased level of acculturation to
western culture directly or indirectly improved the attitude for seeking help for mental illness by
reducing the associated social stigma.

Dadfar and Friedlander explored this understanding of tendency for help-seeking in
mental illness along new dimensions. Their study showed a significant effect of the continent of
origin on the ATSPH scores. Students from European and Latin countries had more positive
attitudes towards seeking professional help when compared with students from non-Western
continents (like Asia and Africa) (Dadfar and Friedlander, 1982).

The next predictor of a more positive ATSPH was prior experience of mental health
treatment. The study by Dadfar and Friedlander showed that prior experience with mental health
was associated with a more positive ATSPH (Dadfar and Friedlander, 1982). But the study by
Zang and Dixon did not find any such correlation (Zang and Dixon, 2003).

The observation that the number of years spent by international students in the USA did
not seem to affect the ATSPH to a statistically significant level was also interesting (Dadfar and
Friedlander, 1982). Since the authors had not actually measured acculturation levels in relation to
time spent in the USA, I wonder if the ATSPH could have been influenced by the level of
acculturation or whether it was still under the strong influence of the cultural upbringing of
individuals in this study. Another negative predictor of willingness to use psychological services
was psychological distress (Barry and Mizrahi, 2005).

I would like to consider another likely theoretical explanation for the differential
utilization of health services cross-culturally. It is based on the cultural difference in what is
labeled as mental health problems by people of different cultures. Only if an issue is perceived as
a problem, then there is a possibility that help will be sought for it. Draguns (1975) looked at the
influence of culture on expression of abnormal behaviour. His theory was based on the premise
that abnormal behaviour is a deviation from normal behaviour. Thus if normal behaviour is
determined by the prevalent culture in the society then abnormal behaviour should also find its
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genesis in the cultural upbringing of that individual. Thus there was a possibility of varied
expression of psychological distress cross-culturally (Draguns, 1975). Mishra too has expressed
similar views saying that abnormal behaviour finds its genesis in normal behaviour by being a
deviation from normalcy (Mishra, 1975).

Draguns then spoke of the role of the psychiatrist or psychologist. The expert makes a
diagnosis based on an understanding of the human psyche and the set protocol of diagnosis. Both
these evaluation measures are based on the concepts of normalcy in a particular society and may
be different in different societies. Thus nuances in the differences in expression of psychological
distress in people from different societies or different cultures may go undetected or may be
misdiagnosed in psychiatry (Draguns, 1975). This idea was echoed in the interviews with
Filipino women migrants to Australia. These women had interesting views about mental health.
They seemed clear that mental distress was of tw9 types: one is an emotional problem while the
other is a mental problem. According to them, emotional problems arose from difficult situations
whereas mental problems were biological in nature, described as diseases of the brain. They
thought mental problems occurred due to isolation of an individual and due to softness of
character. Mental problems were also linked to an individual's attributes and actions. Thus
depending on the perceived cause of the problem, the solution sought changed too (Thompson et
al., 2002). I believe that this can have serious implications for utilisation of mental health
services by people from different cultural backgrounds.

This differential understanding of the concept of mental health leads us into the area of
health beliefs. Sheikh and Fumham conducted a study to test the extent of association between
cultures, causal beliefs about mental illness and attitudes towards seeking professional help for
the same. They found that culture was not, although the causal belief of mental illness was a
statistically significant predictor of seeking professional help for mental illness. Culture was a
significant predictor of causal belief of mental illness, especially for non-western physiological
and supernatural causes. These two causes were endorsed more by Asians, highest by Pakistanis
and those of a Muslim religious faith. Their study also showed that Muslims in the sample had
more negative attitude to seeking professional help compared with those of other or no religious
faith (Sheikh and Furnham, 2000).
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In the study by Zang and others there was a surprising finding that compared with White
Americans, Asian Americans seem to mention mental health problems less frequently to their
friends and relatives (Zhang et al., 1998). Some of the reasons for this could be the social stigma
associated with mental illness in Asian cultures and the presence or absence of established social
and family contacts for Asians depending on the duration of their settlement in the USA If the
time factor, in terms of duration of stay, was considered then this could mean more knowledge of
available services and more likelihood of medical insurance coverage for the migrants.

Another important predictor of using professional help for mental distress was accessing
social support instead. This has been shown in various studies and explained better in the section
on help-seeking patterns (Furukawa, 1997; Yeh and Inose, 2002). Most of the studies did not
find any significant correlation between gender and utilization of mental health services
(Atkinson and Gim, 1989, Barry and Mizrahi, 2005, Dadfar and Friedlander, 1982, Solberg et al.,
I 994, Zang and Dixon, 2003).

Table 2.9 gives the list of predictors of mental health services utilization. Table 2.10
summarizes the results from these various studies.

Table 2.9: Summary of mental health service utilisation literature

Author

Subjects

Matsuaka and others Asian Americans
Pacific Islanders
European Americans

Source of data/
Instrument of
measure

Results

Inventory of Mental Utilisation of mental health services:
Health Organisations AA/PI 0.41; EA 1.24
General Hospital
National mental health outpatient services
Mental Health Servicesutilisation: ANPI 0.34; EA 1.06
National In patient mental health service
utilisation:
ANPI 0.02; EA 0.07

Zang and others

Asian Americans (AA) 161 Epidemiological
Frequency of visiting psychiatrist AAIWA
White Americans (WA)
Catchment Area Study -2.066 at p<O.Ol
1332
(ECA) by National
Frequency of mentioning mental illness to friends
Institute of Mental
AAIW A -0.985 at p<O.Ol
Health

Atkinson and Ruth

Chinese Americans 262
Japanese Americans 185
Korean Americans 109
(all students)

ATSPHS

Level of acculturation was predictor of
Stigma (F=3.97 at p<O.Ol);
Need (F=4.371 at p<0.013) and
Openness (F=l0.99 at p<O.OOI) about ATSPH

Source: (Atkinson and Gim, 1989, Matsuaka et al., 1997, Zhang et al., 1998)
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Table 2.9: Summary of mental health service utilisation literature ..continued

Author

Zang and Dixon

Subjects

Asian Americans
(all students)

Source of data/
Instrument of
measure
SL-ASIA
ATSPHS

Results

Only stigma tolerance accounted for 10%
variance in ATSPHS at p<O.Ol

t
Dadfar and
Friedlander

International students
-Asian
-African
-European
-Latin

ATSPHS

Europeans and Latinos had more positive ATSPH
(F=9.33 at p<O.OOI) than Asian and Africans.
Prior experience with mental health treatment
meant more positive ATSPH (F=3.39 at p<O.OOI).

Yeh and Inose

Asian immigrant high
school students from 7-12
grades
-Chinese (41.6 %)
-Korean (41.2%)
-Japanese (17.2%)

Social support and
professional help
seeking for mental
distress

Irrespective of the ethnic/country of birth
background, social support sought by 47%;
professional help sought by 2.2%

Source: (Dadfar and Friedlander, 1982, Yeh and Inose, 2002, Zang and Dixon, 2003)

Table 2.9: Summary of mental health service utilisation literature ..continued

Author

Furukawa Toshiaki

Subjects

Source of data/
Instrument of
measure

272 Japanese students (18- GHQ and social
support in the host
20 years) in student
and home country
exchange program
after return.

Results

The GHQ scores dropped (health improved) after
returning to home country, with a coincident
increase (from 3.5 in host to 4.0 in the home
country) in social integration.
.j::>.
Vl

Thompson et al

Filipino migrant women in Qualitative data
Sydney
asking about concept
and help seeking for
mental illness

Sheikh and Furnham 287 adults in UK
115 British Asians
85 White Westemers
77 Pakistanis

Mental distress
Explanatory Model
Questionnaire

Mental illness was thought to have only an
organic basis. Substantial stigmatisation
associated with it. Other minor mental symptoms
were labelled as mere emotional problems to be
rectified by self-control.
Causal attributions of mental illness were
different in the White westerner and the British
and Pakistani groups. they accounted 12 % of
variance in the British Asians and 25 % in the
Pakistanis' ATSPH.

Source: (Furukawa, 1997, Sheikh and Fumham, 2000, Thompson et al., 2002.
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Table 2.10: Predictors of mental health service utilisation
Authors

Predictor

.€5 Matsuaka and others

.€5 Asian ethnicity

.€5 Zang and others

£)

Asian ethnicity

£)

Atkinson and Gim

£)

Level of acculturation to Western culture

£)

Zang and Dixon

£)

Level of acculturation to Western culture

£)

Dadfar and Friedlander

£)

Continent of origin

£)

Prior experience with mental health services

£)

Yeh and Inose

£)

Presence of social suppoti

£)

Furukawa Toshiaki

JiS

Presence of social integration

£S

Sheikh and Furnham

£)

Cause of illness/health belief

£)

Religion

JiS

Cause of illness/health belief

J?S

Thompson et al

The reasons for the differential utilisation of general and mental health services in the
Asian minority population in the Western countries should be summarised. In the case of general
health service utilisation, studies have shown that overall, women and young people tend to
make less demand on the health services, with an exception for women in child-bearing age,
which could be accounted for by fertility rates as noted earlier. Asians do not over utilise the
inpatient (hospital) health services when need (self-repotied) is taken into consideration. Further,
within the Asian group, Indians and Pakistanis who report ill health tend to over-utilise General
Practitioner services, while the Chinese generally seem to stay away from using health services.
The question is why do the Chinese behave in this manner? There are many likely reasons that
need to be explored further. Similarly, one of the studies showed that Korean migrants utilised
health services to a lower extent compared with Japanese migrants. But since this study by
Frisbie was set in the USA, health insurance could have played a major role in the tendency to
use health services of migrants who very often are not likely to have comprehensive health
insurance cover (Frisbie et al., 2000). Thus there seems to be a varied pattern of utilisation of
health services within the Asian ethnic group itself.
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The predictors of mental health service utilisation were Asian ethnicity (when in a
foreign Western country), acculturation, different health beliefs about mental illness, availability
of social support and religion. There was a general consensus across all the studies that mental
health service utilisation increased with increased acculturation. This higher level of
acculturation could indirectly imply more awareness about available services. It could also imply
more integration with the host Western culture and a loosening of Asian values of stigma
associated with mental illness and saving face of the family by non-disclosure of mental illness.
Another effect of acculturation could be that the migrants were now able to recognise and
acknowledge mental illness (such as labeled by prevalent health system in the host country) more
readily than before. In my study I have not measured the level of acculturation in intemational
Asian students who are not likely to have spent much time in New Zealand to gain a high level
of acculturation. They are thus assumed to highly retain their cultural values from home and their
attitude towards seeking professional help is likely to be influenced by it.

Generally it was a universal observation that Asians utilise mental health services to a
less extent. Now let me superimpose this information on the observations made in the previous
section about health differences that, when compared with the local population, Asian migrants
display more psychological distress. This makes me concerned about my study population made
up of international students from Asian and Middle Eastern countries. Would they too be prone
to psychological distress, generally as young students studying for the first time at a university
and additionally so as trans-cultural migrants? Would they, just like Asian people in these other
studies, refrain to a great extent from using mental and/or general health services? I shall explore
the answers to these few questions in due course.

Migrants, it seems, undergo substantial stress due to various socio-cultural aspects of
migration. They also exhibit more psychological distress but they utilise health services to a less
extent (especially mental health services) when compared with their local counterpatis in the
host country. So what do they do with themselves? Do they allow themselves to languish in
discomfort and distress? Or do they find alternative methods to cope with this sudden great
change in lifestyle due to migration? I shall explore this issue a little more.
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2.h HELP-SEEKING PATTERNS:

There are two approaches to understanding the handling of the stress process by an
individual, the psychological and the sociological. The psychological view of stress processes
considers the impact of individual and coping mechanisms used. The sociological approach
postulates the life stress paradigm (Ensel and Lin, 1991 ). It considers the presence of stress
caused through life events and distress that is manifest as psychological symptoms. The stressors
have been identified to be social and psychological in nature. Social stressors are broadly
refened to as being life event changes, daily hassles in life and role strains. The effect of these
stressors is mediated by the presence of resources in the social environment. They have been
differentiated to be social and psychological in nature. Psychological resources lie within the
individual and are manifest as personal competence, locus of control, mastery and self-esteem.
The social resources lie in the social networks of that individual. In situations of stress,
individuals often call upon these sources of support to reduce the impact of a stressful situation
(Ensel and Lin, 1991). In line with this theory, Ensel and Lin have shown that social stressors
and resources have a direct impact on depressive symptoms in an individual. Their study further
supported the view that psychological resources indirectly influenced the effectiveness of social
resources, which in tum affected the impact of social stressors on distress. In an earlier paper
these authors established that social resources act as a buffering force for physical health. They
postulated that though social resources do not directly affect physical health, in the absence of
these resources, various stressors have a more detrimental effect on physical health (Ensel and
Lin, 1991).

A number of studies have indicated that social networking is important for maintaining
positive mental health in migrants. There is still quite some ambiguity about the particular types
of networks that are more conducive to reducing the occunence of mental illnesses in migrants.
Some researchers are of the opinion that networking with people from similar ethnic
backgrounds is helpful. The study conducted by Kuo and Tsai in Asian immigrants in Seattle,
USA, found that establishing social networks in the new society was helpful in reducing the
psychological distress. But like many other studies, this study by Kuo and Tsai too was unable to
identify which networks were more useful. This study also emphasised the importance of
individual personality of the migrant (defined as hardiness) in determining the impact of stressful
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situations. Social networking was shown to reduce the strain of difficulties faced in everyday life
(Kuo and Tsai, 1986).

Social support thus seemed to help reduce psychological maladjustment in migrant Asian
students.

Furukawa Toshiaki explored the adjustment and readjustment issues in Japanese

students enrolled in intercultural student exchange programme to various Western countries.
Overall scores showed that there was a drop in the mean availability, adequacy of social support
and social integration when the students were in the foreign country. All these improved on
return to the home country with this change being statistically significant at p< 0.01. There was a
statistically significant improvement in the mean GHQ-12 scores on return to the home country.
The point of interest for my study is the effect of social support on the GHQ-12 scores. It was
observed that availability of social support and its perceived adequacy had a very protective
effect on the adjustment of these students when in the foreign country, with these two factors
predicting a statistically significant 21 percent and 25 percent reduction in the mean GHQ-12
scores. A similar effect was observed on the readjustment scores on return to the home country
(Furukawa, 1997). Y eh and !nose examined the coping strategies of Chinese, Japanese and
Korean youth and observed that Asian migrants preferred to stay away from professional sources
of help and instead turned to their social networks to seek help in times of need. Their findings
showed that 47 percent of Asian youth usually tended to use their social networks as a major
source of help rather than professional help (2-3 percent) such as counsellors (Yeh and Inose,
2002).

Asian migrants used some other methods to cope with stress. One such method was
enduring rather than confronting a problem. Yeh and !nose reported that 16.8 percent of their
sample of Chinese, Japanese and Korean youth preferred to endure rather than stage a
confrontation when faced with a problem. They also reported that 33 percent of the sample
resorted to keeping to themselves when faced with a problem (Yeh and Inose, 2002). Bjork
reported similar findings among Korean and Filipino youth who endorsed distancing themselves
and escape-avoidance far more than their Caucasian counterparts (B jorck et al., Aug 2001 ).
Religious practice was another interesting strategy adopted. Evidence for this was found in the
studies by Yeh and Bjork as well (Bjorck et al., Aug 2001, Yeh and lnose, 2002). Koreans also
showed a statistically significant indulgence of creative pursuits to cope with stress (Yeh and
Inose, 2002). To see if these coping strategies were really helpful, Bjork and others conducted a
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correlation analysis of these coping strategies and distress experienced by the migrant youth.
They found that escape-avoidance (all rs (con·elation coefficients) > 0.39), accepting
responsibility (all rs> 0.25) and self-control (all rs> 0.17) were the most significant positive
predictors of distress in all the three ethnic groups (Bjorck et al., Aug 2001). Thus it is not only
the presence of actual stress but also the type of coping strategy used for it; both of which
contribute to increasing distress in these migrant youth.

These studies say that social suppott seems to aid the adjustment of international students
in a foreign environment. Helping the students to adjust, it invariably reduces their distress and
thus has a protective function for their mental health. Thus the presence of adequate social
support could be another reason for the tendency of international students not to seek
professional help in situations of distress. Utilisation of social networks by a migrant greatly
depends on the actual availability of such networks. This in tum could depend on the duration of
residency in the foreign country and the scope for development of such networks.

Asians migrants are also likely to avoid conflict, endure problems rather than confront
them and sometimes indulge in social withdrawal as various methods of coping with stressful
situations. Such behaviours make me think about the earlier section on 'Culture'. These coping
or help-seeking methods seem to find their genesis in the cultural upbringing of an individual. I
seem to have completed a circle: where I began exploring the common problems faced by
intemational students and found a plausible explanation for most of them in the socio-cultural
differences experienced by these students in a foreign country. Moving on to the effect of such
migration on mental health, I then explored the various predictors of mental health. I found
coincidently that factors related to socio-cultural adjustment play a major role in this. Going
through the health utilisation patterns especially for mental health and general help-seeking
strategies in migrant youth especially from Asian countries revealed the subtle influence of
cultural upbringing in determining the behavioural responses in different situations.

Culture seems to be the omnipresent factor determining thoughts, perception, verbal
expression and behavioural actions. Geert Hofstede rightly called it as the software of the mind
(Hofstede, 1997). But cultural difference should not be confused with ethnic difference. Due to
hithetto geographic segregation of people, culture more often than not has an ethnic implication.
I think that this will change over the next few decades. With globalisation and widespread

51
migration of people all over the world, there is likely to be a socio-cultural interaction that will
change the very environment in which a person is brought up. Thus newer generations born in a
cosmopolitan environment will be brought up in a culture that is partially independent of their
ethnic background but greatly dependant on the environment of that region. Geert Hofstede has
rightly said that,
Culture is not inherited. It is derived from one's social environment, not from one's genes
(Hofstede, 1997, pg 5).
I shall now refer back to the implications of this literature review for my study
patticipants. From what I have read so far it seems that the international students in my study
who have come from Asian and Middle-Eastern countries are bound to experience difficulties in
terms of language, homesickness, loneliness, academic learning style, financial problems and
cultural transition. They are likely to be at risk from psychological maladjustment. They are also
likely to be a reticent customer for seeking professional help for this. I shall move on from here
to test the credibility of these theories in my student sample.
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2.i AIMS OF THE PROJECT:

Null Hypothesis/Research Questions:

-$-The null hypothesis is that there is no difference in the occurrence of self-reported
physical and mental illnesses when comparing
-International students from Asian and Middle Eastern countries and
-New Zealand and Australian citizens or permanent residents
who are enrolled in the Health Sciences First Year course at the University of Otago in
February 2005 and intemational students enrolled in Foundation Year (Health Science
stream) at the University of Otago Foundation Year and Language Centre (Foundation
Studies) in February 2005.

Other research questions to be answered are:
-$What are the various help seeking pattems in different situations and what are the
health service utilisation pattems amongst these different groups of students?
-$ Are there any barriers to the provision of efficient health and counselling related support
services provided at Student Health Services and at Foundation Studies at the University of
Otago and, if so, what are they?

Specific Aims:

The specific aims are to:
16

Find and compare the rates of self-repOiied physical and mental disability,

16

Compare the different types of help-seeking pattems,

16

Compare the patterns of utilisation of heath services,

16

Assess the satisfaction with Student Health Services at University of Otago,
amongst intemational students from Asian and Middle-Eastem countries and compared with
New Zealand and Australian citizens or permanent residents, and

16

Assess satisfaction with the support provided by Foundation Studies.
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2.j METHODOLOGICAL ISSUES ENCOUNTERED IN LITERATURE REVIEW:

A few methodological issues emerged during this literature review. Some studies comparing
mental health often did not have comparison groups to compare the migrants' health status with
the local population. This would have given a clearer estimate of the comparative health status of
migrants. Most studies have measured self-reported psychological distress that can exhibit a
subjective variation. Only one study gives CES-D scores, which is an objective evaluation of
mental distress. But a sample that has not come forward to seek help for psychological distress
will be considered n01mal to begin with. Thus in such a normal sample especially when the
sample size is large it is justified and feasible to give a self-administered psychological
evaluation measure (that could be subjective) rather than one that needs to be administered by a
health care professional (that could be objective). Some studies had low response rates to their
surveys. Findings from such studies were generalised with caution as there was a possibility that
the sample would not be entirely representative of the population. In studies that asked questions
about various predictors of mental health and health service utilisation, it is likely that there was
an over-emphasis on the cultural dimension. Literature reviews formed the basis of cultural
explanation for many things but there was a possibility for over-interpretation too. Another
question was whether there was a fundamental difference in the baseline characteristics of the
groups that were being compared. The migrant group, by the very nature of their choice to
migrate, indicated that it had a different personality makeup when compared with the local
comparison group that had decided not to migrate and stay back. Also there could be a difference
in the socio-economic background of the two groups in comparison, especially when considering
students who can afford to study abroad. Most of these studies were conducted in the USA and
UK. I would express a certain reservation in completely generalising all the findings from these
studies to the New Zealand scenario. Research in this area is being explored mainly in the N01th
Island in New Zealand and this knowledge gap in reference to the South Island could be filled by
my study at Dunedin, New Zealand. The last issue of concern to me is the implied assumption
that accessing mental health services will prove to be beneficial to migrants' psychological wellbeing.

These methodological issues have been taken into consideration for the conduct of my
study. An effort has been made to avoid certain methodological pitfalls, yet a few are likely to
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persist in the end. Implications of a few of these issues will be discussed in conjunction with the
findings of my study at a later stage.
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CHAPTER THREE: METHODS

3.a CHAPTERINTRODUCTION:

This chapter gives infonnation about how the study was designed, conducted and what
was done with the collected data. The current study was designed to understand the physical and
mental health issues affecting international students from Asian and Middle Eastern countries
enrolled in Health Sciences First Year and Foundation Studies (health science stream), and to
compare them with domestic students enrolled in Health Sciences First Year at the University of
Otago. It also sought to observe whether there was a difference between the two groups of
students in the use of and satisfaction with health and related support services provided by the
University of Otago. The study also sought to understand different help seeking patterns adopted
by the two groups to deal with different difficult situations.

3.b ETHICAL ISSUES:

3.b.l Ethical principles:

The World Medical Association Declaration of Helsinki outlines the basic principles that
guide clinical research. Thus the ethical issues addressed in my study involved the principles of
'autonomy, beneficence, non-malfeasance and justice' (World Medical Association, 2004).

The first principle of 'autonomy or respect for individuals' involves the issue of informed
consent. Study patiicipants were provided with information about the purpose and scope of the
study. The information letter sent to them is attached in the Appendix A Informed consent was
then sought from the study participants. They were asked to return completed questionnaires
only if they consented to patiicipate in this study.

The second principle is of non-malfeasance or doing no hann. This involved safeguarding the
privacy of the study patiicipants and causing no physical or psychological hann to them. The
issue of primary concern here was the confidentiality of the study participants. Appropriate study
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procedures were adopted to ensure this. The University of Otago Academic Services forwarded
the names and category of enrolment (international or domestic) of the students depending on
their fee-paying status, while their semester address were held back. Printed addresses labels
were provided just prior to mailing of the questionnaires and reminders. After sending out the
second reminder, students' names were de-linked from their study numbers and only the study
numbers were retained. For the convenience of administering questionnaires at the University of
Otago Foundation Studies (Foundation Studies), students' names were written on the individual
questionnaires in pencil. Students were asked to erase their names when returning their
completed questionnaires. Students' names from Foundation Studies were retained till the last
response was received and then discarded.

Safety and security of hard and soft copies of the data was the next impotiant issue. Once
received, questionnaires were stored and locked up safely in the Department of Preventive and
Social Medicine at the University of Otago. All data stored on computers did not have names of
the involved students and were protected by encrypted passwords. The only people who had
access to the data were the author, Dr Warwick Brunton and Dr John Docketiy (my supervisors)
and Associate Professor Peter Herbison (my statistical adviser). All computerised data were
backed up on the Dunedin School of Medicine server.

The only concern about the principle of doing no harm to the study participants was the
potential psychological distress that might arise from some questions in the questionnaire; for
example, questions that made the students think about perceived discrimination or imagine a
situation of physical or sexual assault (help-seeking scenario) and to think about the presence of
parental pressure, but these questions were worded in a manner as not to cause psychological
distress to the students. The questions about the barriers to making friends with students from
different language backgrounds had the potential to introduce a sense of discrimination against
the other group, but were worded in a manner to make the study participants acknowledge and
ponder the issues therein. The issue of cultural offence was of concern when dealing with
questions about gender preference of the health service provider and issues of alcohol drinking.
These were highly sensitive issues, especially for students from Middle Eastern countries and/or
those with a background of Muslim religious faith. Such students were asked to answer questions
about drinking alcohol only if they consumed alcohol.
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The last ethical issue concerned justice or conflict of interest. I am an international student
myself and there was a possibility that my academic status could have biased my conduct or the
analysis of this study. But I have made a very strong, consistent effort to rep01i the findings of
this study in an objective manner.

3.b.2 University of Otago Ethics Committee ethical approval:

Application was made to the University of Otago Ethics Committee and consent was
received in June 2005. The issues outlined above were addressed in that application. Further
consultation was sought on the issue of forwarding students' telephone numbers in case the
response rate for the study was very poor. But the need to make such an application did not arise.

3.b.3 Maori consultation:

Application was made to the Ngai Tahu Research Consultation Committee at the
University of Otago in May 2005. Since the study was conducted in New Zealand, it was
essential that the design and conduct of this study addressed the issues of Tikanga Maori (Maori
customs). Though the study group of main interest was made up of international students, there
was a possibility that random selection of the study patiicipants in the comparison group could
lead to the selection of Maori students. It was appropriate to address the Treaty of W aitangi
principles of 'Participation, Partnership and Protection' and seek Maori consultation for an
ethically appropriate conduct of this study. In August 2005 a verbal 'No objection' response was
received after an arranged meeting with the then Facilitator, Research Maori, Christene Rimene.

3.c STUDYDESIGN:

This was a descriptive study, specifically a cross-sectional survey involving postal
questionnaires.
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3.d DATA COLLECTION-STUDY PARTICIPANTS:

3.d.l Definition of study participants:

Two categories of students are referred to in this study. One group is made up of students
who pay international tuition fees, henceforth referred to as 'International' students. The other
group comprises students who pay local tuition fees and henceforth referred as 'Domestic'
students. The use of the capital 'I' distinguishes these International students in this study from
other international students not included in this study.

3.d.2 Inclusion or exclusion criteria:

The original aim of this study was to compare international students from Asian and
Middle Eastern countries with students paying local tuition fees. But the list of international
students that was received from the University of Otago Academic Services did not specify the
nationality or country of birth of these students. Thus there was no way of identifying
international students who came from Asian and Middle Eastern countries before initiating the
survey. Thus all international students in the Health Sciences First Year were included in this
study.

To be included in the study, the participants had to be enrolled in the following courses in
February 2005:
16

Foundation Year (health science stream) course at the University of Otago, Foundation
Studies and be an international student from an Asian or Middle-Eastern country, OR

16

Health Sciences First Year course at the University of Otago,

All others students enrolled in all other courses at the University of Otago and University of
Otago Foundation Studies were excluded from the study. Some of the students in the above
mentioned courses had transferred to other study courses in the second semester, that is, in July
2005, but they were still included in this study.
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3.d.3 Comparison groups:

The study sample was split into two groups as shown in Table 3.1. The comparative
criterion in allocating students to a particular group was essentially the international or domestic
fee paying status ofthe students.

Table 3.1: Comparison groups in the study 'Health and Support for Students'

International Students

•

•

Enrolled in Foundation Year (health sciepce
stream) at University of Otago Foundation
Studies and from Asian or Middle Eastern
countries paying international student fees

Domestic Students

•

Enrolled in Health Science First
Year course and paying domestic
student fees (random selection)

•

Australian citizens or permanent
residents

Enrolled in Health Science First Year course and
paying international student fees

3.d.4 Source of data and reliabilitv:

The University of Otago Health Sciences Divisional office provided the preliminary
figures giving an idea of the approximate number of students enrolled in Health Sciences First
Year course at the University of Otago in February 2005. The final list of students' names was
obtained from the University of Otago Academic Services and University of Otago Foundation
Studies. These sources of data were very reliable as they were the official University of Otago
student enrolment records.

3.d.5 Sample size calculation:

Depending on the availability and practicality of enrolling students and my interest in
particular student groups, it was decided to include all the students from Health Sciences First
Year and the given list of students from Foundation Studies (health science stream) in this study.
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The choice of the questionnaire was made later and depending on it, the quantitative adequacy of
the available sample was assessed. Sample size calculations were based on an important
difference in the mean SF12-v2 (Short Fonn-12-version 2 which is a quality of life measure
containing 12 questions) scores between the two comparison groups, namely International and
Domestic students, in this study. The population SF12 mean score for New Zealanders was not
known and the group of International students was too diverse to concur on any one value to
represent them all. The SF12 mean score for the US population was 50 with a standard deviation
of 10. This was considered as the representative mean score for the Domestic students. For the
present study a difference of 5 units was considered to be important. The aim wa.<; to achieve a
power of 90 percent for the study with a set at 0.05 (two-sided). The table for calculating sample
size from comparison of two means with groups of equal size indicated that the minimum
number of participants in each group would have to be 85 (Machin and Campbell, 1987).
Anticipating a 70 percent response to the survey, a minimum of 121 students needed to be
included in each group. Because of the availability of a larger number of domestic fee paying
students, double the number of students in the International group was selected to be included in
the Domestic group, which also led to a small increment in the power of this study. Though there
were adequate numbers of students in the International and the Domestic groups for primary
analysis, there was a possibility that in sub-group analyses, adequate numbers might not be
reached to give statistically significant results. This was likely to lead to a possible reduction in
the power of the study at the sub-group analysis stage although this maybe offset by larger
differences between more homogenous groups.

3.d. 6 Random selection of students:

The total number of New Zealand citizens and/or permanent residents enrolled in Health
Sciences First Year in February 2005 was 815. Using a computer program, 396 of these were
randomly selected for inclusion in the study.
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3.e DATA COLLECTION-PROCESS/ CONDUCT OF THE STUDY:

3.e.l Pilot studv:

A draft of the questionnaire was piloted on some intemational students (not intended to
be enrolled in this study). Alison Finigan, (Head, Student Intemational Services) at the
International Office, University of Otago, Suzi Brown (Divisional Manager, Student Services
Foundation Studies) and Margo Winchester (Administrator, Foundation Studies) provided the
required contacts. The criteria for inclusion in the pilot study was that the student should be
enrolled as an intemational student in any course at the University of Otago or Foundation
Studies except in the study courses that were to be included in the actual main study and be from
an Asian or Middle Eastem country. Of the 17 questionnaires that were sent out, 7 were received
back. International students were included to check acceptability of the questionnaire in terms of
ease of understanding the English language used in the questionnaire, the time required for
answering it and to address any other unforeseen cultural or religious issues. Short general
feedback was sought from the students about the questionnaire when they returned it. Minor
changes were made to the questionnaire on the basis of this feedback. Progress of the study is
shown in Table 3.2.
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Table 3.2: Progression of study events
i~·E:V81\i!ffiff:il~'41:~~~'*!ffi!:ii~~~!~1~~WJ;EE~~.lil!Jii)!l~lft1it'IT~li 'ft~i;lYE:~lli-&~1ri~~Ji1!~~~~
6-12
Application to University of Otago
JUNE 2005
Human Ethics Committee and
Maori consultation
Approval from University of Otago
Human Ethics Committee

1---..,....,---:-=--:-:-:-:-:-,-----1

2nd Semester begins

11-17 JUL

Pilot stud

Gary Witte (Manager. Academic
Committees) -Other minor procedural
issues clarified and final approval for
stu from
Final

ethical

approval

for

QUESTIONNAIRES SENT

1st REMINDER

2nd, FINAL REMINDER
1-0
Last day of exams (1-NOV) for 90%of
Health Sciences First Year students
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3.e.2 Progression of Study Events:

As shown in Table 3.2, questionnaires were sent to all 590 participants included in the
study sample on 16 September 2005. Questionnaires were sent by post to their term addresses
along with the introduction letter and a pre-paid return envelope. A few questionnaires were
returned unopened, as the students no longer resided -at the given addresses. When contacted
about such cases, the University of Otago Academic Services Office and the Foundation Studies
provided updated term addresses.

Three weeks after posting the first questionnaire, the first reminder was posted to the
updated term addresses, on 7 October 2005. This envelope contained a reminder letter, the
questionnaire and a pre-paid return envelope. The response rate from the Foundation Studies was
far Jess than that from Health Sciences First Year course students. To increase the poor response
rate from the Foundation Studies, a decision was made to get the staff to give out the
questionnaires to these students during their lectures. The rest of the students from the Health
Sciences First Year course at the University of Otago were then sent the second reminder on the
31 October 2005, so that it reached them all on the 1 November 2005, which was the last day of
second semester exams for around 90 percent of them. Thus, the second reminder was sent three
weeks after posting the first reminder. The envelopes contained only a reminder letter about the
study questionnaire. Responses were awaited after the second reminder all through the months of
November and December 2005. The responses ceased to arrive by the last week of December
2005. A cut-off date of January 2006 was then set for receiving replies when enrolments for the
next academic (2006) year began. Received questionnaires were coded and finally sent off for
data entry in February 2006. The responses at each stage of the study are shown in Table 3.3.
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Table 3.3: Response percentages
Cumulative

response Foundation

International*

Australian

Domestici'

Total

after

Studies(%)

Students (%)

Students (%)

Students (%)

(%)

Questionnaire

38.2

50.7

43.4

46.4

47.0

1st Reminder

40.5

75.5

66.6

67.7

67.8

2nd Reminder

51.3

77.7

62.5

70.8

70.8

*Excludes students enrolled at Foundation Studies
i'Excludes Australian citizens and permanent residents

3.f QUESTIONNAIRE:

The initial ideas for the study were based on interviews conducted with international
students from Asian and Middle Eastern countries, doctors at University of Otago Student Health
Services and suppmi staff at Foundation Studies. These interviews gave a local perspective of
the involved issues. A literature review was then conducted to find standardised international
questionnaires to address the aims and objectives of this study. Some of the questions were
written specifically for this study. My supervisors were very helpful in editing and refining these
questions as well as in writing and suggesting others. The specific details of the questionnaire are
included in Appendix D. The questionnaire comprised 15 pages presented in booklet fotm. It was
made up of seven sections as shown in Table 3.4.
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Table 3.4: Questionnaire outline

Section One

Demography

Section Two

SF12-v2*

Section Three

CAGE Questionnairei"

Section Four

Help and Support seeking patterns

Section Five

Background information+ Student-issues

Section Six

Student Health Services:
Utilisation + Satisfaction

Section Seven

Foundation Studies support services:
Utilisation+ Satisfaction

* SF12-V2 - Short Form Survey 12-version 2 (Ware et al., 1996).
i"(Ewing, 1984)

Different types of answer formats were used throughout the questionnaire. These were
mainly discreet multiple choices, visual analogue scales (VAS) and free text options. VAS was
used to measure the student's general perception about various issues like satisfaction with
Student Health Services, the importance of religion in life and student-issues questions (Section
five of Questionnaire). Details of the contents of the questionnaire are described in Appendix B.
Three international questionnaires used were the SF12-v2, the CAGE questionnaire, the patient's
satisfaction questionnaire (modified with permission from the author Dr Swartzman) and Stress
questions (original source is East Asian Stress Inventory, modified with permission from the
author Dr Chng).

The SF12-v2 is made up of 12 questions that are taken from the SF36 (Short Form 36, a
quality of life questionnaire containing 36 questions). It gives two summary scores. One is the
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Physical Component Summary (PCS) and the other is the Mental Component Summary (MCS)
(Ware eta!., 1995, Ware et al., 1996). The SF12 (which has 12 questions) has been crossvalidated against the SF36 (which has 36 questions). Numerous studies have consistently found a
high correlation between mean physical summary scores and mean mental summary scores of
the SF12 and the SF36 (Gandek eta!., 1998, Hurst et al., 1998, Ware et al., 1996). Even in
follow-up studies, this correlation between the SF12 and the SF36 was maintained (Mi.illerNordhomm et al., 2004). There was a high test-retest correlation for both physical and mental
summary scores (Ware et al., 1996). Apart from the SF36, the SF 12 has also been validated
against EuroQol's EQ-5D (quality of life measure) as well. There was a good correlation
between the two in patients with low back pain (Ijzelenberg and Burdorf, 2004) and also when
tested in the USA general population (Johnson and Coons, 1998 ). Another study that was
important from the point of view of my study was the one conducted by Lam and others in Hong
Kong to check the validity of the SF12 in

th~

Chinese population. The differences obtained

between the Chinese and the standard SF12 scores derived from a comparable US population
was found to be often less than 0.3. This showed that the SF12 could be used effectively and
efficiently even in the Chinese population as a well validated health related quality of life
(HRQOL) measure (Lam et al., 2005). There were no other studies that showed the validation of
the SF12 in the various other sub-groups of the Asian ethnic population and the Middle Eastem
countries that were included in my study. Nevertheless, the SF12 is a brief yet effective
instrument of measuring health status with proven reliability and validity.

The CAGE questionnaire developed by Dr John Ewing in 1970 is a measure of screening
for alcohol dependence in a primary care setting. It is made up of four self-administered
questions. A positive response on two or more questions was predictive of alcohol dependence
(Ewing, 1984). Students were asked to answer it only if they consumed alcohol in the past six
weeks. The CAGE questionnaire was found to have high sensitivity and specificity as seen in
veterans and adult patients (Beresford et al., 1990, Liskow et al., 1995). Cherpitel found that the
CAGE questionnaire was more sensitive than the TWEAK (for diagnosis of alcohol abuse)
questionnaire for males, for the white racial background and for those who had not used the
emergency hospital services or primary care in the past 12 months. He also made a suggestion
that there might be some ethnic differences in predictive power of the instruments and
recommended further research. Nevertheless, the CAGE questionnaire has been suggested as a
useful screening instrument for detecting alcohol dependence in the general population
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(Cherpitel, 1999). No studies have evaluated the usefulness of the CAGE amongst Asian and
Middle Eastern students studying at universities.
The Patient's Satisfaction Questionnaire by Armstrong and Swartzman was modified and
used with permission. The questions test the cognitive satisfaction modified to assess the
students' satisfaction with general and mental health services and have a highly internal
consistency with a Cronbach's alpha=0.88 (Armstrong and Swartzman, 1999). The only change
made in these questions was changing 'Caucasian Canadian doctors' to 'doctors' because of the
ethnically and racially diverse workforce at the Student Health Services at the University of
Otago.

Questions (Q35-37 and Q39-41) about common issues faced by students ideologically
were found to be very similar to the East Asian Student Stress Inventory (BASSI) (Chng et al.,
1998). To generalise the content and make it applicable to non-East Asian and New Zealand
students, the questionnaire was modified accordingly. Consultation and permission was sought
from the primary author of this questionnaire, Dr Chng who agreed to the use of this modified
questionnaire.

3.g DATA MANAGEMENT:

3.g.J Data entry and cleaning:

Returned questionnaires were coded and then checked for consistency of coding
practices. They were then sent off for data entry that was done using the double entry method.
The data file was received in Excel format, and then imported into the SPSS package. Two
independent observers crosschecked the data for any abnormal responses, discrepancies or
mismatch between responses and missing data.

3.g.2 Missing data

Original paper surveys were re-consulted for checking up the missing data. Any flaw in
the design of the questionnaire that could account for certain missing data was considered as
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well. Responses confirmed as being truly missing were coded (in the coding phase and in the
pre-analysis phase) to be distinctly different from negative answers (except Ql5). Data thus
cleaned and ascertained to be accurate were then accepted for statistical analysis. Analysis was
done using SPSS and STATA.

3.h DATA ANALYSIS:

3.h.l Classification of students:
The aim of this study was to compare two groups of students. One group comprised
students paying domestic tuition fees and the other paying international tuition fees (ideally from
Asian or Middle-Eastern countries). The list of international students that was received from the
University of Otago Academic Services did not specify the nationality or country of bilth of
these students. Thus there was no way of identifying international students who came from Asian
and Middle-Eastern countries before initialising the survey. Questionnaires were thus sent to all
international students in the Health Sciences First Year. The Foundation Studies database was
able to identify international students from Asian and Middle-Eastern countries who were
enrolled with them. Examination of the nationality and country of birth of international students
who had responded to the survey revealed that most were from Asian and Middle Eastern
countries. A very small number came from Pacific Islands, the United Kingdom, North America,
Europe and other regions. Their small numbers were unlikely to make a statistically significant
difference to the results if they were combined with international students from Asian and
Middle Eastern countries. Nor were there enough numbers to form a separate group. Thus at the
primary analysis stage, the group 'International' now included international students from all
different nationalities and countries of birth. Further detailed numbers are included in Chapter
Four (Tables 4.6 and 4.7). Further sub-group analysis was conducted by classifying students
according to their nationalities into regions. For some variables, the regions did not have enough
responses; in such situations the computer program automatically discarded that particular region
from the statistical analysis.
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3.h.2 Confounders:

In an attempt to try and state with maximum possible accuracy the relationship between

the variables, it was essential to rule out some factors that were likely to influence this
relationship. These factors were likely to be linked to the variables (construed as part of the
ecological theory and ascertained from the literature in some instances) without being causal in
nature for either of them. All factors that were likely to be confounders for the particular variable
. considered were simultaneously entered into the regression model for statistical analysis. One
factor was removed each time and the change in the statistical relationship between the two
variables under consideration was scrutinised. Any change of more than 10 percent in the
estimate was considered as adequate evidence for a factor to qualify as a confounder. For each
different set of variables, a different set of probable confounders was considered.

3.h.3 Means:

Mean scores were calculated for all continuous data from Visual Analogue Scales and for
the 'number of times' of having visited Student Health Services. Standard deviations of the mean
scores gave the spread and distribution of data for each valiable. Initially a comparison was
drawn between two groups, namely the International and Domestic. Since these groups were
independent of each other, a Student's independent-sample t test was performed to check for any
statistically significant difference between the two groups. The difference of means between the
two groups was checked and results reported with the 95 percent confidence interval of the
difference of means. A 95 percent confidence interval gave an estimate of the location of the
population (true) difference of means based on this study sample data. If the 95 percent
confidence interval did not contain the no-effect value, it meant that any difference in the means
of these two groups was unlikely to be due to chance. All independent-sample t tests were redone
after adjusting for relevant confounding factors.

3.h.4 Analysis of variance:

As a part of sub-group analysis students in the International group were divided into
regions depending on their nationality. The analysis of variance (ANOV A) was then used to
compare the difference between these various regions. The statistically significant difference in
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the means was reported along with the 95 percent confidence interval of the difference of means.
Only those ANOVA results that showed statistically significant results were redone after
adjusting for relevant confounding factors.

3.h.5 Free text data:

There were four questions for which the students entered free text. Since this entire study
was predominantly designed and executed with the aim of finally analysing data by quantitative
methods, it was not pragmatic to conduct a qualitative analysis of all free text data. Also the free
text questions were not designed in the ideal manner as required of a thorough qualitative
analysis study. Thus all free text data was subjected to a very simple thematic analysis. Recurrent
thematic categories were sought for in the available data. The categories were then checked for
internal and external homogeneity. The categories were scrutinised to explore for any
overlapping of themes between the different categories, any linkages across categories and
emergent new themes. The classification of these thematic categories was scrutinised and
responses coded again by another independent observer. These themes were then interpreted
according to current ecological knowledge about the subject matter.
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CHAPTER FOUR: RESULTS

4.a CHAPTER INTRODUCTION:
This chapter gives comparative information first between International and Domestic
students and then between the different regions. It includes demographics, students' SF12 scores,
cultural and gender preference for a health provider, utilisation of Student Health Services
(SHS), satisfaction with services at SHS, problems faced by students, their help seeking pattems
in difficult situations, friendship patterns, the CAGE questionnaire, and free text answers.

4.b RESPONSE RATE:

Table 4.1 shows the response rates to the survey questionnaires of different groups of
students. Additional subgroups such as Foundation Year, and Australian students are mentioned
here. The response rate after sending out the questionnaires was highest (50.7%) among
International students from Health Sciences First Year (HSFY) and the lowest (38.2%) among
International students from Foundation Year. After sending the second reminder there was a
similar increase in response rates of 2 I -25% among HSFY students across its three sub-groups.
There was a paltry increase of 2.3% in the response rate from Foundation Year students. For the
Foundation Year group, questionnaires were then given out in person to the students by the staff.
This led to an increase of 10.8% in the response rate from the Foundation Year, taking their final
tally to 5 I .3%. The second reminder brought about a very small increase in the response rate
from HSFY students. The final response rate from the entire study sample to this survey was
70.8%.
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Table 4.1: Response rate to questionnaires in the study sample

Questionnaires sent

Foundation
Year
International
37

Health Sciences First Year

All

International
135

Domestic*
418

Total
590

Response after
Questionnaire
I sr Reminder
2nd Reminder

13 (38.2)

67 (50.7)

193(46.1)

273 (47.0)

15(40.5)

I02 (75.5)

282 (67.4)

400 (67.7)

19 (51.3)

105 (77.7)

294 (70.3)

418 (70.8)

% Increase after

I st Reminder
2nd Reminder

2.3

24.8

21.3

20.7

10.8

2.7

2.9

3.1

*New Zealand citizens or permanent residents and Australian citizens or permanent
residents.

4.c DEMOGRAPHICS:

4.c.J Age, Sex, Years lived in New Zealand:
Table 4.2a shows the demographic characteristics of the study participants. There
was a small difference in the mean age of the two groups. The International students were
slightly older (mean age I9.6 years) than the Domestic students (mean age 8.7 years). The sex
distribution ofthe study sample as shown in Table 4.2b predominantly consisted of women (677I %) in both groups.

Table 4.2c shows the number of years that each student had lived in New Zealand.
International students had spent a mean number of I.8 years in New Zealand. The mean number
of years that Domestic students had lived in New Zealand was 15.8 years. This number was less
than their mean age and could be attributable to the inclusion of certain groups of students in this
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group. These were students who had not been born in New Zealand but had lived here for
variable periods of time and had acquired permanent residency or New Zealand citizenship. This
group also included students from Australia who were eligible to pay domestic tuition fees at
New Zealand educational institutions.

Table 4.2: Age, sex and duration of residence in New Zealand for International
and Domestic students

Range in years
Mean
Std Deviation

International

Domestic

17-23
19.6
1.2

16-54
18.7
2.6

N(%)
N( %)

209 (71.1 )
85 (28.9)

Range in years
Mean
Std Deviation

4.c.2 Nationality, Country of birth and Ethnicity;

Most of the International students were from Asian and Middle-Eastern countries. There
was variety in the ethnic composition of International students. There was an almost complete
match between nationality and country of birth of birth for International students. But there was a
considerable mi smatch between nationality and country of birth for Domestic students. One of
the many reasons for this could be that some of the students were born overseas but had moved
to New Zealand. Another reason might be that some of the students who were born in New
Zealand did not report their nationality. A quarter of the Domestic students reported non-New
Zealand European and non-Maori ethnicities.

Table 4.3 shows the nationality of International and Domestic students. The majority of
the study participants in the Intemational group were predominantly from Asian, Middle-Eastern
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countries and Pacific Islands. Few of the Domestic students reported non-New Zealander
nationality. Domestic students who reported their nationality as 'kiwi or European or Caucasian
New Zealander' were categorised as 'New Zealander' .

Table 4.4 shows the country of bi1th of International and Domestic students. Similar to
the results in Table 4.3, this table shows that the countries of birth of International students were
predominantly Asian countries, Middle Eastern countries and Pacific Islands. In the group of
Domestic students, 27 .6 % of students were born outside New Zealand.

Table 4.5 shows the ethnicity of International and Domestic students. The numbers in the
five largest ethnic groups among International Students were Chinese (48), Korean (12), Malay
(12), Indian and Arab (8 each). Amongst the Domestic group, the five largest ethnic groups were

New Zealand European (202), Chinese (30), Maori (17), Indian ( ll) and European/Caucasian
(10). Thus ethnically the Domestic group displayed a distinct diversity, with 25.9% of the
students in this group having non-New Zealand European and non-Maori ethnicities.
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Table 4.3: Nationality of International and Domestic students*
Nationality
Chinese
Korean
Taiwanese
Japanese

International
N
25
15
2
4

Domestic
N
9
4
8
0

Singaporean
Thai
Malaysian
Bmnian
h1donesian
Cambodian
Vietnamese
Philippines

7
2
25
9
1
0
0
0

0
0
0
0
0

Indian
Sri Lankan .
Pakistani

0
0

3
0
0

Iranian
Om ani
Kuwaiti
Saudi Arabian
Jordanian
Palestinian
Syrian
Egyptian

0
5
0
9
0
0
0
0

1
0
0
0
0
1
0
3

Papua New Guinean
Samoan
Fiji Islander
Seychellois
Mauritian
Solomon Islander

I
0
7
8
I
2

0
4
l
0
0
0

New Zealander
Australian

0
0

223
12

USA
British
Netherlands /Dutch
Belgium
Greek
Canadian
German
South African
Ugandan
Zimbabwean
Total

0
1
0
0
0
0

0
2
2
0
I
I

I
0
0
126

3
1
0

* Two students had two nationalities.

282
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Table 4.4: Country of birth oflnternational and Domestic students
International
N
22
14
2
4

Domestic
N
8
5
16
0

Singapore
Thailand
Malaysia
Brunei
Indonesia
Cambodia
Philippines

6
2
25

()

()

2
0
0
I
1

India
Sri Lanka
Pakistan

0
0
1

5
1
0

Iran
Oman
Kuwait
Saudi Arabia
Jordan
Syria
Egypt

0
5

2
0
1
0
1
0
2

Papua New Guinea
Fiji Islands
Seychelles
Mauritius
Solomon Islands

1
7
7
1
2

New Zealand
Australia

0
()

212
15

USA
England
Netherlands
Belgium
Canada
Germany
South Africa
Zimbabwe
Missing values
Total

1
3
0
0

4
2
1

Country of Birth
China
Korea
Taiwan
Japan

8
1
0

()

8
()

1
0

()

0

3

1
2
()

0
0

1

1
1

()

3
2

2
122

1
293

1
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Table 4.5: Ethnicity oflnternational and Domestic students
Ethnicity

Intemational
N
48
12
I
4

Domestic
N
30
6
6
0

Thai
Malay
Vietnamese
Cambodian
Filipino

2
12
0

4
0

Indian
Sri Lankan

Chinese
Korean
Taiwanese
Japanese

Persian
Iranian
Middle-Eastern
Arab
Egyptian

()

1
0

0

1

8
0

11
1

()

0

6
8
0

1
3

Papua New Guinean
Fijian
Seychellois
Melanesian (Solomon
Islander)

I
3
2

0

2

0

New Zealand European
Maori
Cook Island Maori
Niuean
Samoan
Tokelauan

0
0

0

202
17
2
1
4
2

Creole
Jamaican
African
British
Dutch
Greek
European or Caucasian
Other Asian
Mixed/ more than two
Total

2
0
1
1

0
I
2
I

()

4
1

()
()

1

0
2
1
2
124

1

0

10
0
0
293
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One student did not give his ethnicity. The Sino-Chinese student was put into the same category
as Chinese. African and South African ethnicities were grouped as one African ethnicity.

4.c.3 Sub-regional classification:

A comparison of Tables 4.3 and 4.5 shows that there was some mismatch between
reported ethnicity and nationality and/or the country of birth of both groups of students. When
nationality and country of birth were compared, there was a very good match for International
students while there was substantial mismatch within the Domestic group. In the case of
International students only, there was a mismatch between nationality and country of birth for
only 6 students . They are shown in Table 4.6 as follows:

Table 4.6: List of International students with mismatch between nationality and country
of birth
Nationality
Saudi Arabian
Singaporean
Seychellois
Korean
Chinese
Bruneian

Country of birth
Syria
England
USA

England

Ethnicity
Arab
Chinese
Mixed
Korean
Chinese
Chinese

The International group of students was classified according to the CDC classification of
geographic region, in an effort to explore and understand the differences in the responses of
students fro m different regions. Table 4.7 shows the classification of students within the
International group according to region (CDC classification). Details of the countries in each
region are shown in Appendix C. Only 1 student came from South Asia. For purely statistical
reasons this one student was excluded from sub-group analysis.
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Table 4.7: Regional distribution of International students

Region
East Asia
South East Asia
South Asia
Middle East (West Asia)
Pacific Islands
Indian Ocean Islands
Europe
Total
Intemational students (Asian and Middle East
regions only)

International students (N)

44
44
1
14
10
9
3
125

103

4.c.4 Religious background:

Table 4.8 shows the presence and the type of religious faith and its importance for both
International and Domestic students. More International students (80.6%) reported having a
religious faith than Domestic students (53.9%). In the Domestic group, 80.8% of students who
had a religious faith reported having Christian religious faith. In the International group there
was more religiou s diversity. In this group of those who had a religious faith, 48 % were
Christians, 31% Muslims, 14% Buddhists and 5% Hindus. Response to the importance of
religion in both groups showed the results to have a large standard deviation. The overall mean
score for International students ( 16.3) was less than that for Domestic students (28.6), indicating
a higher importance of religion in life for International students than for with Domestic students.
This was statistically significant at p<O.OOl initially, but not after it was adjusted for various
confounding factors.

80

Table 4.8: Religion and its importance for International and Domestic students

International

Domestic

Total

Yes
No
Missing values
Total

100 (80.6)
24 (19.4)
1 (0.01)

158 (53.9)
135 (46.1)

258 (61.9)
159(38.1)
1
(0.2)
418(100)

Christian
Muslim
Buddhist
Hindu
Other
Missing values
Total

48 (48.0)
31 (31.0)
14 (14.0)
5 (5.0)
2 (2.0)
1 (0.1)

126 (80.8)
6 (3.8)
5 (3.2)
9 (5.8)
10 (6.4)
1 (0.00)

174 (67.4)
37 (14 .3)
19 (7.4)
14 (5.4)
12 (4 .7)
2 (0.01)
258 (100)

N (%)

100

159

259 (62.0)

24

135

159 (38.0)

16.3 3 (19.2)

36.04 (28.6)

418 (100)

18.7

37.9

5.9

22.8

28.9

35 .2

22.0

29.1

19.5

33.1

Missing values
N( %)
Total Meant
(SD)
Christian
(Mean)
Muslim
(Mean)
Buddhist
(Mean)
Hindu
(Mean)
Other
(Mean)

* Unadjusted p value <0.00 1, Adjusted p value is <0.001
t Unadjusted p value <0.001, Adjusted p value is 0.32.
Adjusted for age, gender, years lived in NZ and course discontinuation status.

t Ends at the VAS scale for importance of rel igion are marked as:
Extremely important ............ Unimportant
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4.c.5 Professional course application and course continuation:

Table 4.9 shows the number of students who intended to apply for various professional
courses offered at the University of Otago. It was observed that for International students,
medicine was the first preference, followed by dentistry and pharmacy. Domestic students
preferred medicine as their first choice, physiotherapy as their second, followed by a tie between
dentistry and pharmacy. From this particular study sample, the percentage of Domestic students
who did not wish to apply for any professional course was double of that of International
students.

Table 4.9: Number of International and Domestic students intending to apply for
professional courses (health sciences stream)

Course

International
N (%of 124)

Medicine
Dentistry
Physiotherapy
Pharmacy
Med Lab Science
None

72
47
25
48
21
16

(58.1)
(37.9)
(20.2)
(38.7)
(16.9)
(12.9)

Domestic
N
(% of293)
127
71
101
75
31
73

(43.3)
(24.2)
(34.5)
(25.6)
(1 0.6)
(24.9)

Table 4.10 shows the number of HSFY students (International and Domestic) that had
discontinued this course since enrolling in February 2005. The percentages of students who
discontinued the HSFY course after enrolling for it in February 2005 were 20% in the
International group and 25% in the Domestic group.
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Table 4.10: Study course continuation status for International and Domestic students in
Health Sciences First Year

Status

International
N
(%)

Domestic
N
(%)

Total

Active

82 (78.0)

218 (74.1)

300(75.1)

Discontinued

21 (20.0)

76 (25.8)

97 (24.3)

No information

2 (1.0)

0

2 (0.5)

Total

105

294

399*

*

* Does not include 19 students from Foundation Year whose course continuation status was not
known.

4.d SF 12 SCORES:

SF12 is the Short Form 12 questionnaire assessing self-reported health status. It gives two
summary scores, namely Physical Component Summary (PCS) and the Mental Component
Summary (MCS). Statistically there was no difference between International and Domestic
students in the SF12 PCS and MCS scores. There was little difference between the two groups in
the actual mean scores as well. SF12 MCS scores of <30 indicate severe mental distress, while
scores of 30-40 indicate moderate mental distress (Ware et al., 2002). Irrespective of their group
status, more females than males had low (<40) MCS scores. Overall, more than one-third of both
Domestic and International students scored a MCS score below 40. Regional sub-group analysis
showed that around 22 out of 44 students from East Asia scored less than 40 on the SF12 MCS
score.

Primary analysis: Table 4.11 shows the SF12 scores for International and Domestic

students. Statistically there were no significant differences between the two groups for both the
unadjusted and adjusted scores. The mean SF12 PCS score for both the groups was around 54
and the mean SF12 MCS score was around 43 for both groups of students.
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Table 4.11: SF 12 scores for International and Domestic students
Descri,etive Data
SF12 scores
Physical
Component
Summary
(PCS)
Mental
Component
Summary
(MCS)
*Adjusted for

Status

N

Mean

SD

International

124

54.0

6.6 .

Domestic

292

54.6

6.8

Intemational

124

42.5

10.1

Domestic

292

43.3

Unadjusted
Adjusted*
Diff of 95% CI Diff of 95% CI
ofDiff
Mean
Mean
ofDiff
0.6

-0.8 to
2.0

2.9

-2.2 to
6.7

2.3

-1.5 to
3.0

-2.0

-8.4 to
4.5

10.6

age, gender, years lived in NZ, nationality and course discontinuation status.

Sub-group analysis: Table 4.12 shows the SF12 PCS scores in students classified
according to different regions. There were no significant differences between the different
groups in the SF12 PCS scores.

Table 4.12: SF 12 PCS scores according to regions

SF 12 Physical Component Summary*
Regions

Mean

Standard Deviation

N

New Zealand

54.7

6.8

288

East Asia

53.8

7.5

44

South East Asia

54.3

6.8

44

Middle East

53.8

5.5

14

Pacific Islands

52.1

5.7

10

Indian Ocean Islands

55.5

5.0

9

Europe

54.2

4.5

3

Total

54.5

6.8

412

*Unadjusted p value = 0.89

Table 4.13 shows the SF12 MCS scores in students classified according to different regions.
There were no significant differences between the different groups in the SF12 MCS scores.
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Table 4.13: SF 12 MCS* scores according to regions
Regions

Mean

Standard Deviation

N

New Zealand

43.3

10.6

288

East Asia

40.2

11.0

44

South East Asia

42.5

10.0

44

Middle East

45.2

6.7

14

Pacific Islands

45.3

7.4

10

Indian Ocean Islands

45.9

12.7

9

Europe

43.6

8.5

3

Total

43.1

10.5

412

*Unadjusted p value =0.49

Primary analysis: A MCS score of <30 indicates severe mental distress, while a score of
30-40 indicates moderate mental distress (Ware et al., 2002). Table 4.14 shows the SF12 MCS
scores classified by student status and gender into various score intervals. Overall more females
than males had <30 for their SF12 MCS scores. Amongst International students, the percentage
of females scoring <30 was twice that of males, while in the Domestic group, the number of
females scoring <30 was four times that of the males. The percentages of students scoring
between 31-40 on the SF12 MCS score were comparable across gender and student status
groups. Of the entire study sample, 11.5% scored <30 while 24.4% scored between 31-40 on the
SF12 MCS scores. Any scores in both these SF12 MCS score categories indicated moderate to
severe mental distress. Overall 37.0% of International and 35.6% of Domestic students scored
below 40 on the SF12 MCS.
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Table 4.14: SF 12 MCS scores of International and Domestic students according to
gender

SF12MCS
scores

Male

Female

N (%)

N(%)

lntemational

Domestic

Total

International

Domestic

Total

<30

3
(7.3)

3
(3.5)

6
(4.8)

12
(14.5)

30
(14.5)

42
(14.5)

31-40

11
(26.8)

20
(23.5)

. 31
(24.6)

20
(24.1)

51
(24.6)

71
(25.5)

41-45

5
(12.2)

12
(14.1)

17
(13.5)

15
(18.1)

30
(14.5)

45
(15.5)

46-50

14
(34.1)

18
(21.2)

32
(25.4)

15
(18.1)

41
(19.8)

56
(19.3)

51-55

5
(12.2)

15
(17.6)

20
(15.9)

15
(18.1)

35
(16.9)

50
(17.2)

55+

3
(7.3)

17
(20.0)

20
(15.9)

6
(7.2)

20
(9.7)

26
(9.0)

41
(100)

85
(100)

126
(100)

83
(100)

207
(100)

290
(100)

Total

Sub group analysis: Table 4.15 shows the distribution of SF12 MCS scores according

to regions in the MCS score intervals of <30 and 31-40. Even in the regional classification, more
females scored very low (<30) on the SF12 MCS compared with their male counterparts from
the same region. Observation of the regional classification shows that approximately 30%
students from each region had low (< 40) SF 12 MCS scores, the only exception being East Asia
(China, Korea, Taiwan, Japan). Interestingly, 22 out of 44 students from the East Asian region
showed SF12 MCS scores indicative of moderate (31-40 SF12 MCS score) to severe (<30 SF12
MCS score) mental distress.

Table 4.15: SF 12 MCS scores (less than 40) according to gender and regions

SF12MCS
scores

New Zealand

East Asia

< 30

2
(2.4)

0

31- 40

20
(24.1)

5
(41.7)

South East
Asia

Middle East

Pacific Islands

Ind ian Ocean
Islands

3
(23 .1 )

0

0

0

5
(4.1)

1
(7.7)

2
(22.2)

1

(33.3)

1
(50)

30
(24.6)

Total

00
0\

< 30

30
(14.6)

(25.0)

3
(9 .6)

0

0

1
(14.3)

31-40

50
(24.4)

9
(22.6)

7
(22.6)

2
(40.0)

2
(28.6)

0

8

42
(14.5)
71

(24.5)
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4.e UTILISATION OF STUDENT HEALTH SERVICES:

Primary analysis: Table 4.16 shows the utilisation of general Student Health Services
(SHS) by International and Domestic students. Almost 79% of International students and 84.3%
of Domestic students had visited the SHS. Unadjusted results comparing the two groups did not
show any statistically significant difference between the two groups. The adjusted results showed
a statistically significant (p=0.04) difference in utilisation of general SHS between the two
groups. This difference, however, was very small.

Table 4.16: Utilisation of general Student Health Services by International and
Domestic students
Status

No
N(%)

Yes
N (%)

International

26 (21.1)

97 (78.9)

Total

Unadjusted Adjusted
P value*
P value

123

Visited SHS

0.17
Domestic

46 (15.7)

248
(84.3)

0.04

294

*Adjusted for age, gender, years lived in NZ, nationality and course discontinuation status.

Sub-group analysis: Table 4.17 shows the utilisation of General SHS according to
regions. There was a statistically significant difference between students from various regions in
having visited the SHS. Only 63.6% students from East Asia reported having visited the SHS
(which was the lowest among all sub-groups) while 84.1% of those from New Zealand had
visited the SHS.
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Table 4.17: Utilisation of general Student Health Services according to region
Visited Student Health Services*
Yes

No

N(%)

N(%)

New Zealand

244 (84.1)

46 (56.9)

290

East Asia

28 (63.6)

16(36.4)

44

South East Asia

40 (93.0)

3 (7.0)

43

Middle East

11 (78.7)

3 (21.4)

14

Pacific Islands

8 (80.0)

2 (20.0)

10

Indian Ocean Islands

7 (77.8)

2 (22.2)

9

Europe

3 (1 00)

0

3

341 (82.6)

72 (17.4)

412

Regions

Total

Total

*Unadjusted p value= 0.015; Adjusted p value= 0.02
Adjusted for age, gender, years lived in NZ, nationality and course discontinuation status.

Primary analysis: Table 4.18 shows the comparison between the mean number of visits
to SHS by International and Domestic students. There was no statistically significant difference
between International and Domestic students in the number of times that they had visited SHS
either before or after adjusting for confounders.

Table 4.18: Number of visits to Student Health Services by International and
Domestic students
.,

!,;'',

Number of
visits to SHS

Unadjusted
95%
Diff of
Clof
Mean
Diff
0.7

-0.7 to
2.1

Adjusted*
95%
Diff of
CI of
Mean
Diff
2.9

-1.7 to
7.5

tic\
*Adjusted for age, gender, years lived in NZ, nationality and course discontinuation status.
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Table 4.19 shows the utilisation of mental health services at the SHS (mental-SHS) by
International and Domestic students. Very small numbers oflnternational (4.8%) and Domestic
(3.2%) students utilised mental-SHS.

Table 4.19: Utilisation of mental health services at Student Health Services by
International and Domestic students in past 6 months

Yes
No
Missing values
Total

International

Domestic

4 (3.2)
91 (73.4)
29 (23.4)
124 (100)

9 (3.2)
238 (80.9)
47 (15.9)
294 (100)

4.f CULTURAL AND GENDER PREFERENCES OF HEALTH PROVIDERS:
When a comparison was made between International and Domestic students, statistically
there was no difference between the two groups in their cultural or gender preferences of a health
provider and the social stigma associated with mental illness or mental health service utilisation.
Sub-group analysis showed a statistically detectable difference between these sub-groups in their
cultural and gender preference of doctor or counsellor. Students from East Asia were more
conservative in their cultural and gender preference of doctor or counsellor. Students from South
East Asia and Middle East exhibited a strong preference for a health provider of the same
gender. Students from Indian Ocean Islands were most liberal in their cultural and gender
preferences of a health provider, far more so than New Zealand students. There was no
difference between the various regions in associating social stigma with mental illness or mental
health service utilisation.

Primary analysis: Table 4.20 shows the cultural and gender preferences of International
and Domestic students. All students, irrespective of whether they had visited the SHS or not,
answered these questions. International students said that they would prefer a doctor with the
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same cultural background (mean of 45.8) and this was a statistically significant difference from
the Domestic students (mean of 51.8). There was no statistically significant difference between
the two groups in having specific gender preferences for their health providers. Compared with
the mean scores for preferring a doctor of the same gender, there was a 3-4 mm increase in the
mean score for preferring a counsellor of the same gender for both groups. This indicated that
students were more likely to be concerned about their doctor's gender but less concerned about
their counsellor's gender.

Sub-group analysis: Table 4.21 shows the cultural and gender preferences of students
according to region. Students from different regions were significantly different from each other
in their cultural and gender preferences for the doctor and/or counsellor. There was no significant
difference between these groups in the perception of social stigma that was associated with
mental illness or utilisation of mental health services. Students from East Asia reported mean
scores that were lower (more conservative) by around 10 mm than the rest of the students when
indicating their cultural and gender preference for their doctor and counsellor. South East Asian
students' mean score for preferring a doctor or counsellor of their same culture was almost 3.5
mm more (more liberal attitude) than that of New Zealand students, while their mean scores for
preferring a doctor and counsellor of the same gender was 6 mm and 4 mm less (more
conservative attitude) as compared with New Zealand students. Students from the Middle East
had mean scores for gender preference that were around 8 mm less (more conservative) than that
of New Zealand students. There was almost no difference in the mean scores for social stigma
associated with mental illness or mental health service utilisation between the various regions,
where the mean scores for students from the Middle East 5 mm more (more liberal) than that of
New Zealand students. Students from the Indian Ocean islands had very high mean scores for all
these variables. This meant that they were very open-minded about having a health provider of
any gender or cultural background

The following apply to Table 4.20:
*For all these variables, the ends of the VAS are marked as:
(SA) Strongly Agree ........... Strongly Disagree (SDA)
t Adjusted for age, gender, years lived in NZ, nationality and course discontinuation

Table 4.20: Cultural and gender preferences of International and Domestic students for the health services provider
Descriptive Data

Unadjusted

Status

N

Mean

Std
Dev

Doctor/Counsellor' s
culture

International

124

45.8

28.9

SA. ...... SDA*

Domestic

294

51.8

27.5

Doctor' s gender

International

124

35.9.

30.6

SA. ....... SDA*

294

41.0

28.7

Counsellor/Psychiatri International . 124
st' s gender

38.4

29.9

Domestic

SA ........ SDA*

Domestic

294

44.4

28.5

Social stigma
associated with
mental health service

Iriternational · 124

47;3

26.1

usage
·DomestiC
SA. ....... SDA*

294

45.4

24.7.

Adjustedt

Diff
of Mean

95% Clof
Difference

Diff
of Mean

95% CI of
Difference

6.1

0.2 to 11.9

21.0

4.0 to 37.9

5.1

-1.1 to 11.2

5.5

-11.2 to 22.1

6.0

-0.1 to 12.0

4.2

-12.4 to 20.7

-1.9

-7.2 to 3.4

-0.1

-16.2 to 16.0

\0

.......

Table 4.21: Cultural and gender preferences of health service provider according to region

N
Prefer doctor with same
cultural background

SA. ....... SDA*

New
Zealand

East Asia

South East
Asia

Middle
East

Pacific
Islands

Indian
Ocean Is

Europe

Mean (SD)

Mean (SD)

Mean (SD)

Mean (SD)

Mean (SD)

Mean (SD)

Mean (SD)

288

44

44

14

10

9

3

70.0
(29.1)

69.3
(33.3)

51.5
(27.4)

29.4
(21.8)

55.0
(29.6)

45.4
(25.8)

56.7
(27.4)

Pvalue
Unadjusted
(Adjustedt)

Total= 412

<0.001
(<0.001)
\0

Prefer doctor of same sex

SA ........ SDA*

Prefer counsellor of the
same sex

SA. ....... SDA*
Social stigma associated
with mental health
service usage

0.0001
(0.006)

41.0
(28.7)

29.4
(25.9)

34.2
(30.6)

32.7
(23.9)

38.50
(38.7)

80.6
(22.4)

17.3
(16.6)

44.3
(28.4)

31.3
(25.7)

40.5
(32.8)

37.0
(33.3)

39.4
(33.3)

67.0
(32.8)

27.3
(31.0)

0.01
(0.02)

45.2
(24.8)

44.1
(22.7)

46.6
(27.1)

50.1
(35.8)

44.5
(29.1)

64.3
(17.1)

52.7
(10.0)

0.43

SA. ....... SDA*
*For all the above variables, the ends of the VAS are marked as: (SA) Strongly Agree ··-·-·-Strongly Disagree (SDA)
t All above variables are adjusted for age, gender, years lived in NZ, course discontinuation status.

N
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4.g SATISFACTION WITH STUDENT HEALTH SERVICES:

4.g.l Satisfaction with services at SHS:

Primary analysis: Table 4.22 shows the satisfaction of International and Domestic
students with the SHS. There were no statistically significant differences between International
and Domestic students in their satisfaction with health services offered at the SHS. The
differences in the mean scores were all inconsequential.

Sub-group analysis: Table 4.23 shows analysis according to regions. It showed a
statistically significant difference among these regions only on two variables. The first one was
'doctors understand my heath concerns'. When compared with New Zealand students, Middle
Eastern students seemed to agree more (by 5 mm) with this statement while those from South
East Asia and East Asia disagreed with this statement (by 4 mm and 12 mm respectively). The
second variable showing a statistically significant difference was 'generally pleased with the care
at SHS'. Students from East Asia were 13 mm more displeased while those from Middle East
were around 5 mm more pleased with the services at SHS when compared with New Zealand
students. Though there was no statistically significant difference between the groups when it
came to satisfaction with the appointment system at the SHS, students from South East and East
Asia had mean scores that were higher (that is, more displeasure) than that of New Zealand
students by 10 mm and 12 mm respectively. For Table 4.22 the ends of the VAS are marked as:
SA. ....... SDA =Strongly Agree .......... Strongly Disagree.

Table 4.22: Satisfaction of International and Domestic students with general Student Health Services
Unadjusted

Descriptive Data

Doctors understand my
health concems
SA. .... _SDA
I am happy with illness
explanations given by
doctors
SA ..... _ SDA
I am happy with the
doctors' treatment pans
forme
SA ....... SDA

Status

N

Mean

Std
Dev

Intemational

98

27.5

22.3

Domestic

248

24.1

20.0

Intemational

98

26.3

23.3

Domestic

248

25.6

21.0

Intemational

98

27.6

23.9

-Domestic

248

25.1

21.5

Intematiorial

98.

37.3

29.1

Domestic

248

32.8

23.3

Intemational .

98

24.7

19.1

Domestic-.

248

21:3 .

17.5

Find appointment
system convenient
SA ...... -SDA
Generally pleased with
the care at SHS
SA ..... _SDA
.n NZ, nationality and course discontinuation status

Diff
of Mean

95% Clof
Difference

Adjusted*
Diff
of Mean

95% CI of
Difference

-3.4

-8.3 to 1.5

-6.1

-21.9 to 9.5

-0.8

-5.9 to 4.3

0.9

-16.1 to 17.9

-2.5

-7.7 to 2.7

-0.2

-16.9 to 16.6

-4.5

-10.4 to 1.4

-2.8

-22.0 to 16.5

-3.4

-7.6 to 0.8

-3.3

-17.5 to 11.0

1.0

~

Table 4.23: Satisfaction with general Student Health Services according to region

New Zealand

East Asia

South East
Asia

Middle East

Pacific
Islands

Total

Mean (SD)

Mean (SD)

Mean (SD)

Mean (SD)

Mean (SD)

Mean (SD)

N

244

28

41

11

8

332

Doctors understand my
health concerns
SA .. -.. -SDA*

24.0
(20.0)

36.3
(24.2)

27.8
(21.0)

19.3
(26.2)

20.1
(16.5)

25.3
(16.5)

25.5
(21.0)

32.5
(24.3)

26.8
(23.8)

20.3
(27.3)

22.4
(20.3)

26.0
(21.8)

0.5
(0.3)

24.9
(21.5)

35.5
(21.6)

28.2
(25.6)

20.0
(27.3)

25.8
(21.4)

26.1
(22.3)

0.1
(3)

32.7
(23.4)

42.4
(26.6)

40.3
(30.9)

32.8
(36.9)

30.6
(28.3)

34.4
(25.4)

0.2
(0.3)

21.1
(17.5)

34.0
(18.8)

21.8
(20.7)

16.6
(17.2)

21.8
(14.6)

22.2
(18.1)

0.02
(0.02)

I am happy with iiiness
explanations given by
doctors
SA.._.. _SDA*
1 am happy with the
doctors' treatment pans
forme
_c;:A
_c;:nA*
Find appointment system
convenient
SA.._.. _SDA*
Generally pleased with
the care at SHS
SA.._.. _SDA*

* For all the above variables, the ends of the VAS are marked as:

(SA) Strongly Agree . ·-·-·- Strongly Disagree (SDA)
tAll above variables are adjusted for age, gender, years lived in NZ, course discontinuation status.

P values
Unadjusted
(Adjustedt)

0.03
(0.06)

\0
VI
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4.g.2 Course of action if unhappv with SHS:

There was no statistically significant difference between International and Domestic
students in the course of action they were likely to undertake if they were unhappy with the
services at the SHS. Table 4.24 shows the course of action that International and Domestic
students would adopt in such circumstances.

Table 4.24: Course of action by International and Domestic students if unhappy with
the Student Health Services
Action

Status

No
N (%)

Total

Complain

Not use the
service
Use a different
servtce

Not know what
to do
Seek alternative
therapy

Do something
else
Domestic

Unadjusted
P value

Adjusted
P value*

0.27

0.69

0.42

0.13

0.01

0.48

0.04

0.46

0.01

0.13

0.09

<0.001

222

*Adjusted for age, gender, years in NZ, nationality and course discontinuation status.
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4.h ISSUES OF STUDENTS:

Primary analysis: Table 4.25 shows the mean scores for both International and
Domestic students for some of the common issues that they were likely to experience as students.
There was no significant difference between International and Domestic students (unadjusted
and adjusted scores) on issues like feeling homesick, happiness with current accommodation,
worrying about finances, participating in discussions in class, difficulties with teaching methods,
discriminated against by Dunedin residents, and trying to make their family happy and meet all
their expectations.

Sub-group analysis: Table 4.26 shows the mean scores for students classified according
to regions for some of the common issues that they were likely to experience as students.
Regional sub-group analysis showed that students from South East and East Asia had mean
scores that were 10-13 mm higher (more unhappy) than New Zealand student with their current
accommodation. Statistically significant differences were found between various sub-groups in
response to being 'discriminated against by Dunedin residents', 'having difficulties with teaching
methods' and ' make family happy and meet all their expectations'. In response to the question
about being discriminated against, South East Asian students had a mean score that was less by
18 mm (more discriminated) while that for East Asian students was less by 25 mm (more
discriminated) when compared with New Zealand students. In response to difficulties with
teaching methods, students from East Asia and Middle East had mean scores that were lower by
I 0 mm (more difficulties with teaching methods) compared with New Zealand students. When it
came to obliging for familial expectations, those from South East Asia had 10 mm lower mean
scores (felt more obligated), while those from Middle East had 19 mm lower mean scores when
compared with New Zealand students.

Table 4.25: Issues faced by International and Domestic students

Status
Happiness with current
accommodation
Very happy

N

Feel homesick

Std
Dev

Mean

Diff
of Mean

lnte11l,ationaJ ·

-6.7

Very unhappy ~ Domestic.
';Jllte.tnation_~l

·.

W ony about my finances
~~i

Always

Never

,-,..-

3.0

124·. ~

*Adjusted for age, gender, and
years in New Zealand.

-4.1

-17.8 to 9.5

-3 .3 to 9.2

- 1.3

- 18.8 to 16.2

. -6.7to4.8

l6.7

-0.7 to 34.0

5.2

-4.4 to 14.9

:41.5
.,~-30:2
"':"
::
_,.,

•,

.

,~- --

,-,-~

~-

- 1.0

15.0
Never

95 % Clof
Difference

-66.8 -<_30~ 2

Felt discriminated against by
Dunedin residents
Always

-11.5 to- 2.0

Diff
of Mean

'' 27.7

~ome.~tiy _ c-~ 294

Rarely

95 % CI of
Difference

22.:3

.......

Often

Adjusted*

Unadjusted

Descriptive Data

10.1 to 19.9

1.0
00

Table 4.25: Issues faced by International and Domestic students._ continued
Descriptive Data

Status

N

Mean

Unadjusted
Std
Dev

Diff
of Mean

95% CI of
Difference

Adjusted*
Diff
of Mean

95% Ciof
Difference

~:..,

Participate in
discussions in class

·International .
1.9

Always

- 19.4 to 10.5
1.0
1.0

r.--

2.3

-2.7 to 7.3

6.0

-7.5 to 19.5

7.7

3.8 too 11.5

- 1.6

- 12.5 to 9.4

Never

Try to make my family
happy and meet all their
expectations
Always

-4.4

Never

Have difficulties with
teaching methods*
Always

- 3.5 to 7.3

Never

*Adjusted for age, gender,

and years in New Zealand.

Table 4.26: Issues faced by students according to the region

N
Happiness with current
accommodation
Very happy

Rarely

Worry about my finances
Always

Never

Disci-iminated against by
Dunedin residents

Always

East Asia

South East
Asia

Middle
East

Pacific
Islands

Total

Mean (SD)

Mean (SD)

Mean (SD)

Mean (SD)

Mean (SD)

Mean (SD)

290

44

44

14

10

402

24.4
(22.4)

32.9
(25.4)

35.6
(26.0)

27.6
(29.0) .

20.4
(14.5)

26.5
(23.5)

P value
Unadjusted
(Adjusted*)

0.01
(0.7)

,.....
0
0

Very unhappy

Feel homesick
Often

New
Zealand

66.7
(30.3)

66.8
(26.1)

56.6
(29.9)

64.8
(32.4)

74.2
(23.4)

65.7
(29.8)

0.26
(0.4)

40.7
(26.0)

34.3
(29.7)

42.8
(31.8)

53.6
(30.0)

46.9
(31.5)

40.8
(27.4)

0.17

83.9
(21.2)

57.9
(29.2)

65.9
(24.3)

87.5
(17 .9)

78.0
(17.5)

79.0
(24.1)

< 0.001
(<0.001)

Never

*Adjusted for age, gender, and years in New Zealand.

Table 4.26: Issues faced by students according to the region ......continued

N
Participate in discussions in
class
Always

South
East
Asia

Middle
East

Pacific
Islands

Total

P value

Mean
(SD)

Mean
(SD)

Mean
(SD)

Mean
(SD)

Mean
(SD)

Mean
(SD)

Unadjusted
(Adjusted) *

290

44

44

14

10

402

44.3
(26.0)

49.1
(24.0)

46.2
(24.8)

19.1
(19.1)

27.1
(20.2)

43.7
(25.8)

71.2
(23.2)

61.0
(23.8)

73.4
(21.8)

61.3
(32.2)

73.0
(28.3)

70.0
(23.8)

0.04
(0.008)

23.9
(18.1)

20.2
(22.5)

13.6
(12.8)

4.9
(7.0)

18.9
(21.0)

21.6
( 18.4)

<0.001

< 0.001
(0.1)

Never

Try to make my family happy
and meet all their expectations
Always

East
Asia

Never

Have difficulties with te aching
methods
Always

New
Zealand

Never

-*Adjusted for age, gender, and years in New Zealand.

.......
0
.......
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4.i HELP-SEEKING AND FRIENDSHIP PATTERNS:

4.i.l Help-seeking choices in difficult situations:

This section provides information about help-seeking choices in hypothetical situations
and does not measure the actual help sought. All percentages and totals in this section are based
on 415 valid cases and 7 missing cases. Help-seeking choices were ranked according to the
priority in which the students picked them. The tables give the number of students who chose a
particular option after adding all the choices from all four priorities. Some additional tables are
shown where the percentages of the help-seeking choice are highlighted according to the priority
in which they were picked.

Table 4.27 shows the help seeking choices of International and Domestic students when
in educational trouble. With cumulated data, the top choices of help for International students in
the decreasing order were friends (90.2%), teacher (74%), family (61 %), support staff (49.6%)
and God or place of worship (45.5%). For Domestic students the top choices were friends
(89.7%), family (81.2), teacher (74.7%), support staff(54.8%) and boy or girlfriend (27.7%).

Table 4.27: Help-seeking choices oflnternational and Domestic students for
educational trouble
Would seek help from

International
N

Friend
Teacher
Family
Support staff
God/Place of worship
Boy/Girlfriend
Noone
Counsellor
Others
Doctor
Police

111
92
75

61
56
30
30
14

8
5
2

Domestic
%
90.2
74.8

61.0
49.6
45.5
24.4
24.4
11.4
6.5
4.1
1.6

N
262
218
237

160
54
81

69
27
23

10
4

%

89.7
74.7
81.2
54.8
18.5
27.7
24.6
9.2
7.9
3.4
1.4
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Examination of the same choices according to their order of priority showed that
International students picked friends, teachers and God or place of worship as their primary
priorities for help. Support staff and family then emerged as later priorities in help-seeking. The
Domestic students were more likely to seek help from friends and family first and then move on
to seek help from teachers and support staff.

Table 4.28 shows the cumulated choices for seeking help in case of financial trouble. The
order of help seeking for International students was family, friends, God or place of worship, no
one and then support staff. Domestic students showed a more or less similar trend by picking
family, friends, no one, boy or girlfriend and then support staff.

Table 4.28: Help-seeking choices of International and Domestic students for
financial trouble

Would seek help from
Family
Friend
God/Place of worship
Noone
Support staff
Boy/Girlfriend
Counsellor
Others
Teacher
Police

International
N
123
106
53
48
43
41
22
14
5
4

Domestic
%
100
86.2
43.1
39.0
35.0
24.0
17.9
11.4
4.1
3.3

N
289
253
54
162
73
130
34
52
3
3

%
99.0
86.2
18.5
55.5
25.0
44.5
11.6
17.8
1.0
1.0

Table 4.29 shows the help-seeking choices of the two groups when in trouble with the
law or police. Cumulated data showed that International students would prefer to seek help from
family, then friends, police, suppmt staff, a counsellor and the God or place of worship.
Domestic students would rather seek help from friends, then family, boy or girlfriend, police
suppmt staff and counsellor. Examination of these priorities showed a differential trend in helpseeking between the two groups. Domestic students overwhelmingly chose family (66.8%) and
then friends as the top two priorities. Only 35% of International students chose family while
17.5% chose to go to the police. The distinction between help-seeking in the two groups was in
Domestic students showing a delayed choice in picking police as a suppmt option.
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Table 4.29: Help-seeking choices of International and Domestic students for
trouble with law and/or police
Would seek help from
Family
Friend
Police
Support staff
Counsellor
God/Place of worship
Boy/Girlfriend
Noone
Teacher
Others
Doctor

International
N
102
93
62
59
48
44
24
22
13
11
1

Domestic
%
82.9
75.6
50.4
48.0
39.0
35.8
19.5
17.9
10.6
8.9
0.8

N
280
264
102
92
83
57
113
66
14
46
1

%

95.9
90.4
34.9
31.5
28.4
19.5
38.7
22.6
4.8
15.8
0.3

Table 4.30 shows the cumulated help-seeking choices when in trouble with their living
conditions. Both Domestic and International students picked family, friends and support staff as
their top three choices.

Table 4.30: Help-seeking choices of International and Domestic students for
trouble with their living conditions
Would seek help from
Friend
Family
Support staff
Noone
God/Place of worship
Counsellor
Boy/Girlfriend
Others
Teacher
Police
Doctor

International
N
111
100
65
48
42
35
34
15
8
4
0

Domestic
%
90.2
81.3
52.8
39.0
34.1
28.5
27.6
12.2
6.5
3.3
0.0

N
264
278
149
105
50
40
116
64
9
27
6

%

90.4
95.2
51.0
36.0
17.1
13.7
39.7
21.9
3.1
9.2
2.1
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Examination of the help-seeking choices according to their priority showed that
International students picked support staff earlier and to a higher degree than Domestic students.
Almost twice the number of Domestic students picked family as their primary source of help.
God or place of worship again was a prefetTed choice of help of International students far more
and earlier than Domestic students. The category 'Other' included landlord and Residential
Assistants at the halls of residences.

Table 4.31 shows the cumulated help-seeking choices by the two groups when feeling sad
and/or depressed. For both the groups friends and family made it to the top two spots while
counsellor and doctor were at the bottom in the list of preferred choices of help.

Table 4.31: Help-seeking choices oflnternational and Domestic students
when sad and/or depressed
Would seek help from
Friend
Family
God/Place of worship
Boy/Girlfriend
Noone
Support staff
Counsellor
Teacher
Doctor
Others
Police

International
N
121
111
68
45
44
38
35
8
4
2
1

Domestic
%
98.4
90.2
55.3
36.6
35.8
30.9
28.5
6.5
3.3
1.6
0.8

N
277
273
83
134
83
52
154
2
44
6
4

%
95.5
94.1
28.6
46.2
28.6
17.9
53.1
0.7
15.2
2.1
1.4

Tables 4.32 and 4.33 show help seeking choices of International and Domestic students
according to ranked priority. The two groups showed differences. Domestic students
overwhelmingly chose family and friends as their first and second choices of help. International
students were divided equally amongst friends (26%), God or place of worship (24.4%), family
(22.8%) and boy or girlfriend (15.4%) as their first choice for help. Though both groups showed
a substantial delay in picking doctor and/or counsellor, a far greater percentage of Domestic
students picked these options than International students.
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Table 4.32: Priority of help seeking choices of International students if sad and/or
depressed
Priority one

(%)

Priority two

(%) . Priority three (%)

Priority four , (%)".
.

Friend
(26.0)
(24.4)
God*
(22.8)
Family
(15.4)
Bf/Gft
(5.1)
NoOne
Support staff (4.1)
Counsellor
(0.8)
Doctor
(0.8)

(43.1) .
Friend
.(33.3)
Family
(8.1)
God*
Bf/Gft
(8.1)
(4. 1}
NoOne
(1 :6)
Counsellor
.
(0.8)
Teacher

Family
Friend
God*
Bf/Gft
Counsellor
Support staff
Teacher
No One

(27 .5)
(23.3)
(14.2)
(10.8)
(1 0.0)
(9.2)
(2.5)
(2.5)

• . .

: ~·.·

•

·•

,i· ·'

'No-One · _: ·· (26:1)
Support ';tatf.(19 .' &)
Couns~llor , (18.0)
. God* . . .. · (9.9) .
. F,amilY, .-.' .. ~;" :. (8 :·1} .
Friend .·.
· ,(7.2)
Tea6h~r.~- · '· .. /l(3.6).
Doctor
., , (2.7). ':
.Police \.··. ..:/ (o::§))
Others
· :·: · (0~9~

* God or place of worship
t Boyfriend or girlfriend

Table 4.33: Priority of help seeking choices ofDomestic students if sad and/or
depressed
Priority one
Family
Bf/Gft
Friend
God*
NoOne
Counsellor
Doctor
Others

(%)

Priority two · (%)

(43 .8) Friend· ...
(18 .6) .Family
(17.6) Bf/Gft .·.
(10.0) NoOne
(5 .2) God*
(3.4) Counsellor
(0.7) Doctor
(0.7) Others
Support staff
Police

(48 .6) .
(25.7) '
(1 1;6)
(4.2)
q.5)
(3.2)
(1.8)
(0.7)
(0.4)
(0.4) .

Priority three (%)

Prior.i~y

four
·.··'c·:

Friend
Family
Counsellor
Bf/Gft
Support staff
God*
No One
Doctor
Teacher

(%)
r

(26.8)
(18.5) No Qne : ·· {14.9) .
(17.8) Support staff .(13 .0)
:·' (10.3)
(12.7) God*
(6.2) D~ctor :
,(8) t.:)::;
(6.2) F.arriily
.:· ,:~~:~), ·
(6.2) ·FrieiJ.d:;
($:3S•
(5.4) BfJGt'f ' ·; ...,. (4.6)j,
(0.4) · Poli~~ :.. ': :..
.others .. :, · · .,td:s) ;
T·eacher: , ·.,. ·.. :coA) .

.'(l ::ir

* God or place of worship
t Boyfriend or girlfriend
Table 4.34 shows the cumulative figures for choices of help if physically or sexually
assaulted. The police emerged as the most popular choice of help for both groups of students but
family and friends were next. Both groups picked doctor as a choice of secondary or lesser
priority. International students picked their families to a lesser extent and God or place of
worship to a higher extent as their primary source of help when compared with Domestic
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students. For International students, a counsellor and support staff emerged as choices of help a
little earlier as well than Domestic students.

Table 4.34: Help-seeking choices oflnternational and Domestic students if
physically or sexually assaulted
Would seek help from
Police
Friend
Family
Support staff
Counsellor
God/Place of worship
Doctor
Boy/Girlfriend
Noone
Teacher
Others

Domestic

International
N
91
91
74
53
48
41
32
24
15
6
2

%
74.0
74.0
60.2
43.1
39.0
33.3
26.0
19.5
12.2
4.9
1.6

N
237
228
250
30
138
43
94
90
29
4
6

%
81.2
78.1
85.6
10.3
47.3
14.7
32.2
30.8
9.9
1.4
2.1

Table 4.35 shows the combined help-seeking choices of both the groups when making
major career decisions. Both the groups concurred in picking family, friends, teacher and a
counsellor as their top choices. The fourth place for International students was taken by God or
place of worship while that for Domestic students was taken by support staff. More than 60% of
Domestic students and 45% of International students picked their family as the first source of
help. One-quarter of International students picked God or place of worship as their first choice of
help. There was a delayed but more or less a similar pattern across both groups in the inclination
to pick a teacher, counsellor and support staff as other sources of help.

108

Table 4.35: Help-seeking choices of International and Domestic students
when making career decisions
Would seek help from

International

N
Family
Friend
Teacher
God/Place of worship
Counsellor
Support staff
Boy/Girlfriend
No one
Others
Doctor
Police
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91
58
54
51
48
28
24
4
1

1

Domestic
%
92.7
74.0
47.2
43.9
41.5
39.0
22.8
19.5
3.3
0.8
0.8

N
279
242
140
55
93
135
94
61
22
4

3

%
95.5
82.9
47.9
18.8
31.8
46.2
32.2
20.9
7.5
1.4
1.0

4.i.2 Friendship patterns:

Table 4.36 shows the friendship choices of International and Domestic students. Around
99% of both Intemational and Domestic students said that they had friends in the same group as
themselves. A higher percentage (81 %) of International students had friends among local or
domestic students than the 66% of Domestic students who said they had friends who were
international students. Table 4.37 shows the friendship patterns of both groups of students. The
option 'Other' refers to friends from Africa and non-Pacific islands. A substantially higher
percentage of International students had friends from Asian, Middle East, Pacific Islands or
Other regions. Domestic students had a substantially higher percentage of friends from the USA,
North America and Australia and only a marginally higher percentage of friends that came from
the UK and Europe when compared with the friendship patterns of International students.
Domestic students went out with other local students more often than with other international
students, while International students went out with other international students from the
University more often than with local students. Intra group analysis shows that International
students went out to a lesser extent with other international students whereas Domestic students
went out with other local students to a far greater extent.
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Table 4.36: Friendship choices oflnternational and Domestic students

Have international friends
(yes)

International

Domestic

123 (99.2)

194 (66.2)

101 (81.5)

292 (99.3)

Have domestic friends (yes)

friends often
38.8 (28.7)
43.5 (28.7)
SA ............... SDA*
Go out with domestic
53.i (30.1)
18.9 (22.7)
friends often
SA ............... SDA*
* Ends of the VAS are represented as (SA) Strongly Agree ............ Strongly Disagree
(SDA).

Table 4.37: Friendship patterns oflnternational and Domestic students
Friends from

USA, North America
UK, Europe
Australia
Asia
Middle East
Pacific Islands
Other

International
N(%)

Domestic
N(%)

25 (20.3)

63 (32.3)

28 (22.8)

47 (24.1)

24 (19.5)

58 (29.7)

117 (95.1)

142 (72.8)

65 (52.8)

48 (24.6)

57 (46.3)

60 (30.8)

15 (12.2)

15 (7.7)
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4.j CAGE QUESTIONNAIRE:

Table 4.38 shows the students' scores on the CAGE questionnaire that is used to detect a
drinking problem. Students were asked to proceed with answering the CAGE questionnaire
" ... only if you drink alcohol". A score of 2 or more on the CAGE questionnaire indicates a
clinically significant alcohol-drinking problem (Ewing, 1984). The score '0' could represent
students who either did not drink alcohol or who failed to answer the question. Almost all of the
international students (91.9%), and only 62.9% of Domestic students scored '0' on the CAGE
questionnaire. More Domestic students (26.9%) scored 2 or more on the CAGE questionnaire
compared with a few (5.6%) of the International students.

Table 4.38: CAGE scores oflnternational and Domestic students

CAGE
Question numbers
answered yes
Yes
0
I

2
3
4
Total

International

Domestic

Total (row)

N(%)
114 (91.9)
3 (2.4)
2(1.6)
3 (2.4)
2 (1.6)
124 (100)

N(%)

N(%)
299 (71.5)
33 (7.9)
29 (6.9)
43 (10.3)
14(3.3)
418 (100)

185 (62.9)
30 (10.2)
27 (9.2)
40(13.6)
12 (4.1)
294(100)
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4.k FOUNDATION STUDIES:

Table 4.39 shows the number of students who had visited the Student Support Officer
(SSO) at the Foundation Studies.

Table 4.39: Frequency of visiting Student Support Officer at Foundation Studies

Number of visits

International

0

1

2

3

4

7

10

11

6

3

6

3

1

1

0

0

0

Total
Domestic
Total

31
5

2

0
8

The number of students who visited the SSO is greater than the number of students
enrolled at the Foundation Studies who were included in this study. It is possible that some of the
students currently enrolled in HSFY were enrolled at Foundation Studies the previous year and
thus had visited the SSO there earlier than asked for in this questionnaire. This could also
account for the 0 number of visits in the past 6 months reported by some students. Table 4.40
shows the satisfaction of students with support services at the Foundation Studies.
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Table 4.40: Satisfaction with support services at Foundation Studies
International
Mean (SD)

Domestic
Mean (SD)

1507 (!409)

1709 (1402)

1806 (2007)

1905 (1707)

5603 (2503)

65.4 (3202)

3802 (2701)

51.6 (3707)

57.1 (2207)

4309 (2308)

2000 (2005)

2708 (18014)

SSO understands my problems

SAOOOOOOoOOSDA*
Pleased with advice from SSO

SA ........ oSDA*
Prefer SSO
background

with

same

cultural

SA ........ oSDA*
Prefer SSO of same gender

SAoooooo .. .SDA*
Social stigma associated with visiting

sso
VEOOOOOOOOOOVct
Generally pleased with quality of
support at Foundation Studies

SAooooooo .. SDA*

*For all the above variables, ends of the VAS are marked as:
(SA) Strongly Agree
Strongly Disagree (SDA)
"!' For this variable, ends of the VAS are marked as:
(VE) Very Embarrassed . 000 0000.o 000 Very Comfortable (VC)
00.00

..

00

00

00

....
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4.! FREE TEXT DATA:
Some questions in the survey allowed the students to give free text answers. Examination
of these responses revealed a few recurring ideas. These were collated and classified into
different categories and sub-categories as explained earlier in Section 3.h.6.

4.1.1 Student Health Services:

Table 4.41 gives the thematic categorisation of responses to opinion about Student Health
Services.

Table 4.41: Student Health Services-thematic categorisation of responses
Category

Sub-Category

Services

Good service
with
Displeasure
appointment
system
Too expensive
Impersonal/ not nice/rude
Impatient/ rushed for time
Wrong diagnosis/do not know what
is wrong with me
Not happy with given treatment

Doctors

Other

International
N
4

Domestic
N
3

7

7

3
1

5

2

8

0

5

5

4
7

4

0

Comments from students about their satisfaction with the Student Health Services (SHS)
could be broadly classified as those concerning the services, those about doctors and some
comments about miscellaneous issues. These were not mutually exclusive categories. Five
students commented that the doctors were very good and so were the services at SHS. Three
international students thought that SHS charges for international students were expensive.
Another issue for few students seemed to be the appointment system. Seven students in each
group were unhappy with the appointment system as shown by comments like "Still have to
make an appointment to see doctor, although the person is very sick. So what's the point of
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seeing the doctor after seven days when your sickness has recovered or become worse" or "Need
more doctors, having to wait 3 or 4 days for an appointment isn't good."

A few comments were made about the doctors being impatient and rushing through with
the consultation. One student wrote, "They don't have enough time to properly explain
medications etc. or answer questions." "They remind us that they are very short on time and
encourage you to keep the visit short." Another can be quoted as, "One doctor seemed impatient
to hear symptoms during an urgent appointment." Some students thought that the some doctors
at SHS were impersonal or not nice. Their comments were, "The doctor I visited was quite harsh
in the way she spoke towards me, this made my experience quite uncomfortable". Some of the
students did not seem to be very happy with the given diagnosis or the prescribed treatment. A
variety of comments emerged like, "They told me I gave a poor effort for something were it was
my best attempt, it was something that was picked up a week later after seeing another doctor",
or "1 have been told the wrong thing and not been given the right medication more than once."
There were some miscellaneous comments like, "1 was in the appointment room for about 30
sec, in order to ask a question only (which I had explained on anival at reception) but still I had
to pay! It was a simple question and I received an answer but not worth payment to be honest (I
suppose that isn't really about the standard of care, however!) Maybe a question service?"

4.!.2 Barriers To Making Friends:

Domestic students were asked "Are there any reasons that could intetfere with making
friends with students from non-English countries?" International students were asked "Are there
any reasons that could interfere with making friends with students from English speaking
countries?" The responses from both Domestic and International students seemed to concur on a
few common themes as shown in Table 4.42.
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Table 4.42: Barriers to making friends from different language backgroundthematic categorisation of responses

Category

Sub-Category

difference/ difficult
to
Communication Language
understand
Cultural difference
Culture
Contact
Personality- shy/unapproachable
Differences in hobbies/activities/
ways of socialising
Stick to their own group
Other

International
N(%)

Domestic

37 (28.9)

126 (42.8)

31 (24.2)
4 (3.1)

56 (19.0)
22 (7.4)

14 (10.9)

38 (12.9)

2(1.6)
8 (6.3)

42 (14.3)
27 (9.2)

N(%)

The responses could be categorised into three main categories as communication
problems, cultural differences and lack of contact between the two groups due to a variety of
reasons. The most common barrier recognised by both groups of students was in the field of
communications and this was brought about by language problems. Proficiency in English
language was mentioned as the most important prerequisite for making friends with people from
different language backgrounds. Inability to speak fluent English, lack of understanding of local
Kiwi slang words, and different accents were reported to be the major deterrents. Some
International students found it difficult to understand local accents and were also aware of their
own poor English language proficiency.

Cultural differences were the next most commonly recognised barrier by both groups of
students. Cultural differences were mentioned or interpreted as different ways of looking at life,
having different priorities in life, different perspectives on life or correct behaviour.

The next category was lack of contact. Some domestic students found that some students
from Non-English speaking countries were shy or unapproachable, especially females coming
from a Muslim religious background. A number of Domestic students observed that students
from Non-English speaking countries tend to stick with and move around in groups that
comprised people from a similar country, region or language background to their own. Some
students from a Non-English speaking background thought that some "New Zealand students
prefer to mingle amongst themselves." Both these sentiments were aptly described by one
student as "People tend to be more comfortable with their own cliques or groups." Both groups
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recognised that there were differences in hobbies or activities and ways of socialising between
the two groups. A sizeable number of students from Non-English speaking countries mentioned
that partying at the weekend and drinking alcohol was not their ideal concept of socialising.
There were comments like, "Once you make friends with Kiwi people, you have to go clubbing
and get drunk, because it's their way of so called "socialising" which I could not understand."

4.!.3 Teaching Methods:

Interesting answers were received in response to the question "If you have any
difficulties with the teaching methods, can you give an example of these." Responses could be
categorised mainly into those about general issues, the teaching staff and some miscellaneous
comments as shown in Table 4.43. Regarding the general issues that were mentioned, some
students thought that they had to study too much on their own, while some thought the teaching
and exam style was different. This was reported more often by intemational students. Some
students thought that the classes were too big and some found it intimidating to ask questions in
front of such a big class. Others pointed to lack of personal interaction for asking questions and a
lack of options for asking for help. Quite a few students indicated that too much information was
given in a single lecture.

The next set of issues concerned the teaching staff. A number of Intemational students
repotied that they found it hard to understand the lecturers and the use of English language slang
in their teaching. Others thought that the lecturers talked too fast. They elaborated that the
lecturers "went over the difficult bits too quickly, without explaining things thoroughly while
they talked at length about unimportant things." Quite a number of students specified, "what was
taught in class and the given lecture notes did not match." There was a related comment by
students who said that they were "unclear about what is expected of them." Some were led to
say, "Some of the lectures were not well structured/time managed." Some students were candid
about expressing their displeasure about lecturers and/or tutors; one went to the extreme of
saying that some lecturers were like 'natural sedatives'. It is possible that there were no positive
comments, since the question specifically asked about the difficulties with teaching methods.
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Table 4.43: Difficulties with teaching methods-thematic categorisation of
responses
Category

Sub-Category

General

Too much studying on your own
Different teaching/exam style
Big class
Intimidated to ask questions in big
class
Some subjects too rushed/ too much
info in one lecture
Unclear about what is expected
No personal interaction/ cant ask
questions/ no options for help
Not happy with lecturers/tutors
/natural sedatives
Difficult to understand/ use slang
Teach too fast
Go over the difficult bits to quickly/
do not explain things thoroughly
Talk much about unimportant
things
Teachings in class and given notes
do not match
Lectures not well structured /time
managed

4
5

Others

Lecturers

Other
Total

International
N

Domestic
N
2

4

2

10

5

10

4

8

2

11

3

10

7
8

10

2

6

3

13

2

10

6

11

54

112

6
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4.1.4 Discrimination:
Table 4.44 gives a thematic categorisation of the responses to experiences of discrimination.

Table 4.44: Discrimination-thematic categorisation

Category

Verbal abuse

Unfriendly
behaviour
Abusive
actions
Lack of
contact
Other

Total

Sub-Category

Distinct ethnicity content
known
Distinct reason not known
Outsider status
Distinct ethnicity content
known
Distinct reason not known

Miscellaneous
For being Non-drinkers
For being first years/
students

International
N

Domestic
N

9

3

14

2

0

3

8

6

13

6

6

5

2

0

6
0

13
3

0

11

58

52

The question asked was: 'if you think you have been discriminated against, can you give
an example of this?' The first reported form of discrimination was verbal abuse. Some students
explicitly mentioned an ethnic/racial element in such verbal abuse like "There have been
occasions where by remarks such as Asians go home, ? #?*ing Asians, sue against me and trying
to make fun of Asian cultures (e.g. language) especially when Kiwis are drunk". Some others'
comments may have implied an ethnic or racial element but since it was not explicitly
mentioned, they were categorised as verbal abuse-distinct reason not known, like "Sometimes
especially like in the weekend's night some of the Kiwi guys drive cars and shout to us with rude
words." The next category was unfriendly behaviour. This too was fmther sub-classified as that
which had a distinct ethnic or racial content and where the reason was not known. The next
category involved abusive actions. Some of these responses did denote an ethnic or racial
discriminatory intent. Due to their small numbers and the serious harmful implications of such
actions irrespective of their intent, they were all put into the same category. Abusive actions
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ranged from "some European guys purposely blocked our pathway and attempted to prevent us
from walking further for quite some time" or "Once me and my friends was crossing the road
and a car nearly ran over us, he saw us and deliberately sped up and zig-zagged and told us to go
back to our own country" to "I had been thrown eggs on me on the way home twice". It was
observed that irrespective of the International or Domestic student status, students from Asian
ethnicities reported more than 90% of such abusive actions. Two Domestic students reported
being made fun of, and one of them was "punched" for not drinking alcohol at his hall of
residence. Some students reported being stereotyped as 'first years' or young university students.
This was observed when students went flat hunting and when other residents deemed their
partying too noisy. The category 'Other' included responses like "discriminated for wearing
clothes which indicate that you are from outside Dunedin".

4.m SUMMARY OF COMPARATIVE QUANTITATIVE ANALYSIS:

The key points of comparison between International and Domestic students can be
summarised. The overall response to this survey was 70.8%, 72.2% from HSFY students and
51.3% from Foundation Studies. It was slightly higher amongst International students (from
HSFY) than Domestic students. Most of the students were around 17-23 years in this study
sample. Most students in the International group were from Asian and Middle Eastern countries.
A quarter of students from the Domestic group had non-New Zealand European and non-Maori
ethnicities. More than one quarter of the Domestic students was born outside New Zealand but
had later moved here. Two-thirds of this study sample were females. Religion was more
important to International students (irrespective of their religion faith) in their life when
compared with Domestic students.

Though there was no statistically significant difference in the mean SF12 MCS scores
between International and Domestic students, 22 out of 44 students from East Asia scored less
than 40 on the SF12 MCS indicating moderate to severe mental distress. Physically, both groups
of students seemed to be in good health. International students, especially those from East Asia
exhibited slightly less likelihood of visiting the SHS. Intemational students showed a statistically
significant difference in their cultural and gender preference of a health provider. Students from
East Asia showed a stronger preference for a doctor or counsellor from a similar culture, while
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students from Middle East, South East Asia and East Asia showed a stronger preference for a
doctor of the same gender. Students from East Asia showed less satisfaction with general
services at SHS. Those from South East Asia thought that the doctors did not understand their
health concerns far more than was the case for New Zealand students. Comparatively speaking,
students from the Middle East were very pleased with the services at SHS.

Both groups of students were affected by issues of pmiicipation in discussion in class,
homesickness, difficulties with teaching methods, happiness with accommodation, experience
with discrimination, obligation to fulfil familial expectation and financial worries to a similar
extent. Students from South East Asia and East Asia reported far more discrimination. Students
from Middle East and South East Asia felt far more obligated to fulfil familial expectations than
New Zealand students.

Help-seeking choices in various difficult situations showed that both International and
Domestic students preferred to seek help primarily from family and friends. When help was
sought from support systems offered by the University, International students accessed it a step
earlier than Domestic students. But when asked about help-seeking if sad or depressed, a smaller
percentage of International students said they would go to a doctor or counsellor compared with
Domestic students. In this particular situation, fewer International students picked seeking help
from their families compared with the· other difficult situations. Intemational students often
picked God or place of worship as one of the top four sources of help in most situations.

Friendship patterns showed that each group of students had more friends from a similar
background. A mutual comparison showed that a higher percentage of International students had
local students as friends while a lower percentage of Domestic students had international
students among their friends. Overall, International students went out less often with any kind of
friends than Domestic students.

More International students scored a '0' on the CAGE questionnaire than Domestic students.
Seventy-nine out of 109 (72 %) of Domestic who did drink alcohol and 7 out of 10 (70%) of the
b1ternational students who did drink alcohol scored more than two on the CAGE questionnaire,
which indicated a clinically significant drinking problem.
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Overall students who had said they had visited the Student Support Officer at the Foundation
Studies were quite satisfied with the services there.
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CHAPTER FIVE: DISCUSSION

S.a CHAPTER INTRODUCTION:

The results showed that there was no difference between International and Domestic
students in SF12 PCS and MCS scores. Just over one-third of students from both groups had
SF12 MCS scores that indicated moderate to severe mental distress. Around 12 percent of
students in both the groups showed severe mental distress and only 3 percent in both groups
utilised the mental health services at SHS. International students differed from Domestic students
in their cultural and gender preferences for their health provider. Students from Asian and
Middle Eastern countries had more conservative choices. Though there was no difference
between the two groups in their satisfaction with services at SHS, sub-group analysis revealed
that the students from East Asia were generally less pleased with services at SHS. Issues like
homesickness, financial worries, teaching methods, accommodation, perceived discrimination
and feeling obligated to fulfil familial obligations affected both the groups to a similar extent.
International students said they would be far less likely than Domestic students to seek
professional help when sad and/or depressed and they also said they would be less likely to seek
help from family for that, unlike other difficulties that they may face. Friendship patterns of both
groups of students were similar in that they had friends from a similar background as themselves.
Both groups of students recognised cultural difference, lack of proficiency in English language
and differences in hobbies and socialising styles as the main barriers to making friends with
persons of another linguistic background (with reference to English language). Response to the
CAGE questionnaire showed that 7 out of the 10 International students who said they drink
alcohol and 79 out of 109 Domestic students who drink alcohol may have a clinically significant
alcohol problem that warrants attention.

I shall first look at the strengths and the weaknesses of this study. Then I will discuss the
main findings of this study in relation to the proposed hypothesis and also in relation to
information available from published literature.
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S.b STRENGTHS OF THIS STUDY:

All intemational students from the 2005 HSFY course were included in this study.
Selection bias for this group was thus reduced. The overall response rate to this study was 70.8
percent. It was quite representative of the student population in the HSFY course. The response
rate was similar in students from the International and the Domestic groups enrolled in the HSFY
course. Data from 418 students were analysed. There were 124 students in the Intemational
group and 294 students in the Domestic group. There was good (90 percent) power for the
analysis done at this primary level. Almost all of the questionnaires were completely answered.
Data for only one student were missing. A major strength of this study was the presence of an
intemal comparison group from a similar educational environment as the main group of interest.

S.b.l Participation bias:

There was a similar response from both the Intemational (77.7%) and the Domestic groups
(70.3%) of students. Thus the possibility of bias due to differential response rates between these
two groups was reduced. There was an increase in the response rate after sending out the first
reminder. Part of this increase in response rate could be a spill-over effect from the original
questionnaire. The second reminder secured a very paltry increase in the response rate. It reached
the students on the last day of their exams. They might have left town soon afterwards and thus
not bothered to send back the questionnaires. A different time scale for this survey may have
yielded a different response rate.

5.b.2 Information bias:

Reporting bias:

Most of the data asked for in the questionnaire did not require students to recollect any
information from the distant past. The maximum period of recall for some questions was the past
four to six weeks. Thus the possibility of recall bias was greatly reduced. The variables of main
interest to assess the physical and mental health status were measured with the SF12-v2, which is
a well-validated and reliable Health Related Quality of Life measure. Variables assessing
satisfaction with SHS, the modified BASSI and questions about the type and importance of
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religion were modified versions of reliable validated original questionnaires. The same set of
questions was given to all the students, thus reducing measurement bias across the International
and the Domestic groups of students.

Observer bias:

The possibility of bias in the coding process was greatly reduced by presetting of codes
for expected answers with little room for subjective judgement when coding these answers for
the quantitative pmt of the questionnaire. For the free text data, there was a possibility of
observer bias in thematic analysis. An attempt was made to reduce the subjective influence by
recoding of the m1swers and re-evaluation of the emergent categories in the thematic analysis by
an independent observer, Rebecca Lilley (who was not involved in this study).

Confounding Factors:

As suggested from the literature, a number of confounding factors were scrutinised for
this study. Almost all of them were tested for their eligibility as a confounding factor for this
study and adjusted for if required.

S.c WEAKNESSES OF THIS STUDY:

This was a cross-sectional study. Such a study design is not suitable to make any causal
inferences and gives only correlations between the variables under scrutiny. Since it was
measured at only once, the findings were highly influenced by the specific conditions (like the
pre-exam status of these students) related to the variable under scrutiny at that time. Due to the
time constraints, it was not possible to undertake a longitudinal study design for this thesis.

Students in the International group were categorised according to regions for sub-group
analysis. This led to a reduction in the number of students included in each sub-group. Thus there
was a decrease in the power of the study at this level of analysis. The importance of these results
at the sub-group level should be assessed cautiously. The other issues with sub-group analysis
and multiple comparisons will be discussed in section on chance variation (to follow). Results of
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this study cannot be completely generalised to non-exam going and non-university students in
New Zealand. There was a very poor response rate (of 50 percent) from the Foundation Studies,
so the students there were not well represented in this study. I also think that the cognitive
perception of the various sections of the Visual Analogue Scale was likely to differ in every
person and was also likely to be influenced by their cultural background. But this was an
unavoidable weakness

S.c.] Selection bias:

For reasons of confidentiality, the list given by the University of Otago Academic
Services did not specify the nationality or country of bitth of international students. Thus all the
international students in HSFY had to be included. This differed from the original aim of
studying international students from Asian·· and Middle Eastern countries only. Thus an
unavoidable error in correctly identifying the study population (in reference to the originally
stated aims) was made at source. The group 'International' inlcuded students from non-Asian
and non Middle Eastern countries as well.

Based on the literature, it was traditionally assumed that international students from
Asian and Middle Eastern countries would be culturally quite distant from New Zealand culture
and this trans-cultural flight would render them vulnerable to adjustment problems in the society.
Cettain groups within the International group of students were culturally dissimilar from each
other and not equidistant from the host culture, like some other cultures within that same
International group. Thus the parameter of cultural distance as one of the defining factors for the
International group was not equally applicable to all the sub-groups involved. There was a
possibility that the effects that the study was supposed to measure in the International group
might be diluted because of this mixture.

The majority of this study sample was taken from the HSFY course. Students who intend
to study the science courses and get into health science professional courses were likely to be
different from their university peers in other courses. Students who chose to study and live in
Dunedin were likely to have a different mindset compared with students who chose to study and
live in any other cities in New Zealand. (This affects the generalizability of the study findings).
All international students were selected. Domestic fee paying students were randomly selected.
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There was a possibility of an unavoidable systematic error in the random selection of these
particular students from the available list.

S.b.2 Participation bias:

These students were health science students and the survey was about their health and related
issues. It was likely that their particular study course would have led to their greater interest in
the survey and rendered these students more inclined to participate in this study. There was a
possibility that the students who chose to respond to this survey questionnaire were different
from the non-responders. It was possible that those who did not respond had better or poorer
health and different health service utilisation patterns compared with the responders (volunteer
bias). It is likely that the whole group of 'International' students could be basically different from
the 'Domestic' group. Students who choose to travel to a foreign country to study are likely to be
different from the students who choose to stay back in their own country to study.

S.b.3 Observer bias:

Timing of this study was important. Questionnaires were sent out five weeks before the
start of university second semester (final) exams. The response rate and type of responses were
likely to be influenced by the exam-going status of these students. Every attempt was made to
interpret the results with a scientifically sound method but it was possible that some observer
bias may persist when understanding the results from the cultural point of view. My own country
of origin, cultural background and unique understanding of the whole issue cannot be completely
ruled out.

S.b.4 Exposure bias:

International students were assumed to have come to study and live in a socio-cultural
environment that is different from their horne. The extent of this socio-cultural transition was
different for the International and the Domestic groups of students and thus this exposure was
unequally divided between the two groups.
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S.b.S Confounding Factors:

Some other unknown confounding factors may not have been adjusted for and hence the
possibility of a distortion in the measurement of association that would go undetected.
Confounders that were not measured in this study were, individual personality, level of
acculturation among students who were not born or brought up in New Zealand, the concept of
perceived need in terms of health by the students and prior experience with mental health
services. At the study design stage, students in the Domestic group were randomly selected from
the large numbers available in that group. No such random selection was possible in the
International group as all the available students were selected in order to reach adequate sample
size. Thus the systematic etTor in random selection was unequally divided between International
and Domestic groups of students.

5.b.6 Chance:

In some situations, the confidence intervals were very wide and indicated a small sample
size, at the sub-group analysis level. In other situations where the confidence intervals are wide
even with adequate sample size, it indicated that there was wide variation within the sample. In
the presence of numerous multiple comparisons it was normal that 1 in 20 results would be
statistically significant. In this study numerous comparisons were made and some of the results
were statistically significant. No adjustment was made for these multiple comparisons.

S.d DISCUSSION OF DEMOGRAPHICS:

S.d.l Sex:

More than two thirds of the sample comprised females (International and Domestic
students). This could mean that either more females than males returned the survey, or that at
source the Health Sciences First Year (HSFY) has more females than male students. Information
from the Academic Services showed that HSFY comprised 61 and 64 percent of females in the
Domestic and the International groups respectively (Academic Services University of Otago data
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it as more important in their lives compared with Domestic students. International students with
a Muslim faith reported their religion to be very important in their lives, when compared with
Domestic students of Muslim faith. For those Hindu or Buddhist faith there was not much
difference between International and Domestic students. Overall, ilTespective of the religious
faith, International students reported religion to be more important in their lives when compared
with Domestic students.

5.d.5 Choice of professional course:

A higher percentage of International students wanted to pursue professional courses like
medicine, dentistry and pharmacy compared with Domestic students. Most of these International
students were from Asian or Middle Eastern countries. Culturally higher imp01tance is attached
in Asian cultures to education and higher educational competency is expected of children from
such homes (Hofstede, 1997). This familial expectation added to the awareness amongst students
that they are paying high international fees was likely to put additional stress on International
students to perform better academically in order to get into the professional course of their
choice. Slightly more (5 percent) Domestic students discontinued HSFY course after enrolling in
it in February 2005 as compared with International students.

5.e DISCUSSION OF THE MAIN RESULTS:

5.e.l SF scores:

There was statistically no difference between International and Domestic students in
either SF12 PCS or MCS scores. This meant that the physical and mental well-being of both
groups of students was similar. Various studies have used different instruments of measure to
assess the mental health status of the migrant and the local population groups. It was thus
difficult to make a direct comparison between the actual mental health scores across different
studies. There was a general consensus in the studies conducted in the USA and Australia that
migrants had poorer mental health compared with the local host population (Abe and Zane, 1990,
Khavarpour and Risse!, 1997, Lorenzo et al., 2000, Oh et al., 2002). The findings of my study
conflicted with those findings from the USA and Australia. Why was there no difference
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between the mental well-being between the two groups? The most common predictors of mental
health, as discussed in the literature review chapter, were acculturation, younger age, female
gender, years lived in the host country and ethnicity. Differences in the mental health scores or
well-being between the host and the migrant population could often be explained by these
variables in the various studies.

In my study I did not directly measure the acculturation levels of International students. With
widespread globalisation and exposure to westem media through satellite television, these
students may already have been exposed to western cultural values in their home country.
Economic growth, technological advancement, growth in consumerism in developing Asian
economies may have led to a change in lifestyle of these youngsters in their home countries. But
background information about these students' lifestyle was not obtained through this survey and
thus comments about the degree of similarity or dissimilarity between the techno-civic
environment of their home town or city and Dunedin should be made very cautiously. This could
be a cohort effect wherein this particular group of students given their age and exposure to
western media may be quite acculturated to Westem culture to begin with.

The process of acculturation is very dependent on the host community as much as on the
migrant as was mentioned in Chapter two. The conditions faced by a student at University of
Otago are likely to be different from the host environment that a non-student might face in or
outside Dunedin. The point of vantage for Dunedin is its identity as a university town. Dunedin
has grown and prospered in part because of the long presence of the University of Otago here.
There is a huge student population in this city. Most of the students live around the University
campus, while the residential areas for families are located away from the students' residential
areas. International students are more likely to feel at ease with other students of their age when
they move around the University areas and their places of residence. The presence of this large
student community in the city may alter the socio-economic and lifestyle expectations of this
city. It is possible that International students might find Dunedin very easy to adapt to.

The students in Abe and Zane and Lorenzo's study were more or less in the same age range
as my study sample. The participants in the other studies were from a community sample with an
older mean age for the group (Khavarpour and Risse!, 1997, Oh et al., 2002). It is likely that this
younger group, though having lived in New Zealand for only around two years, may be more
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easily adaptable to their new environment than those from the older age group who have lived in
a Western country for around 10 years. I think that young people are more experimental, open to
new ideas and more flexible. After a stressful event, young people are likely to bounce back to
nonnalcy quicker than people from the older age group. Students in both the groups in my study
were in the same age range, thus obliterating any difference in mental health due to the
differential ages.

The other reason for the different results in various studies could be the differential number
of years that migrants have spent in the host country with a mean period of around ten years in
each of these studies as against two years in my study. The students in my sample may still be in
the initial 'honeymoon phase' of migration when they are eager to blend in with the host country
environment.

The study in Sydney, Australia of Iranian migrants showed that 36 percent scored above
threshold scores on the GHQ, thus indicating psychological impairment. A quarter of these
Iranian migrants were students and 66 percent of these students had GHQ scores that indicated
psychological distress (Khavarpour and Risse!, 1997). Compared with the community sample of
Chinese migrants from Auckland (Abbott et al., 1999), a higher percentage of International
students in my study had mental distress. Was it likely that in New Zealand, the migrant Asian
community sample experienced less mental distress than the migrant Asian student population in
general? It is impossible to answer this question at this stage. The similar extent of mental
distress in the International as well as the Domestic students in my study could possibly, in part
be attributed to the university and pre-exam going status of these students at the time of the
survey.

Ethnicity was a predictor of the poor mental health status of migrants when compared with
the local host population (Abe and Zane, 1990). There was substantial heterogeneity within the
International group in my study as against the purely Korean sample in the study by Oh and
others and the purely Iranian sample from Australia (Khavarpour and Risse!, 1997, Oh et al.,
2002). It is possible that people from different ethnicities might react to situations in a different
manner and this might lead to blunting of the effects within the groups. The cultural difference
between the host country and the different ethnicities might be different too, and lead to variable
adaptation. In these various comparative studies, the comparison was drawn with the mental

132
health scores of the host population. This reference mental health status was thus likely to change
depending on the particular host population considered for comparison.

The study by Oh showed that 40 percent of their Korean migrant sample was at risk of
mental disorder on the CES-D measure of depression (Oh et al., 2002). The study from Sydney,
Australia involving Iranian migrants showed that 36 percent had scored above threshold scores
on the GHQ indicating psychological impairment. The general population scores from different
parts of Australia showed such psychological impairment to exist from around 19-30 percent
(Khavarpour and Risse!, 1997). In the study by Abbott and others, of Chinese migrants
(community sample) in Auckland around 19 percent of them showed psychological distress. No
comparable scores from the general population were available in this study (Abbott et al., 1999).
The New Zealand Mental Health survey showed that the prevalence of a mental disorder was 19
percent for 'Others' group which contained the Asian migrant general population (Oakley
Browne et al., 2006). Thus, a lower percentage of migrants in New Zealand showed mental
distress when compared with migrants in other countries.

A quatter of the students from the Domestic group in my study were born outside New
Zealand. There is a possibility that their presence may have diluted the differences between the
two groups. But even after excluding those who were born outside New Zealand, the SF12 MCS
scores of the Domestic group were still not statistically different from the International students.

Ware and others in the book on scoring SF12 have shown that the SF12 MCS can be
considered as a valid measure to distinguish between groups based on psychiatric conditions. A
mean score that is less by 5-9 than the norm indicates a moderate mental distress, while scores
that are lower by 10 indicate severe mental distress (Ware et al., 2002). The South Australian
study ref showed that the mean age and sex adjusted SF12 MCS scores for those who reported a
mental condition in the past 12 months was 41.6 (95%CI= 40.5 to 42.7) (Avery Jet a!., 2004).
Table 4.14 showed that around 12 percent and around 36 percent of students in both the groups
in my study scored below 30 and below 40 respectively on the SF12 MCS score. These scores
indicated that these students were likely to be experiencing severe and moderate mental distress
respectively. The Domestic group was a more homogenous group than the International group in
terms of ethnic diversity. I then looked at the mean SF12 MCS scores in the Domestic group in
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the light of similar results from elsewhere. The scores that I looked at were general population
scores.

Table 5.1: Comparative mental health scores on the SF12 and SF36 in age and sex
matched population in different countries
For 18-24yrs
Males
Females

HSS*
46.3:j:
42.5:j:

NZ- SF36
50.2
46.1

Sth Aus-SF12
53.7
49.4

USA-SF12
49.0
49.0

*Health and Support for Students- current study
t Scores for Domestic students born in NZ only
Sources: (Ministry of Health, 1999, Avery Jet a!., 2004, Ware et al., 2002).

The SF12 MCS and SF36 MCS scores are very comparable. Both male and female
students in the Domestic group in my study had lower SF12 MCS scores than people in similar
age groups. But these comparable samples contained a portion that was non-university going and
non-exam going at the time of the survey. These two variables could account for such low scores
in the Domestic group. The lack of a significant difference between the SF12 MCS scores of
International and Domestic students could also be due to the lower mean scores of the Domestic
students. This is obvious when they are compared with the similar age and gender-matched
samples from elsewhere. I am tempted to speculate here if it is possible that the local population
in New Zealand could be a bit different from the local population in Australia or the USA? Thus
the very reference group in my study that I am comparing the International students with is
different from that in the other studies. This could account for the difference in the results from
my own and other studies.

There is a possibility that most of these International students who predominantly come
from Asian countries may be reluctant in reporting their mental distress. But since their
acculturation levels have not been assessed, no over zealous assumption should be made about
the degree of their adherence to Asian cultural values.

Students who come to study at a Western university are likely to be eager to experience a
new, different socio-cultural environment. The differences that they encounter may be perceived
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as hurdles to be surpassed rather than obstacles that hold you back. The basic mental makeup of
International students and their attitude towards embracing this change in their life may be a
cause of selection bias between these two groups. International students come to study at a
Western university for the sake of education where socio-cultural environmental change is the
most important expected and accepted factor. Domestic students come to a university for
education and they can expect a change in their life that may not be as drastic as it is for
International students. I speculate these students may not be as mentally and emotionally
prepared as the International students, thereby introducing a difference in the baseline mental and
emotional level and/or adaptability between the two groups. Alternatively these young people
may be very similar despite their different origins.

University education and exam stress. both brought about mental health morbidity in
Domestic students (born in NZ) to a similar extent as in International students some of whom are
also burdened by other stressful life changes. What was it that was helping the International
students cope with this additional stress?

5.e.2 Discrimination and SF12 MCS scores:

In my study, mainly students from Asian ethnic backgrounds reported ethnically
motivated discrimination. Sub-group analysis showed that students from East Asia and South
East Asia reported significantly more discrimination compared with other sub-groups. The New
Zealand Health Survey results showed that discrimination was mainly reported by non-European
ethnic groups (Harris et al., 2006). Karlsen and Nazroo and Krieger had earlier showed a
cotTelation between experience of interpersonal racism and poor self-reported health (Karlsen
and Nazroo, 2002, Krieger, 2000). In the study conducted in New Zealand too, Harris and others
had come up with findings that endorsed a similar concept. They showed that 20 percent of
Asians reported racially-motivated verbal attacks ever happening to them and 12 percent
reported these to have occurred in the past 12 months. The odds of experiencing poor selfreported health were greatly increased with reported exposure to various forms of discrimination
(Harris et al., 2006). Racially motivated discrimination was shown to bring about physiological
responses which were quite similar to a stress-induced physiological response (Guyll et al., 2001,
Jones et al., 1996). In my study there was no statistically significant correlation between
discrimination (Q.37 from HSS) and mental distress on the SF12 MCS scale. The number of
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students who reported ethnically motivated discrimination in their free text responses was very
small. Eight students out of 13 in the International group and 2 out of 4 in the Domestic group,
who repmted ethnically motivated discrimination, had SF12 MCS scores less than 40.

5.e.3 Utilisation of SHS:

Comparison of the two groups of students showed that there was a statistically significant
difference (at p=0.04) in their visiting SHS. When the mean number of visits made by each
group was compared, it was observed that there was no statistically significant difference
between the two groups. Thus though Domestic students were slightly more likely to visit the
SHS often, the number of times that Domestic students would visit was not different than
International students.

The study by Balarajan showed that for an age matched group, there was no over
utilisation of outpatient services by Asian migrants. Such utilisation was even more reduced in
the younger age group (Balarajan eta!., 1991). Another study from the UK by Gilliam and others
showed a similar lack of over-utilisation of general health services by Asian migrants (Gilliam et
a!., 1989), but it is important to note that the Indians and Pakistani migrants dominated these
samples from the UK, which was not the case in my study. There was a general lack of literature
concerning the general health service utilisation of international students as most of the I iterature
looked at their mental health services utilisation.

Sub-group analysis in my study showed that there was a statistically significant
difference between the various sub-groups, where a substantially lower percentage of East Asian
students had visited SHS. When compared with New Zealand students, 20 percent fewer students
from East Asia had visited SHS. Gilliam and others had another interesting finding that the
Chinese migrants in their sample chose to stay away from the general health services far more
than the Indian and the Pakistani groups (Gilliam et al., 1989). Another study by Smaje and
Grande in the USA had shown Chinese migrants to under-utilise general health services
compared with their local counterparts (Smaje and Grand, 1997). The study by Zang and others
showed that the Asian students did not report any over utilisation of the physician's services
(Zhang et al., 1998).
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There could be a few likely reasons for this lower utilisation of the SHS by the
International students in my study. International students had reported good physical heath on the
SF12 PCS scale. They may not have required visiting the SHS for physical illnesses often. They
were likely to have good health because of their young age, presumed higher socio-economic
status (for most, though not for all) in their home country and pre-migration compulsory health
check ups that were likely to deter the ones with long standing illnesses (there is no official
pol icy even on the approval of visas to migrants with HIV positive status).

Students in this study were not asked about their knowledge about the availability of the
SHS services. The University of Otago does substantial advertising of the available student
support services. Information about them is made available in the students' orientation pack that
they receive when enrolling for their courses or when getting their university identity cards. The
possibility of difficulty of geographical access to the SHS facility can be ruled out since it is
located centrally on the university campus and it is well connected by public transport services to
various parts of Dunedin, which is a moderately sized town.

Twenty-five percent of International students and 24 percent of Domestic students had
scored between 30-40 on the SF12-MCS scale while 12 percent of International and 11 percent
of Domestic students scored less than 30 on the same scale. These scores indicated that these
students were likely to be suffering from moderate to severe mental distress health respectively
(Ware et al., 2002). Same percentages (3.2 percent) of students from both the groups had
accessed the mental health services at SHS (Mental-SHS). No statistical tests were done to detect
the difference in utilisation of Mentai-SHS since the number who had used these services was
extremely small. The studies by Matsuaka; Zang and others showed under-utilisation of mental
health services by Asian Americans in the USA (Matsuaka et al., 1997, Zhang et al., 1998).
Unlike these two studies, no clinical diagnosis was made about the actual mental health status of
these students in my study. Their self-reported mental health status was indicative of a likelihood
of moderate to severe mental distress. This may require some form of help but may or may not
necessarily wan·ant the need to utilise mental health services.

A number of studies have looked at the willingness to use mental services or ATSPH and
its predictors. My study showed that when compared with Domestic students, far fewer
International students picked mental health professionals as a source of help in the hypothetical
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situation of being sad or depressed. The majority of the International students in my study were
from Asian and Middle Eastern countries. Origin from the Asian continent had emerged as a
predictor of lower ATSPH in the study by Dadfar and Friedlander (Dadfar and Friedlander,
1982). Adherence to Asian cultural identity had emerged as a predictor in the study by Atkinson
and Gim, while more acculturation to the host country's Western culture was found to be an
important predictor of higher ATSPH in many other studies (Atkinson and Gim, 1989, Barry and
Grillo, 2002, Tata and Leong, 1994). Participants in all these US studies were from Asian
countries, mainly China, Japan and Korea. I did not measure the acculturation level in my study,
but students' specific preference for a health provider of similar cultural and the same gender
background showed that they still retained their Asian values. Sheikh and Fumham's study that
found a correlation between Muslin religious faith and lower ATSPH (Sheikh and Furnham,
2000). The International group in my study comprised 25 percent Muslims and this could have
further contributed to their poor willingness to use mental health services.

One of the most common reasons implicated in under-utilisation of mental health services
by Asian migrants in Western countries has been the association of social stigma with mental
illness and thus the reluctance for accessing help for the same. I asked these students how
embarrassed they would feel if people came to know about their utilisation of Mental-SHS
(Refer Question No 30 in HSS). It was interesting to find that though the mean scores of
International students were slightly higher than Domestic students, there was no statistically
significant difference between the two. This meant that International students did not associate
mental illness with social stigma any more than Domestic students. Given that most International
students were from Asian and Middle Eastern countries, this could be a deviation from the
general notion that Asians are likely to associate mental illness with social stigma and imply that
these students were quite acculturated to begin with. Or it could mean that the International
students may not be very dissimilar from other Asians around the world. Instead it could indicate
that the attitude of Domestic students in New Zealand in relation to stigmatisation of mental
illness was quite similar to Asian students.

Another reason for International students to access Mental-SHS less could have been
non-recognition on their part of their mental distress as something that could require help. This
could reflect a cultural difference in what is labelled as mental illness (Sheikh and Furnham,
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2000, Thompson et al., 2002). The current data does not shed any light on this issue though this
view was well endorsed in the literature.

Another finding of special interest to me was the actual utilisation of Mental-SHS by
Domestic students. When asked about their help seeking patterns when sad or depressed,
Domestic students said they were inclined to seek professional help for mental distress much
more readily and to a greater extent than the International students. But this was not reflected in
their actual utilisation of Mental-SHS. This makes me wonder about the actual predictability of
willingness to use health services in determining the actual utilisation of health services.

Timing of this study was a very important consideration, because questionnaires were
given to the students 5 weeks prior to their final exams. It was likely some of these students were
more distressed than others due to the study and exam stress. The questionnaire asked about the
utilisation of Mental-SHS in the past. The escalation of stress and its reflection in SF12 MCS
scores was also likely to be situation specific and related to the exam period only. This could
lead to a mismatch between self-reported mental distress and the extent of utilisation of MentalSHS. Lack of time to visit the Mental-SHS in the pre-exam period could be another reason for
non-utilisation. It is possible that poor mental health in students could deter some from accessing
Mental-SHS.

Further examination of the number of visits to Mental-SHS showed that 4 International
students visited the Mental-SHS. It was interesting to note that of the 3 International students
who visited only once, 2 were from Malaysia while 1 was from China. One Malaysian student
visited 3 times. On the other hand, Domestic students showed a consistency in utilisation of
mental-SHS even over higher (4-10) number of visits to mental-SHS. This was an interesting
piece of information. But the number of visits was very small to comment on the pattern of
utilisation of Mental-SHS by these students.

5.e.4 Satisfaction with SHS:

There was no statistically significant difference between International and Domestic
students, but certain significant differences emerged during the sub-group analysis. Students
from East Asia disagreed more (difference of 12 mm on the VAS when compared with Domestic
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students) with the statement that 'doctors understand my health concerns'. These International
students were generally less pleased with care at the SHS than students from all other subgroups. Students from Middle Eastern countries had exactly opposite views on these two
variables. A study conducted in Canada comprising a community sample of Asians found that
they too were generally less pleased with the health care they received than their local Canadian
counterparts (Armstrong and Swartzman, 1999). Another study by Ngo-Metzger and others
involving a community sample in the USA showed similar results. In both these studies the
Asian patients indicated that the doctors were not able to understand their background or values
and problems (Ngo-Metzger et al., 2004). Free text replies to the question about issues with the
services at SHS in my study brought out similar views from a few international students.

Students in my study were asked about their gender and cultural preferences for their
health provider. International students were significantly different from Domestic students on
this count. Students from East Asia were keener to have a health provider from a similar cultural
and same gender background than New Zealand students. Those from South East Asian and
Middle Eastern countries were keen about the same gender background only. The majority of
students from these countries followed Muslim religious faith and this is very likely to have
influenced such a preference, thus showing that the choices of students from Asian and Middle
Eastern countries were still influenced by their home cultural and religious background.

Amongst all the variables considered to evaluate their satisfaction with SHS, both groups
of students in this study scored with a higher mean on satisfaction with the appointment system
than on any other variable. That means that these students were less happy with the appointment
system at the SHS compared with the other aspects of its services. Though all the students were
less happy with the appointment system, students from South East Asia and East Asia showed
more displeasure (having mean scores higher by 8-10 mm) than New Zealand students. This
could be due to the presence of predominantly privatised health care systems in some countries
of East Asia and most countries of South East Asia (the so called tiger economies) that these
students were likely to have used. Thus they may have found the waiting time at SHS quite
unsettling.
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S.e.S Issues of students:

1) English language difficulties:

Free text responses to difficulties with the teaching methods at the University of Otago
indicated that both, International and Domestic students faced problems in making the
transition to a university level and style of education. Quite a number of Domestic students
thought that there were fewer avenues for interaction with teaching staff to ask questions or
that there were fewer options for help. This could reflect the drastic change in the learning
patterns at school and university and the difficulty that these students were facing in making
this transition. Assuming that most of these International students came from school directly to
the University of Otago, they were likely to face similar educational transition problems as
Domestic students. In my study, students from both the International and the Domestic groups
had recognised cultural differences and lack of English language proficiency as the main
barriers to making friends with students from dissimilar linguistic backgrounds (with reference
to English language). Other studies have indicated that the main issue concerning international
students from non-English speaking countries was lack of proficiency in English language
especially reading, and writing in academic English (Barker et al., 1991, Crano and Crano,
1993, Hellsten, 2002, Novera, 2004, Tseng, 2002, Yeh and Inose, 2002). A higher percentage
of International students complained that the teaching staff taught too fast and used English
slang when teaching. They also thought that the teaching and/or exam style was different. This
showed that International students had to make a transition across a different academic culture
in addition to coping with English language deficiencies. These issues could compound the
problems for students from East Asia and Middle East as seen in their VAS scores for
difficulty with teaching methods. Thus International students from certain regions were likely
to face educational problems. Domestic students rep01ted fewer difficulties with teaching
methods (on the VAS) but they were more articulate about various issues of dissatisfaction
with the teaching methods.
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2) Cultural difference:

The next important issue for students from Asian countries was making a transition
across the cultural difference in the host Western country (Hellsten, 2002, Novera, 2004, Yeh
and Inose, 2002). Students from Asian countries in my study indicated a preference for a health
provider from a similar cultural and/or gender background. This showed how their Asian cultural
and in some cases religious (Muslim religious faith) values have persisted. Students from both
groups recognised the difference in hobbies and ways of socialising amongst different groups of
students. International students recognised a different socio-cultural lifestyle in their local peers
from the host country. I am not in a position to comment (from the results of my study) on the
presence or extent of difficulty that they may face in adapting to this new environment. I can,
however, speculate (on the basis of the literature) that this process of acculturation could have
either positive or negative outcomes for their mental health. There is a definite cultural gap that
these students have to transcend before they blend into the host country environment. This gap is
likely to be felt more by students raised in the Confucian traditions (like students from East Asia)
where every social relation is defined or labelled and there is an expected role for every
individual in that particular relationship (Hwang, 2001, King, 1985). It might be more difficult
for them to understand and adapt to the new social structure or roles in the host Western country.

3) Discrimination:

Some students in my study repotied ethnically motivated discrimination with 17 (13.7
percent) such reports from the International and 9 reports (3 percent) from the Domestic group.
Most of this ethnically motivated perceived discrimination was reported by students from an
Asian ethnic background, irrespective of their International or Domestic student status. Here it is
not possible to comment on the severity and frequency of discrimination that certain groups of
students would have to put up with. Nevertheless, its presence cannot be ignored. It should be
noted that this data about discrimination is also dependent on individual perception. Despite its
subjective nature, because the student perceives it as discrimination, it now becomes a stressor
for that student. Thus, some students from East Asia or South East Asia and/or of Asian ethnic
background were subjected to this extra stressor of ethnically motivated discriminatory
behaviour against them. It was apparently drunk young 'kiwis' in cars on the weekends who
were often implicated in such behaviour. In the study by Abbott and others, fourth-fifths of the
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Chinese migrants in Auckland said they were accepted by Auckland residents (Abbott et a!.,
2000). It is important to note the far higher extent of ethnic diversity in the general population in
Auckland (Statistics New Zealand, Oct 2006) than in Dunedin. Asians constitute 24 percent of
the total population of Auckland city whereas they constitute only 5.3 percent of the total
population of Dunedin city. This ethnic diversity is likely to contribute to greater tolerance and
natural acceptance of a person from a different ethnic background. Alcohol or drug-induced
impulsiveness may have lead to these few episodes of discrimination. There were some other
reports of discrimination against people of Asian ethnic backgrounds in and outside New
Zealand (Harris et a!., 2006). Personal and social issues of conflict were other issues of concern
for migrants that have been noted in the literature (Crano and Crano, 1993, Novera, 2004,
Sandhu and Asrabadi, 1994, Tseng, 2002). A few Domestic students reported being
discriminated against for being first year students at the university.

4) CAGE questionnaire:

On the CAGE questionnaire, 5.6 percent of International students and 27 percent of
Domestic students scored 2 or more, which indicated an alcohol-drinking problem. Of their total
number, 92 percent of International students scored 0 on their CAGE questionnaire. This could
include either those who did not drink alcohol, or missing values, so this result needs to be
interpreted very cautiously. Twenty five percent of the total number of International students
followed the Muslim faith. All International students who professed a Muslim faith repotted it to
be very important in their lives. Thus as a compulsory requisite of their religious faith, they were
extremely unlikely to drink alcohol and this could be the reason for some students who scored 0
on the CAGE questionnaire. Out of the 37 Muslims students (in the whole sample) only 2
answered yes to having consumed alcohol in the past 4 weeks. When elaborating on the barriers
to making friends with students from English speaking countries, quite a number of International
students had mentioned that going out with local students involved drinking or getting drunk and
clubbing. Thus we can assume that quite a number of International students may not like or
prefer to drink alcohol of their own volition as well. Most of the questionnaires were answered
completely and, given the location of the CAGE questions in the early part of the questionnaire,
it was unlikely that all students who did not answer it could have missed it out. In retrospect, the
0 score on the CAGE questionnaire for International students could actually mean that they did
not drink alcohol. Sixty-two percent of Domestic students scored 0 on the CAGE questionnaire.
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This has certain implications for interpreting the percentage of students who have scored 2 or
more on the CAGE questionnaire. It now means that 7 out of the 10 International students who
said they drink alcohol and 79 out of 109 Domestic students who drink alcohol may have a
clinically significant alcohol problem that warrants attention. Other studies who have involved
young university students in New Zealand have indicated a very high prevalence of drinking and
intoxication (Kypri et al., 2002, Kypri et al., 2005). The CAGE questionnaire gives a score based
on the perception of the problem. Will this perception change with each person or his or her
cultural or religious background?

5) Familial expectations:

There was a statistically significant difference between national groups about fulfilling
familial expectations. Students from the Middle East felt most obliged to do so followed by those
from South East Asia. Those from other regions had more or less similar scores to New Zealand
students. The feeling of such an obligation could be embedded in the cultural and religious
values of these students. Another reason could be the educational sponsorship borne by their
families (data from Q47 in HSS) and thus the obligation to live up to familial expectations. I
think that International students who are born and brought up in East Asian countries would be
raised predominantly with the Confucian rather than Western life values. The Confucian
philosophy defines an individual only in terms of his or her relationships with those around.
Filial piety is one of the most fundamental duties as outlined in this philosophy to attain jen
(perfect virtue) (King, 1985). It is surprising that East Asian students did not express a high
obligation to fulfil familial expectations. Maybe they did not think of it as something special but,
rather, as a normal way of life.

6) Help seeking patterns:

Both groups of students in my study indicated a willingness to seek informal help from
their family and friends as the initial source of help in most hypothetical situations of difficulty.
Then depending on the situation, they chose the appropriate professional help. Similar situationspecific professional help-seeking among international students in general was observed in other
New Zealand studies (Ward and Masgoret, 2003). The study involving Chinese and American
students at an American university showed that help-seeking in these students was very situation
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specific (Mau and Jepsen, 1990). But this was a group of graduate students who may have been
more aware of the professional sources of help available at their university and who may have
thought more practically when seeking such help. The students in my sample were younger and
had only recently started living on their own at university. They may have been more likely to
run back to their families for help than the older students of the other study. Yeh and Inose and
the New Zealand Government report about experiences of international students (respectively for
all problems and for emotional problems only) found a similar pattern of seeking social help
rather than professional help (Ward and Masgoret, 2003, Yeh and Inose, 2002).

There were some finer differences in these suppott-seeking patterns according to the
situation at hand. International students were generally seen to access the university support
systems a step earlier than Domestic students. One reason for this could be a sense of
independence that Domestic students might try to establish after coming to study at a university.

Compared with the situations of educational, financial, legal or police and career
decisions, the hypothetical situations of emotional distress or physical or sexual assault have a
very personal detrimental effect. It was in these very two situations that the International students
showed reluctance in seeking help from their families. Students from East Asian countries
brought up in a Confucian tradition are taught to control the self and to be proactive in
overcoming any difficulty by themselves. I will also consider the higher obligation that
International students especially from South East Asia and Middle Eastern countries felt towards
fulfilling familial obligation and the fact that a majority of the International students of Muslim
religious faith also come from these two regions. I wonder if there was not only a cultural value
but an additional religious value too contributed to the shame and sense of irresponsibility
towards care and safety of self that might be associated with emotional and physical or sexual
harm. This could explain the reluctance to seek help from family in such sensitive issues.

The friendship patterns of all the students in my study showed an inclination for friends
from a similar regional and/or ethnic background. This was also observed in the New Zealand
Government report about experiences of international students (Ward and Masgoret, 2003).
Ensel and Lin proposed a theory about the buffering effect of social resources on physical health
(Ensel and Lin, 1991 ). In my study there could be an issue of the impact made by the problems
specific to International students on their mental health and the possibility of the protective effect
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of their friendship patterns. The usefulness of social networking and the protective effect it had
on the mental health of migrants was shown in some other studies as well (Furukawa, 1997, Kuo
and Tsai, 1986).

Another interesting finding was the imp01tance that International students attached to
religion in their life, irrespective of their religious faith. They seemed to choose God or place of
worship as a source of help more often than Domestic students. A similar help-seeking strategy
was observed by Bjork and others (Bjorck et al., Aug 2001). Is it likely that this religiosity and
support from friends from a similar regional or ethnic background buffered the impact of the
socio-cultural and academic transition and the problems that ensued from this transition for these
International students? Catherine Ross observed that people with stronger religious beliefs
(irrespective of their religious faith) had psychological distress to a lesser extent (Ross, 1990).

7) Making friends:

A look at the friendship patterns of Intemational and Domestic students showed that 81
percent of Intemational students had local students as friends while 66 percent of Domestic
students had friends who were international students. This indicated that more Intemational
students had made local friends compared with the number of Domestic students who had made
International friends. It is likely that International students come to a foreign country with an
open-minded attitude eager not only to acquire education but also make new friends and
experience new cultures. It is also possible that it is easier for International students to approach
local students from New Zealand to make friends. The lower percentage of Domestic students
who had international student friends could either mean that fewer Domestic students are
reaching out to be friendly with international students or that they find it difficult to reach out to
international students. In the free text responses about perceived barriers to making friends from
a non-English background, a few Domestic students mentioned that some lntemational students
were very shy and found it difficult to approach them, especially Muslim females. Residence in a
particular hall of residence could also determine the availability of opportunities for making
friends. It is also possible that being tied down to their studies in the HSFY course, these
students might not find the time to make many new friends. International students (in the free
text responses) indicated another important barrier to going out with students from Englishspeaking backgrounds. They hold that local students considered 'going out on weekends',
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'partying', 'getting drunk' and 'clubbing' as their ideal concept of hanging out with friends and
having a good time. Many International students did not endorse these as ways of spending
quality time. This attitude could interfere with Domestic students making international friends.
Mean scores of International students for going out with either local or international friends were
less than those of Domestic students going out with either local or international students. This
indicated that on the whole, International students tended to go out less often than Domestic
students.

Friendship patterns showed that when compared with International students, more
Domestic students had friends from the USA, North America and Australia. More International
students had friends from Asia, Middle East and the Pacific Islands compared with Domestic
students. Similar numbers from both groups had friends from the UK and Europe. One of the
most common barriers to making friends from a different language (i.e., English and NonEnglish) background was English language proficiency. The next barrier was cultural differences
between students, which led to a different outlook towards life. They also had different
personalities, hobbies and concepts of socialising. Considering all these potential barriers, both
groups of students displayed fairly good coverage and a wide variety of friendship patterns.
Similar logic behind friendship patterns was stated by some other studies which showed that
students interacted more with others from a closer cultural background (Leung, 2001, Ward and
Kennedy, 1993).

S.f CONCLUSION:

This whole stoty began with the aim to understand the sojourn of an international student
in a foreign land. Most of the time he or she ended as a success story, but what happened en
route? This thesis was inspired by the desire to understand what happened to such an
international student, how the impact of transition was handled and what were the consequences
for his or her health? My finding was that there was no difference in the physical and mental
well-being of the International and Domestic groups of students. Though both groups enjoyed
good physical health, around I 4 percent from each group displayed SF12 MCS scores indicating
moderate while I I percent displayed SF12 MCS scores indicating severe mental distress.
Around 3 percent of students from each group utilised the Mental-SHS.
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In sub-group analysis, students from South East Asia were less happy with their
accommodation, felt more discriminated against, felt more homesick and more obligated to fulfil
familial expectations than New Zealand students. Eighteen percent of these South East Asian
students displayed SF12 MCS scores indicating moderate mental illness while 13.6 percent
displayed SF12 MCS scores indicating severe mental illness. They visited the SHS slightly more
than the New Zealand students. These South East Asian students showed a keen preference for a
doctor of the same gender. This could reflect a religious value as well, as many of them followed
the Muslim religious faith. South East Asian countries have wide cultural diversity within each
country and this might have accounted for the comparatively more cultural openness and
tolerance that these students displayed. Their familial obligation (and likely reciprocal familial
support), strong religiosity and their tendency to go out and seek help is likely to provide the
social support that may have acted as a buffer against mental distress.

When compared with New Zealand students, students from East Asia were less happy
with their accommodation, worried about their finances, felt more discriminated against and had
problems with the teaching methods at the university. Twenty-two out of 44 of them had SF12
MCS scores less than 40, indicating moderate to severe mental illness. Twenty percent less
students from East Asia visited the SHS when compared with New Zealand students. They
would have preferred a health provider from a similar cultural

background~

They disagreed to a

greater extent that doctors at the SHS understood their health concerns and were generally less
pleased with the services at the SHS than any other sub-group. The lack of exposure to cultural
diversity at home, cultural distance from the host country, Asian plus Confucian values and
perceived social non-acceptance (in form of discrimination) in addition to lack of English
language proficiency may have made the process of adaptation to university life in the foreign
country a little more difficult for these youngsters from East Asia. They were definitely
succumbing under this pressure and not coming forth to seek help for it. In my opinion, the
students from East Asia who are one of the largest group of Asian intemational students to the
University of Otago are the at-risk group for mental illness and poor utilisation of health
services.

Students who used the suppmt services at the Foundation Studies were quite pleased with
it. Overall, students from both Intemational and Domestic groups were troubled with issues of
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homesickness, satisfaction with accommodation, financial pressures, difficulties with teaching
methods and familial obligation to the same extent. All were going through the stress of a similar
pre-exam phase at the time of this survey. Free text responses showed that both groups of
students had trouble adjusting to the level and style of education at university. A few
International students also acknowledged a difference in the academic culture in the host
country, lack of English language proficiency and differences in socio-cultural preferences and
behaviour in the host country. Thus even though they experienced more difficulties, why were
the International students not worse off than the Domestic students? How were some of them
coping with all these changes? Though they were seeking social support from family and friends·
first, they were also seeking the appropriate situation specific professional help in a variety of
situations. The only exceptions to this were emotional problems and hypothetical situations of
physical and sexual assault when they said they would be reluctant to seek help from their
families. They were very reticent in seeking professional help for issues of mental distress too.
Friends and God or place of worship emerged instead as very consistent top sources of help in
most situations of difficulty. Given the wide variety of religious backgrounds of the International
students, the high impmtance of religion in their lives makes me wonder if this religiosity in
addition to the availability of social support added to their resilience. The other way of looking at
this whole issue is to ask why Domestic students were not better off than the International
students. Was the norm for their mental health scores a bit lower than that of the USA population
norm? Did the high number of females in the sample lead to overall lower scores or were they
succumbing to stress a little more? In addition they were just as reticent in actually seeking
professional help for mental distress as their International students counterparts. At this stage I
do not have answers to these questions, as it is beyond the scope of this study.
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S.f RECOMMENDATIONS:

5.[.1 SHS:

The issue: Students' perception of services at the SHS:

Overall the students were quite satisfied with the services at the SHS. Free text responses
showed that a few students from both the groups voiced a few concerns about some services at
SHS. Students from East Asia came across as being more dissatisfied than others with services at
the SHS. They also seemed to feel that the doctors were not able to understand their health
concerns. Students from East and South East Asia also showed a preference for a health provider
from a similar cultural background.

Giving the students a health provider of their perfect cultural match is neither practical nor
ethical, according to the concept of equal opportunities. It therefore seems fair to expect all
health providers to be aware of the cultural background of their patients and their health beliefs,
as these are likely to influence to some extent the manifestation of symptoms (especially for
mental distress) and make diagnosis easier. Health providers can also be expected to be aware of
the cultural expectations of patients about the role of a health provider in the doctor-patient
relationship, the appropriateness of the given treatment from the patient's health belief point of
view, the role of their family and friends, and the trust and confidentiality issues regarding
mental health problems in these students from different cultural backgrounds. The SHS does
promote a few training sessions on these issues but I believe that continuing education will
slowly increase the depth of knowledge about ethnic cultural awareness. It is an added asset that
medical staff is also aware of young age related cultural (youth culture) issues, health beliefs and
styles of expression.

The cmTent staff at the SHS who have appropriate awareness about diverse cultures and experts
can unde1iake this training. All staff at the SHS should be involved in the awareness sessions but
the training should be attuned to the specific role of each categaty of staff. Further increasing the
literature resources at the SHS about youth culture related and ethnic culture related health
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beliefs as well as physical and mental health issues and health service utilisation issues would be
beneficial.

The issue: The appointment system.

Waiting time to get an appointment was another issue of concern for a few students.

This constraint has also been acknowledged by the SHS on their website (Student Health
Services, 2006). The SHS is very aware of this issue and is keen to cut back the long waiting
time in the appointment system. Efforts like recruiting more health personnel and offering
locums have been explored by the SHS administration. Is it possible to predict a seasonal inflow
of patients at the SHS (eg: pre-exam time)? Can looking at the flow-rates from the previous year
do this, and if such has not been done then it would be a good practice to do so in the future. A
general policy to give extra 3-5 minutes of consultation time to students who are visiting the SHS
for the first time is also advised to maintain future compliance on their behalf. Young people
need some time to open up and establish trust with the health provider (like the doctor or
counsellor) they are talking to.

The issue: Utilisation of Mental-SHS.

These students have shown reticence in utilising Mental-SHS.

A way of tackling the reticence shown by these students in utilisation of Mental-SHS is to
introduce them to the Mental-SHS by reaching out to them and putting a face to the services. The
Student Learning Centre conducts workshops that introduce students to the stress related to
exams and thesis writing and the need to seek help for these issues. Attendance at these
workshops is voluntary. The health education nurse at the SHS currently gives a health talk to
students in halls of residences and also participates in training the Residential Assistants. A
health promotion stall is organised in the 'Orientation week' at the beginning of the semesters at
the University of Otago. There are quite a number of students, however, who do not reside at a
hall of residence and may not voluntarily access these health promotion acitivities. I think it
would be beneficial to reach out to this small group of students, so I recommend that the health
education nurse or counsellors address first year students across all courses in the university.
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This is especially the case for the HSFY course as it is academically very demanding: around a
quarter of the students from my sample had SF12 MCS scores that indicated moderate to severe
mental distress around exam time. The talk could be timed to occur a couple of months before
the first semester exams. The talk can cover issues like recognition of mental distress in students,
the frequency of its occurrence, to allay fears about the social stigma associated with it and
clarification of the estimated costs involved if the treatment is conceived to be prolonged. This
exercise will introduce the students to the team involved in mental health care at the SHS.
Alternatively another approach could be tried, where medical students from the Dunedin School
of Medicine could participate in the mental health promotion program as part of their curriculum.
This would save the counsellor or psychiatrist's time as well. Such actual talks by someone from
the medical faculty would help to put a face to the health services and is likely to increase
utilisation of mental health services

Another way of reaching out to these techno-savvy young people would be to develop an
interactive website to reach out to students who are in distress and not easily willing to reach out
for help. Though numerous such websites are already available online otherwise, it is
recommended that one such be managed by the University of Otago.
The students would sign into the website with their student ID and assume a pseudoname online to keep their identity anonymous at the front-end (onscreen) on the website. It
would still be possible keep a track (since they will have logged in with their students ID) of
students who display progressively deteriorating mental health. In this way students could seek
help anonymously (true identity will not be revealed at the front-end on the website) and come
out with issues after watching others (under different pseudo-names) do so. Iftheir mental health
is observed to deteriorate over time, then such students can be advised to seek help from mental
health professionals. h1 the mean time, through the numerous dialogues on the website, trust is
likely to be established. This should help to reduce the reluctance by students to seek
professional help for mental distress. This will also filter out the students who are likely to access
the SHS for minor care for mental distress and will thus help to reduce the load on the SHS.

I thus recommend setting up an interactive website (conjointly by the SHS and the
OUSA) for help-seeking by students at the University of Otago. The SHS website already
provides health promotion advice about safe sex, sexually transmitted diseases, alcohol,
smoking, illicit drug use. But it is strongly advised that the suggested website be essentially
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interactive with a 'talk forum' kind of set-up. The interactive framework of the website and
content presentation should be designed in conjunction with a representative sample of the
University of Otago student population or with advise from the young brains at the OUSA to
make it more appealing and more user friendly to the young people.

A recent personal communication with Dr Nada Raja at the Injury Prevention and
Research Unit at the University of Otago brought to my notice an ongoing project to assess the
effectiveness of online intervention (in a randomised controlled trial) as a patt of the National
Depression Initiative in New Zealand. Another PHO initiative to provide online help for mental
illness covering some districts in the North Island can be found on webhealth.co.nz website.

Further research avenues:

A lot of information is available about the predictors of the mental health and the utilisation
of mental health services of migrants from Asians countries. But there is a lack of complete
understanding of similar issues for young people attending universities in New Zealand. It is also
likely that university attendance may place these young people in a unique life situation. Thus I
recommend further research to explore the predictors of mental health and the utilisation of
mental health services by local (New Zealand) university students. Findings from such research
could be compared with the findings of the New Zealand Mental Health Survey to assess the
effect of university level education and university lifestyle on the lives of young peoples. A
multi-centric study in different university-cities in New Zealand would gauge the influence of
location as well.

I strongly recommend a further detailed study be undertaken to evaluate the quality of
services at the SHS. This could involve a quantitative as well as qualitative methodology
depending on the purpose of our inquisitiveness.
J6

The quantitative methodology can be used to assess the
o

Disease specific utilisation rates (information from SHS records)

o

Perceived risk specific utilisation rates (infonnation from patients)

o

Disease specific satisfaction with SHS (information from patients and SHS
records)
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o

Satisfaction level time curve in relation to events in students' university life (eg:
start of semester or exams)

£S

The qualitative methodology can be used to test the models of predictors of or hypothesis
about barriers to
o

Utilisation of health services (information from patients)

o

Provision of health services (information from health service providers)

The infonnation from these two approaches can be used to develop further testing of models
of interaction of ethnic culture, youth culture and factors of resilience embedded within the
two domains. Data can be obtained from students who have visited the SHS, the doctors at
the SHS and the records at the SHS.

5j:2 Teaching methods:
The issue: Transition to university level education for both groups of students.

Both International and Domestic students seem to find it difficult to make the transition
from school to university education. International students (especially from Asian and Middle
Eastern countries) have specific difficulties with English language proficiency and in making the
transition to a new academic culture (Western style of education) in addition to university-level
education.

Students brought up a number of issues about the teaching methods that were related to the
difficulty they faced when making this transition from school to university curriculum and
educational culture. It is important for teaching staff to be aware of these issues and that they
help first year students to become independent and organised with their work in the initial phase
of statting university studies.

The HEDC at the University of Otago organises a number of training sessions for staff across
the university. A post-training feedback or provision of help for the staff as and when they
encounter specific problems (throughout the academic year) with handling issues of international
students would make the existing programmes even more effective. I think it would be beneficial
for each department in consultation with the course convenors to set a standard about
maintaining the quality of lectures while allowing a lecturer's individual teaching style to shine
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through as well. There could be a set protocol for teaching with emphasis on the educational
content, speed of teaching, language used, amount of feedback given to students (interest shown
in students). The educational content has to be department specific, realising the fact that each
subject needs to be taught in a different manner. Thus this could be done at the specific
departmental level.

For this generation of students whose lives are dominated by the electronic media, I
recommend the introduction of a virtual class. This could be tried on a smaller scale initially.
This virtual class would involve a few lectures covering the most important fundamentals of
every subject that are video recorded by Senior Lecturers and/or Senior Teaching Fellows. The
current Blackboard system provides academic material in form of power-point presentations. In
the vittual class, the power-point slides would be supplemented by a running commentary given
by the Senior Lecturers and/or Senior Teaching Fellows, thus explaining the lot more educational
material in addition to the on-screen notes. The students would be able to access this virtual class
whenever they want and as frequently as they want, if they have not understood the contents the
first time round. Recordings could be kept on the university server, which could be accessed by
the students using their student ID (like the Blackboard service). This would allow students to
refer to actual lectures at anytime and it would also help set the standard for teaching in the
future and introduce quality control in terms of content of teaching materials. There is a
possibility that students might be tempted to cut classes after this, but a concurrent support in
form of more tutorials covering a lot more educational territory would give students the
necessary additional feedback and educational support through small group teaching methods
(with the tutors) needed in the first year at university. This would also save some teaching time
for the lecturers that could be dedicated towards more research projects and publications (as is
now required by the PBRF funding scheme in New Zealand universities). This approach could
also be put to good use in the distance leaming courses that are being set up by the University of
Otago for overseas students. The actual implementation of such teaching methods would depend
on a number of factors like the course load, the size of the class involved and the economic
feasibility (costs incutTed in employing more tutors against the funding attracted by research and
other ventures undertaken by lecturers in the time they might save in this process).

I believe that it is important for teaching staff to understand the neurological and biological
transition of young people coming to study at the university. Visiting faculties and/or clinicians
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from the Dunedin School of Medicine can provide information about this. The counsellors and
psychiatrists working at the SHS and in the community can organise information sessions about
the complex interaction of socio-cultural and academic issues of young people and how all of
these come together to affect their overall well-being. It might not be a feasible option (in terms
of time) for teaching staff from every department to attend these information sessions. Also the
logistics involved in organising these information seminars may be very expensive. Another
cost-effective option would be to video-record such information sessions by various experts and
collate these as an 'information package about understanding and interacting with first year
students at the university'. These video packages could be given to each department with an
assured access by their staff at their own convenience. Such access could be ensured by making
it a part of the career-pathway for each staff as a prerequisite for conformation of employment or
promotion. Information about attendance can be collated at each department and accordingly
reminders can be sent to the staff once every year.

The issue: Students' perception of teaching in the HSFY courses.

Some issues were raised about the teaching in the HSFY courses.

The HEDC University of Otago has a very good and comprehensive questionnaire for
evaluating the quality of teaching in classes. Each course convenor can choose a few questions
out of the whole questionnaire for their course evaluation. I recommend a collaborative approach
between the specific departments and the HEDC to decide what questions from the original
HEDC questionnaire could be included for course evaluation. Consultation with the HEDC is
highly recommended in light of the concurrent findings from the wide range of on-going
research they undertake. Thus the evaluation process can be made more sensitive to the
composition of class, academic performance of students, new teaching approaches (if any)
adopted by the teachers and feedback from the HEDC research projects.
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5.j:3 Pastoral care:

The issue: Co-ordinated support for students.

Students tend to seek informal social support far more than formal help for a number of
issues facing them. These students are more inclined to go out with students from similar
backgrounds. Students who are in extremely small numbers in terms of country of birth or
ethnicity and culturally distant from the host culture are likely to have less social support.

Clubs and Societies provide avenues for students to network with other students from their
own region, but membership of such organisations is voluntary. More support can be made
available through the formation of peer groups among Jirst year international students who are in
extremely small numbers in terms of country of birth and/or ethnicity in a particular study
course. The support staff in each division of the university can identify such students who are
likely to need help. The support staff can then co-ordinate with the International office and
country-wise groups at the Clubs and Societies to link up students with others from the same
country of birth and/or ethnic background. Such a measure is not aimed towards ethnic
segregation of the students but rather aimed at making the optimum use of the normal support
seeking pattems of these young people in their initial phase at university.

The aim of this exercise to affect not country-wise but also course-wise networking of
students. Senior peers can give a talk about their experiences as first year students in this
university. Groups sessions based on countries of birth or regional matching of students would
be very beneficial. This would bring out non-academic issues of transition to studying at
University of Otago and living in Dunedin. A special invite stressing on attendance at these
sessions should be given specially to every intemational student with his or her course books. It
is easier to organise such talks at the divisional level involving senior peers from similar study
courses. Since such an invite is from the academic division (seen as having an academic not
merely a social entertainment purpose) compliance from intemational students is likely to be
increased.
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The issue: Social adjustment for international students.

Acculturation and striking a balance between the home and host cultures is conducive to
the positive mental well-being of international students.

I recommend video or interactive sessions rather than just handing out pamphlets covering
social, cultural and sexual etiquette in the host country be made available to all international
students enrolling for the first time in all courses across the University of Otago. The Foundation
Studies organises a variety of activities for the students enrolled there with an aim to acculturate
them to life in Dunedin. Almost complete participation if often ensured at the Foundation Studies
due to the smaller size of the student body. The International Office along with the Clubs and
Societies at the University of Otago does a very good job of organising mentoring programmes
and socialising with kiwi family events for international students during the orientation week at
the beginning of each semester. But patiicipation in such events is voluntary and it is likely that
the non-participants may be the ones who are likely to face adjustment issues later. Many of the
halls of residence (like Toroa International House) do a very good job in organising interaction
between international students from different cultures and providing timely support to their
residents. The suggestion that I have made is to target those students who are non-participants in
various events and/or not residing at halls of residence with a high probability of social isolation
from the local culture. These videos could be made by the International Office and given to each
academic division. These videos could be shown to all the international students enrolled in the
study course within each division. This would ensure good coverage of all international students.

I also recommend that the students should not be overwhelmed with all the support system
information and social activities only during the orientation week. Activities that need to be
organised by the academic divisions can be timed to occur one and a half to two months into the
new semester to elicit maximum compliance and effectiveness. This will also help to
accommodate late arrivals to the University.
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The issue: Host community attitude.

Positive acculturation of the international student depends on the host community's
attitude towards them. There were a few sad occurrences of ethnically motivated discrimination
against students from Asian countries.

I recommend that domestic or local students develop more awareness and respect for the
background culture and transitional needs of international students. No information is available
about the perpetrators of acts of ethnically motivated discrimination and thus an attempt should
be made to initiate a growing web of information about other cultures. Abolition of ignorance
about Asian cultures will take away the fear of the unknown and help to prevent such mindless,
unjustified acts of discrimination. This is also essential to prevent any violent manifestation of
the hitherto purely verbal attacks of ethnically motivated discrimination, which can happen under
the influence of indiscriminate alcohol consumption.

Such information could be given as a pamphlet with the orientation pack or as an interactive
session. It could be labelled as the 'Lemme know you better, Baby' project. These two sessions
for both international and domestic students could be combined together with interactive
presentations from both the groups. The training material could be organised by the International
Office and given: to each Divisional Office for dissemination. Alternatively, theatre could be
used very effectively in young people to drive home a point. This could be organised as street
plays by students from the School of Perfonning Arts at the University of Otago as a part of the
orientation programme. A media campaign in the Otago Daily Times, the Critic, Channel 9 could
also help in spreading awareness about different cultures. This can be an on-going exercise
enriching people's life experience in Dunedin and not just limited to the new semester period at
the University.

The issue: Support seeking pattern of students.

Students seem to make the first contact with staff of their academic subjects or courses
when seeking help. This contact is often for non-academic reasons as well.
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Practically it might not be possible to make the students change this habit fast and it is
unreasonable to expect the academic staff to help students with their non-academic problems as
well. Each academic division already has supp01t staff for this purpose. It is important to ensure
that such support staff are employed for the sole purpose of providing support or giving
directions for seeking further supp01t for the students, especially international students. It is also
important that the academic staff know what support is available in each division and across the
university and be able to make referrals accordingly. The HEDC can include information about
such support networks across the university in the existing training packages for staff.

5.[.4 General research:

The issue: Needs of international students.

This involves understanding the socio-cultural and academic transition of international
students coming to University of Otago and their contemporary needs.

I recommend a longitudinal study to study the health status and academic and socio-cultural
adjustment of a cohort of first year and postgraduate international students coming to study at the
University of Otago. The longitudinal study design will help to assess if there are any changes in
these variables over time and help in the better understanding of the predictors of this change.
There is some research regarding academic and socio-cultural adjustment being undertaken by
the HEDC at the University of Otago. Collaborative, interdepartmental research ventures need to
be organised to see the complete picture. Depending on the research question involved, I
recommend co-ordinated research ventures between the HEDC, Depmtment of Preventive and
Social Medicine, Department of Anthropology, Department of Psychological Medicine and
Student Health Services. There are currently studies being undertaken in the North Island of New
Zealand along the lines suggested. This would offer a wonderful opportunity for comparison of
results from the different universities within New Zealand.

I also recommend that a cross-sectional study be organised every 4-5 years involving first
year students (both international and domestic students) to observe trends in the health status and
the academic and socio-cultural adjustment issues of different samples over time. This will
provide an indication of the changing nature of international student population and will enable
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the University of Otago to fine-tune its marketing strategies and services to the needs of future
students. Considering the revenues that international students bring to universities, this could be
an additional part of the excellent customer-services that are already offered by the University of
Otago.

The issue: Mental health scores.

Currently, it is not feasible to directly compare the mental health scores across different
studies that use different instruments of measure.

There is a need to find parameters for valid comparison of mental health status that is
measured by different instruments. This topic of research that could be taken up by interested
academics.

S.h LAST WORDS:

Looking back at this study I wonder if all these students were just being normal young
people who needed their family and friends but also their independence? Were they being just
youngsters, who might want to experience everything, though not completely able to
acknowledge their mental health needs? They could be over confident that they can cope with
anything and be one reticent customer in seeking professional help. My interest began with
understanding the situation of the international students but now my inquisitiveness encompasses
the local domestic students as well. What is happening in the brains of these young people? How
do they react to situations and survive mentally? When and to what extent do we need to
intervene with professional help for their mental distress? What other non-medical interventions
could help ensure a positive life experience for them? Can they help themselves to some extent;
and will family, friends, positive social acknowledgment, religiosity and specific cultural
background help them too? There is quite a bit that we all can do to ensure the well-being of the
future caretakers of this world. Thank you my young participants for enriching my life with your
presence and experiences.
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Appendix A

"HEALTH AND SUPPORT FOR STUDENTS"

INFORMATION SHEET
What is the study about?
We are trying to understand the physical and mental health issues affecting students who
are/ were in First Year Health Science and intending students in Language Centre and
Foundation Year (Health Science stream) courses. We also seek to understand the
different help seeking methods adopted by these students in various situations of stress.
A questionnaire is attached. It contains qu~stions about your health, mood and about your
usage and experience of the Student Health Services and/ OR Foundations Studies. Please
read this information sheet carefully before you decide whether or not to participate in
this study.

Why are you participating?
We are planning to survey around (600) students. You have been randomly selected from
the list of students who are/ were enrolled in First Year Health Science and intending
students in Language Centre and Foundation Year (Health Science stream) courses.
What exactly do you have to do?
Please complete the questionnaire and return it in the 'return prepaid envelope' provided.
(No postage is required). The questionnaire will take around 10-15 minutes to complete.
Returning the completed questionnaire will mark your consent to participate in the study.

What will happen to the information you give?
All collected information will be kept confidential. Information that identifies you, will be
destroyed as soon as data is entered into a computer programme for analysis. The answers
you give will be processed as numerical data for statistical analysis.

The following persons only, will have access to your personal information:
Dr. Sulekha Korgaonkar (Student, Master of Public Health)
Dr Warwick Brunton, Dr John Dockerty (Supervisors)
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Associate Professor Peter Herbison (Statistical advisor).

What about the results?
The findings of this research study will be made available to you on the website of The
Department of Preventive and Social Medicine, University of Otago, Dunedin.

How does this study affect you?
Your participation in this research will help us understand the health and social needs of
students. Important findings from this study will help us make recommendations about the
University of Otago's policies on health, counselling and other related support services.
The University of Otago Human Ethics Committee has reviewed and approved this project.

Any questions ? Further contact?
If you have any queries about participation in this study or about the questionnaire, please
free to contact us:
Dr Sulekha Korgaonkar.(Student, Master of Public Health)
Department of Preventive and Social Medicine, University of Otago.
Landline (daytime): 4795442.
Email
: korsu641@student.otago.ac.nz
Dr Warwick Brunton. (Supervisor).
Landline (daytime): 4795369.
Email
: warwick.brunton@stonebow.otago.ac.nz
Dr John Dockerty. (Supervisor).
Landline (daytime): 4797231.
Email
: john.dockerty@stonebow.otago.ac.nz

YOUR CONTRIBUTION TO THIS RESEARCH PROJECT IS
HIGHLY APPRECIATED.
THANK YOU.
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Appendix B

HEALTH AND SUPPORT FOR STUDENTS:
Contents of the questionnaire:
Section

Questi
on Nos

Pages

One

1-7

01

Two

8-14

02-03

Three

15-19

03

Four

20-26

04-06

27-30

06-07

31-33

07

34-48

07-10

49-57

10-11

Five

Six

58-70

11-13

Topics
Demographics
SF12
CAGE questionnaire
Help and support seeking
patterns
Gender and cultural
preference for doctor/
counsellor/ psychiatrist and
social stigma associated
with mental health service
usage
Questions about religion
Situations of stress and
related questions
Friendship patterns and
related issues

Health and Counselling
Services

Original
source

Answered bY.

SWK

All students

Ware, et al

All students

Dr John
Ewing

All students

All"!

All students

SWK

All students

Dr John
Docke1ty

All students

DrChng

All students

All"!

All students

Q 60-62 and
Q66-68 by
Dr
Armstrong
and Dr
Swartzman
Q 58,59,6365,69 and 70
by SWK

Those who
have used
Student
Health
Services at
University of
Otago

Those who
have used
Foundation Studies Support
Foundation
71-79
14-15
Seven
Services
Studies
Support
Services
* Sulekha W Korgaonkar; "! Sulekha Korgaonkar, Dr John Docketty and Dr Wmwtck Brunton.
SWKand
support staff
at Foundation
Studies
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Appendix C

REGIONAL CLASSIFICATION OF COUNTRIES:

The countries were classified according to the classification used in the CDC health guide for
travellers. Students in the International group were classified into each region (for sub-group
analysis) depending on their nationality as follows:

Regional classification of countries for students in the International group:
East Asia:
Chinese
Korean
Taiwanese
Japanese

South East Asia:
Singaporean
Thai
Malaysian
Bruni an
Indonesian

Middle East:
Saudi Arabian
Omani

South Asia:
Pakistani

Pacific Islands:
Papua New Guinean
Fiji Islander

Indian Ocean Islands:
Seychellois
Mauritian
Solomon Islander

Other:
British
South African
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APPENDIXD

The questionnaire for:

HEALTH AND SUPPPORT FOR STUDENTS

HEALTH AND SUPPORT

FOR
STUDENTS.

SELF ADMINISTERED QUESTIONNAIRE.

CONFIDENTIAL

SECTION 1:
1) Age:

years.

2) Gender:

OMale 1

0 Female 2

3) What is your country of birth?

4) What is your nationality?

5) How long have you lived in New Zealand

months

years

DO
D
DO
DO
DO
DO
DO

6) Which ethnic group do you belong to?

Mark the space or spaces which apply to you.

0 NZ European 1

0 Maori 4

0 Samoan 7

OChinese 2

0 Indian 5

ONiuean 8

0 Cook Island Maori 3

0 Tongan 6

0 Other (such as DUTCH, JAPANESE, TOKELAUAN). Please state: 9

BB
BB

7) I would like to apply for entry in one or more of the following professional courses: (Tick you
choicels) :

0 Dentistry 1
0 Medical Laboratory Science 2
0 Medicine 3
0 Pharmacy 4
0 Physiotherapy 5
0 None of these 6

BBt

PME flo

SECTION2:
HEALTH QUESTIONNAIRE:
This survey asks for your views about your health. This information will help keep track of how you feel
and how well you are able to do your usual activities.
Answer every question by selecting the answer as indicated. Ifyou are unsure about how to answer a
question, please f(ive the best answer you can.
8) In general, would you say your health is:
Excellent
Very good

0

Fair
0

Good

0

0

D

Poor
0

The following questions are about activities you might do during a typical day.
9) Does your health now limit you in activities? If so, how much?
Yes, limited
a lot
a) Moderate activities, such as moving a table, pushing a
vacuum cleaner, bowling, or playing golf
0
b) Climbing several flights of stairs

Yes, limited
a little

No, not limited
at all

0

0

0

0

0

D

D

10) During the past 4 weeks, how much of the time have you had any of the following problems
with your work or other regular activities as a result of your physical health?
All the
time

Most of
the time

Some of
the time

A little
of the
time

None of
the time

a) Accomplished less than you would
like

0

0

0

0

0

b) Were limited in the kind of work or
other activities

0

0

0

0

0

D
D

11) During the past 4 weeks, how much of the time have you had any of the following problems
with your work or other regular daily activities as a result of any emotional problems (such
as feeling depressed or anxious)?
All the
time

Most of
the time

Some of
the time

A little
of the
time

None of
the time

a) Accomplished Jess than you would
like

0

0

0

0

0

b) Did work or activities less
carefully than usual

0

0

0

0

0

D
D

12) During the past 4 weeks, how much did pain interfere with your normal work

(including both work outside the home and housework)?
Not at all
A little bit
Moderately

0

0

0

Quite a bit

Extremely

0

0

D

These questions are about how you feel and how things have been with you during the past 4 weeks. For
each question, please give the one answer that comes closest to the way you have been feeling.
13) How much of the time during the past 4 weeks ...

All the
time

Most of
the time

Some of
the time

A little of
the time

None of
the time

a) Have you felt calm and peaceful?

0

0

0

0

0

b) Did you have a lot of energy?

0

0

0

0

0

c) Have you felt downhearted and
depressed?

0

0

0

0

0

D
D
D

14) During the past 4 weeks, how much of the time has your physical health or emotional problems

interfered with your social activities (like visiting friends, relatives, etc.)?
All the time
0

Most ofthe time

Some of the time

0

0

A little ofthe
time
0

None of the time

D

0

SECTION 3:
ALCOHOL QUESTIONNAIRE:
We would like to know about your alcohol drinking pattern. Please answer the following questions only
ifyou drink alcohol; OR go to SECTION 4.

15) Have you drunk alcohol in the past 4 weeks?

Yes
0
Yes
0

No
0
No
0

17) Have people annoyed you by criticising your drinking?

Yes
0

No
0

18) Have you ever felt bad or guilty about your drinking?

Yes
0

No
0

19) Have you ever had a drink first thing in the morning or to get rid of a
hangover?

Yes

No

0

0

16) Have you ever felt you should cut down on your drinking?

Yes=J

No=2

D
D
D
D
D

SECTION 4:
QUESTIONS ABOUT SEEKING HELP AND SUPPORT:

.

We would like to know who you would seek help and support from when you find yourself in different
types of difficult situations.
(The following questions are to be answered by all students):
For the following questions, pick only four most importantones from the given choices in the
descending (decreasing) order of importance.
( 1= Most important;
2= More important;
3= Important;
4= Less important).
Example:
If I am sick I will seek help from
DFamily1

~Friend2

~Doctor5
Dcounsellor 6

Oaoyfriendl Girlfriend 3

Dreacher7

DGod/ of

~Support staff 8

Place
worship/
Spiritual leader 4

D

Noone9

~Po/ice10

D

Others (Please
specify) 11

20) If I were in educational trouble, I would seek help from

·uNoane9

DFamilyl

UDoctor5

DFriend2

Ocaunsellor 6

DPolicelO

DBoyfriend' Girlfriend 3

Dreacher7

D

DGod'

Dsupport staff 8

Place ofworship/ Spiritual
leader 4

Others (Please
· specify) 11

21) Ifl were in any financial trouble, I would seek help from

UFamilyl

UDoctor5

U;oone9

DFriend2

Dcaunsellor 6

DPoliceJO

DBoyfriend' Girlfriend 3

Dreacher7

D

DGod'

Dsupport staff 8

Place ofworship/ Spiritual
leader 4

Others (Please
specify) II

0[
0[

BE
0[

sTUDY

no

22) Ifi were in any trouble with the law/ police, I would seek help from

DC

Family I

BE
DC

DF;iencl2
DBoyfriendl Girijhend 3.

DGodl Place.ofworship/ Spiritual
·leader 4
·

DC

23) If my living conditions were unsatisfactory, I would seek help from

DC

Family.]

BE
BE

DFriend2
DsoJJr;:nifm,!Mendf•

DGodiPlace ofwor;hip/ Spiritual.
leader4 .

24) If I were to feel sad and depressed in New Zealand, I would seek help from

Family]

DF~iend2•·
DBoyfrie~diGir(friend J, ·.
DGodiPlaceofworshipl Spiritual .·.
leader 4 .

··o··

.

Support.staff 8

BE
D[
BE

25) Ifl were physically/ sexually assaulted in New Zealand, I would seek help from

0[

Familyi

BE
BE

DF;iend2
DBoy.friendl Girlfriend 3

Dreacher7

DGod!Placeofworsh~/
Spiritual '
leader4 · · ·

o· .

Support staff8

26) Ifl were making major educational/ career decisions in my life, I would seek help from

Family 1
DFriend2
DBoyfriend!GirijNencB . ,

StroniJiy.agree

27) If I were to visit the Student Health Services, I would prefer to be treated by a doctor OR
counsellor OR psychiatrist who has the same cultural background as me.
Strongly agree

Strongly disagree

28) If I were to visit the Student Health Services, I would prefer to be treated by a doctor who is
ofthe same gender as me. (eg: female student seeks help from female doctor)
Strongly agree

Strongly disagree

00[
00[

29) If I were to visit the Student Health Services, I would prefer to be treated by a counsellor OR

psychiatrist who is of the same gender as me. (eg: female student seeks help from female
doctor)
Strongly agree

Strongly disagree

00[

I

I

30) If people knew I was consulting a counsellor OR a psychiatrist, I would feel

Very embarrassed

Very comfortable

I

00[

I

SECTION 5:

OTHER QUESTIONS:
The following questions are to be answered by ALL students:

31) Do you have a faith or religion?

D

0 Yes 1
ONo 2
(If you answered NO, go to QUES 34)

32) If you answered YES, what is your religion? (Tick only one option)
0 Christian 1
0 Jewish 4

0 Muslim 2

0 Buddhist 5

0 Hindu 3

0 Other (Please specify) 6 _ _ _ _ _ _ _ _ __

33) If you have a faith or religion, how important is it in your life?

Extremely important

Unimportant

I

I

Elo
00[

34) My current type of accommodation is: (Tick only one option)

0 Hall of residence 1

0 Flat 4

0 Home stay 2

0 Other (Please specify) 5

0 Family home 3

Bo

PME fJ()

35) In my current accommodation I am
Very happy

$'!1JDY

Very unhappy

I

I

36) I feel homesick
Often

37) I think I am discriminated against by Dunedin residents
Always

I

Never

I

00[

00[

Rarely

I

f/()

I

00[

38) If you think you have been discriminated against, can you give an example of this:

0[
39) I participate in discussions in my class

Always

Never

I

I

40) I have difficulties with the teaching methods of the University OR Language Centre OR
Foundation Year courses.

Always

I

Never

00[
00[

I

41) If you have any difficulties with the teaching methods, can you give an example of these:

0[

PME flo

42) If I get poor grades in an examination, I usually feel (Tick only one option).

0 Disappointed

0 Sad 2

0 Shocked 3

OOK 4

0 Angry 5

0 Don't care 6

0
0[

0 Other (Please specify) 7

43) Ifl get poor grades in an examination, my parents usually feel

(Tick only one option).

0 Disappointed

0 Sad 2

0 Shocked 3

OOK 4

0 Angry 5

0 Don't care 6

0
0[

0 Other ( Please specify) 7

44) I try to make my family happy and meet all their expectations.
Always

Never

I

I

00[

45) I worry about my finances.
Always

Never

I

I

46) When I spend money for fun or recreation (Eg: movies, restaurants, etc), I usually feel
(Tick only one choice).
0 Happy 1

OOK 3

0 Guilty 2

0 Other (Please specify) 4

47) My fees and living expenses are paid for by
0 Parents 1
0 Scholarship 2

0 Family 3
0 Part time job 4

0 Student loan 5
0 Other (Please specify) 6

00[

48) I am in paid work for

0[

hours per week on average.

(Answer '0' ifyou are not in paid work)
49) I have friends who are international student

0 Yes I
(If you answered NO,

D

ONo 2
f:O

to QUES 52)

50) If you answered YES, they are from (Tick all applicable answers).

0 USA, North America I

r-

0 UK, Europe 2
0

Australia 3

0 Asia 4
0 Middle East countries 5
0 Pacific Islands (Samoa, Fiji, Cook Island, etc) 6
0 Other (Please specify) 7
51) I go out with them often.
Strongly agree

Strongly disagree

I

J

D

52) I have friends who are local/ Kiwi students.

0 Yes I

ONo 2

53) I go out with them often.
Strongly agree

Strongly disagree

I

DO[

I

00[

(These question is only (or those students who are NZ citizens/ Australian citizens)
54) Are there any reasons that could interfere with making friends with students from nonEnglish speaking countries?

0 Yes I

ONo 2

55) If you have answered YES to the above question, can you mention the two most common
reasons:

D

1)

2)

BE

PME flo

(These questions are only (or those students who are international students BUT are not Australian
citizens)
56) Are there any reasons that could interfere with making friends with students from-English
speaking countries?
0 Yes 1

D

ONo 2

57) If you have answered YES to the above question, can you mention the two most common
reasons:

!)_________________________________________________________

BE

2)______________________________________________________________

SECTION 6:
HEALTH AND COUNSELLING SERVICES:

We would like to know about your experience with the Student Health Services at the University of
Otago.
58) I have visited the Student Health Services?
0 Yes 1

D

ONo 2

Ifyou answered NO~ go to SECTION 7.

,,
.
,
.. .
. ,
Answer tlzefollowing questions ONLY ifyou have visited the Student Health Services~ .. ·
59) I have visited the Student Health Services

.:·

times in the past 6 months.

"''

·.·!

0[

For the following type of questions YOU NEED TO PUT A 'X' ON THE LINE BELOW.
eg: Red is my favourite colour.
Strongly disagree

Strongly agree

"'./

I

I

I'60) The doctors at the Student Health Services understand my health concerns.
Strongly agree

I

Strongly disagree

I

00[

61) I am happy with the explanations that the doctors at the Student Health Services give me for
my illness.

Strongly agree

Strongly disagree

00[

62) I am happy with the treatment plans that the doctors at the Student Health Services have
prescribed for me.
Strongly agree

Strongly disagree

00[

63) I find the appointment system at the Student Health Services
Excellent

Very unsatisfactory

64) I have visited a counsellor OR a psychiatrist at the Student Health Services

0 Yes I

ONo 2

65) If you answered YES to the above question,
I have visited a counsellor/ psychiatrist _ _ _ _ _ _ _ times in the past 6 months.

66) The counsellor OR psychiatrist at the Student Health Services understands my health
concerns.
Strongly agree

Strongly disagree

67) I am happy with the treatment plans that the counsellor OR psychiatrist at the Student Health
Services has prescribed for me.
Strongly agree

Strongly disagree

00[
0

0[
00[
00[

PME flo

68) I am generally pleased with the care that I receive from the doctors OR counsellors OR

psychiatrist at the Student Health Services.
Strongly disagree

Strongly agree

00[

69) If you are displeased with the quality of health care at Student Health Services, please

explain why?

0[
70) Ifl was very unhappy with the services at the Student Health Services, I would do

something about it.
0 Yes I

0

ONo 2

If you answered YES to the above question,
I would do the following :
(For this question, tick all the options that you are most likely to do)
1

0 Complain about the services

2

0 Not use the services there after

3

0 Go to doctors at a different health centre

4

0 Not know what to do about it

5
0 Seek alternative form oftherapy (eg: Chinese medicine/
medicine)
6

0 Others (Please specify) _ _ _ _ _ _ _ _ __

Homeopathy/Holistic

,00z,OOO,
PME fla

SWDY flo

SECTION 7:
QUESTIONS ABOUT SERVICES AT FOUNDATION STUDIES:

71) I have visited a Student Support Officer at the Foundation Studies.

0 Yes 1
• ·- -

.,

~~·· _- . ,

.. ,_~.,_-;.,..•·;~.,.:: - •·t'H'i

·t· _ "'":' -

0

ONo 2
-·•;>;-·,,_,-.

-r·~"

't-•,;:_-_,11

-n ;~r :- - - ~:

·: -· · . ·'i·•·· ,

- ...- - ,, - ~.~ - - - ,,

... . ,.

·r.

··~ ( --;.•w:1 •,~· - -~ -

... ··~·~ -

· ;" '! ''~'

·• ··

o·-u ··· · ~

·.-·

-·~·-·"

,.., ..•_: ..•:· ·"(\." ",... ....._..

72) I have visited the Student Support Officer_ _ _ _ _ _ _ times in the past 6 months.

>.:,' ·'

~::.f1~~t£f'l•'~"·.";''_l\

Please :~n~w(!r tlzefollowmg.guestwns on .thzs page, ONLY·ifyou .have:vzszted :the, Studen.t Suppqrt '•· /
Officer~:'att~e.f'~uiiaj~o.nStudies. · ·: · .·.
'~;.( ·. '" ·. : :· :.'::·.,l·. ,.,· : · ·--~".,'}::.:·~;:,• :r':·.: :. ,' ~··f '"

t'':

:··:·. ~'":':·

0[

73) The Student Support Officer understands my problems.
Strongly agree

Strongly disagree

00[

74) I am generally pleased with the advice that I receive from the Student Support Officer.
Strongly agree

Strongly disagree

75) I would prefer to be treated by a Student Support Officer who has the same cultural
background as me.
Strongly agree

Strongly disagree

76) I would prefer to be treated by a Student Support Officer who is of the same gender as me.
(eg: female student seeks help from female Student Support Officer)
Strongly agree

Strongly disagree

00[
00[
00[

PME 11o

77) If people knew that I was consulting a Student Support Officer, I would feel
Very embarrassed

Very comfortable

00[

78) I am generally pleased with the quality of overall support I receive from the support staff at
the Foundation Studies.
Strongly agree

Strongly disagree

00[

79) Ifi was very unhappy with the services at the Foundation Studies, I would do something
.
about it.

0 Yes 1

D

ONo 2

If you answered YES to the above question,
I would do the following:

(For this question, tick all the options that you are most likely to do)
1

0 Complain about the services

2

0 Not use the services there after

3

0 Seek help from some where else

4

0 Not know what to do about it

5

0 Others (Please specify)_ _ _ _ _ _ _ _ __

Thank you very much for completing the questionnaire. Please return it in the given prepaid return envelope.
Your contribution to this research project is highly appreciated.
Thank you.

