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Editor’s Introduction 
 

 
An introduction to this issue, foreshadowing a special ‘issue’, advice for authors, and remembering 
James Liu.  
 
Prelude to this issue: Volume 53, issue 1 presents six articles. We’ve ‘curated’ them into this issue as they 
are somewhat thematic. Specifically, they all have relevance to mental health. Further to that, three share a 
focus on men. Cooney and colleagues discuss DBT for men with anger problems; Watson and colleagues 
describe the role that meaning in life might play in the relationship between hopelessness and social 
connectedness, important pieces of one of the influential theories of suicide, and; Rudd and Treharne present 
qualitative analysis of interviews with young men about their mental health, and how masculinity and social 
relationships fit into that picture. The first two articles address a second sub-theme: psychologists’ 
experiences during the Covid-19 pandemic. Variava and colleagues dig into psychologists’ compassion and 
burnout in mid-to-late 2021. Readers may wish to consider this alongside Blayney and Kercher’s qualitative 
investigation of psychologist burnout, conducted around the same time, and published in the April 2023 issue 
of NZJP. Finally, Van Kessel and colleagues discuss psychologists’ experience of teletherapy during Covid.  
 
Upcoming special ‘issue’ on Racism and Psychology: At the time of writing, the guest editors of this 
special issue are working with 15 manuscripts. Looks like it’s going to be a big one.   
 
Advice to authors: Consistent with the imperative of the Journal, any submission must clearly articulate 
relevance in the context of Aotearoa New Zealand. The majority of desk rejections handled by NZJP are 
rejected for failing to make this case. Additionally, general attention to APA format is desirable – we’re happy 
to convert manuscripts into the NZJP format but it is easier to do so if it is already most of the way there! 
Additionally, we insist that authors provide de-identified manuscripts, consistent with our historical 
commitment to ‘blind’ review. I reserve the right to bounce manuscripts back if this has not been done, and 
that adds delays to what can be an already-lengthy process. I appreciate that sometime ‘blind’ review isn’t 
really blind, as in the case of studies that might explicitly draw from the NZAVS or Centre for Lifecourse 
Research – folks can guess who likely co-authors are, but I still appreciate authors attention to this 
requirement. Information about the Journal, and general author guidelines can be found here.  
  
Additionally, the Covid-19 pandemic has dramatically affected the ways that academics work, and this can 
be seen in much greater difficulty securing reviews (for example, we have experienced significantly more 
declines of review invitations compared to pre-Covid times). Feel free to suggest reviewers with appropriate 
expertise (while being aware of conflicts of interest) and we will draw off that list when supplementing the 
invitations we extend.  
 
Remembering Jim Liu: The publication of this issue follows close on the heels of the passing of Professor 
James Liu, most recently at Massey University since 2015, but prior to that at VUW, following his arrival in 
Aotearoa in the mid-1990s. Jim immersed himself in our culture, and his research and teaching were shaped 
heavily by his personal relationships with people representing the diversity of Aotearoa. He was instrumental 
in the establishment of the Asian Association of Social Psychology, the establishment of the Centre for Cross-
Cultural Research at VUW, and a variety of other local and international initiatives. Jim was a charismatic 
classroom teacher (and presenter). I remember Taking for his second-year social psychology course and 
seeing him take his tape deck into classes to open lectures on social activism with the Indigo Girls, illustrate 
course material with his own personal experiences, and even sing the ‘Star Spangled Banner’ at a particularly 
memorable staff debate. He was also a prolific researcher, with publications in the most prestigious journals 
in social psychology, and cross-cultural psychology, in particular. And he also frequented the pages of NZJP, 
typically in collaboration with his postgraduate students. The eight papers co-authored in this manner have 
been collectively cited 417 times according to Google Scholar. Our thoughts are with Jim’s family, and the 
students he leaves behind.   
 

Marc Wilson  

https://www.psychology.org.nz/members/professional-resources/new-zealand-journal-psychology
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SHORT REPORT:  

Compassion and Burnout in Psychologists During the COVID-19 

Pandemic in Aotearoa 

Rushaina Variava1, Rosie Dobson1,2, Meihana Douglas3, and Lisa Reynolds1 
 

1Department of Psychological Medicine, University of Auckland 
2Department of Epidemiology and Biostatistics, University of Auckland 

3National Hauora Coalition 
 

 

Stress is linked to negative outcomes in health professionals including burnout and reduced 
compassion. The COVID-19 pandemic and associated lockdowns impacted the delivery of 
psychological services in Aotearoa New Zealand. Thus, psychologists had to adapt to a rapidly 
changing context alongside increased demand for their services. This study aimed to bridge the 
gap in existing literature by exploring compassion for others and burnout amongst the psychologist 
workforce in Aotearoa during the pandemic. In total, 195 psychologists completed the online 
survey. Findings revealed that burnout was present in 14% of our sample and compassion for 
others was high. In conclusion, although the pandemic resulted in a stressful time for health 
professionals, psychologists reported high compassion for others and low rates of burnout 
compared to healthcare professionals in other countries.  

Keywords: Keywords: Psychologist, Compassion, Burnout, Covid-19, Aotearoa. 

 
INTRODUCTION 

The COVID-19 pandemic and associated lockdowns 

significantly impacted the provision of healthcare services 

including psychological services (Hofmeyer et al, 2020). 

The first COVID-19 community case was reported in 

Aotearoa New Zealand on 28 February 2020. 

Subsequently, the government placed the country under a 

nationwide lockdown on 26 March 2020. From May 2020 

until May 2022, various regions experienced different 

lockdown restrictions based on local levels of community 

transmissions (New Zealand Government, 2022). 

Nationwide COVID-19 restrictions were lifted in August 

2023. Although the overall number of deaths and the 

impact on the health system ended up being 

proportionately lower than many countries overseas 

(Mathieu et al., 2020), healthcare workers in Aotearoa 

may have experienced similar challenges to international 

colleagues who reported high levels of burnout and 

impacts to levels of compassion (Trumello et. al, 2020).    

During the pandemic and associated lockdowns, 

psychologists had to adapt to the rapidly changing context 

of psychological practice amongst increased demand for 

psychological services and limited resources (Simpson et 

al, 2021). There are many known negative impacts of 

stress on health professionals including emotional 

exhaustion (McManus, Winder, & Gordon 2002) and 

increased burnout (Visser, Smets, Oort, & de Haes 2003). 

Several studies have negatively linked the stress resulting 

from the pandemic to high rates of burnout and 

compassion fatigue in healthcare workers (Lluch-Sanz, 

Galiana, Doménech-Vañó, & Sansó, 2022), however, less 

is known about compassion itself during times of stress. 

This brief report presents the findings from a study 

exploring the levels of compassion and burnout in the 

psychologist workforce in Aotearoa during the pandemic 

in 2021. 

Much has been written about the negative impact of 

COVID-19 on compassion fatigue in healthcare workers 

(Lluch-Sanz, Galiana, Doménech-Vañó, & Sansó, 2022), 

however, there has been almost no focus on compassion 

itself. Given that compassion has been described as a 

cornerstone of effective clinical practice in healthcare 

(Fernando & Consedine, 2014), the impacts of the 

COVID-19 pandemic on psychologists' compassion 

remains unexplored. Compassion refers to holding 

understanding and sensitivity towards others’ suffering 

and having the motivation to alleviate that suffering 

(Sinclair et al, 2016). Fostering compassion in the 

therapeutic alliance is associated with enhanced therapist-

client relationships and treatment outcomes (Kemp et al, 

2021; Vivino et al, 2009). Psychologists in Aotearoa have 

an obligation under the Health Practitioners Competence 

Assurance Act (2003) to deliver safe, ethical, and 

compassionate healthcare, and psychologists are also 

mandated to conduct compassionate psychological 

practice, as highlighted within the Code of Ethics (New 

Zealand Psychologists Board, 2002). 

While compassion to help others likely draws people to 

the practice of psychology, burnout can cause people to 

leave it. Burnout is classified as a syndrome of emotional 

exhaustion and depersonalisation (Lahana et al, 2017). 

Individuals who work in areas grounded in human 

suffering may experience burnout due to the demands of 

their roles (Kase et al, 2019; Perez-Chacon et al, 2021). 

Burnout is associated with poor quality of life, poor 

psychological wellbeing, negative attitudes regarding 

work and suboptimal performance (Rahdar et al, 2020). 

Thus, avoiding burnout within healthcare practice is 

essential. Prior evidence has illustrated a high prevalence 
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of burnout and emotional exhaustion among 

psychologists (Delgadillo et al, 2018; O’Connor et al, 

2018; McCormack et al, 2018). Factors associated with a 

higher risk of burnout within the psychologist workforce 

include lack of agency in the work setting, poor mental 

resilience, an external locus of control and a lack of 

acknowledgement and/or appropriate renumeration 

(Maslach & Leiter, 2017; Simpson et al, 2019; Yang & 

Hayes, 2020). During the pandemic, an increased 

prevalence of burnout was reported by psychologists 

globally (Serrāo et al, 2022; Trombello et al, 2022). It is 

plausible that the stress associated with the COVID-19 

pandemic may have also exacerbated the experience of 

burnout amongst psychologists in Aotearoa.  

Despite previous studies noting the impacts of burnout 

and compassion on healthcare workers and psychologists 

overseas, there is a lack of literature examining whether 

the COVID-19 pandemic impacted the psychologist 

workforce in Aotearoa New Zealand. Thus, this paper 

aimed to bridge this gap and provide a snapshot of 

psychologists’ experience of compassion for others and 

burnout during the pandemic in Aotearoa New Zealand.  
 

METHOD 
Design 
The aim of this study was to explore the levels of 

compassion and burnout in the psychologist workforce in 

Aotearoa during the pandemic. A cross-

sectional online survey of registered 

psychologists in Aotearoa was undertaken. 

Ethical approval for this study was obtained 

by the Auckland Health Research Ethics 

Committee on 09/03/2021 for three years 

(REF: #AH22139). Data were collected 

between 20/07/2021 and 12/11/2021 during 

which time the entire country was at 

various stages of lockdown with Auckland 

under the most stringent restrictions at 

Alert Level 3 and 4 (New Zealand 

Government, 2022). The 7-day rolling 

average of confirmed daily cases over this 

time increased rapidly from 2 at the start of 

data collection to approximately 177 by 

mid-November when data collection was 

completed (Mathieu et al., 2020). 
 

Participants 
In Aotearoa, psychologists can register 

under ‘scopes of practice’. Scopes of 

practice include psychologist, clinical 

psychologist, counselling psychologist, 

educational psychologist, 

neuropsychologist, intern psychologist and 

trainee psychologist (New Zealand 

Psychologists Board, 2022). Each scope 

has detailed competencies and guidelines to 

inform the delivery of psychological 

practice. Therefore, the inclusion criteria 

for the study were developed to include 

psychologists who are registered under any 

scope of practice.  

The inclusion criteria for the study were 

that participants needed to 1) be registered 

with the New Zealand Psychologists Board 

under any scope of practice (including ‘intern 

psychologist’), 2) hold an annual practicing certificate, 3) 

work within any setting in Aotearoa and 4) speak English.  

A total of 195 participants completed the study. A 

breakdown of demographic and professional 

characteristics is illustrated in Table 1. The sample were 

primarily New Zealand European (n = 129, 66%), female 

(n = 171, 88%) and registered under the ‘psychologist’ 

scope of practice (n = 78, 40%). 
 

Measures 
The adapted version (Baguley, 2020) of the 24-item 

Compassion Scale (Pommier, Neff & Tóth-Király, 2020) 

was used in this study to measure compassion for others. 

Baguley (2020) adapted the scale to measure compassion 

in healthcare workers by adding the item "I actively try to 

alleviate patients suffering or distress". For the current 

study, items encompassing the term ‘patient’ were 

replaced with ‘people/person’ as some psychologists may 

not encounter ‘patients’ in their practice.. This 25-item 

scale asked psychologists to rate themselves on a 7-point 

Likert scale from 1 ‘Not true of me’ to 7 ‘Very true of me’. 

Example items included ‘I realise when people are upset, 

even if they don’t say anything’, ‘I like to be there for 

people in times of difficulty’ and ‘My heart goes out to 

people who are unhappy’. Negatively worded items were 

reverse scored and the mean score of the 25 items 
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provided a total compassion 

score between 1 and 7 where 

higher scores indicate greater 

compassion. The Compassion 

Scale has demonstrated 

construct, divergent, 

discriminant, and convergent 

validity (Baguley, 2020).  
To minimise participant 

burden, burnout was assessed 

using thesingle item Maslach 

Burnout Inventory – Emotional 

Exhaustion (MBI-EE; Dolan et 

al., 2015) which has previously 

shown to have moderate convergent validity (r = 0.64) 

with emotional exhaustion (Dolan et al., 2015; Rohland et 

al., 2004). The single item has been successfully used in 

samples of medical students, general practice physicians, 

and practicing surgeons as a measure of physician burnout 

(West et al., 2009). Participants were asked to report the 

extent to which they feel the following statement reflects 

them in relation to their work: “I feel burned out from my 

work” answered on a 7-point scale from 0 (‘Never’) to 7 

(‘Everyday’). For the MBI-EE single item, higher scores 

represent greater burnout and scores of 4 (‘Once a week’) 

or more indicate “high levels of burnout” (Dolan et al., 

2015).  
 

Procedure 
Convenience sampling techniques including 

professional mailing lists, snowballing sampling 

techniques, professional social media groups and word of 

mouth were employed to recruit participants. Online study 

advertising and emails about the study contained the 

survey link hosted by the online platform Qualtrics. When 

participants clicked on the survey link, they were 

redirected to the Participant Information Sheet which 

included study details and researcher contact information. 

Participation was voluntary and consent was assumed 

upon the submission of the anonymous survey. The 

survey questions covered the following: screening, 

demographics, psychological practice, compassion for 

others and burnout. The survey also included questions 

related to digital competence and use of digital 

technologies in practice which is published elsewhere 

(Dobson, Variava, Douglas & 

Reynolds, 2022). At the 

conclusion of the survey, 

participants could choose to be 

entered into the prize draw to win 

an iPad. The survey was 

estimated to take approximately 

10 to 15 minutes to complete and 

was identical for all participants 

(no randomized items). 

Participants were able to review 

and alter their responses before 

submission.  
 

Statistical Analysis 

Statistical analyses were 

conducted using the Statistical 

Package for the Social Sciences 

(IBM SPSS Statistics V.28) 

software. Data collected from the survey was analysed 

and summarized using descriptive quantitative analyses. 

Means and standard deviations were calculated for items 

on the Compassion Scale, and the MBI-EE. To assess 

whether there were differences in compassion and burnout 

across scopes and years of practice, χ2 tests, ANOVA and 

t-tests were conducted. Ethnicity was coded as per the 

New Zealand Ministry of Health Protocol for Reporting 

of Ethnicity Data, with the 'prioritised ethnicity' output 

method used for reporting in this paper (Ministry of 

Health, 2017). No timeframe was imposed on participants 

to complete the questionnaire, cookies were not used to 

assign identifiers to each computer, and IP address 

information and view rates were not recorded. Adaptive 

questioning was not used within the survey. Multiple 

submissions were prevented on Qualtrics and further 

manual checks for multiple entries were also performed. 
 

RESULTS 
Compassion for others 

The overall mean score on the Compassion Scale was 

6.10 (SD = 0.43). Given the total possible mean was 7, this 

score suggests high self-reported compassion for others 

within this sample. Although there was no difference in 

compassion across years of practice, there was a 

difference in compassion across scopes (Table 2). Tukey 

HSD post-hoc tests revealed that the mean score for 

psychologist (mean = 6.20, SD = .44) was significantly 

higher than intern psychologist (mean = 5.93, SD =.42). 

No other differences across scopes were significant. 

Given the possibility that the difference in compassion 
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between intern psychologists and psychologists might 

have been a factor of age, we ran an alternative model 

replacing scopes of practice with trichotomized age (24-

35 years vs. 36-45 years vs. 46 years and older). The 

results of this model revealed no differences in 

compassion across age groups. 
 

Burnout 
A total of 189 participants completed the single-item 

MBI:EE measure (Figure 1), with 14.8% (n = 28) of 

participants reporting high levels of burnout according to 

the measure criterion (Dolan et al, 2015; West et al, 2012). 

The mean burnout score was 2.93 (SD = 1.41). There were 

no significant differences in frequency of burnout 

between scope or years of practice (Table 3). Contrary to 

expectations, burnout and compassion were not associated 

with each other (r = .09, p = .20). 
 

DISCUSSION 
Findings from the current study offer insights into the 

levels of compassion for others and burnout amongst 

psychologists during the COVID-19 pandemic. Although 

recent times have been stressful for the healthcare 

workforce, promisingly, psychologists reported high 

compassion for others. Based on these findings, it appears 

that psychologists are upholding their obligations to 

provide compassionate care to their clients (New Zealand 

Psychologists Board, 2002), amidst a challenging context 

of psychological practice.  

However, it is noteworthy that there was a difference in 

compassion between intern psychologists and those 

registered under the general scope. Although relevant 

literature in this area is scarce, the finding does align with 

one study that showed differences between students and 

fully trained health professionals in reports of feeling 

caring and being willing to help across various 

hypothetical patient scenarios (Reynolds et al., 2019). 

Although our parallel analyses showed that neither 

clinical experience nor age explain the discrepancy 

between fully and partially trained psychologists, another 

possibility remains. Intern psychologists face a steep 

learning curve that can be challenging and stressful 

(Gilmore & Campbell, 2019) and it seems plausible that 

one of the costs of this period of rapid self-development, 

might be in the capacity to focus on others. This 

hypothesis requires further investigation. Another 

question worthy of further exploration is the extent to 

which training to become a psychologist via online 

channels, as was required by interns during lockdowns, 

might have impacted the development of compassion. It 

is also important to note that our survey was a single 

snapshot of time which inhibits our ability to determine 

whether our findings reflect the global pandemic context 

or whether interns might have consistently lower 

compassion during other time periods. Further 

investigation of these possibilities is warranted given the 

impact of such challenges not only to interns themselves 

but also to their clients. 

We also found high levels of burnout in 14% of our 

sample. This finding is lower than expected given that 

burnout rates during COVID-19 of between 30-66% have 

been reported in healthcare workers in other countries 

(Dobson, et al., 2021; Melnyk et al., 2022). More 

specifically relevant to our study, 37% of a sample of 

Portuguese psychologists met the criteria for work-related 

burnout during the first wave of COVID-19 (Serrao et al., 

2022) and 28% of Australian psychologists met the 

criteria for burnout prior to COVID-19 (McCade, Frewen 

& Fassnacht, 2021). Whilst our relatively lower rates of 

burnout might seem positive, especially given the impact 

of COVID-19, any risks to diminishing a workforce that 

is over-stretched and where there is a marked workforce 

shortage (RNZ, 2022) is concerning. Tracking rates of 

burnout over time to assess the well-being of this 

workforce seems a worthy area of investigation.   

The findings from this study must be interpreted in light 

of its limitations. Firstly, this was a cross-sectional survey, 

precluding causal analyses. Secondly, the impact of the 

pandemic on participants was not assessed and nor were 

other factors related to burnout and compassion for others, 

limiting interpretation of these results. Next, the findings 

may not be generalisable to the broader psychologist 

population; the sample (N=195) was approximately only 

6% of the total psychologist workforce with a current 

practicing certificate in Aotearoa (N= 3,199; New Zealand 

Psychologists Board, 2020). Finally, it is important to note 

that due to the study only including self-reported data, 

results may be limited by social desirability bias (Kuncel 

& Tellegen, 2009; Podsakoff et al., 2003; Podsakoff et al., 

2012). As the Code of Ethics highlights psychologists’ 

duty to provide ethical and safe practice, delivering 

compassionate care is an explicit expectation of 

psychological practice (New Zealand Psychologists 

Board, 2002). Thus, participating psychologists may have 

felt compelled to respond in a socially desirable manner 

e.g., reporting higher compassion for others and lower 

burnout. Lastly, it is important to note the timing of the 

current study. During recruitment, various regions in New 

Zealand were under different lockdown restrictions due to 

active community cases. These restrictions may have led 

to heightened workloads and increased pressure, which 

may have influenced findings. Due to these limitations, 

findings from the current study must be interpreted with 

caution.  
 

Conclusion 
The aim of the current study was to explore compassion 

for others and burnout amongst the psychologist 

workforce in Aotearoa during the COVID-19 pandemic. 

Our findings highlighted that although burnout was 

present in 14% of our sample, compassion for others 

remained high. Overall, although the pandemic was a 

stressful time for psychologists given increased demands 

amidst the changing landscape of psychological practice, 

it is reassuring that compassion for others remained high 

within this sample. 
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Video-call therapy has been a burgeoning area of research and practice in recent years. While 
many therapists were already adding online modes of therapy delivery to their toolkits, the COVID-
19 pandemic prompted their necessary and rapid uptake, whatever the therapist’s pre-pandemic 
preferences. The present study explored counselling psychologists’ experience of adapting to and 
using online video-call platforms to deliver therapy during the COVID-19 pandemic in Aotearoa 
New Zealand. Eight registered counselling psychologists in Aotearoa New Zealand were 
interviewed. Thematic analysis revealed four themes: (i) pre-pandemic hesitancies towards video-
call therapy, (ii) managing the rapid transition to video-call therapy, (iii) integrating the learnings 
from the transition to video-call therapy and (iv) contextual factors. Pre-pandemic hesitancies 
included concerns that video-call therapy hinders the therapeutic relationship and misses 
subtleties. The transition process highlighted considerations around transparency and flexibility, in 
addition to practical considerations and peer support. Post-transition learnings included a more 
nuanced understanding of the shift from sharing physical space with clients to practicing from 
home; the mixed blessing of technology; the balancing versus merging of work- and home-life; and 
the impact on client progress. The fourth theme of broader contextual factors included the 
counselling psychology perspective, lockdown parameters, and cultural factors. Findings from this 
study are consistent with the literature on therapists’ experiences of video-call therapy in general 
and add a unique counselling psychology perspective from the context of Aotearoa New Zealand. 
Findings also highlight considerations for therapists who are transitioning to video-call therapy, 
whether by choice or necessity.  
 

Key words: Online therapy, Teletherapy, Videocall therapy, Transition, Covid-19 pandemic, 

Counselling psychologists  
 
 

INTRODUCTION 
The utilisation and development of technology-

delivered psychological interventions have flourished in 

recent years (Kraus, Stricker, & Speyer, 2010; Richards & 

Viganó, 2013). One aspect of technology-delivered 

interventions is online video-call therapy, which offers 

clients the benefits of continuing therapy remotely, saving 

time and money otherwise spent for travel, while allowing 

for synchronous interactions of speech and body 

movement in real time (Simpson, 2009). As opposed to 

in-person therapy, client and therapist use the Internet to 

communicate with each other in real time (Sucala, Schnur, 

Brackman, Constantino, & Montgomery, 2013). As 

therapy occurs in an online environment, video-call 

therapy is not defined as a form of therapy but rather as a 

means to deliver therapy (Sucala et al., 2013). 

Prior to the COVID-19 pandemic, studies have 

indicated that technology-based therapeutic tools are 

effective in treating a variety of mental health 

presentations including: mood disorders, eating disorders, 

post-traumatic stress disorder, obsessive compulsive 

disorder and chronic pain (Beintner, Jacobi, & Taylor, 

2012; Loucas et al., 2014; Pozza, Andersson, Antonelli, & 

Dèttore, 2014; Sloan, Gallagher, Feinstein, Lee, & 

Pruneau, 2011; Varker, Brand, Ward, Terhaag, & Phelps, 

2019). The working alliance in video-call therapies has 

been shown to be high (Norwood, Moghaddam, Malins, 

& Sabin‐Farrell, 2018) and comparable to the alliance in 

face-to-face therapies (Bouchard et al., 2004), especially 

when rated by clients (Ruwaard et al., 2009). 

Despite this pre-pandemic empirical support for video-

call therapy, other studies have documented therapists’ 

concerns that video-call therapy may detract from the 

therapeutic relationship (Aafjes–van Doorn, Békés, Prout, 

& Hoffman, 2022; Alqahtani et al., 2021; Jerome & 

Zaylor, 2000; Rees & Stone, 2005; Reilly et al., 2022; Van 

Kessel, Parr, & Feather, 2022), and therapists reported a 

generally neutral, conservative, or negative view towards 

integrating video-call therapy into clinical practice 

(Geller, 2021). Pre-pandemic reluctance towards video-

call therapy was linked to a lack of training and lack of 

empirical evidence on the effectiveness of video-call 

therapy, ethical risk management and confidentiality 

concerns (Carper, McHugh, & Barlow, 2013; Van Kessel 

et al., 2022). The potential for technological glitches and 

other unforeseen challenges have also been noted in pre-

pandemic studies (Aafjes–van Doorn et al., 2022; Al-

Mahrouqi et al., 2022; Carper et al., 2013; Sherrill, Wiese, 

Abdullah, & Arriaga, 2022), and a New Zealand study 

found that counselling psychologists pre-pandemic 

generally perceived telepsychology as having a good fit 

with counselling psychology paradigm, yet also reported 
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the computer screen detracted from the therapeutic 

relationship, and could result in miscommunication and 

misinterpretation  ( Van Kessel et al., 2022).  Amongst 

pre-pandemic research on videocall therapy, there is a 

noticeable underrepresentation of counselling psychology 

perspectives (Mallen & Vogel, 2005; Mallen, Vogel, & 

Rochlen, 2005), which is surprising given its strong 

emphasis on the therapeutic relationship (Manthei, 

Stanley, & Gibson, 2004).  

Since the start of 2020, the COVID-19 pandemic 

accelerated the need for remote and flexible methods to 

deliver mental health care with large parts of the world in 

‘lockdown’ conditions without access to face -to- face 

mental health care. Video-call therapy emerged as the 

primary tool  for therapists to provide continuity of care, 

prompting the necessary and rapid uptake of video-call 

therapy, whatever the therapist’s pre-pandemic 

preferences. Interestingly, there is a lack of general 

research exploring how psychologists experienced the 

necessary transition to video-call therapy during the 

pandemic, and  more specifically within Aotearoa New 

Zealand.  

The aims of this study were to explore and document the 

experiences of counselling psychologists delivering 

video-call therapy in Aotearoa New Zealand during 

COVID-19; develop an in-depth and context-based 

understanding and exploration of the complexities 

inherent to delivering video-call therapy within a COVID-

19 context in Aotearoa New Zealand; and explore how 

video-call therapy could be integrated into the counselling 

psychology discipline.  
 

METHOD 
This study utilised a qualitative descriptive (QD) 

approach to understand counselling psychologists’ 

experiences of delivering video-call therapy during 

COVID-19. As the primary focus of this study was to 

understand the unique experiences of counselling 

psychologists, a low-inference interpretation of data that 

is granted by QD methods was selected as an appropriate 

method. Although the description of data cannot be free 

of researcher interpretation, a QD approach encourages 

the researcher to stay closer to the data, words, and events 

described by participants compared to other ethnographic 

or narrative approaches (Sandelowski, 2000). 
 

Participant Recruitment  
Participants were recruited through professional 

network online forums and adverts as well as snowball 

sampling. Inclusion criteria required participants to be 

psychologists practicing within the counselling 

psychology scope and registered with the NZ Psych 

Board;  reside in NZ; and have current or previous 

experience delivering online therapy during the 

emergence of the COVID-19 pandemic.  

Eight counselling psychologists participated in this 

study: seven identified as female, and one identified as 

male. Five identified as New Zealand European, with the 

remaining three identifying as Tongan European, Māori, 

and Taiwanese, respectively. Their ages ranged from 26 

to 56. Seven were registered counselling psychologists 

with the New Zealand Psychologists Board, and one was 

a registered counselling psychology intern. Their lengths 

of professional registration ranged from six months to 

eight years. Five worked for a not-for-profit trust, with the 

remaining three working in a government agency, a 

primary healthcare organisation, and private practice, 

respectively. 
 

Data Collection 
The method of data collection was through semi-

structured interviews (SSI) conducted between 30th July 

2021 and 21st September 2021. The SSIs were 

approximately an hour in length, which is the 

recommended length in order to minimise fatigue for both 

the interviewer and participant (Adams, 2015).  A list of 

interview questions was developed prior to the interview 

process and were informed by current research and 

literature on video-call therapy, counselling psychology 

and the impacts of the COVID-19 pandemic. The primary 

investigator (CK) conducted all interviews using a 

videoconferencing platform to allow participants to save 

on travel time and cost of transport and parking, and CK 

then transcribed the digital audio recordings. Transcripts 

were checked multiple times to ensure accuracy, with 

each participant also being offered their transcript for 

them to review. CK undertook initial data coding and 

identified potential themes followed by a cross-checking 

process with two of the other researchers (KvK, EdP). CK 

developed initial themes’ names and definitions and 

further feedback and clarifications from KvK and EdP 

were incorporated. Ethical approval for this study was 

granted by the Auckland University of Technology 

Ethical Committee (AUTEC) on the 26th of May 2021. 
 

Data Analysis 
Braun and Clarke’s (2006) six-phase thematic analysis 

was employed to analyse the transcripts. Phase One 

(Immersion in the data) focused on becoming familiarised 

with the data through process of in-depth immersion in the 

data (Braun & Clarke, 2006). This included the primary 

investigator listening to the audio recordings of interviews 

and reading the transcripts of interviews to prompt the 

note-taking process. Notes were taken on potential themes 

which were based on emergence of participants’ 

experiences, views, strategies, or approaches in relation to 

delivering video-call therapy.  

Phase Two (Generating initial codes) represented the 

start of the systematic analysis of the data using a process 

of generating codes. Codes assist in identifying and 

providing a label for features in the data that are relevant 

to the research question (Braun & Clarke, 2006). The 

primary investigator generated codes by identifying 

interesting, relevant, and meaningful aspects of the data 

which were shared across participants (Braun & Clarke, 

2006). A process of identifying similarities and 

differences between participants’ experiences of 

delivering online also began, whereby corresponding 

codes were grouped together. Notes were also made in 

relation to the codes.  

Phase Three (Generating themes) marked a shift from 

generating codes to generating themes. A theme refers to 

a label which captures important aspects of the data in 

relation to the research question and represents some level 

of shared responses or meanings within the interviews 

(Braun & Clarke, 2006). The codes from Phase Two were 

organised into potential themes. The themes were still 

developed in a descriptive manner to stay close to the 
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meaning and content of the participants’ descriptions. 

Themes also corresponded to words used by the 

participants, or meanings they had attributed to their 

experiences.  

Phase Four (Reviewing potential themes) represented a 

form of quality checking to ensure the potential themes 

aligned closely with the content and meaning of the data 

set, remained relevant to the research question, and 

reflected wider discourse (Braun & Clarke, 2006). To 

uphold external heterogeneity and internal homogeneity, 

a process of altering, keeping and discarding themes was 

required (Patton, 1990). A theme was valid if it was 

distinctively varied from other themes, whilst also 

containing subthemes within the theme that were related 

to each other. This phase prompted an interactive and 

reflexive process, where data sets were reconsidered to 

prompt new insights or relevance to a theme. To add to 

the rigour of the data analysis process (Braun & Clarke, 

2006), a cross checking consultation with the other 

authors was conducted to ensure accurate representation 

of the data. In this cross-checking process, all authors 

collaboratively ensured that the themes were relevant to 

the research question and had good face validity in 

relation to the codes that comprised them and the 

discourse in the literature. The primary investigator 

ensured that the final themes remained aligned with the 

content and overall meaning of the data set.   

In Phase Five (Naming and determining themes), each 

theme and relevant data extracts were re-read alongside 

allocating relevant and concise titles to themes and sub-

themes. Care was taken to ensure the naming of the 

themes was close to the participants’ own words as 

possible. The selected themes were chosen to represent 

central concepts to the phenomenon of delivering video-

call therapy in a COVID-19 and clinical context.  

Phase Six (Producing the report) included analysing 

themes individually, with supplementary evidence from 

the data set through the forms of excerpts being used to 

clearly demonstrate the theme and its meaning in the 

participants own language. The findings were grounded in 

discussions related to the research question, reference to 

literature, cultural and ethical factors, and implications of 

this research.  
 

ANALYSIS AND COMMENTARY 
 

Thematic analysis of the eight transcripts revealed four 

major themes:  Pre-pandemic Hesitancy; Managing the 

Transition; Integrating the Learnings; and Contextual 

Factors. These are presented and summarised in Figure 1. 
 

Theme 1. Pre-Pandemic Hesitancy 
The first theme reflects participants’ pre-pandemic 

hesitancy towards video-call therapy. When participants 

were asked to reflect retrospectively on their pre-

pandemic attitudes towards video-call therapy, seven of 

the eight participants saw it as an adequate backup in some 

exceptional circumstances but were hesitant to use it 

unless necessary. The exceptional circumstances related 

mainly to accessibility issues 
 

“It was a second-best option that was useful when… 

someone had a problem, and they couldn’t leave the 

house or they had trouble with I don’t know getting 

childcare” (P5) 

 

The belief that video-call therapy is not conducive to the 

therapeutic relationship was one of the main reasons 

participants saw video-call therapy as ‘second best’. This 

appeared to be a particularly important concern during 

long assessment interviews and before a therapeutic 

relationship has been established. Additional hesitancies 

reported were difficulty noticing subtle processes such as 

non-verbal communication and unforeseen failures and 

obstacles that may arise from video-call therapy 

technology. The prevailing pre-pandemic perspective on 

video-call therapy was that it was: suboptimal in its ability 

to maintain and particularly to establish a therapeutic 

relationship; suboptimal in its ability to notice and use 

subtle therapeutic processes; prone to technological 

mishaps; but nonetheless useful as a backup given its 

accessibility advantages. 
 

“A lot of us have been hesitant to do two- or three-

hour assessments on video… not just because of the 

length of time on screen… You have to think about 

other ways to build that relationship, especially if it’s 

the first assessment session” (P7) 
 

Theme 2. Managing the Transition  
The second theme reflects how participants managed the 

necessary transition to video-call therapy. Lockdown 

restrictions imposed a sudden requirement to either stop 

therapy or transition to online platforms. This necessitated 

therapists to immediately prepare themselves to deliver 

therapy online, not just practically, but also 

psychologically and emotionally, while continuing to 

uphold ethical and competent practice throughout a 

disruptive and uncertain time. Four common 

considerations were identified in how participants adapted 

to this forced transition: practical considerations; peer 

support; transparency; and flexibility.  
 

Practical Considerations: – Physical, 
Technological, Educational 
Participants viewed video-call therapy as having 

different physical, technological, and knowledge 

requirements than does in person therapy. Although the 

interaction occurs online, participants noted that the 

physical room in which the therapist sits is still important 

in its ability to convey meaning, create a desired 

atmosphere, and maintain privacy. Participants also noted 

the need to consider the technological requirements, such 

as adequate computer systems, internet connection, 

licenses for online platforms, even tripods and computer 

stands to enhance the online experience. Finally, 

participants reflected on their self-guided learning around 

how best to deliver video-call therapy. However, they also 

noted the need for more training resources and best-

practice guidelines specific to video-call therapy. 
 

“Maybe a bit more information and a bit more 

research… and just really accessible resources and 

information that is clear but not too lengthy” (P4) 
 

Peer Support – Connection, Solidarity, 
Learning 
Participants reported the importance of peer support for 

their successful rapid adaptation to video-call therapy. 

Planning time to meet online with peers offered a sense of 

social connection, solidarity in the face of shared 
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challenges, and opportunities for informal learning from 

how others have navigated the new challenges. Five 

participants also reported the importance of solicited 

guidance from more experienced psychologists or 

supervisors, particularly in relation to maintaining ethical 

and culturally safe practice online.  
 

“We’ve scheduled both formal and informal meetings. 

So formal meetings we talk about the client stuff and 

the informal meetings – it’s Friday afternoon where 

we bring our snacks and drinks… and we just chat 

about life… or rant about work” (P7) 
 

Transparency – Keeping the Client in the Loop 
Participants made sure to keep clients updated with what 

services they are offered during lockdown. Transparency 

also involved recognising that both the therapist and client 

were navigating an uncertain environment, both in terms 

of the pandemic response in general and the new way of 

doing therapy. Transparency in this context created an 

opportunity for collaboration and acceptance that some 

participants found useful.  
 

“I think, overall, it became a positive experience 

because we made it that way… Between the client and 

I… we accepted ‘okay this is the way it is, so how are 

we going to make the most of the situation?’” (P8) 
 

Flexibility – Overcoming New Challenges and 
Recognising New Advantages 
The new challenges that therapists faced through their 

rapid imposed transition to video-call therapy were novel 

to the therapist and different for different clients, and 

required being open to creative solutions to each client’s 

unique set of circumstances. Part of this entailed accepting 

that although everyone was going through the same 

pandemic, not everyone had the same experience or needs. 

Indeed, the transition required accepting that some clients 

chose to wait until face-to-face sessions resumed.  
 

“[Therapists] are more mindful that maybe some 

clients don’t want to show others their home, so 

[clients] just refuse video outright. So, I think from the 

therapist’s side, you have to be willing to be more 

flexible” (P7) 
 

Flexibility not only describes the ability to manage 

oneself in a new set of constraints, but it also describes the 

ability to recognise new advantages within the new 

context. Exploring the affordances of online platforms 

allowed participants to change how they did therapy in 

ways that offered unique benefits. 
 

Theme 3. Post-Transition Understandings – 
Uncovering Key Considerations for Effective 
Video-call Therapy. 

The third theme reflects participants’ understanding of 

video-call therapy following the transition phase.  

Through trial and error across repeated lockdowns, 

participants’ pre-pandemic hesitancies towards video-call 

therapy transformed into a more nuanced understanding 

of advantages and challenges of video-call therapy and 

how to manage these in different contexts. Their reported 

experiences reflect that the characteristics of video-call 

therapy that are challenging in some respects are helpful 

in others. These trade-offs reveal that video-call therapy 

is not necessarily better or worse than in person therapy, 

but rather it is different. Four overarching trade-offs were 

identified within this theme.  
 

From Sharing One Space to Sharing One’s 
Space - Seeing Each Other in Our Home 
Environments 
Transitioning from in-person to video-call therapy 

during lockdown entailed client and therapist no longer 

meeting in the same physical room, but rather meeting 

online from within their own personal living spaces. As 

noted, in Theme 1, participants expressed the pre-

pandemic view that not sharing the same space will hinder 
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the therapeutic relationship and the non-verbal cues that 

support it. While it was generally acknowledged that this 

did have some impact, three participants were surprised at 

the depth of the connection fostered online. Some 

hypothesised that their therapeutic relationships were less 

impacted than expected because key elements of 

developing and maintaining the relationships were still 

possible online. Interestingly, more than half of the 

participants reported a different kind of intimacy granted 

by seeing each other in their own home environments. 

This was seen as particularly valuable for those who work 

with family system approaches, as being virtually in the 

client’s own living space afforded an increased 

opportunity to engage with their family.  
 

“You lose the intimacy of being in a room with 

someone, but somehow now there’s this other intimacy 

that’s there, in that I’m talking to a person inside their 

own home and they’re seeing me inside my own home” 

(P4) 
 

The shift away from sharing a physical therapy room 

meant the participants had less control over important 

aspects of the therapeutic environment, such as privacy 

and safety. Participants reported that some clients seemed 

more comfortable and open at home, particularly those for 

whom the closeness from sharing a room with a therapist 

may be uncomfortable. However, participants also 

recognised that these unique advantages applied only to 

the extent that the client experienced video-call therapy in 

their home environment as safe and confidential. Indeed, 

it was noted that some cases, such as those involving 

family violence, required serious ethical consideration 

around confidentiality and risk.  
 

“I noticed in lockdown everybody’s at home so my 

clients are having to talk really quietly or not being 

able to be totally authentic and honest because 

someone might hear. And just… I had a client in a 

domestic violence relationship… he was quite 

controlling of her [the client] so she wasn’t able to go 

for a walk to chat with me” (P3) 
 

Given that participants no longer had control over the 

safety and privacy of the therapeutic environment, the 

impact of this transition partly depended on the safety and 

privacy of the client’s home and the extent to which they 

presented with risk. 
 

The Mixed Blessing of Technology 
Participants reported they appreciated the increased 

accessibility, and also found technological mishaps 

challenging, particularly when dealing with risk or highly 

sensitive content. Some participants learned that the 

technological interface itself enhanced their connection 

with some clients, and hypothesised that the distance from 

interacting online may feel safer for some clients. 

However, some participants noted that interacting through 

a screen for long periods of time made them feel more 

tired, citing possible reasons such as exerting extra energy 

compensating for the lack of non-verbal communication 

that is afforded by face-to-face therapy. Some therefore 

chose to either shorten their sessions or reduce the number 

of clients per day. Four participants also noted the effects 

of seeing themselves on the screen. Two found it 

distracting or became hyperaware of themselves (this can 

also add to fatigue), while the others found it insightful to 

notice and reflect on how they use non-verbal 

communication. 
 

“I learnt a lot about how I move my hands, my own 

body language, sort of how I position myself” (P2) 
 

The extent to which technology is a blessing, or the 

technological mishaps are a significant disruption, may be 

partly moderated by the therapist’s and client’s existing 

familiarity with using online communication tools. Some 

participants noted that this balance tended to be associated 

with age, with younger clients, such as university 

students, apparently having no issues with the 

technological side of video-call therapy. 
 

Working from Home – Enabling Work-Life 
Balance and Blurring Work-Life Boundaries 
 Working from home was typically experienced as time-

efficient, freeing up more time to engage in other 

meaningful activities. For some participants, this meant 

more time for other work-related tasks. For others it meant 

more time for self-care, contributing to a greater sense of 

work-life balance.  The merging of therapist’s personal 

and professional lives was sometimes reported as 

pleasant, such as feeling more comfortable doing therapy 

from home in comfortable clothes yet was also reported 

as challenging, such as when engaging in emotionally 

demanding work. 
 

“The other challenge I guess is just personally like 

being in your home space and doing some quite heavy 

work… You’re sort of sitting in people’s trauma a lot 

and in your own home, in your own space. So I know I 

personally prefer to go to an office and then have this 

process of being able to leave that [work] in the 

office” (P5) 
 

Perceived Impact on Client Progress 
Participants noted that the efficacy of video-call therapy 

for their clients depended partly on their clients’ 

presenting problems. Six participants noted that clients 

presenting with higher risk, post-traumatic stress disorder, 

or borderline personality disorder appeared to make less 

progress online than in person. Three participants noted 

that clients with social anxiety tended to feel better, but 

they were not sure if this was due to progress during 

video-call therapy or the general removal of their anxiety-

provoking situations from lockdowns. Conversely, one 

participant had a client who struggled with online 

technology and who made better progress through the 

increased exposure to using video-call therapy. Finally, 

participants noted that some clients opted to wait until in-

person therapy was available again, halting progress 

altogether.  
 

“There are a lot of people who felt their anxiety was 

dropping because they no longer had to expose 

themselves to certain situations…So I felt with some of 

my clients it was actually kind of hard to measure 

progress” (P1) 
 

Theme 4. Contextual Factors Influencing 
Experience of Video-call therapy 

The fourth theme reflects participants’ descriptions of 

broader contextual factors that influenced their experience 
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of video-call therapy during the pandemic: the counselling 

psychology perspective, lockdown parameters themselves 

and cultural factors. 
 

Counselling Psychology Perspective 
Participants noted that their counselling psychology 

perspective influenced how they approached the transition 

to video-call therapy. While their emphasis on the 

therapeutic relationship underpinned some of their 

reservations around whether an effective relationship 

could be established and maintained online, it also 

underpinned their continual effort to do so. Similarly, 

counselling psychology’s emphasis on the context in 

which the client is embedded primed participants to notice 

the ways that video-call therapy enhanced their contextual 

and phenomenological understanding. The act of offering 

video-call therapy itself was seen as consistent with 

counselling psychology’s systemic emphasis.  
 

“I think that when we consider context, that can mean 

working in ways that considers the systems people are 

in. In particular, when we are going through 

lockdowns… there is genuinely a direct barrier to 

face-to-face therapy. So, in some ways, I see video-call 

therapy as being a really ethical choice, particularly 

through a pandemic, because we are considering 

systems in which people are now shifting and living 

their lives and this is removing a barrier to accessing 

care” (P1) 
 

If the systems in which a client is embedded impact their 

ability to access in-person therapy (in this case, a public 

health system mandating the use of lockdowns), then 

offering video-call therapy was considered a flexible way 

of meeting the client where they are at.  
 

Lockdown Parameters – Restrictions and 
Repetitions 
At a basic level, lockdown restrictions created the 

sudden need to transition to video-call therapy and 

required participants to do this from their living space 

rather than from an external location. Interestingly, the 

fact that there were repeated lockdowns was noted by 

participants and provided opportunity to acclimatise to 

video-call therapy and refine their approach with each 

successive exposure. 
 

“Each [lockdown] has kind of gotten a little bit 

better… as we’re more, I guess used to it or prepared 

for it” (P5) 
 

Culture 
Many participants noted that the client’s cultural 

identity and the therapist’s cultural competence could 

influence the extent to which transitioning to online 

methods impacted the therapeutic relationship. Some 

participants described giving extra attention to exploring 

how to create a culturally safe environment online 

(flexibility), including attending cultural supervision 

(peer support). 
 

“So for me it was really difficult like ‘right, how do I 

facilitate an environment [online] where [clients] 

could feel comfortable bringing that cultural element 

into the session” (P2) 
 

One participant noticed a disproportionate reduction in 

their Māori and Pasifika client numbers during lockdown, 

hypothesising that they may have wanted more privacy 

around their therapy than their home environment could 

offer. Another participant noticed a similar trend with 

younger clients – namely that they wanted to keep their 

therapy more private from their parents (sharing one’s 

space) yet younger participants also tended to take to 

video-call therapy more readily than did older ones. 
 

“I mean, for millennial clients and younger clients, 

technology is great for them because they’re all over 

it” (P4) 
 

Participants hypothesised this openness to video-call 

therapy was due to their youth culture’s familiarity with 

online platforms (the mixed blessing of technology). 
 

CONCLUSIONS AND IMPLICATIONS 
This research sought to understand how counselling 

psychologists in Aotearoa New Zealand experienced 

online video-call therapy and the rapid transition to it 

during the COVID-19 pandemic. The findings suggest 

that participants’ pre-pandemic hesitancies towards online 

video-call therapy morphed into more nuanced 

understandings of its advantages and challenges. These 

nuanced understandings, and the factors that influenced 

the transition process, offer considerations for others who 

are introducing more video-call therapy in their work.  
 

From Pre-Pandemic Hesitancies to Post-
Transition Understandings 

Participants in the current study expressed pre-

pandemic hesitancies consistent with the literature. In 

particular, the perception that video-call therapy is less 

conducive to developing a therapeutic relationship and 

noticing subtleties, such as nonverbal cues and 

transference/countertransference (Aafjes–van Doorn et 

al., 2022; Alqahtani et al., 2021; Reilly et al., 2022; Wray 

& Rees, 2003). Unforeseen challenges, particularly 

technological ones (Carper et al., 2013), and the anxiety 

or doubt around whether one is competent to manage them 

is also commonly reported (Aafjes-van Doorn, Békés, & 

Prout, 2021; Aafjes–van Doorn et al., 2022; Al-Mahrouqi 

et al., 2022; Sherrill et al., 2022). These concerns 

contribute to the perception that video-call therapy is sub-

optimal though useful in certain contexts, such as when 

accessibility is limited (Reilly et al., 2022).  

Interestingly, after repeated pandemic lockdowns in 

which therapy either had to go online or stop, participants 

in the current study developed a more nuanced 

appreciation and optimism towards video-call therapy’s 

potential utility and effectiveness – a general trend shared 

by many studies documenting therapists’ experiences of 

OT during the pandemic (e.g., Aafjes-van Doorn, 2022; 

Aafjes–van Doorn et al., 2022; Ahlström, Von Below, 

Forsström, & Werbart, 2022; Dowling et al., 2022; 

Emran, Smith, & Iqbal, 2022; Kotera, Kaluzeviciute, 

Lloyd, Edwards, & Ozaki, 2021; Reilly et al., 2022; 

Sherrill et al., 2022; Shklarski, Abrams, & Bakst, 2021; 

Tomaino, Viganò, & Cipolletta, 2022).  

One of the most salient differences between in-person 

and online video-call therapy is that the client and 

therapist no longer sit in the same room. Findings from the 

current study suggested that an effective relationship 
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could still be maintained online even if it was different in 

some ways, consistent with other research (Aafjes-van 

Doorn et al., 2021; Aafjes–van Doorn et al., 2022; 

Banack, 2021; Fernández-Álvarez & Fernández-Álvarez, 

2021; Gordon, Shi, Scharff, Fishkin, & Shelby, 2021; 

Reilly et al., 2022; Shklarski et al., 2021). Study 

participants’ success in this domain may be partly 

attributable to the high importance counselling 

psychologists place on the therapeutic relationship (du 

Preez, Feather, & Farrell, 2016; Manthei et al., 2004; 

Stanley, 2013), combined with their attitude of openness 

and flexibility expressed towards working with the 

affordances of an online context.  

It is noteworthy that participants in the current study did 

find online video-call therapy more tiring, which is 

consistent with other research  (Aafjes-van Doorn, 2022; 

Aafjes–van Doorn et al., 2022; Ahlström et al., 2022; 

Békés, Aafjes–van Doorn, Prout, & Hoffman, 2020; 

Emran et al., 2022; Goldschmidt et al., 2021; Sampaio, 

Navarro Haro, De Sousa, Vieira Melo, & Hoffman, 2021; 

Shklarski et al., 2021). This fatigue may be partly 

explained by the extra effort spent on transferring 

relational skills to a two-dimensional screen, and by 

simultaneously managing the impact of the pandemic on 

oneself while supporting the client to do the same (Barry 

& Singer, 2022; Békés et al., 2020; Nuttman-Shwartz & 

Shaul, 2021). Research is emerging on how to foster and 

maintain therapeutic relationships online (Banack, 2021; 

Geller, 2021; Rodgers, Tudor, & Ashcroft, 2021). As 

these guidelines develop, and therapists become more 

familiar with online video-call therapy and managing its 

challenges, the perceived effort to establish and maintain 

relationships online may decrease. Indeed, research 

suggests that through exposure and experience, video-call 

therapy typically becomes less challenging over time 

(Sherrill et al., 2022).  

The lockdown restrictions meant that client and 

therapist joined the online session from their own homes, 

entailing the sharing of their personal spaces with each 

other. Our participants noted that the privacy and safety of 

the therapeutic environment therefore depended on the 

privacy and safety of the client’s home, which is a concern 

echoed in the literature (Al-Mahrouqi et al., 2022; 

Downing, Marriott, & Lupton, 2021; Emran et al., 2022; 

Goldschmidt et al., 2021; James, Schröder, & De Boos, 

2022; Jurcik et al., 2021; Kotera et al., 2021; Reilly et al., 

2022; Shklarski et al., 2021; Smith & Gillon, 2021; 

Tomaino et al., 2022). In cases where privacy is a concern, 

flexibility around timing (e.g., clients waiting for a private 

moment) and mode (e.g., texting or emailing for support 

rather than video calling) may be helpful.  

Given the lack of therapist control over the safety of the 

client’s home, some participants wondered if video-call 

therapy is not suited for higher risk cases, consistent with 

similar research (Appleton et al., 2021; Reilly et al., 2022; 

Smith & Gillon, 2021). In cases where the home 

environment is relatively safe, the glimpse into each 

other’s private lives may actually improve some aspects 

of the relationship and offer a more direct understanding 

of the client’s ways of relating to their environment, as 

found by many of our participants and other similar 

studies (Ahlström et al., 2022; Shklarski et al., 2021; 

Smith & Gillon, 2021; Tomaino et al., 2022). Participants 

in the current study noted that the ability to experience 

aspects of a client’s context through online video-call 

therapy suited the counselling psychology approach, with 

its emphasis on understanding the systems of which the 

client is a part (du Preez & Goedeke, 2013).  

Video-call therapy from home also entails a change in 

the boundaries between personal life and work life 

(Alqahtani et al., 2021; James et al., 2022; Reilly et al., 

2022). The current  participants appreciated the 

convenience of working from home because it freed up 

more time for other important aspects of their lives, such 

as self-care and personal or professional development, as 

found in other research (Al-Mahrouqi et al., 2022). At the 

same time participants noted that aspects of work could 

seep into their personal lives in undesirable ways, such as 

noticing residual uncomfortable feelings in their home 

after working with heavy content. Therapists transitioning 

to video-call therapy might wish to consider boundaries 

between their personal and professional lives. Although 

not an option during lockdowns, therapists working online 

at other times might wish to do so from their office, so that 

their usual rituals around putting on their professional 

persona and travelling to and from work remain intact. 

Alternatively, new rituals could be established to help 

enter in and out of work/therapy mode when working 

from home (Geller, 2021).  

Participants in the current study felt that most clients 

who engaged in online video-call therapy during 

lockdown progressed well. However, they also noted that 

this mode of therapy suited some clients more than others. 

Conversely, participants expressed hesitation towards 

working online with clients at higher risk of self-harm or 

with higher severity disorders, which is a trend found in 

the literature (Aafjes-van Doorn, 2022; Appleton et al., 

2021; Fernández-Álvarez & Fernández-Álvarez, 2021; 

Kotera et al., 2021; Melluish, Bhola, Gutierrez, 

Critchfield, & Atwood, 2022; Reilly et al., 2022; Smith & 

Gillon, 2021). Participants also wondered if online video-

call therapy enabled the avoidance of social situations and 

therefore was less conducive to treating social anxiety 

symptoms, which is also echoed in the literature (Jurcik et 

al., 2021). Research is emerging on how to work with 

specific disorders online (e.g., Komariah et al., 2022; 

Stewart et al., 2021), and as this research grows, therapists 

may gain the confidence to work with presentations that 

have typically been considered challenging to work with 

online.  
 

Contextual Considerations 
Participants noted that the more nuanced understandings 

gained from video-call therapy experience intersected 

with cultural variation. Their observation that millennials 

and high school or university students seemed more 

comfortable communicating online, has been supported 

by other research (Dowling et al., 2022). In addition to 

age, political-economic considerations around inequity in 

the access to fast internet and laptops/smartphones may 

also influence the accessibility of video-call therapy for 

clients (Dowling et al., 2022; Goldschmidt et al., 2021; 

Melluish et al., 2022). Video-call therapy is generally 

viewed as more accessible, yet this may only apply to 

cultural and sociodemographic groups who hold adequate 

access to technology, internet, and private spaces to attend 
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video-call therapy sessions. Māori participants in a recent 

New Zealand study reported many benefits to telehealth 

consultations yet also mentioned barriers to digital access, 

which have the potential to widen disparities (Wikaire et 

al., 2022). Future research could explore factors which 

may restrict access to care/video-call therapy for certain 

cultural and socio-economic groups.  The challenges in 

nurturing vā with Pasifika communities in online spaces 

during COVID-19 is not widely researched in the 

Aotearoa New Zealand psychology context, though this is 

a noticeable concern cited among related research 

(Faleolo, 2021; Matapo, 2021; Refiti et al., 2021). 

The lockdown restrictions themselves were a shared 

context, for both the participants and their clients, that 

simultaneously provided the challenge and the 

opportunity to become more familiar with online video-

call therapy and its affordances. As already outlined, a 

resounding pattern within the literature on therapist 

experiences of video-call therapy during the COVID-19 

pandemic is one in which video-call therapy is “better 

than expected” (Dowling et al., 2022, p. 1). Sherrill et al. 

(2022) conceptualised this in terms of exposure for 

technophobia. The nature of recurring lockdowns in 

Aotearoa New Zealand created repeated exposure 

opportunities of video-call therapy, allowing participants 

to practice and consolidate their experiences and learnings 

of this means of delivering therapy.   
 

Managing the Transition 
The finding that participants felt the need to self-educate 

given the lack of explicit guidelines and training for how 

to do effective therapy online is also echoed in the 

literature (e.g., Aafjes–van Doorn et al., 2022; Ahlström 

et al., 2022; Al-Mahrouqi et al., 2022; Goldschmidt et al., 

2021; Kotera et al., 2021; Reilly et al., 2022; Tomaino et 

al., 2022). This educational gap has started to be 

addressed, with recent research towards developing 

guidelines and training programs emerging for video-call 

therapy in general and in relation to specific modes of 

therapy and client presentations (e.g., Cavanagh, Gerson, 

Gleason, Mackey, & Ciulla, 2022; Dolev-Amit, 

Leibovich, & Zilcha-Mano, 2021; Foroughe, Soliman, 

Bean, Thambipillai, & Benyamin, 2022).  

Transparency with clients was also found to help with 

the transition to video-call therapy. Given that both 

therapist and client were affected by the pandemic, some 

level of transparency from the therapist about how they 

were experiencing the pandemic may have helped to 

strengthen the relationship and normalise some of the 

client’s own struggles (e.g., Shklarski et al., 2021). 

Participants in the current student described their ability 

to be flexible. Given the uncertainty around how the 

pandemic would unfold, the requirement to transition to 

online video-call therapy, and the pre-pandemic 

hesitancies towards video-call therapy, having an open 

and flexible attitude may have facilitated exploration of 

what online video-call therapy had to offer, increasing the 

potential for learning.  

The propensity of our participants to embody a flexible 

and collaborative attitude is consistent with counselling 

psychology. Counselling psychology distinctively 

embraces contextual factors in a person’s life, including 

those that constrain them beyond their control, while 

working towards empowerment within those constraints. 

In other words, it is often about helping people to do what 

is important to them using what is available to them. 

Therapists were similarly required to do what they could 

within the constraints of the pandemic. Continuing to be 

present, empathetic, relationship-centric therapists in 

clients’ lives, given the markedly changed set of available 

means through which to do so, required precisely the kind 

of flexibility that counselling psychologists help clients to 

adopt in the face of their own challenges. Modelling this 

flexibility therefore became an opportunity for 

congruence between what therapists practice and what 

they preach. 
 

Conclusion  
As we live in a world that is increasingly characterised 

by online interactions, it is useful for counselling 

psychologists to competently meet clients in that space. 

The pandemic conferred a fast-tracked exposure to video-

call therapy and stimulated rapid adaptations to it. As a 

profession, counselling psychologists can now take stock 

of what was learned and build on their understanding of 

how to be an effective online therapist and provide 

effective video-call therapy. An optimistic general 

message can be taken from his qualitative study with 

counselling psychologists in Aotearoa New Zealand 

during the COVID-19 pandemic. That is, online video-

call therapy is not necessarily better or worse, but it can 

be used effectively, particularly when the therapist is 

flexible and open towards learning new ways of building 

relationships online, is willing to adjust workload 

depending on the fatigue they feel, can relinquish some of 

the influence over the physical environment for a given 

client, and is comfortable with exploring how to navigate 

a new set of boundaries between therapy and daily life. 

The pursuit of becoming competent with online video-call 

therapy is an extension of the same process that therapists 

are already embedded in. That is, continuing education so 

that psychologists may competently meet clients where 

they are at. This study has provided a practice-oriented 

understanding into counselling psychologists’ 

experiences of video-call therapy and how the discipline 

impacts their delivery, views, and ideas about the ongoing 

integration of video-call therapy as part of their clinical 

practice.  
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Eleven men of Māori, Indian, Fijian, Samoan, South African and Pākehā descent (37% Pākehā or 
European) participated in a 6-month DBT skills group focused on reducing anger and emotion 
dysregulation. Two men withdrew early, and two additional men joined for the last 8 weeks. 
Adjusting for multiple comparisons, scores showed significant decreases on the Total Trait Anger 
domain of the Spielberger State-Trait Anger Inventory-2 between pre and post-treatment. 
Feedback from a post-treatment focus group indicated participants found the DBT skills group 
acceptable and useful, with skills from the distress tolerance and mindfulness modules used most 
often. Recommendations for improvement included reducing the time for homework review and 
increasing it for teaching. This paper offers considerations for responding to aggression in research 
contexts, and adds to growing evidence for DBT skills as a promising intervention for problems 
related to anger for men. 
 

Key words: Dialectical behaviour therapy, men, anger 

 

INTRODUCTION 
Dialectical Behaviour Therapy (DBT) is an intensive 

outpatient treatment with multiple components.  These 

include weekly individual therapy, weekly skills training 

(usually in groups of up to 8-12 participants), and 

telephone coaching for clients.  DBT also includes weekly 

consultation meetings for therapists, focused on 

increasing practitioners’ capacity and motivation to 

provide the treatment.  Multiple research trials have 

demonstrated its efficacy for reducing suicidal and self-

injurious behaviour in individuals with borderline 

personality disorder (Linehan et al., 2006; Swales, 2018).  

Most trials have involved 12 months of DBT, however a 

recent non-inferiority trial suggests that 6 months of DBT 

may be just as effective, and potentially offer faster 

improvements (McMain et al., 2022).  

Initial trials of DBT involved samples comprised of 

North American women with borderline personality 

disorder (BPD), chronic suicidal behaviour and self-

injury.  Since then, people have applied DBT to a range of 

problems in which emotion dysregulation seems to be a 

key factor, including substance use disorders (Axelrod, 

2018), eating disorders (Ben-Porath et al., 2020), and 

aggression (Frazier & Vela, 2014).  DBT reduces anger 

(Ciesinski, Sorgi-Wilson et al. 2022) and has been 

associated with improvements in irritability and violent 

behaviour in females with borderline personality disorder 

(Linehan et al., 2008), and in men with BPD and antisocial 

behaviour (Wetterborg et al., 2020).  DBT has also been 

adapted for use with suicidal and emotionally 

dysregulated individuals suffering from PTSD (Harned & 

 
1 Western, Educated, Industrialised, Rich, Democratic 

societies 

Schmidt, 2019), particularly complex PTSD related to 

childhood abuse (Bohus et al., 2020). Emerging evidence 

suggests that DBT may have application for both victim-

survivors and those who have engaged in family violence  

(Fruzzetti & Levensky, 2000).  Evidence also shows it is 

effective for suicidal adolescents (McCauley et al., 2018; 

Mehlum et al., 2014), and is associated with 

improvements in aggressive behaviour for incarcerated 

youth offenders (Shelton et al., 2011; Trupin et al., 2002).  

Efforts to adapt DBT to cultures beyond WEIRD1 

populations (Clancy & Davis, 2019; Henrich et al., 2010) 

have included adaptations for native American youth 

diagnosed with substance use disorders (Beckstead et al., 

2015), and Nepali women who have experienced domestic 

violence (Ramaiya et al., 2017).  

Skills training is a major element of DBT.  Component 

analysis and mechanisms research suggests that learning 

and using skills may be critical ingredients in the 

treatment’s efficacy (Edwards et al., 2021; Linehan et al., 

2015a; Neacsiu et al., 2010).  Acquisition of DBT skills 

have been shown to mediate improvements in emotion 

regulation, anger control, and suicidal behaviour for adult 

women with BPD (Neacsiu et al., 2010).  Moreover, 

positive changes in emotion regulation have been shown 

to predict improvements in symptom distress, behavioural 

control, and assertiveness for individuals with BPD 

receiving DBT.  DBT skills training alone or with 

standard elements of usual mental health care (e.g. case 

management) has benefited suicidal women with BPD 

(Linehan et al., 2015b), adult women with eating disorders 

(Safer & Jo, 2010), emotionally-dysregulated adults 
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(Neacsiu et al., 2014), adults with attention-deficit 

hyperactivity disorder, and adults with BPD (Soler et al., 

2009).  Most evaluations of DBT skills training as a stand-

alone treatment have involved shorter durations, ranging 

between 9 and 32 weeks (Valentine et al., 2015).  

Accordingly, DBT skills training groups offer a treatment 

option that is relatively scalable and cost-effective, 

thereby enhancing access for those that could benefit from 

this approach. 

The majority of DBT trials have been conducted with 

adult women with borderline personality disorder; men 

are under-represented in evaluations of this treatment.  

This gender difference is echoed in prevalence estimates 

of BPD in clinical vs non-clinical samples.  Among 

treatment-seeking samples, estimates of the proportion of 

males with borderline personality have hovered around 

25% (Johnson et al., 2003; Skodol & Bender, 2003).  

However, among community and incarcerated samples, 

estimates of the proportion of males meeting criteria for 

BPD is closer to 50% (Grant et al., 2008; Tomko et al., 

2014; Trestman et al., 2007).  Furthermore, males with 

BPD report receiving less psychotherapy and medication 

than their female counterparts (Goodman et al., 2010).  

There are a number of potential reasons for this 

discrepancy between the male prevalence of BPD in 

clinical samples versus those in the community who meet 

criteria for BPD. It may reflect gender biases in treatment 

referral and acceptance rates, gender differences in 

treatment engagement, or gender differences in the 

behavioural expression of emotion dysregulation.  It may 

also reflect gender differences in how societies respond to 

men with emotion dysregulation; the pipeline from 

emotion dysregulation to prison may be wider for males 

than it is for females (Sansone & Sansone, 2011).  

 Because many randomised controlled trials of DBT 

have included female-only samples, we know less about 

the efficacy and the acceptability of DBT for men with 

problems with anger and aggression.  However, a number 

of pre-post trials have indicated improvements in 

aggression for adult men in forensic inpatient settings 

(Tomlinson, 2018; Tomlinson & Hoaken, 2017), 

aggressive incarcerated male adolescents (Shelton et al., 

2011), and within male-majority mixed samples of adults 

with intellectual disabilities and histories of aggression 

(Brown et al., 2013; Sakdalan & Collier, 2012; Sakdalan 

et al., 2010).   

To our knowledge, as yet there have been no published 

studies specifically evaluating the acceptability of 

standard outpatient DBT skills training for men in 

Aotearoa New Zealand with problems with anger, or 

examining outcomes for these participants.  The majority 

of large-scale treatment programmes for aggression in 

Aotearoa New Zealand are typically conducted in a group 

format (Arias et al., 2013; Babcock et al., 2004).  Given 

that aggression and violent behaviour continue to be major 

social problems in our country, particularly within the 

home (Family Violence Death Review Committee, 2020; 

Lambie, 2018), we were interested in assessing whether 

this approach showed promise for treating such problems.  

In particular, the objective of this study was to assess the 

acceptability of both this intervention and the research 

methods to men in Aotearoa New Zealand.  

Treatment acceptability is a multi-faceted concept, 

encompassing emotional, behavioural, and cognitive 

responses indicative of the extent to which a health service 

user likes the treatment they receive, and perceives it as 

appropriate (Sekhon et al., 2017).  Treatment acceptability 

is an early focus of treatment outcome research design.  In 

the current study we expanded this focus to consider the 

acceptability of the research framework designed to 

evaluate the treatment, particularly the outcome measures 

and strategies used to recruit and retain participants in the 

research.  Our primary indices of acceptability focused on 

recruitment treatment engagement and non-engagement 

(i.e. treatment dropout), study engagement, and 

qualitative feedback on the treatment, and on research 

design. As the primary target of the intervention was 

problematic anger, the inclusion of a measure examining 

the subjective experience of anger was an important 

outcome variable. Because emotion regulation appears to 

be a key mediator of outcome in DBT (Lynch et al., 2006; 

Mehlum et al., 2014) and because depression in men has 

been implicated in aggressive behaviour in general 

(Krakowski & Nolan, 2017), and intimate partner 

violence in particular (Graham et al., 2012; Shorey et al., 

2012), we also examined changes in emotion regulation, 

and depressive symptoms associated with DBT skills 

participation.  Finally, we wanted to examine the 

acceptability of Hua Oranga, as a more holistic measure 

of wellbeing developed specifically for Māori tāngata 

whaiora, for Māori men taking part in this study.  A key 

focus of qualitative feedback was the acceptability of 

DBT for cultural minority group members, given DBT’s 

origins as a highly westernised and relatively 

monocultural treatment developed far from Aotearoa.  As 

such, we were particularly keen to elicit participants’ 

opinions on the acceptability of the intervention, including 

how and by whom it was delivered. 
 

1. The aims of the research were to answer two main 

questions: 

2. Is 6 months of weekly DBT skills acceptable to men in 

Aotearoa New Zealand who are experiencing anger-

related problems?  
 

Is participation in DBT skills training associated with 

improvements in psychological wellbeing for men 

experiencing anger-related problems, as measured by 

responses on self-report questionnaires assessing 

problems related to anger, emotion dysregulation and 

depression?  

Accordingly, we recruited adult men who reported 

experiencing problem with anger for a DBT skills training 

group to be run weekly across 6 months.  This duration 

was chosen because it allowed the opportunity to teach the 

full standard 26-week DBT skills curriculum, and assess 

without assumption which skills participants would find 

most relevant and useful.   
 

METHOD 
Participants 

Adult men aged 18 years and over were recruited via 

research brochures sent to non-governmental community 

health and social services, governmental mental health 

and addiction treatment providers, and primary care 

services in the Auckland area.  As such, individuals could 
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be informed of the research opportunity by health 

providers, or through brochures in waiting areas.  

Interested men or their whānau then got in touch directly 

with the researchers. 

Prior to group sessions, potential participants met with 

one of the researchers for screening, orientation to the 

study and consent.  Typically, this meeting ended with the 

man being provided with written information about the 

study, the consent form, and the assessment 

questionnaires, with the agreement that they would decide 

whether to take part, and an appointment set for 1-2 

further meetings to complete the consent form and 

assessment, and to receive their skills workbook.   

Inclusion criteria were identifying as male, proficiency 

in spoken English, and self-reported problems with anger 

and emotion dysregulation.  Initial exclusion criteria were 

active psychosis, and intellectual impairment that 

precluded the individual from providing informed 

consent. Initially we required literacy, however relaxed 

this for one group member who struggled to read and 

write. These criteria were subsequently expanded 

following an incident during screening in which a 

potential group member touched the torso of one of the 

clinicians while demonstrating a stabbing.  After 

extensive consultation, this led to the pragmatic 

development of a further exclusion criterion; touching a 

screening clinician in a threatening manner during pre-

treatment assessment.  

Fifteen men expressed interest in the group, 4 of whom 

did not take part.  One did not proceed with screening 

because of concerns regarding the age range of the group 

(18 years and over), another didn’t like the 6-month 

commitment and the third didn’t think he was 

experiencing the problems the group intervention treated. 

The fourth was discontinued following the 

aforementioned threatening behaviour during screening.   

Men were aged 23-70 years with a mean age of 44 years.  

Participants were of Māori, Indian, Fijian, Samoan, South 

African and NZ European descent.  The majority (4/11) 

were Caucasian.  Six reported a history of violence 

towards a family member, and 5 reported seeking help for 

significant physical violence.    
 

Intervention 
The intervention was comprised of 26 weeks of weekly 

2-hour DBT skills training groups covering (in the 

following order) mindfulness, distress tolerance, emotion 

regulation, and interpersonal skills using an early version 

of the 2nd edition of the DBT skills training manual 

(Linehan, 2014).  The first session focused on orientation 

to group guidelines, and identification of personal goals 

for the group.  Group sessions took place on an evening 

during the week. The first hour was dedicated to a brief 

mindfulness practice followed by review of homework 

from the week prior.  Following a 15-minute break, the 

second hour focused on skills instruction. Food was 

served for the 15 minutes before group and during the 

group break.  When group members didn’t show, they 

were text messaged and called by group leaders from the 

first author’s phone.  To aid retention in both the research 

study (Teague et al., 2018) and the group, group members 

received birthday and end of year greeting cards from the 

group leaders.  Mindfulness skills were taught in 2-week 

blocks 3 times during the 6-month cycle, per the standard 

DBT curriculum. 

Adaptations to the skills curriculum were minimal, but 

facilitators intentionally chose examples and stories that 

group members were likely to relate to.  Discussions often 

focused on the relevance or appropriateness of a skill for 

the lives of men in Aotearoa.  At group members’ request, 

emotion regulation skills also included some information 

on chain analysis when describing the model of emotions, 

and content on validation and dialectics during the 

Interpersonal Effectiveness module.  

All three authors were involved in the delivery of skills 

group sessions, with the 2nd and 3rd authors acting as co-

leader for 3 months each, and the first author leading 

facilitation for the full 6 months of the skills group (i.e. 

group sessions were led by 2 facilitators at a time).  Two 

of the facilitators were clinical psychologists, and one was 

a clinical psychology intern at the time of the study. All 

were trained in DBT.  Two of the authors attended weekly 

DBT consultation team meetings with other members of a 

DBT adolescent and family programme.  The focus of 

these meetings was on increasing practitioners’ 

motivation and skills in delivering the therapy.  All 

facilitators identified as Pākehā/NZE. 

The final session involved food and a graduation 

ceremony followed by feedback on the group, which was 

gathered by the group leaders.  All graduating group 

members ended skills training group on the same date; i.e. 

the intervention was established as a closed group. In the 

feedback session, group participants were asked what they 

liked and disliked about group, the skills they used most 

often, their recommendations for change, and their 

recommendations regarding matching the ethnicity of 

group leaders for participants.   

This study received ethics approval from the Northern 

X Regional Health & Disability Ethics Committee 

(NTX/08/04/038), and was retrospectively registered with 

the Australia New Zealand Clinical Trial Registry 

(#ACTRN12621000921886). This study was unfunded. 
 

Measures 
Assessments were administered prior to and at the 

conclusion of group skills training, and at 6 months 

follow-up.  Self-report questionnaires included the 

following: 

Depression was assessed using the second edition of the 

Beck Depression Inventory (BDI-II: Beck, 1991). The 

BDI-II is a 21-question multiple-choice self-report 

inventory designed to examine the scope and severity of 

depressive symptoms, with higher scores indicating 

greater distress (Cronbach’s α = .90 for the overall score; 

Scale min/max=0 to 63). Participants responded to each 

item on an escalating scale of depressive symptomatology 

from a 0 (e.g. “I do not feel sad”) to 3 (e.g. “I am so sad 

or unhappy that I can’t stand it”).   

Emotion dysregulation was assessed using the 

Difficulty with Emotion Regulation Scale (DERS: Gratz 

& Roemer, 2004) is a 36-item self-report questionnaire 

designed to assess clinically-relevant problems in 

regulating emotions, with higher scores indicating greater 

difficulties (Cronbach’s α = .93 for the overall score; 

Scale min/max=36 to 180). Participants responded to each 
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item on a 1 (“almost always”) to 5 (“almost 

always”) with 11 items reverse-scored. 

State/trait anger was assessed using the 

State-Trait Anger Expression Inventory-2 

(STAXI-2: Spielberger, 1999; Cronbach’s 

α’s = .84-.87 for the overall trait score; 

total Scale min/max=57 to 228) is a 57-

item self-report questionnaire designed to 

measure multiple dimesions of the 

experience of anger, with higher T-scores 

indicating greater problems related to 

angry affect.  Participants responded to 

each item on a 1 (“almost never”) to 4 

(“almost always”),   

Finally, we used an early version of the 

Hua Oranga (Kingi & Durie, 2000) - a 

suite of 4-item questionnaires designed to 

assess the 4 dimensions of wellbeing 

identified by the whare tapa whā model of 

health (Durie, 1994). Positive scores 

indicate improvements in wellbeing due to 

an intervention and negative scores 

indicate declines in wellbeing due to an 

intervention. It has 3 forms or 

perspectives: one is completed by the individual, another 

is completed by whānau, and another form is completed 

by a clinician working with the individual (Cronbach’s α 

= .87 for the overall self-report score: Chalmers & 

Williams, 2018; Scale min/max=-32 to +32). Participants 

responded to each item on a -2 (“Much Less”) to +2 

(“Much More”). Group members identifying as Māori 

completed the Tangata Whaiora/client version of the Hua 

Oranga.   
 

Analysis 
Paired t-tests were calculated for pre and post scores on 

the 3 outcome measures, and then corrected for multiple 

comparisons using the Bonferroni method. We have also 

presented the unadjusted comparisons to allow readers to 

interpret the results dependent on their view of the need 

for adjustment, as for this stage of study (i.e. an 

uncontrolled pre-post study, with a small sample size) it 

may be more effective and in keeping with the exploratory 

nature of the research not to adjust for multiple 

comparisons.  
 

RESULTS 
Two participants dropped out within the first 4 weeks 

citing work commitments, and a clash with another course 

that had already been paid for.  In the last module (i.e. 2 

months before the conclusion of skills training), we 

received a request from another man to join the group. 

Subsequently, he and another male relative participated in 

the remaining 8 sessions.   

Table 1 shows scores on the outcome measures before 

and after skills training. Using t-tests, comparisons of 

scores on outcome measures before and after group 

showed significant decreases in scores on the DERS (p = 

0.047), BDI (p = 0.018), STAXI Total Trait Anger (p = 

.001), and STAXI Anger Expression Index p = .028), and 

a significant increase in STAXI Anger Control-In scores 

(p = .009).  

The adjusted threshold for statistical significance from 

the Bonferroni correction is 0.05 / 8 = 0.00625. Following 

Bonferroni corrections for multiple comparisons, the 

decrease in STAXI Total Trait Anger remained 

significant.  

Themes from qualitative feedback from group members 

included liking mindfulness activities, the use of text 

messaging and phone calls to ‘chase [them] up’, the 

provision of food, and the orientation to group guidelines.  

They disliked discussions going off on tangents, 

especially during homework review, and ‘being 

counselled’  by other group members.  The skills they 

reported using most often were from the crisis-survival 

section of the distress tolerance module (TIP, Pros & 

Cons, ACCEPTS, and Self-soothe), and from the 

mindfulness module (Observe, Describe, Participate and 

Wise Mind).  Their recommendations for improvement 

included the provision of skills instruction recordings for 

self-review, having weekly mini-reviews of mindfulness 

and crisis-survival skills, including more space for taking 

notes in the workbooks, reducing the time for homework 

review and increasing the time for skills instruction (i.e. 

40 and 80 minutes rather than apportioning an hour to 

each).  Two group members wanted to make group longer 

(i.e. 3 hours) however others didn’t agree with this.  Most 

group members reported that the ethnicity of facilitators 

didn’t matter.  The group members who disagreed 

reported that they didn’t think they would attend if the 

facilitators’ ethnicity matched their own, owing to 

concerns about confidentiality as their communities were 

small and close-knit.  
 

DISCUSSION 
The current study found that participation in a 6-month 

DBT skills group was associated with significant 

improvements in anger, emotion regulation and 

depressive symptomatology for a small group of men in 

Aotearoa New Zealand.  Completers were uniformly 

positive about the impact of learning and using DBT skills 

on their lives and relationships, reporting that they found 

both the skills and the method of delivery acceptable and 

useful for them.  The men provided robust feedback 
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regarding their likes, dislikes and areas for improvement.  

Accordingly, the two primary aims of the study were met.  

Six months of DBT skills training appears to be acceptable 

to men in Aotearoa who endorse problems with anger, and 

participation in this intervention was associated with 

positive change in self-reported difficulties in emotion 

regulation, anger, and depressive symptoms.   

The strengths of the study include the focus on 

providing DBT skills training to fidelity, the inclusion of 

NZ men, the focus on engagement, and the relatively low 

dropout rate (Dixon & Linardon, 2020).  The duration of 

sessions mirrored those provided within the treatment 

developer’s clinic where the first author was trained.  Two 

of the three facilitators attended a DBT consultation team, 

and the entire standard adult skills core curriculum was 

included, allowing the participants to comment on the 

acceptability of all core skills.  Although the group 

sessions weren’t coded for adherence, the lead facilitator 

has extensive experience with this modality, having 

provided adherent DBT group sessions on two trials 

(Cooney et al., 2010; Linehan et al., 2006).   

The authors engaged in a range of strategies both to 

retain participants in group, and also to retain them in the 

study.  Unfortunately we were not able to obtain 6-month 

data for the two participants who dropped out of group 

skills training.  However, based on the low drop-out rate 

and feedback from participants, group members may have 

felt cared for, attached, and more likely to remain in group 

as a result. The strategies (termed ‘attachment strategies’ 

in DBT, and particularly used to engage individuals with 

addictive disorders in DBT for substance use) included the 

provision of food, the inclusion of goal-setting at the 

outset of group, calling group members during group 

sessions and breaks if they no-showed, sending cards and 

other messages inviting them to return if they had missed 

3 sessions in a row, obtaining detailed information at the 

outset from group members about ways of getting in 

contact with them, and getting permission to contact other 

people in their lives to track them down if we were having 

trouble reaching them (Dimeff & Linehan, 2008; 

Salsman, 2022). 

This study has a number of limitations which signal 

important considerations for the design of a full-scale trial 

evaluating DBT for violent behaviour.  The criterion 

excluding individuals who engaged in highly intimidating 

behaviour during the screening and pre-treatment 

assessment process significantly limits the validity of our 

findings. This criterion was driven by pragmatic concerns, 

as working with the individual whose behaviour led to this 

criterion crossed the limits of some research staff after the 

screening interaction, owing to potential risks to the safety 

of the leaders and the other group members. Given the 

timeframe and an absence of alternative providers, we 

opted to exclude this individual from the trial.  For future 

research, it will be important to have processes and 

contingency plans to protect the safety of assessors, 

therapy staff and participants during the trial, that are 

acceptable to all members of the research team.   

The pre-post study design makes it impossible to 

determine whether the improvements in participants’ 

scores on research measures were due to the intervention, 

or other unmeasured factors, such as additional 

unassessed problems experienced by participants.  The 

absence of a control group, and random assignment to 

either intervention or control means it’s entirely possible 

that improvements in outcome measure scores were due 

to the passage of time, or other uncontrolled and 

unmeasured variables.  Furthermore, the researchers 

included additional participants in the second half of the 

intervention, in a way that was unplanned, in response to 

requests.  This limits the generalisability of the 

acceptability findings, in particular.  These participants 

received a smaller dose of the intervention and therefore 

had less time to tire or become dysregulated by the process  

and withdraw prematurely.  It’s also possible there may 

have been material in the first half that they disliked and 

may have led to dropout if they were present for it.   

The sample itself was very small, and then made smaller 

by the dropout by two members, who didn’t complete 

outcome measures at 6 months.  These pose further threats 

to the validity of the quantitative findings.  Finally, the 

fact that the focus group was run by the group leaders 

limits the validity of the qualitative feedback. In other 

treatment feasibility research conducted by our team, 

post-intervention focus groups have been facilitated by 

interviewers who are independent from the therapy team.  

The interviews are typically individuals with lived 

experience of mental distress, and the feedback is 

anonymous to the group leaders.  We are strong 

proponents of service user-led research, and independence 

of intervention provision and evaluation, and are 

committed to this going forward. 

Despite these limitations, this study garnered useful 

information for the provision of DBT skills groups for 

adult men in Aotearoa New Zealand, in that it provided 

quantified data on changes in symptoms, recruitment, and 

dropout rate, as well as rich qualitative information 

gathered both from the participants’ feedback, and also 

their behaviour. In addition to the findings reported above, 

we noted a phenomenon that we have repeatedly 

experienced in Aotearoa, in comparison with our 

experiences delivering DBT skills training in the US and 

the UK.  There were three instances during the course of 

this intervention when individuals brought members of 

their family along to group.  This pattern occurred for a 

number of ethnic identities. One instance involved a 

request to do so ahead of time, which led to the standard 

informed consent and orientation process before the 

family member joined.  The other two instances involved 

family members unexpectedly showing up despite a 

careful informed consent and orientation process that 

preceded group members’ joining group.  Anecdotally, 

the authors have experienced this previously with other 

Aotearoa New Zealand DBT groups comprised of both 

adolescents and their families, as well as adults, with 

multiple settings and ethnicities.  Group members have 

brought partners, siblings, in laws, and adult children 

along to group sessions whom they believed could benefit 

from learning DBT skills.  Often, this has occurred with 

no notice, and with the expectation that the person could 

join group on the day. Personal communication with DBT 

providers and researchers in other countries suggests that 

this pattern is specific to Aotearoa New Zealand.  During 

this study, on the occasions that this occurred without 

warning, group leaders were highly conflicted about 

turning guests away, feeling that it violated important 
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values of hospitality and manaakitanga.  We believe that 

this transaction (both the expectation that the uninvited 

guests would be included as a matter of course, and the 

strong urge to include them experienced by group leaders) 

may reflect something about a collective social tenet in 

Aotearoa New Zealand of welcoming people, especially 

those seeking support.  It may also indicate a lean towards 

a collective rather than individual identity in NZ society. 

Accordingly, we recommend routinely including in the 

DBT group guidelines for NZ tāngata whaiora an explicit 

statement of the DBT team’s position on the inclusion of 

friends and family members in group, and consideration 

of how whānau may be involved in learning skills.   

The other significant lessons in this research related to 

the event that prompted the additional exclusion criterion.  

This underscored two things. First, there is a need for all 

individuals involved in skills training with this population 

to be very clear from the outset with themselves and with 

participants about personal and organisational limits 

regarding threats or acts of violence. One of the principles 

of DBT is not to exclude people from treatment for 

engaging in behaviour that the intervention is designed to 

treat.  At the same time, DBT’s original focus was on the 

treatment of borderline personality disorder, with suicide 

attempts and non-suicidal injury targeted as behavioural 

markers of BPD, rather than aggression towards others.  

This creates challenges when the target behaviour 

involves harm towards treatment providers or other group 

members.  The act by the individual being screened was 

highly threatening to both assessors, and involved direct 

physical contact.  Broad consultation with multiple 

forensic, ministry of justice, and DBT specialists occurred 

regarding how to respond.  All non-DBT specialists were 

based in Aotearoa New Zealand.  They unanimously 

surmised that the individual appeared to be highly 

dangerous, and strongly advised that the individual be 

declined for the skills group, and referred elsewhere.  In 

contrast, one forensic DBT specialist based in North 

America voiced mixed feelings about having this 

individual in group, noting that the combination of 

aggression and emotion dysregulation was common in 

forensic settings (McCann, personal communication, 

October 2008).  She also noted that there was far more 

control over the environment in secure units, where 

aggressive behaviour can be more contained and therefore 

safety is easier to establish and maintain.  Furthermore, 

the specialist observed that more homogeneity in the risk 

profiles of group members in such settings meant that 

group members were able to  ‘keep each other in line’.  

In many respects this individual’s profile was highly 

consistent with the problems the skills group sought to 

treat.  However the severity of these problems far 

exceeded those of the majority of group members, none of 

whom engaged in such behaviour during assessment or 

group sessions.  The research team had a clear safety 

protocol relating to skills group delivery, however 

screening and assessment safety measures involved 

simply ensuring that individuals were either seen within a 

service during working hours, or if outside of working 

hours, were not seen individually.  This was insufficient.  

Furthermore, the team’s limits regarding threatening 

behaviour were not clear. We learned from this that it is 

important that all parties involved in violence prevention 

research are in clear agreement about exclusion criteria, 

and the research team’s policy regarding response to 

threats by group members.  Similarly, the research team 

needs to have a clear policy regarding assault by group 

members and to communicate this to everyone involved.  

In addition, the setting, timing, and environment of the 

group needs to be set up in a way that minimises the risk 

for all parties.  

Second, in addition to having an agreement about 

exclusion criteria, and refining details of the safety 

protocol for researchers, further concerns related to 

participant safety and informed consent.  Over and above 

retaining a valued member of the research team, the self-

report and behaviour of this individual indicated a level of 

violence that was more pervasive and extreme than that of 

other participants. This underscores the need for 

participant information to be clear about the personal risk 

of assault related to taking part in group interventions for 

violence, and the reality that if group leaders witness or 

are victims of violence by group members, they will report 

it to police.  In addition, group guidelines need to specify 

expectations regarding how group members interact with 

each other, in terms of communication, unwanted touch 

and non-verbal intimidation.   

Several weeks after the decision to exclude the 

individual from the study, the first author was able to 

consult with the treatment developer of DBT. Linehan 

was strongly against the exclusion, stating (1) researchers 

on interventions for violent behaviour needed to be 

willing and able to work with individuals at risk of 

engaging in violence, (2) that simply being afraid of 

someone was not a reason not to work with them, and (3) 

that there was no evidence that taking part in DBT skills 

training had made people’s behaviour worse (Linehan, 

personal communication, January 2009).  Integrating her 

position with that of forensic practitioners who hold 

extensive knowledge and experience in working with 

violent offenders may pose a dialectical opportunity for 

future thought and research. There is a difference between 

declining to work with an individual simply because their 

presentation is frightening, as opposed to a situation 

where the treatment setting and context offers insufficient 

protection given a violent history coupled with a 

presentation that includes physical threats.  

This study indicates that DBT skills may be a promising 

intervention for men struggling with problems related to 

anger in Aotearoa New Zealand.  However it is a leap to 

conclude that the next step would be a randomised 

controlled trial for dysregulated men engaging in violent 

behaviour, particularly if the focus was on family 

violence.  Future research on DBT skills as an intervention 

for family violence needs to examine in more detail issues 

related to trial design, and to explore in more depth the 

cultural acceptability of DBT skills training as an 

intervention for Indigenous men who have engaged in 

family violence.  Issues relating to design include how to 

engage and retain men and their families in research of 

this nature, the feasibility of gathering collateral 

information on primary outcomes (i.e. violence to family 

members) without jeopardising the safety of informants, 

and how to raise the chances of accurate self-report from 

participants while also meeting duties of care regarding 

harm to minors if participants disclose family violence to 
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research assessors.  Most countries mandate reporting of 

child abuse, regardless of whether the information is 

obtained via research activity. Certificates of 

confidentiality for research in the US, for example, do not 

exempt researchers from their obligation to report child 

protection concerns.  Research on family violence in other 

countries has circumvented this by ensuring anonymity of 

research assessments. Assessments occur online or via 

anonymous phone lines, and participants only disclose 

which treatment they’re receiving and broad demographic 

details rather than their identity. However, an ethics 

submission by our team for a study interviewing 

individuals with lived experience of family violence and 

offering participant anonymity was declined on the basis 

that the researchers had “an ethical and legal obligation to 

contact relevant authorities if they discover a person in the 

community who is at risk of violence or harm from 

another, and not recording identities goes against this” 

(March, 2021).  Clearly this is an issue that is fraught with 

important and conflicting principles.  Further research, 

including consultation with whānau most affected by such 

safety concerns, is sorely needed. 

The current study provided support for the acceptability 

of DBT skills for men experiencing anger-related 

problems in Aotearoa New Zealand, and the feasibility of 

conducting pre-post outcome evaluation with this 

population. Results indicated that this intervention is 

acceptable and holds promise of benefit for men with 

anger problems in Aotearoa New Zealand.  Further 

research is needed on these issues, in order to evaluate the 

efficacy of this treatment for a significant and tragic 

problem affecting Aotearoa New Zealand. 
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Suicide is one of the leading causes of death worldwide. Men are significantly more likely to commit 
suicide yet are an understudied population in suicide research. Hopelessness has repeatedly been 
shown to be one of the strongest predictors of suicide ideation, attempt, and completion. Meaning 
in life and social connectedness have been shown to be inverse associates of hopelessness. In a 
sample of n = 398 males living in Aotearoa, New Zealand between the ages of 18-30, this study 
examined the relationship between social connectedness, meaning in life, and hopelessness. 
Meaning in life and social connectedness were hypothesized to be negatively associated with 
hopelessness and that the relationship between social connectedness and hopelessness would 
vary across different levels of meaning in life. Results revealed that meaning in life and social 
connectedness were negatively associated with hopelessness. Meaning in life moderated the 
relationship between social connectedness and hopelessness such that the effect meaning in life 
exerted on hopelessness was strongest when social connectedness was low.  
 

Key words: Suicide, Hopelessness, Meaning in life, Social connection, Young males  
 
 

INTRODUCTION 
Globally, each year over 700,000 individuals die by 

suicide (World Health Organisation, 2019). Despite a 

small reduction in the global suicide rate across the 21st 

century, suicide remains a leading cause of preventable 

death (United Nations, 2019; World Health Organisation, 

2014). In Aotearoa, New Zealand the suicide rate has 

increased by 6% in the past decade and the number of 

deaths caused by suicide has risen by 21% (Office of the 

Chief Coroner of New Zealand, 2020). Effective 

responses to this crisis require the identification of both 

risk and protective factors for suicide and an 

understanding of how these factors can be targeted to 

promote better outcomes (World Health Organisation, 

2014). Past research has identified a number of 

psychological, neurobiological, psychosocial, social, and 

demographic risk factors for suicidal behaviour including 

major depression, impulsivity, dysregulated serotonin 

systems, historical abuse and unemployment (for reviews 

see O'Connor et al., 2023; Turecki et al., 2019). 

Hopelessness has been repeatedly shown to be a robust 

predictor of suicidal behaviour, which consists of suicidal 

ideation, intent, attempt and completion (Beck et al., 

1990; Ribeiro et al, 2018; Weishaar & Beck, 1992; Wetzel 

et al., 1980). A recent meta-analysis of 365 studies 

occurring over the last 50 years found that hopelessness 

was the second leading predictor of suicidal ideation 

(Franklin et al., 2017). Hopelessness has been shown to be 

both a proximal and distal predictor of suicidal behaviour 

(Beck et al., 1990; Ribeiro et al., 2018;  Rudd et al., 2006) 

and the association between hopelessness and suicidal 

behaviour has been observed in children, adolescents, and 

adults and in both clinical and non-clinical populations 

(Beck et al., 1985; Nock & Kazdin, 2002; Sueki, 2020; 

Thompson et al., 2005). Given congruent empirical 

evidence, hopelessness has been included in several 

causal models of suicide including the Interpersonal 

Theory of Suicide (Van Orden et al., 2010), the 

Hopelessness Theory of Suicidality (Abramson et al., 

2002), the Cognitive Model of Suicidal Behaviour 

(Wenzel & Beck, 2008), and the Three-Step Theory of 

suicide (Klonsky & May, 2015).  

Hopelessness can be defined as a cognitive orientation 

characterized by the presence of negative expectancies 

and the absence of positive expectancies regarding the 

self, the future, and the world (Beck et al., 1974, Becker-

Weidman et al., 2009). Hopelessness develops when 

individuals experience negative events which influence 

the formation of cognitive expectancies (Morselli, 2016). 

Hopelessness is reinforced as further negative events 

occur which support hopelessness related cognitions, 

resulting in perceptions of negative events as unrelenting 

and uncontrollable (Morselli, 2016). These processes are 

associated with increasing feelings of helplessness and 

thoughts of giving up on goals and hopes for the future 

(Marchetti, 2018; Marchetti et al., 2019).  

Predictors of hopelessness include negative internal 

attributional style, a strong desire to be liked by others, 

social problem-solving orientation, emotional abuse in 

childhood and decreased future orientation (Becker-

Weidman et al., 2009; Gibb et al., 2001; Mac Giollabhui 

et al., 2018; Marchetti et al., 2019). Contextual factors 

such as socioeconomic conditions and emotional contexts 

are also an important component in predicting 

hopelessness (Morselli, 2016). Further, relationship status 

and employment have been tied to hopelessness, with an 

increased risk of stable hopelessness being found in 

unemployed, unmarried men (Haatainen et al., 2003).  

The Expanded Hopelessness Theory of Depression 

posits that loneliness and reduced social support increase 

the likelihood of negative social events which lead to 

hopelessness (Panzarella et al., 2006). Relatedly, 
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supportive social factors such as relationships and 

community contexts buffer against the adverse impact of 

known risk factors (Beautrais et al., 2005). In addition, 

several known protective factors for hopelessness operate 

on an individuals’ social context. For example, O’Connor 

and Pirkis (2016) report that relationship status and 

employment are protective against hopelessness through 

fostering social connection and belonging.  
 

Social Connectedness 
Social connectedness can be understood as the degree of 

closeness an individual perceives between themselves and 

their social world (Lee & Robbins, 2000). Social 

connectedness is considered a core facet of belonging, and 

the terms belonging and social connectedness are often 

used interchangeably (Bel et al., 2009).  

Social connectedness (SC) has been shown to be 

negatively correlated with suicidal ideation (Arango et al., 

2018; Reyes et al., 2020). The role of social connectedness 

in hopelessness has been explored empirically, though 

mostly through the lens of risk related to low 

connectedness. For example, Eraslan-Capan (2016) found 

that university students with low levels of social 

connectedness were more likely to be hopeless, which 

resulted in low flourishing. Similarly, social 

connectedness has been found to be an inverse 

determinant of hopelessness (Bolland, 2005; Choudhary 

et al., 2021). Relatedly, McCay et al. (2011) reported that 

a relationship-based intervention for homeless 

adolescents and young-adults significantly increased 

social connectedness with relative reductions  in reported 

hopelessness.  
 

Meaning in Life 
Meaning in life (MIL) is the extent to which an 

individual perceives their existence makes sense, has 

purpose, and holds significance (George & Park, 2016; 

Martela & Steger, 2016). Individuals have been shown to 

create meaning through various processes such as social 

connection and involvement, religion, and personal 

performance (Zhang et al., 2018).  

Meaning in life is associated with physical and 

psychological wellbeing, perceived freedom, optimism 

regarding oneself and future goals, coping, self-

realization, life satisfaction, and autonomy (García-

Alandete et al., 2014; Lambert et al., 2013). Individuals 

with high MIL are equipped to successfully navigate 

negative events, which may buffer against the formation 

of negative cognitions that lead to hopelessness (García-

Alandete, 2014). Conversely, low MIL has been 

associated with adverse outcomes such as 

psychopathology and reduced psychosocial functioning 

(Dezutter et al., 2014; Kleftaras & Psarra, 2012). Suicidal 

ideation and suicide have also been associated with low 

MIL (Costanza et al., 2019). There is a growing literature 

on the relationship between MIL and hopelessness. 

Meaning in life was found to be a significant, negative 

predictor of hopelessness in individuals diagnosed with 

Borderline Personality Disorder (García-Alandete et al., 

2014; Marco et al., 2016) and has been prospectively 

associated with decreased hopelessness in depressed US 

veterans (Braden, 2017). Further, among individuals 

diagnosed with a depressive disorder, meaning in life was 

found to mediate the relationship between hopelessness 

and depression (Sun et al., 2016). As such, more research 

is needed to understand the role of meaning in life in 

buffering against hopelessness in both clinical and non-

clinical populations. 
 

Social Connectedness and Meaning in Life 
Not surprisingly, social connectedness and meaning in 

life are related to one another (Stavrova & Luhmann, 

2015). Empirical work suggests that a sense of belonging 

predicts meaning in life (Lambert, 2013). Additionally, 

when individuals are asked to consider what constitutes 

meaning in life, most refer to social relationships 

(Stillman & Lambert, 2013).   

Relatively recent studies have demonstrated that the 

relationship between social connectedness and meaning in 

life is bidirectional (Stavrova and Luhmann, 2015). 

Across three studies comprised of young adults, Zhang et 

al (2018) found that the degree of social connectedness 

was related to the likelihood of using social connectedness 

as a primary source of meaning (Zhang et al., 2018). As 

individuals perceive the most accessible and affirming 

sources as the most important to them, those that are 

socially connected are more likely to base their sense of 

meaning on social connection. Further, Zhang and 

colleagues (2018) found social exclusion decreased both 

meaning in life and the importance individuals ascribed to 

social connectedness as a source of meaning. These 

findings suggest a compensatory process may be at work. 

Specifically, Zhang et al. (2018) demonstrated that 

socially excluded participants shifted from utilizing social 

connectedness to affirm meaning to using sense of 

autonomy.  While there is no work to date that examines 

how social connectedness and meaning in life interact in 

relation to hopelessness, the work reviewed above 

suggests that meaning might moderate the relationship 

between social connectedness and hopelessness.  
 

The present study 
Worldwide, suicide is the second-leading cause of 

mortality for individuals aged 15 to 29 (World Health 

Organisation, 2019). Research indicates that young adults 

between 18-30 years old are particularly vulnerable to life 

stressors, and a critical period in which to study 

hopelessness (Medley, 2019).  

The male-female ratio for suicide deaths is 

disproportionate, with up to three times as many males 

completing suicide relative to females globally (World 

Health Organisation, 2019). In 2019, 69% of individuals 

who died by suicide worldwide were men, with 15% of all 

suicides being men aged between 15 and 29 years old 

(Global Burden of Disease Collaborative Network, 2020).  

In Aotearoa, 72% of deaths by suicide in in 2019-2020 

were males, and 21% were males under the age 30 (Office 

of the Chief Coroner of New Zealand, 2020). 

Despite being over-represented in these statistics, young 

adult males are often ‘invisible’ when it comes to their 

mental health, due in part to men’s mental health having 

been under-researched, particularly when it comes to the 

way men approach interpersonal connection  (McKenzie 

et al., 2018). While evidence is mixed, of the extant 

literature, several studies have found that, relative to 

females, males are more likely to experience hopelessness 

(Girgin, 2009; Bolland, 2005; Özmen, 2009), with one 

study finding that daily stress is a particularly salient 
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predictor of hopelessness in young men (Rodríguez-

Naranjo & Caño, 2016).  

The current study endeavoured to better understand the 

relationship between meaning in life, social 

connectedness and hopelessness in a sample of young-

adult males living in Aotearoa, New Zealand. Based on 

the above evidence, we hypothesized that meaning and 

social connectedness would be significant, negative 

predictors of hopelessness (Hypothesis 1). We also 

expected that the relationship between social 

connectedness and hopelessness would be moderated by 

meaning in life (Hypothesis 2). Specifically, we expected 

that meaning in life would be most effective in reducing 

hopelessness in individuals with low social 

connectedness. At high levels of connectedness, meaning 

may not contribute a notable additive effect given that 

social connectedness would likely be a primary source of 

meaning in life. However, at low levels of social 

connectedness, alternate sources of meaning may be 

utilized by individuals to reaffirm meaning in life, 

facilitating its buffering effect on hopelessness.  
 

METHOD 
Participants 

This study is part of a larger cross-sectional study 

measuring risk and protective factors associated with 

wellbeing in young adult males living in Aotearoa, New 

Zealand. Recruitment took place between December 2019 

and April 2020. Participants were 440 individuals who 

self-identified as male, aged between 18-30 years old. The 

mean age was 23 (M= 22.74, SD = 3.46). Of the 440 

participants, 398 completed all measures of interest for the 

current study.  
 

Measures  
The Beck Hopelessness Scale is considered a gold 

standard in suicide research (Kliem et al., 2018). This 

measure includes 20 true-false items (e.g. “my future 

seems dark to me”) which assess hopelessness through 

self-report of negative feelings about the future, loss of 

motivation and negative future expectations (Beck et al., 

1974). The total hopelessness score is represented by the 

sum of scores across items, ranging from 0 to 20, where 

higher scores reflect greater hopelessness (Beck et al., 

1974). Widely accepted norms for this measure suggest 

that scores between 0 and 3 signify a normal level of 

hopelessness, scores between 4 and 8 signify mild 

hopelessness, scores from 9 to 14 signify moderate 

hopelessness and scores over 14 signify severe 

hopelessness (Beck & Robert, 1993). 

Meaning in life was measured using the Meaning in Life 

Questionnaire (MLQ), which measures the perceived 

presence of and search for meaning in life (Steger et al., 

2006). Individuals were responded to 10 items (e.g. “I 

understand my life’s meaning”) on a 7-point Likert Scale 

from 1 (absolutely untrue) to 7 (absolutely true) (Steger et 

al., 2006). Higher scores indicated stronger MIL.   

Social Connectedness was measured using the Social 

Connectedness Scale (SCS). Developed by Lee and 

Robbins (1995), the SCS assesses the extent to which the 

individual perceives interpersonal, emotional distance 

between themselves and their social world and difficulty 

in maintaining a sense of closeness (Lee & Robbins, 1995, 

2000). The scale is comprised of eight items (e.g. “I feel 

so distant from people”) measured on a 6-point Likert-

type scale from (1 = strongly agree to 6= strongly 

disagree) so that higher scores signify a stronger sense of 

belonging (Lee & Robbins, 1995). 
 

Procedure 

The questionnaire was hosted on Qualtrics, with 

participants from across Aotearoa, New Zealand 

accessing the questionnaire via a secure online link or QR 

code provided on advertisements. Before engaging in the 

questionnaire, participants read information about the 

study and electronically signed a consent form. 

Participants were provided with the opportunity to opt-in 

to a draw to win one of eight gift vouchers to be randomly 

selected at the conclusion of the study. Once the 

individual consented to participate, they were taken to a 

separate webpage to complete the questionnaire. The 

questionnaire took approximately 20 minutes to complete. 

A resource sheet was provided at the end of the 

questionnaire which outlined national helplines and 

resources. 

Descriptive statistics were computed on relevant 

demographic and study variables. A Pearson product-

moment correlation was constructed as an initial 

examination of the relationships between variables. A 

hierarchical linear regression, regressing hopelessness on 

social connectedness and then meaning in life was 

conducted, testing the hypothesis that both factors 

predicted BHS scores. An interaction term was created 

(SCSxMLQ) to examine meaning as a potential moderator 

of the relationship between connectedness and 

hopelessness. Age was included as a covariate and all 

predictor variables were mean-centred. Data were 

analysed using IBM SPSS Statistics version 25.0. 

ModGraph-I (Jose, 2013) was used to illustrate the results 

of the moderation analysis and perform calculations of 

simple slopes. Simple slopes analyses followed the 

process outlined by Aiken et al. (1991). 

The current study was reviewed and approved by the 

Human Ethics Committee at the University of Canterbury 

(HEC 2019/69). 
 

RESULTS 
 

Descriptive statistics 
Frequency analyses revealed that participants were 

normally distributed across the 18-30 age range. The 

majority of participants identified as urban (n = 333, 

76%), single (n = 250, 57%), NZ European (88%; 9% 

Maori) with at least some tertiary credit (n = 243, 55%) 

and employed at least part time (93%).  

In this sample of young adult males, 69% (n = 303) 

reported never having received a mental health diagnosis. 

The average hopelessness score was 5.90 (SD = 5.17) 

which falls within the mild category according to BHS 

normative data. Frequency analysis revealed that 

approximately three-quarters (74%) of the sample 

reported normal to mild levels of hopelessness < 8), while 

the remaining 26% displayed moderate to severe 

hopelessness (> 9).   

Results of the bivariate correlation revealed that social 

connectedness (r = -.58) and meaning in life (r = -.43) 
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were significantly associated with hopelessness with 

Pearson coefficients indicating moderate inverse 

relationships. A small significant association was seen 

between SCS and MLQ scores (r = .22). 
 

Regression analysis 
A hierarchical linear regression was conducted to 

further examine the relationship between social 

connectedness, meaning in life, and hopelessness.  Results 

revealed that Block 1 was significant and explained 34% 

of variance in hopelessness, R2 = .34, F( 2, 395 ) = 100.09 

, p < .001. As shown in Table 1, social connectedness, but 

not age, was a significant, inverse predictor of 

hopelessness within this model. Block 2 was also 

significant and explained 44% of variance in 

hopelessness, R2 = .44, F(3, 394) = 100.94 , p < .001. 

Further, the increase in explained variance was found to 

be significant, ΔR2 = .10, F(1, 395) =68.72, p < .001, such 

that MIL accounted for variance in hopelessness over and 

above social connectedness (See Table 1).  

The MLQ x SCS interaction term was included in Block 

3 to examine the relationship between meaning in life and 

social connectedness as related to hopelessness. This 

block explained 45% of variance in hopelessness, R2 = 

.45, F(4, 394) = 78.84 , p < .001. Further, Block 3 was 

significantly more predictive than Block 2, ΔR2 = .01, F(1, 

394) = 7.41, p  = .007, indicating that the moderation 

effect was significant after controlling for SCS and MLQ 

as significant, independent predictors.  

Figure 1 illustrates the moderation of meaning in life on 

the effect of social connectedness on hopelessness. 

Analysis of simple slopes revealed a significant negative 

relationship between connectedness and hopelessness 

across levels of meaning in life, as each slope was found 

to be significantly different from zero. Examination of 

standardized beta weights seen in Table 2 and 

consideration of relative slope differences seen in Figure 

1, indicate revealed that the inverse association between 

social connectedness and hopelessness were most 

apparent when meaning in life was low.  Further, when 

social connectedness was low, high meaning in life was 

associated with lower levels of hopelessness.  
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DISCUSSION 

The current study examined the relationship between 

meaning in life and social connectedness and their 

association with hopelessness in young-adult males. The 

primary aim of this research was to examine these 

relations given the robust association between 

hopelessness and suicidal behaviour. Additionally, young 

adult men are a cohort both understudied and at 

heightened risk of suicide. Based on the current literature, 

we expected that meaning in life and social connectedness 

would have significant, inverse associations with 

hopelessness, and that meaning in life would moderate 

this relationship. Results supported these hypotheses and 

simple slopes analysis indicated that the association 

between connectedness and hopelessness was significant 

across all levels of meaning in life.   

The average level of hopelessness in this study (mild 

hopelessness) is in line with previous literature on non-

clinical populations (Chioqueta & Stiles, 2007; 

Kocalevent et al., 2017). However, it is notable that 

moderate-to-severe ratings were approximately twice as 

high as rates seen in previous studies with Spanish 

university student and American adult samples (Mair, 

2012; Viñas, 2004). Such elevated rates of clinically 

significant hopelessness among this at-risk sample is a 

concern and may reflect the current difficulties in mental 

health shown to exist in Aotearoa, New Zealand (Every-

Palmer et al., 2022; Mulder et al., 2022).   

To our knowledge, there is no work to date examining 

both social connectedness and meaning in life in relation 

to hopelessness. Regression analyses revealed that the 

hypothesized inverse relationship between social 

connectedness and hopelessness remained significant 

when meaning in life was introduced to the model. As 

shown in the previous literature and reflected in the 

change in the SC beta with the introduction of MIL, there 

is some shared variance between these factors. However, 

in the current study, and supported by the small 

association seen in the correlation analysis, SC and MIL 

are independent factors, 

both inversely related with 

hopelessness. 

This study also sought to 

examine meaning in life as a 

moderator of the relation 

between connectedness and 

hopelessness. Inclusion of 

the interaction term in the 

third block of the model 

resulted in significant 

associations for all included 

variables. Not surprisingly, 

analysis of simple slopes 

revealed that that 

hopelessness was lowest 

when both meaning in life 

and social connectedness 

were high and highest when 

both factors were low. 

Examination of simple 

slopes further revealed that 

meaning in life differences 

were most apparent when connectedness was low. 

Notably, when social connectedness was low, high 

meaning in life was associated with low levels of 

hopelessness (See Figure 1). In the instance of low 

connectedness, meaning is likely sourced from other 

domains (e.g. faith or work performance) as posited by 

Zhang et al (2018).  

Our findings have broad implications for positive 

psychology, the study of hopelessness and suicidology, 

and for literature focused on young-adult males. This 

study has highlighted the importance of both social 

connectedness and meaning in life in relation to 

hopelessness and adds distinct value to the emerging 

resiliency literature in the study of hopelessness. This 

work is the first known study that has examined the 

interaction between established factors associated with 

hopelessness, providing a more nuanced understanding of 

the construct. For the field of suicidology, results 

demonstrate the value in contextualizing key predictors of 

suicide, with the overarching aim of being able to 

intervene to prevent suicide and at an earlier stage, where 

interventions may be better able to target hopelessness. 
 

Real-world Applications 
The Government Inquiry into Mental Health and 

Addiction, (2018) has recommended a 20% reduction in 

suicide rates by 2030. Similarly, the United Nations have 

called for a worldwide reduction of non-communicable 

diseases (including suicide) of one-third by 2030 (United 

Nations, 2015). Reaching these goals necessitates the 

application of novel evidence-based intervention that 

target suicide antecedents. While there are a number of 

evidence-based cognitive and behavioural interventions 

designed to address moderate and severe depression, 

targeting hopelessness in interventions has largely been 

unsystematic (for review, see Marchetti, 2023).   

The practice of suicide prevention may benefit from 

deeper consideration of interventions that build resiliency 

against key predictors of suicidal ideation, attempt and 

completion, such as hopelessness. Work in this area is 
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growing and shows promise. For example, increasing 

social connectedness among older individuals has been 

shown to reduce hopelessness (Choudhary et al., 2021) 

and McCay et al. (2011) found that a relationship-based 

group intervention improved social connectedness and 

reduced hopelessness among a group of homeless late 

adolescents/young adults. Therapeutic interventions have 

been shown to raise meaning in life and reduce 

hopelessness. For example, Brietbart and Heller (2003) 

developed a meaning-centred psychotherapy to reduce 

feelings of hopelessness and increase meaning among 

terminally ill patients and recently, Sun et al. (2022) found 

that logotherapy helped reduce feelings of hopelessness 

and increase a sense of meaning among individuals with 

depression. Currently, there are no interventions 

specifically targeting meaning in life to reduce 

hopelessness. However, a recent meta-analysis reported 

overall moderate effects across a variety of interventions 

targeting increased meaning (Manco et al., 2021) and Luz 

et al. (2017) found that a six-week intervention targeting 

meaning in life resulted in increased positive affect and 

decreased negative affect. As such, future research 

examining how these factors may be increased to reduce 

hopelessness may provide a foundation for the 

development of interventions targeting a salient predictor 

of suicidal behaviour.  

Beyond interventions by mental health practitioners, 

business, social groups and individuals can promote the 

emerging idea of “the social cure”, which emphasizes that 

identity and behaviour is influenced deeply by group 

membership and social connectedness which are vital to 

general wellbeing (Jetten et al., 2017). Groups that are free 

of stigma, promote healthy norms and provide social 

support can increase social connectedness, meaning in life 

and myriad other positive outcomes (Jetten et al., 2017). 

Initiatives like ‘Surfing for Farmers’ (Star News, 2020), 

Menz Sheds New Zealand (Holden, 2020) and the weekly 

“yarnologist/peer support appointments” at Benny’s 

Barber Shop (Northcott 2019) are several examples of 

social groups that engage young-adult men in Aotearoa in 

activities and conversations about mental wellbeing, and 

foster meaning in life through social connection. 

This study is not without limitations and caution should 

be taken when interpreting findings. Given that this was a 

sample recruited from the community, a large proportion 

of individuals reported normal to minimal hopelessness. 

Also, while Māori make up 16.5% of Aotearoa and 19% 

of males between 15 and 29 years-old, 9% of participants 

in this study identified as Māori. Further work in this area 

would benefit from increased ethnic representativeness. 

Lastly, the cross-sectional nature of this study limits the 

ability to assess directionality of findings. Examination of 

the relationships between hopelessness, meaning in life 

and social connectedness with longitudinal methods 

would be beneficial in corroborating these findings.  

The current study provides a springboard for future 

research across several domains. This study was 

conducted with young adult males. Future work may seek 

to replicate these findings across gender identities. Given 

that meaning in life stems from multiple avenues, research 

may wish to explore the extent with which meaning in life 

moderates the relationship between hopelessness and 

social and vocational outcomes such as work satisfaction, 

educational achievement, and sense of faith. An emerging 

body of research such as the qualitative work with New 

Zealand men aged 20-40 year-old by from McKenzie et 

al. (2018) shows that young-adult males value different 

forms of social connection compared to females, and have 

diverse patterns of connection. Lee and Robbins (2000) 

also found that social connectedness for men was based in 

differentiation of the self from connected individuals and 

groups, a unique source compared with women who 

prefer physical closeness and opportunity for nurturance.  

Future work could explore whether different types of 

social connection and support are predictive of 

hopelessness in this cohort and if the moderation effect 

remains. With increased ethnic representativeness, further 

work should also consider how Māori conceptualizations 

of meaning and connectedness affect hopelessness. 

Meaning in life and social connectedness could be 

examined as moderators between known risk factors and 

hopelessness, extending knowledge of resilience 

regarding hopelessness. Future research should also seek 

to consider how this knowledge can be applied to 

interventions for suicide prevention and in working with 

individuals who experience feeling suicidal.  

In summary, the current study sought to address a 

critical gap in literature by exploring social connectedness 

and meaning in life as psychological buffers of 

hopelessness. Results indicated that these factors were 

independently associated with hopelessness. Further, 

meaning in life was found to moderate the relationship 

between social connectedness and hopelessness, 

indicating that high meaning in life was associated with 

reduced hopelessness when social connectedness was 

low. To our knowledge, this is the first study that has 

looked at these relationships and done so in a sample of 

individuals at risk for suicidal thoughts and behaviours. 

These findings have broad implications for future 

exploratory work on psychological buffers of 

hopelessness, as well as practical applicability to suicide 

prevention.  
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“Last year, I had an absolute mental breakdown […] and I only 

got better due to my family and friends”: A qualitative study on 

the role of masculine norms and social relationships for young 

men’s mental health 
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Past research shows that men experience difficulties seeking help for their mental health, and 
further research is needed to understand how masculine norms can be a barrier. The aim of the 
current study was to explore young men’s perspectives on social relationships, masculine norms, 
and help-seeking. Inductive thematic analysis was conducted on interviews with four men aged 
19–24 years. The young men specified how masculine norms are all encompassing and act as a 
barrier to help-seeking that can prolong the pain. Social networks composed of receptive people 
were perceived to be beneficial but require the ‘right’ people to be helpful for men experiencing 
mental health difficulties. The young men also posed ways of breaking free from ‘stereotypical’ 
masculinity. Overall, the findings inform how education about men’s mental health could encourage 
the formation of social networks and ways of redefining masculinity that promote help-seeking. 
 

Key words: Masculinity, Men, Mental Health, Relationships, Help-Seeking 

 

INTRODUCTION 
It is well established that men struggle more to ask for 

help when experiencing mental health difficulties. For 

example, a systematic review by Seidler et al. (2016) 

revealed that rather than seeking help for their mental 

health, men tend to fall into social withdrawal as a way of 

coping. The difficulties that men have in expressing 

feelings such as depression are linked to the prevalence of 

male suicide (Clare, 2001). In 2019, global suicide rates 

were twice as high in men compared to women (World 

Health Organization, 2022). Men’s difficulties in 

opening-up to others about their mental health contributes 

to the high rates of suicide (Bilsker & White, 2011). It is 

particularly important to consider the mental wellbeing of 

young men as half of all mental health diagnoses appear 

during the teenage years, and by the mid-twenties this 

increases to three-quarters (Kessler et al., 2007). 

Help-seeking in relation to mental health issues can be 

done formally via health services or informally through 

talking to people such as family, friends, teachers, 

chaplains, or coaches (Rickwood & Thomas, 2012). 

Regardless of who is sought out, seeking help involves the 

interconnectedness between people – a social relationship. 

Based on the understanding that men are generally 

hesitant to communicate their feelings to others (Bilsker 

& White, 2011; Clare, 2001; Seidler et al., 2016), it is 

necessary to explore communication, connection, and 

social relationships. The simplest form of social 

connection is a social dyad – a group of two people (Smith 

& Christakis, 2008). Examples of relationships that can 

impact people’s health include friendships, familial 

relations, marriages, and membership of religious groups 

(Umberson & Montez, 2010).  

Research also suggests that adverse social relationships 

can have a negative impact on long-term mental health 

(Angelakis & Gooding, 2021). There are also other 

negative aspects of social relationships including being 

pressured by others to drink alcohol and unsupportive 

peers thwarting healthy routines (Umberson & Montez, 

2010). Notwithstanding the complexities of social 

relationships and health, there is still a large body of 

evidence that points towards the benefits of social 

relationships. Specifically, the psychosocial explanation 

as to how social relationships benefit health argues that 

support benefits mental health via lessening stress and 

developing a sense of purpose and meaning (Umberson & 

Montez, 2010). 

The past research reviewed above demonstrates how 

social relationships are important for mental health. In 

addition, the dynamic between social relationships and 

mental health is influenced by gender, and the role of 

masculine norms is particularly relevant. Gender norms 

are based on societal expectations of women and men 

(Courtenay, 2000). Men are expected to conform to 

masculine norms, which commonly include being stoic, 

refraining from emotional expression, and showing 

independence (Mansfield et al., 2003). Such societal 

beliefs about how men should behave has been coined 

‘The Man Box’ (The Men’s Project & Flood, 2020). This 

metaphorical box contains several key pressures that men 

face, including but not limited to: being physically and 

mentally tough; refraining from help-seeking; and 

conforming to strict masculine gender roles. The influence 

of masculinity is relevant to young men, where masculine 

norms are widely subscribed to in adolescence (Kågesten 

et al., 2016). Furthermore, these norms are promoted 

mainly by those in an individual’s interpersonal sphere, 

such as family and friends (Kågesten et al., 2016). The 

dysfunction strain paradigm proposes that men can 

experience strain due to masculine norms being 
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unrealistic (Pleck, 1995). Such expectations can 

ultimately be dysfunctional as they can lead to negative 

consequences (e.g., exacerbated depression due to feeling 

the need to be entirely self-reliant). Further, the theory of 

gender norm conformity (Mahalik et al., 2003) ties 

masculine norms specifically to mental health, arguing 

that these norms can lead men to think, feel, and act in a 

way that can worsen mental health outcomes (such as the 

hiding of one’s emotions exacerbating depression). It is 

important to consider how masculine norms such as 

independence, being emotionless, and stoicism relate to 

the forming of social relationships.  

Compared to women, men have fewer ‘close’ social 

relationships and fewer instances of social support (Fuhrer 

& Stansfield, 2002; Liebler & Sandefur, 2002). Men who 

have more negative views towards asking for professional 

help with psychological issues have higher scores with 

respect to alexithymia (difficulties expressing emotions), 

masculine ideology, and fear of intimacy (Sullivan et al., 

2015). Further, the norm of self-reliance is positively 

correlated to depressive symptoms in male university 

students in the US and is explained by lower willingness 

to open-up to others about negative feelings (Iwamoto et 

al., 2018). Focus groups with British young men have 

shown that help-seeking was seen as a last resort by the 

young men (Richardson & Rabiee, 2001). Specifically, it 

was discussed how part of being a man meant help-

seeking was not required unless the situation was 

particularly severe. This desire of men to fulfil the 

masculine norms of society was again shown by Davies et 

al. (2000), who found that the greatest barrier for male 

university students seeking help is the desire to hide 

vulnerability and appear independent. Participants 

expressed in focus groups how help-seeking would seem 

weak and was a last resort. Societal pressures of 

masculinity were a key barrier to men reaching out for 

help.  

Help-seeking can be hindered because of what men 

perceive they are supposed to be, and this viewpoint is 

particularly potent in younger men (O’Brien et al., 2005). 

Participants in O’Brien et al.’s (2005) study made the 

point that asking for help for ‘minor’ problems was 

unnecessary, and that it was better to cope with such 

problems alone. Across the findings of Richardson and 

Rabiee (2001), Davies et al. (2000), and O’Brien et al. 

(2005), the consistent theme is that men deem help-

seeking as a last resort. It seems that societal pressures of 

having to be independent, self-reliant, and stoic have 

convinced men that trying to deal with problems on one’s 

own is what a man must do.  

Internalisation of masculine norms such as being 

independent and self-sufficient can be associated with 

worrying consequences, including suicidal ideation. 

Cleary (2012) conducted interviews with young men who 

had attempted suicide. A theme in the interviews was that 

the strain of dealing with and hiding one’s feelings led to 

a sense of being trapped, where suicide was seen as a way 

out of this situation. These men attempted suicide rather 

than disclose their negative emotions to other people, as 

this was consistent with societal masculine norms. Further 

interview-based research has indicated the role of 

masculinity and the related stoic perspectives (e.g., 

isolation from others when feeling upset) as a risk factor 

for male suicidality (Player et al., 2015). Interviews with 

the family and friends of men who have taken their own 

life showed that one of the key themes was the deceased 

had hidden their feelings of suicidality and need of mental 

support (Oliffe et al., 2020). This further emphasises the 

barrier that men have regarding reaching out for help, 

even from their friends and family. However, Seidler et al. 

(2021) found that some men have sudden positive 

realisations that they cannot solve their problems alone. 

Initially, men tended to use tactics such as social isolation 

and distress concealment rather than reaching out for help. 

However, it was after a long period of exhausting self-

sufficiency that men realised the necessity to look past 

their stoicism and communicate their feelings to others. 

Because Seidler et al.’s (2021) study considered men of 

all ages, this raises the question about the perspectives of 

young men specifically regarding overcoming normative 

masculine barriers to help-seeking when experiencing 

mental health difficulties. 

The current study aimed to integrate ideas across the 

literature reviewed above. While much of the existing 

research focuses on masculine norms and mental health, 

there is little explicit discussion of the role that social 

relationships have within this pairing. Indeed, such 

relationships are likely to encompass the aspects of help-

seeking and communication of emotion, yet there is a 

dearth of research that prioritises the role of social 

relationships in this equation. The study was undertaken 

in Aotearoa New Zealand – a point of difference to most 

other research. Based on data from 41 developed 

countries, Aotearoa New Zealand has the second worst 

youth suicide rate (UNICEF, 2020). Additionally, as of 

2015, the suicide rate for 15-24-year-old men from 

Aotearoa New Zealand was 20.3 per 100,000, while for 

women of the same age range this was 13.2 (Phillips, 

2019). In tandem, the saliency of masculinity in Aotearoa 

New Zealand is exemplified through the term ‘Kiwi 

bloke’ – a representation of a rugged, hard-working man 

who keeps to himself (Bannister, 2005; Joseph & Falcous, 

2017; Phillips, 1987). While the research on men’s mental 

health, masculinity, and help-seeking is limited in 

Aotearoa New Zealand, a recent study by Gallagher et al. 

(2022) considered young men’s perspectives towards 

mental health services such as therapy and social support. 

Conducted just prior to the Covid-19 pandemic, one of the 

main themes reflected the idea of how men feel the need 

to try to be independent rather than seek help, as well as 

have control over their lives. Furthermore, participants 

identified the importance of social support in coping with 

and overcoming mental health struggles. Such support 

was seen as something that was offered through a variety 

of avenues, such as family or professional services. These 

findings indicate the relevance of masculinity in Aotearoa 

New Zealand, as well as the need for more research to 

better understand what young men see as the important 

aspects of social relationships. 

The current study aimed to explore how young men in 

Aotearoa New Zealand perceive masculinity and social 

relationships with regard to help-seeking for mental health 

difficulties. The two connected research question being 

investigated were: 1) How do masculine norms effect 

help-seeking for mental health difficulties among young 

men? 2) What connections do young men draw between 
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mental health help-seeking and the nature of their social 

relationships? 
 

METHOD 
Design 

Using a qualitative methodology, the current study 

employed semi-structured, one-on-one interviews to 

collect data. The data was coded using an inductive, 

semantic, and essentialist/realist approach (Braun & 

Clarke, 2006; 2022). Inductive analyses are centred on the 

idea that themes are extracted from the data gathered, 

rather than attempting to use any particular theory to code 

the data and identify themes (Braun & Clarke, 2006; 

2022). Identifying themes at a semantic level involves 

carefully considering the surface expressions of 

participants; the focus is on explicit meanings expressed 

by participants. Additionally, an essentialist/realist 

approach looks to conceptualise meaning and experiences 

from the data at face-value (Braun & Clarke, 2006, 2022). 
 

Participants and Procedure 
Participants were recruited using a purposive approach 

seeking young men. Physical posters, digital posts, and 

word of mouth. The physical posters were displayed 

around the University of Otago campus. A digital post was 

made on the Facebook page Otago Flatting Goods, where 

this page often has a range of advertisements posted 

beyond topics tied to flatting. 

The resulting sample consisted of four participants who 

were students at the University of Otago. All participants 

were young men aged 19–24 years old. Their ethnicities 

were: New Zealand European/Pākehā; Māori/Samoan; 

South-East Asian; and South Asian.  

The project was reviewed and approved by the 

University of Otago Human Ethics Committee 

(Reference: 22/150). Participants were provided with an 

information sheet about the study and had the opportunity 

to ask any questions before providing consent prior to 

their interview. All interviews took place in a private room 

on the University of Otago campus. For the sake of 

consistency, each participant was interviewed by me as 

the primary researcher. Participants were informed that 

the interview would last approximately 60 minutes, and 

interview length ranged from 34 minutes to 56 minutes, 

with a mean interview time of 44 minutes.  

The questions asked in the interviews were primarily 

open-ended. The use of open-ended questions in 

interviews allows for a more detailed understanding of 

personal perspectives (DiCicco-Bloom & Crabtree, 

2006). These questions looked to uncover the thoughts 

and/or personal experiences of the participants regarding 

the role of masculine norms on mental health, specifically 

in relation to forming social relationships. A consequence 

of using open-ended questions is that participants are 

allowed greater freedom to respond in ways which are 

complex and unique, or they may simply discuss ideas that 

were not anticipated by the researcher (Albudaiwi, 2017). 

Due to the possibility of the discussion being mildly 

distressing, the contact details of relevant support services 

were provided at the conclusion of the interview. Each 

participant was reimbursed for expense with a 

supermarket voucher. 
 

 

Data Analysis 
Interviews were recorded and then transcribed using 

Otter.ai software and checked for accuracy. The general 

conventions used when going over the transcripts 

included replacing identifiers with square brackets (e.g., 

[name of school]), deleting any superfluous transcribed 

sounds (e.g., ‘um’), and including commas or full stops to 

signify when the participant was thinking or had finished 

a thought. The participants’ real names were replaced with 

pseudonyms, and other names that were mentioned were 

masked. 

The subsequent analysis followed the six-phase 

approach to reflexive thematic analysis outlined by Braun 

and Clarke (2006, 2022). The first author was the primary 

researcher of this project and was a young male 

postgraduate student studying psychology with an older 

male supervisor experienced in supporting qualitative 

research. Reflective discussions were held between the 

authors throughout the study. As noted by Braun and 

Clarke (2022), this subjectivity is a useful component to 

thematic analysis, where the researchers themselves are 

tools that contributes to the analysis. 

In phase one of the data analysis, the primary researcher 

familiarised himself with the data by reading over the 

transcripts. Preliminary notes were taken based on the 

research aim outlined in the introduction. In phase two, 

codes were generated based on the commonalties that 

were identified between interviews. Quotes related to 

codes were identified throughout each interview by 

repeatedly re-reading the transcripts. 

Phase three of the analysis focused on compiling 

preliminary themes. The codes were brought together in 

different groups to form broader themes. During this 

phase, virtual sticky notes were utilised to organise the 

codes into different themes. Phase four involved 

reviewing these themes. This meant that each theme was 

checked to make sure it reflected one coherent overall idea 

that was distinct from the other themes, as well as ensuring 

that the theme related to the overall research questions, as 

well as the participants’ discussion. 

For phase five, themes were labelled with names that 

reflected the main idea of what was conveyed by the 

participants. Moreover, a short definition was crafted to 

accompany each theme. Phase six involved producing the 

report, where quotations were chosen from the transcript 

that clearly represented each theme. These quotations are 

presented in the following results section alongside the 

related theme and its definition.  
 

ANALYSIS AND COMMENTARY 
Five themes were identified from the thematic analysis, 

as outlined in Table 1 along with a key supporting quote 

for each theme. 
 

Theme 1: 
Help-Seeking Difficulties Can Prolong the Pain 

The first theme encompasses why young men find it 

difficult to seek help for difficult times in their lives. The 

young men described wanting to get help but feeling like 

they could not for the fear of appearing weak. This was 

tied to how men can struggle to utilise social relationships 

to overcome their mental health struggles. The 

consequence of being reluctant to help-seek was the build-
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up of pressure and prolonging of pain from mental health 

difficulties or other challenges in life. 

With regards to what being masculine typically entails, 

participants referred to ideas of confidence and not 

wanting to appear weak: 
 

Marty: I can see how if you would want to like sort 

of uplift this masculine image, […] the idea of 

seeking help […] would be seen as sort of weak, you 

know, and that’s not what you want to do. You know 

you don’t want to show that you don’t know 

something or that you’re confused about something, 

or you want to have make it seem like that you are 

confident and that you are sort of assertive and 

assured in who you are. 
 

Evidently, even in the most difficult of times, young 

men prolong the pain by being reluctant to help-seek. In a 

pertinent example, Jonah talked about having a mental 

breakdown following the end of a relationship, and that he 

tried to deal with the pain himself for as long as he could 

before he sought help: 
 

Jonah: Last year, I had an absolute mental 

breakdown [laughs]. […] And it was due to holding 

on to a certain amount of pressure for a certain 

amount of time and not being able to hold that 

anymore. And I only got better due to my family and 

friends.  
 

Wyatt also talked about how a friend went through an 

extremely tough time and yet felt he had to uphold 

masculine norms and hold onto the pain himself: 
 

Wyatt: And I know it, just kind of hurtful moment for 

him. But he don’t want to share. [He] said ‘I’m fine. 

I am I’m good’. But I can see in his eyes that how 

difficult he has to go through.  
 

Wyatt noted his friend still might seek help from others, 

however, was not entirely convinced that such help-

seeking would occur. 
 

 
 
 

Theme 2:  
Masculine Norms Being All Encompassing 

The second theme considers the way in which masculine 

norms can become instilled in men. Such norms were 

discussed as being promoted through societal pressures, 

friends, and ‘influencers’ on social media. The young 

men’s discussion of how masculinity is promoted 

highlights how masculine norms can be pervasive. 

It was discussed how societal pressure to be masculine 

begins early in life and how men just assume that they 

need to conform to these expectations, with Jonah saying: 
 

Jonah: […] because at a young age you get, you’re 

like, you get told, […] this is what you should be 

doing, that people do just decide to go into that box, 

and don’t actually go, ‘oh, I’m allowed outside of 

this box, I don’t actually need to conform to that.’ 

Yeah. ‘That I don’t need to conform to that societal, 

you know, standard, that pressure.’ 
 

Friends and peers were seen as a big influence on 

engaging in masculine norms, making it easier to behave 

in a masculine way if people around you are doing so: 

Ben: It very much depends on other friends around 

you too, because they could obviously be of good or 

bad influence. If their also, of have like, similar 

masculine essence, you know, like, it could, well, I 

guess it’s more easier for you to feel that way. 
 

Technology was identified as another perpetrator of 

masculine norms, further highlighting how difficult it is to 

avoid the pressures to be masculine. Jonah said: 
 

Jonah: Technology has created that sort of societal 

pressure via like social media and stuff like that. And 

I guess the most recent example, […] Andrew Tate 

[an ‘influencer’] has been a massive swing for, for 

our generation, because we’ve become so 

impressionable through technology. […] [Andrew 

Tate] was talking about that women do not like when 

men show emotion. That whole cool, calm, collected, 

but also sort of being an arsehole is better than 

potentially being your true self. 
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Ben also discussed how social media ‘influencers’ like 

Andrew Tate who promote a normative or idealised form 

of masculinity, where they suggest that such behaviour is 

what women are expecting from, and are attracted to, in 

men. Can negatively impact young men’s mental health, 

reiterating how such people can have bad advice regarding 

men’s mental health. Ultimately, Ben described being 

worried about how these negative influences will impact 

young men in the generations to come, saying: “It’s not 

good to see where it will take them into the future, it might 

bring up a whole bad generation of people with bad 

mentalities.” 
 

Theme 3:  
Social Networks Can Help All Those Involved 

The third theme highlights how social relationships are 

useful in times of need, where talking to others allows for 

the release of negative feelings. Participants discussed 

how having a network of different social relationships was 

especially important to create a diverse support system, as 

well as how forming these diverse networks offered 

benefits to everyone involved, not just the help-seeker. 

Jonah discussed the back and forth sharing of feelings, 

ideas, and problems with a network of people 

(whakawhanaungatanga): 
 

Jonah: I mean, because there’s like the idea of like, 

whakawhanaungatanga, sort of like coming 

together, looking after each other. Sort of that, like, 

which is probably why I am doing as good as I am. 

Because even though I mentioned in this that my 

mum helped me, also my aunties and uncles, were 

there as well. […] I think I wouldn’t be as far as I 

am being happy, if it, if I was just talking to my mum.  
 

Jonah believed that sharing problems with different 

people was seen a matter of getting various opinions and 

advice, which was more helpful than getting only one 

person’s perspective. Wyatt also expressed how having 

various people to open-up to is important, where different 

people have different functions: 
 

Wyatt: I guess it kind of depends on the people I want 

to share the information, because different people I 

will share different piece of information. It’s like I 

have kind of big problem, but I just share that piece 

of information to them… So different people have 

different piece of information I’m going to share. 
 

Going beyond the idea that social relationships just 

benefit the help-seeker, participants discussed how 

seeking help can be beneficial to the person who is 

reached out to. The young men reflected on a variety of 

people that can reap the rewards of a positive social 

relationship, and Marty described social relationships as a 

way to create a sense of fulfilment between an individual 

and their family and friends: 
 

Marty: Friends are going to maybe feel that they 

have more of a purpose. Like that they mean 

something to you, if they can feel that they can be of 

use to you. Same with parents and that sort of thing, 

who were there to support you and who have 

supported you.  
 

Furthermore, Ben explained how social relationships 

can create environments beneficial to all of those 

involved: 
 

Ben: And that’s when it can have a, like, create a 

positive environment to talk about things that’s been 

on your mind, and, how you’ve been struggling or 

how they’ve been struggling. So it goes like two 

ways. It’s not just you talk to someone, and they 

listen all the time, but you can also listen to them. 
 

Theme 4:  
Helpful Social Relationships Require the ‘Right’ 
People 

The fourth theme highlights how having social 

relationships alone is not sufficient to benefit mental 

health. Overall, participants explained that the quality of 

relationships are important, but that what is seen as a 

helpful relationship will differ from person to person. 

The young men made it clear that getting help from 

others was not as easy as making friends with anyone and 

everyone. It was highlighted that the ‘right’ people need 

to be found for beneficial social relationships: 
 

Ben: […] it’s also about being around the right 

people to support you during this time, who see that 

you want to get better. And that can be so helpful, 

because if you’re around people that you can’t really 

talk to about this with, it won’t be that supportive for 

you, and it won’t be encouraging for you to get help, 

seek better, get better, and just feel better, feel more 

positive about life. 
 

The young men found that when they shared their 

problems with the ‘wrong’ people, this can exacerbate the 

problems. For example, Wyatt is straight but discussed 

how a friend of his had opened-up with his sister that he 

is gay, and how the sister did not respond in a positive 

way: 
 

Wyatt: She was mad at him, she’s not happy, because 

you are gay. […] But I said to him, like you just share 

the wrong information to wrong people. […] Only 

the people who was in sort of circumstances can 

understand what you need to do. 
 

This idea of forming relationships with people who 

understand your situation was also emphasised by Marty: 
 

Marty: Maybe the fear that they might not 

understand. Or they might not really empathise with 

what I’m saying. […] I’ve had other friends who’ve 

had similar issues where they’ve tried to talk to their 

male friends about things and it’s sort of been 

unsatisfactory […]. 
 

The participants also emphasised that the type of person 

that made for a supportive social relationship for one 

person, would not necessarily be the case for someone 

else, and that there were individual differences in how 

relationships could help: 
 

Ben: It’s just not one person fits all. That’s also very, 

not a very good thing, […] you actually need a whole 

variety of people, […] because there’s no one size 

fits all, there’s a lots of different sizes and they help 

fill a lot of gaps. And that’s a much better way of 

looking at it. 
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Theme 5:  
Breaking Free from the Constraints of 
‘Stereotypical’ Masculinity 

The fifth theme explores the idea of overcoming 

‘stereotypical’ masculine norms. Whilst participants were 

aware that “the stereotypes of masculinity” persist 

(Marty), they noted that masculine norms are gradually 

changing making it more acceptable to deviate from 

norms like stoicism to become more vulnerable and seek 

help for their problems. 

The idea that men are slowly breaking free of 

“stereotypes” associated with masculine norms is 

exemplified by the experiences of Jonah, who reflected on 

his road to being more open and vulnerable as “a learning 

curve” and noted this has led him to “actually asking for 

help”. Marty also highlighted that while the stigma of men 

seeking help has not completely disappeared, men are 

slowly becoming able to talk about their mental health 

problems more: 
 

Marty: Well I think like, in the past sort of maybe 5-

10 years, it's sort of been a slightly more of a push 

for, you know, men to be more vulnerable, and to talk 

about different issues more. 
 

Such deviation from the masculine norms may be due to 

greater awareness about men’s mental health: 
 

Ben: That's coming from my experience too because 

there's been more advice offered, more information 

and, it can help me out and, and also those around 

me, to see how I can get other people to talk to and, 

what can I do to make others feel better and help 

with their mental health. 
 

Participants referred to the idea of redefining 

masculinity as well as escaping from the confines that are 

created by “stereotypical” norms. This discussion aligned 

with the idea that society creates a metaphorical ‘box’ that 

men should fit in to, but that men can exist outside of these 

masculine confines: 
 

Wyatt: Being masculine is not just showing the 

public that you are man. It's that, the feel like from 

inner yourself, so the masculine come from inner 

self. Don't be ashamed who you are. Just embrace 

any moment in the life, because you only live once. 

So, masculinity, just the word. Masculinity, just the 

word. The masculine come from you. So you define 

own oneself. 
 

DISCUSSION 
In this study, the aim was to explore how young men in 

Aotearoa New Zealand perceive masculinity and social 

relationships with regard to help-seeking for mental health 

difficulties. The findings of this thematic analysis 

contribute a specific focus on the role of social 

relationships within the field of masculinity and men’s 

mental health. Past research has lacked detailed 

consideration of social relationships in the context of 

masculinity as a barrier to men’s help-seeking. In 

addressing this gap, the findings reflect some nuanced 

ideas about social relationships in the context of help-

seeking. The young men emphasised the importance of 

having a social network of people to reach out to, where 

such networks could benefit both the help-seeker and the 

people reached out to. Moreover, the participants 

discussed how merely the existence of a social 

relationship was inadequate – the ‘right’ person was 

required. The findings suggest masculine norms may still 

be a barrier for help-seeking in young men in Aotearoa 

New Zealand. However, there seems to be a gradual shift 

in the expectations of men away from ‘stereotypical’ 

masculine norms. 

The present findings are largely consistent with past 

research, albeit there are differences to note. As 

highlighted in the theme Help-Seeking Difficulties Can 

Prolong the Pain, the young men reflected on the 

difficulties in seeking help for their problems, where 

wanting to avoid seeming weak meant their mental 

struggles were unresolved. This idea coincides with 

masculine norms such as stoicism and refraining from 

emotional expression (Kågesten et al., 2016; Mansfield et 

al., 2003). Relatedly, the influence and pervasiveness of 

masculine norms were evident in the theme Masculine 

Norms Being All Encompassing. Together, these themes 

highlight both the centrality of masculine norms in the 

lives of young men, as well as the problematic outcomes 

of conforming to such norms. Interestingly, the idea of 

independence was not as commonly discussed by the 

young men in this study, which differs from findings 

across men of all ages summarised by Mansfield et al. 

(2003). It may be that being stoic and emotionless was 

more relevant to the young men in the current study due 

to their age, their role as students, or aspects of the Covid-

19 pandemic such as reduced social interaction with peers 

due to online learning. 

The findings here indicated the saliency of masculinity 

in Aotearoa New Zealand, where the young men appear to 

fit the description of a Kiwi bloke in terms of wanting to 

keep to oneself, at least initially (Bannister 2005; Joseph 

& Falcous, 2017; Phillips, 1987). Moreover, the wide-

reaching nature of these norms were evident. Similar to 

the findings of Kågesten et al. (2016), masculine norms 

were discussed by participants as being promoted by those 

in a young man’s interpersonal sphere – namely family 

members and peers. A point of difference was that whilst 

Kågesten et al. (2016) found a lack of evidence on the 

influence of broader factors such as media, the current 

study identified technology and social media ‘influencers’ 

(e.g., Andrew Tate) as a central proponent of unhealthy 

masculine norms. As pointed out by Gavey et al. (2021), 

there are varying articulations of masculinity. 

Specifically, in the current study such ‘influencers’ 

seemed to promote a normative or idealistic form of 

masculinity, referring to what women find attractive as an 

incentive to following masculine norms. The current study 

provides evidence supporting the idea that masculine 

norms could be promoted by both interpersonal influences 

and broader societal influences. 

In line with the dysfunction strain paradigm (Pleck, 

1995), the young men who participated in our study felt 

the need to fulfil societal expectations of masculinity. The 

conformity to masculine norms described by young men 

in our study puts a strain on the mental health on young 

men, where the sense of feeling unable to reach out for 

help was dysfunctional as it prolonged the pain that was 

being experienced. This finding also aligns with findings 

of research by The Men’s Project and Flood (2020) who 
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posed the concept of ‘The Man Box’ as the repository of 

masculine norms. The way young men in our study 

described societal pressures to uphold masculine ideals 

provides further support for calls to ‘unpack’ the Man Box 

(The Men’s Project & Flood, 2020). Moreover, consistent 

with the theory of gender norm conformity (Mahalik et al., 

2003), young men in the present study reflected on how  

conforming to these masculine norms, discussing was 

seen as a weakness to seek help, leaving unresolved 

negative feelings, ultimately leading to the reluctance to 

utilise social relationships. Help-seeking was seen as a last 

resort in the current study, which is consistent with 

previous research (Davies et al., 2000; O’Brien et al., 

2005; Richardson & Rabiee, 2001). Young men want to 

appear confident, assured, and stoic, which is consistent 

with the limited research conducted in Aotearoa New 

Zealand (Gallagher et al., 2022).  

While the young men who participated in this study did 

express difficulties in help-seeking, they also explained 

how help was sometimes sought once a breaking point 

was reached. This is different to previous research 

indicating that suicide is often seen as the only alternative 

instead of help-seeking (Cleary, 2012; Oliffe et al., 2020; 

Player et al., 2015). At the same time, our findings 

coincide with Seidler et al.’s (2021) findings that men will 

look past their stoicism and seek help only after 

exhausting themselves through self-sufficiency. This may 

reflect how masculine norms are gradually changing, 

illustrated through the novel theme Breaking Free from 

the Constraints of ‘Stereotypical’ Masculinity. Young 

men talked about how greater awareness about men’s 

mental health can help reduce the stigma associated with 

help-seeking, encouraging men to be vulnerable and 

redefine masculinity in a healthier way. Gavey et al.’s 

(2021) gender and masculinity workshops with young 

men emphasises how awareness of gender stereotypes can 

be the catalyst for positive change away from harmful 

norms. The current study’s theme of redefining 

masculinity is consistent with the findings of Gallagher et 

al. (2022), where the young men recognised how social 

support was an important factor in overcoming mental 

health issues, indicating that men may be adhering less 

rigidly than in the past to masculine norms such as 

stoicism and avoidance of emotion.  

In terms of overcoming the difficulties tied to help-

seeking and utilising social relationships, participants in 

the current study echoed the benefits of relationships in 

the theme Social Networks Can Help All Those Involved. 

Connecting with a variety of different people as well as 

getting a diverse range of advice was seen to be an 

important aspect of the effectiveness of social 

relationships. Relationships were seen to be mutually 

beneficial for all parties, not just the help-seeker, where 

the person providing the support gains a sense of purpose. 

Furthermore, the nuances tied to these relationships was 

highlighted in the theme Helpful Social Relationships 

Require the ‘Right’ People, where the young men 

recognised individual differences in terms of what is 

needed from a social relationship. For example, some 

young men emphasised the preference for reaching out to 

women for advice because they are seen to be more 

knowledgeable about mental health. Others talked about 

seeking help from people who were simply receptive and 

available to the needs of the help-seeker. 

These findings align with the psychosocial explanation 

of why social relationships are beneficial for mental health 

(Umberson & Montez, 2010). Participants in the current 

study described how family and friends were caring, and 

that this created a positive environment that helped 

alleviate some of their pain. A possible interpretation of 

this is that by people taking the time to offer advice, or 

even simply listen, this helped give the young men more 

purpose and meaning. Furthermore, the current study adds 

to the psychosocial explanation by highlighting how 

experiencing purpose and meaning is not exclusive to the 

help-seeker, and that these feelings can be experienced by 

the person who is reached out to as well. The findings also 

align with the stress-buffering model of social support 

(Cohen & Wills, 1985). Participants’ discussion in the 

current study reflects the idea that in times of stress, 

supportive, receptive social networks allowed for stress to 

be shared and alleviated.  

It is important to note that not all social relationships 

buffered the young men’s stress levels. In some cases, 

family and friends were seen to be unhelpful due to not 

understanding the difficulties that the young men were 

experiencing. Hence, it is not as straightforward as saying 

social relationships universally alleviate stress; it appears 

that people who understand what men are experiencing 

are better at assisting in men’s mental health struggles. 

The importance of a social network rather than just a 

social dyad ties to the variety of people that can be reached 

out to (Rickwood & Thomas, 2012). In addition, the 

concept of needing the ‘right’ people in relationships as 

alluded to by the young men in the current study supports 

how some social relationships can have negative impacts 

on the individual (Angelakis & Gooding, 2021; Umberson 

& Montez, 2010). There may be cases where family or 

peers may promote unhelpful masculine norms or may be 

unreceptive to help-seeking. These are the nuances to be 

aware of when considering the benefits of social 

relationships. 
 

Strengths, Limitations, and Future Research 

This research has several strengths and limitations. 

Using a methodology of semi-structured, one-on-one 

interviews was a strength because it allowed participants 

the opportunity to engage in thoughtful and reflective 

discussion with minimised social pressures. Another 

strength of the current study was that having four 

participants was within the suggested number of 

participants when focusing on personal experiences 

(Smith et al., 2009) and allowed an appropriate depth of 

analysis of each participant. The sample was diverse in 

terms of ethnicity but not sexuality. One of the 

participants identified as Māori and Samoan, meaning that 

some aspects of Māori and Pasifika worldviews were 

incorporated but, there was limited discussion specifically 

referencing Māori cultural views on masculinity. Based 

on past research, some Māori believed that masculine and 

feminine norms could both be expressed by men, whilst 

others believed it was not tika, or correct, to do so (Daniell 

& McConnell, 2021). King and Robertson’s (2017) 

research on Māori conceptualisations of masculinity 

found that some Māori men see colonisation as having 
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contributed to the narrative that they are aggressive and 

violent. Yet the men in this study looked to challenge this 

view and highlight the intimate positive relationships they 

have as part of their manhood. Moreover, Aspin and 

Hutchings’ (2010) work on Māori queering of masculinity 

suggests Māori were traditionally supportive of sexual 

diversity prior to colonisation by the West. Through a 

takatāpui (a term that centres on the fluidity of one’s 

sexual identity) lens, these authors outline how Māori 

today are looking for inspiration from the past regarding 

sexuality, and that the Indigenous view of sexual identity 

recognises how one’s sexuality can evolve and change. 

Therefore, in terms of transferability of the current 

findings, a greater consideration of the Māori worldview 

is necessary in future research to better account for the 

Indigenous perspectives associated with masculinity. 

Using a Kaupapa Māori approach (Smith, 2021), future 

research could explore Māori perspectives on masculinity 

and how this relates to social relationships to better 

understand the state of men’s mental health in Aotearoa 

New Zealand. 

Although not necessarily a limitation, it is important to 

note the reflexivity tied to the interviews being conducted 

by a young, male researcher. As noted by Braun and 

Clarke (2022), the subjectivity brought to the research by 

researchers can be used as a tool that contributes to the 

analysis. Efforts were made to connect with the young 

men who participated by being empathetic and receptive 

to the points raised. In addition, the rigour associated with 

the process of reflexive thematic analysis helped ensure 

that positionality was a tool in understanding the findings, 

and this was supported by regular meetings between both 

authors to ensure reflection during each stage of the 

process. 

A potential limitation is that all participants had engaged 

in some form of help-seeking. This suggests the likelihood 

of self-selection bias. It might be that the young men were 

aware of the issues related to masculine norms and had 

experienced the benefits of social relationships in dealing 

with mental health struggles, and so were more willing to 

participate. Thus, it is possible that the participants 

reflected on the more negative aspects of masculinity, as 

well as how helpful social relationships can be. This is not 

to take away from the authenticity of what the young men 

said. However, the participants in this study may have 

been more likely to discuss the issues of masculinity and 

benefits of social relationships based on their past 

experiences. Future research could employ stratification 

to also explore the perspectives of young men who have 

not engaged in help-seeking before.  
 

Implications and Applications 
There are several implications and applications of the 

current findings. First, if having a social network of 

supportive and receptive people promotes help-seeking in 

men and gives purpose to those reached out to, then it is 

worthwhile to consider how such networks can be created. 

At the core of this point is mental health literacy. Schools 

could consider incorporating coverage of men’s mental 

health needs. Being more aware of issues like the barriers 

that masculinity poses to help-seeking could create a 

cultural shift where society is more informed as to the 

help-seeking needs of men (Lynch et al., 2018). Those 

who are reached out to are in a position to make 

themselves available to men experiencing mental health 

difficulties and be receptive to the struggles that men 

express. By having greater literacy on men’s mental 

health, this may foster more social networks comprised of 

the ‘right’ people that men are able to utilise in times of 

need.  

Second, it can be tentatively suggested that the next 

generation of young men could experience masculine 

pressures unlike what has been experienced in the past. 

With the rise of social media video platforms like TikTok, 

excessive watching of such videos can have a negative 

impact on individual wellbeing (Wu et al., 2021). 

‘Influencers’ like Andrew Tate provide for highly 

accessible content promoting the idea that men should be 

emotionless and that being vulnerable in social 

relationships is a sign of weakness. Therefore, it is a 

matter of being wary that going forward, social media may 

have far-reaching influences on masculine norms for 

young men, making them more salient than ever before. It 

is unlikely that social media can be regulated in such a 

way as to prevent the likes of Andrew Tate from 

expressing their views. This prospect emphasises the need 

for more interventions to combat the rise of unhelpful 

masculine norms.  

Third, from the young men’s discussion comes 

speculative ideas for what interventions can do to aid in 

the redefining of masculine norms, promoting the 

formation of supportive social networks. Redefining 

masculine norms in a positive manner is an effective way 

to promote help-seeking in young men (Sagar-Ouriaghli 

et al., 2019). For example, the norm of being strong could 

be framed in a way which suggests that a strong man is 

someone who has the courage to seek help for their 

struggles. This redefining process could take place in a 

semiformal setting through group discussion support 

services (Lynch et al., 2018). As already highlighted by 

the workshops held in the study by Gavey et al. (2021), 

young men are receptive to being informed about the 

harms that can come from conforming too rigidly with 

gender norms. Elements from these workshops that were 

noted to be effective in promoting change included having 

a balance between providing knowledge to the young 

men, as well as allowing constructive debate and 

discussion. Furthermore, the act of providing food created 

a more relaxed atmosphere, which in turn facilitated more 

engagement in the personal discussions. These are ideas 

that should be considered in future interventions with 

young men. If there is a gradual change of masculine 

norms towards men being more vulnerable and utilising 

social relationships, then such interventions may 

encourage further societal shifts in a positive direction. 

In conclusion, the current study suggests that masculine 

norms remain a powerful barrier to help-seeking among 

young men experiencing mental health difficulties in 

Aotearoa New Zealand. The young men who participated 

in this study discussed the benefits of having a network of 

social relationships in dealing with mental health 

struggles, as well as the importance of such networks 

being comprised of supportive, receptive relationships. 

While it was acknowledged that the problematic norms 

associated with masculinity seem to gradually be 

changing, this is not to say that the harms associated with 
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masculinity are resolved. If supportive social networks are 

central to improving men’s mental health, then fostering 

such relationships should be prioritised to help men in 

Aotearoa New Zealand and beyond. 
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Exploring the well-being of a Korean immigrant family caring for 

their elderly parent with an enduring mental illness  

Mina Aelyn Lee and Richard Fletcher 
 

School of Psychology, Massey University 
 

 

The purpose of this study was to explore the well-being of an informal carers; a Korean immigrant 
family caring for an elderly parent with an enduring mental illness in Aotearoa New Zealand. This 
research utilised a qualitative approach using a life history method to explore the well-being of one 
Korean immigrant family caring for their elderly parent in Aotearoa New Zealand. Four major 
themes were discerned. The first major theme was the acceptance of the role as a caregiver. The 
second major theme was the participant’s perceived challenges as a caregiver. The third major 
theme was the support received from the community. The final theme was the participant’s 
revelation of greater independence, self-reliance and integrity. Although their roles in caring for 
their elderly parent proved to be challenging, life as a carer in New Zealand was reported to 
increase their overall life satisfaction. 

Keywords: Korean immigrant families, caregivers, life history, well-being, culture, New Zealand. 

 
INTRODUCTION 

Globally, carers make an enormous contribution to their 

homes, family, to the community, and society at large. 

They contribute to making a difference in the lives of 

others in need, which forms from a labour of love that 

continues even when love wanes. Generally, there are two 

types of carers; informal and formal carers. Informal 

carers are defined as unpaid carers who are usually a 

family member or friend, providing support and care for 

people with disabilities, illness, or frailty, that require 

assistance for managing everyday living (Jorgensen, 

Parsons, Jacobs, & Arksey, 2010). Formal carers provide 

the majority of paid care to people requiring long-term 

care needs and assist with activities of daily living 

(Ravenswood, Douglas, & Teo, 2015). For example, this 

includes, but are not limited to tasks such as; bathing and 

dressing, housekeeping, laundry and cooking, assistance 

with shopping, and exercise (Ravenswood et al., 2015). 

Nevertheless, the essential aspect of their role is to care 

for another person, and for many, caring is the crucial 

element that makes their jobs worthwhile (Ravenswood et 

al., 2015).   

Little attention has been paid in the psychological 

literature to the overall quality of life of Korean immigrant 

carers in the unique New Zealand context. The voices of 

ethnic minorities, such as Korean migrants are seldomly 

heard, thus the researcher wanted to fill in the gap in the 

psychological literature created by the lack of research 

and representation in the New Zealand context.  

It is often assumed that family carers have an 

emotionally and physically demanding job to take care of 

vulnerable family member’s. Thus, the current aim of this 

paper is to explore the unique and rich idiosyncratic 

experiences by a life history approach to gain a 

comprehensive understanding of the general well-being of 

a Korean immigrant family caring for their elderly parent 

with an enduring mental illness in the context of Aotearoa 

New Zealand and whether specific life domains of their 

lives might actually be flourishing.   

 

Caregiving in Migrant Korean families  
Caring for an elderly parent with mental health concerns 

can be particularly challenging for immigrant families. 

Migrants are often faced with acculturation difficulties 

settling into the host society and have been associated 

with higher levels of psychological distress (Kuo, 2014). 

For example, migrants experience encounters with 

cultural differences, language barriers, and resettlement 

processes (Choi, Park, & O'Brien, 2017). Moreover, 

gaining access to healthcare services can be an additional 

obstacle for migrants seeking help and support. Studies 

reveal that ethnic minorities caring for children with 

disabilities are more likely to face immediate barriers in 

accessing healthcare services in regards to equality of 

treatment and equality of opportunity compared to 

families of the host society (Choi et al., 2017). On this 

basis, immigrant carers experience significant levels of 

stress that affect their overall quality of life (Shah, Wadoo, 

& Latoo, 2010). 

In conjunction with these general considerations, 

understanding culturally unique family caregiving in 

Korean families may be necessary because of their 

prominence of collectivist values and hands-on care for 

their elderly parent. Studies reveal that there is a strong 

consistency of informal care amongst Asian American 

families looking after a family member with a mental 

illness in their homes, providing intensive care, compared 

to their White counterparts (Park M, 2012). This is 

supported by Park (2012) who found in one study that 

95% of Korean Americans with schizophrenia live with 

their families compared to 9.5% of their White 

counterparts. Thus, it can be argued that ethnic differences 

in general caregiving characteristics is culturally 

grounded and culturally prescribed.   

There are several explanations as to why Korean 

families are pervasive on providing hands-on family care. 

A large body of literature suggests that East Asian 

cultures, including South Korea, score highly on 

Collectivism (Ahn, 2011). Whereas Individualism 

promotes autonomy, Collectivism promotes 
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interdependence. Collectivist values amongst South 

Koreans are deemed essential to ensure continued 

harmonious relationships with families and others, as they 

are willing to put aside their own personal needs for the 

good of one’s social group (Cho, Mallinckrodt, & Yune, 

2010). This suggests that Korean families may feel 

cultural pressures to ensure the welfare of one’s family.   

Multiple socio-cultural factors influence the cultural 

context of caregiving in Korean families; Confucianism 

clearly being the most dominant belief system (Chung, 

2015). It is believed that Confucian influence is still strong 

in modern Korean families and prevails to govern various 

aspects of the individual and family life, as well as shaping 

the behavioural pattern and structure of families and 

communities (Park & Cho, 1995). The Confucianism 

literature emphasises the principles of filial piety and 

familism (Kim, 2001). Filial piety (Hyo, or Hyodo) is an 

important socio-cultural value and reverential virtue that 

children are obliged to in terms of being respectful, loyal, 

obedient, and compliant towards their parents (Chung, 

2015). The central familial relationship within the 

traditional Confucius system is between the parent and 

child, especially between father and son; not husband and 

wife (Park & Cho, 1995). Thus, the relationship between 

family members is not based on mutual love and quality, 

but filial piety, benevolence, and authority (Park & Cho, 

1995). The authority within one’s family rests with the 

male, and differences in status exist amongst other family 

members (Park & Cho, 1995). For example, differences in 

filial responsibility are found amongst the hierarchy of 

birth order and sex, with the eldest son having the highest 

filial responsibility than the rest (Cho & Shin, 1996).On 

this basis, taking care of elderly parents mainly rests on 

the eldest son, and his responsibility also extends to his 

wife, due to the roles of gender in Korea (Kim, 2001). 

Under these traditional social values, taking care of family 

members, especially older persons, shape the moral basis 

for family-centred caregiving in Korean families, with the 

highest filial piety resulting in a higher level of quality in 

care (Cho & Shin, 1996). A study outlined by Choi (1996) 

suggested that there are changes in traditional family 

obligations under the influence of modernisation. This is 

supported by Stowell (2003) who found that younger 

generations in South Korea, especially under the age of 

30, deviate from traditional Confucius values, as well as 

showing less respect for traditions. Moreover, changes 

from the traditional stem family to a nuclear family, from 

large to small families, as well as greater female 

participation in the workforce have strongly weakened the 

traditional socio- cultural values within Korean families 

(Park & Cho, 1995). As a result of these social changes in 

familial factors, the ability to provide care for adult 

children’s elderly parents have been limited in Korean 

families.   

Despite current changes, Confucianism is still deeply 

rooted in Korean society, as they feel a strong sense of 

filial piety and obligation toward their elderly parents, as 

well as combined cultural pressures and social norms of 

family-centred caregiving (Kim, 2001). The dynamic of 

family caregiving in Korean families demonstrate that 

traditional social values are an essential factor in ensuring 

high quality of care for older people.   

 

The impact of caring and carer’s well-being 
The concept of a ‘carer’ is a socially constructed term 

that encapsulates people’s experiences of caring when it 

is provided by family and friends (Henderson, 2010) and 

is formed by  intimate one to one relationship (Gill, 2004).  

Thus, caring for an elderly parent with enduring mental 

health concerns arises from a voluntary service by 

members of the family to assist in their everyday lives. 

There has been a gradual shift in the provision of care 

from hospitals and aged-care institutions to care in their 

own family homes (Jorgensen et al., 2010). In Aotearoa 

New Zealand, a large proportion of informal care that is 

provided mainly by the family is estimated to be at 10% 

of the population at 420,000 (Jorgensen et al., 2010).  

Literature findings indicate that gender differences in 

caring also need to be taken into consideration (Sachez-

Tereul, Robles-Bello, Sarhani-Robles, & Sarhani-Robles, 

2022). Women are more likely to become carers than men, 

as the bulk of caring responsibilities and domestic tasks 

are traditionally expected of women (Gill, 2014, Sanchez-

Tereul et al.,2022). However, research findings also 

suggests that for both men and women who have become 

carers, they are more likely to have similar experiences of 

caring, and gender concerns were less important 

compared to issues of capability and commitment; that is 

people who did not have any other caring commitments 

tended to provide more care (Gill, 2014, Pusey-Murray & 

Miller, 2013, Shah, Wadoo, & Latoo, 2010). Nonetheless, 

caring spans across all social classes, involving a range of 

people, that also varies in the degree of assistance 

provided to those in need.  

There is no doubt that family members play a vital role 

in supporting their family members with enduring mental 

health concerns. However, a large body of literature that 

have investigated the lived experiences of carers looking 

after their relative with mental illness suggests that 

caregiving burden is a universal phenomenon (Chadda, 

2014, Shah, Wadoo, & Latoo, 2010, Pusey-Murray & 

Miller, 2013, Chang & Horrocks, 2006). 

According to a scoping review of the impact of caring 

for family members with a mental illness for the caregiver, 

suggests negative consequences on carer well-being 

(Phillips, Durkin, Engward, Cable, & Iancu, 2022). 

Specifically, caring for people with schizophrenia has 

been reported to be overwhelming for carers who 

indicated to have feelings of resentment, anger, 

helplessness, fear, guilt and loss (Shah, Wadoo, & Latoo, 

2010). Family carers face challenges in terms of 

adjustment or socioeconomic difficulties that may cause 

psychological and physical health problems (Phillips et 

al., 2022). In particular, Korean immigrant carers may 

experience more challenges, because of stressful 

acculturation processes, different thought processes and 

values, and concerns regarding English proficiency (Choi, 

Park, & O'Brien, 2017). This is likely to occur when 

caregivers’ workload with the addition of other 

commitments exceeds the resources the carer has 

available to respond effectively to caregiving roles 

(Knight et al., 1998). As a result, carers’ health can be 

adversely affected by psychological distress and tension, 

anxiety, depression, as well as physical health problems, 

including back injury and hypertension (Chadda, 2014). 

This is supported by findings from Carers UK (2002), in 
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which carers frequently reported feelings of being 

mentally, physically, and emotionally drained, anger, 

sadness for care recipients, loneliness, guilt, and disturbed 

sleep,   

Nevertheless, carers have reported to feel their roles to 

be rewarding as well because it helps to foster personal 

growth, meaning, and a sense of fulfilment (Pusey-

Murray & Miller, 2013). For instance, a study conducted 

with family caregivers of people with Dementia found that 

family caregiving has been associated with altruistic and 

spiritual benefits, as well as positive emotions such as 

feelings of satisfaction, sense of meaning, and the pleasure 

of having been of service (Sanchez et al., 2022). 

Theoretical explanations for a possible link between 

caregiving and well-being typically focuses on the role of 

caring (Bell & Richard, 2000). According to Bell and 

Richard (2000) caregivers develop a sense of attachment 

to care recipients which stems from an autonomous 

motivation of care that is oriented towards the care 

recipient’s needs; rather than from the pleasure of the 

caregiver. As a result, by providing social support, and 

fulfilling the need for social relationships, may contribute 

to carers well-being (Ryan & Deci, 2001)   
 

Coping resources and resilience   
Many previous studies have shown that social support is 

a significant factor in reducing psychological distress 

(Pinquart & Sorensen, 2005; Satorius et al., 2005). 

Satorius et al. (2005) found that carers of people with 

Dementia who had close social networks and family ties 

had lower levels of depressive symptoms and higher rates 

of life satisfaction. Moreover, empirical evidence has 

strongly supported the conclusion that people can 

experience positive emotions in the most un-dire 

circumstances (Folkman & Moskowitz, 2000). For 

example, positive reappraisal, problem-focused coping, 

and the creation of positive events were the three 

identified coping mechanisms that helped individuals 

appraise a stressful event as a challenge rather than as a 

threat which has a positive effect on well-being (Folkman 

& Moskowitz, 2000). Amongst Korean caregivers, filial 

piety acted as a strong coping skill and developed strong 

resilience to take care of their family member (Kim, De 

Bellis, & Xiao, 2018). Recent studies outlined by Kim et 

al. (2018) found that the obligation of filial piety amongst 

Korean family carers was accompanied by reciprocity so 

that adult children looking after their elderly parent was a 

form of repayment. This promotes the idea that people 

with high filial responsibility have lower caregiving 

burden and stress, and that the strength of each persons’ 

filial piety acted as a coping mechanism, resilience and 

motivation to fulfil caregiving roles (Kim et al., 2018).   

Nonetheless, to further assist the issues raised regarding 

ethnic minority families caring for their elderly parent, 

there is a lack of studies undertaken in Aotearoa New 

Zealand. Currently, Koreans are the largest Asian groups 

living in New Zealand (Statistics New Zealand, 2013), 

and little is known about their lives. Based on the 

preceding review of the literature, the purpose of this 

study was to explore a relatively under-researched topic 

using a life history approach to obtain a better 

understanding of the well-being of Korean immigrant 

family caring for their elderly parent in the New Zealand 

context.   
  

 

METHODOLOGY AND METHODS 
The purpose of this study was to explore a relatively 

under-researched topic to gain a deeper understanding of 

their experiences and perceptions through a Life History 

(Atkinson, 2001). This qualitative approach not only 

looks at the narratives of the family members but to 

explore their life as a whole.   

A life history is distinguished from life stories as it is 

based on the accounts of an individual’s lived experience 

that is set within a broader context, and how these 

individual’s make meanings of their lives (Dhunpath & 

Samuel, 2009). Essentially, as Hatch and Wisniewski 

note, “...an analysis of the social, historical, political and 

economic contexts of a life story by the researcher is what 

turns a life story into a life history” (1995, p.125). Integral 

to the research design, the life history method is a 

collaborative process between the researcher, who does 

the contextualisation of data collected, and the 

participants who are also involved in interpretation and 

contextualisation themselves, through their telling (Sikes 

& Everington, 2001). On this basis, the life history method 

adopted for this study provides a method to show how 

people interpret and make sense of their social world by 

exploring the events that have happened to them 

throughout their lives (Sikes & Everington, 2009).   

This small-scale exploratory study was conducted by the 

author, a Korean student who made it possible to establish 

rapport and a trusting relationship with participants. 

Within this position, and a member of the migrant 

community, it made it possible for the participants to be 

more willing to participate and to tell their stories openly. 

The rapport established between the researcher and the 

participants ensured that the credibility of the data was 

enhanced.   

All procedures were disclosed to and approved by the 

Massey University Human Ethics Committee (MUHEC) 

4000020526.   
 

Sampling   
The three Korean participants in this study were 

recruited within a metropolitan area of New Zealand. As 

a method of identifying the potential participants, the 

researcher placed advertisements in places that are 

frequented by Korean families such as restaurants and 

Korean grocery stores. Using the social media platform 

Facebook, the researcher put a notice on the Korean 

community Facebook page ‘New Zealand Stories/ 

뉴질렌드 이야기” advertising the study and requesting 

participation. The above process included information 

regarding the study, including the purpose of the research 

and contact details of the researcher. One family was 

recruited from this process of advertising as they were the 

only family who met the inclusion criteria. A written 

informed consent by all the participants was also 

collected.   

The inclusion criteria required families to (a) be born in 

the Republic of Korea, (b) currently live in New Zealand, 

(c) currently caring for a family member with an enduring 

mental illness in New Zealand (d) be willing to 

participate. Families who were now no longer caring for a 
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family member were excluded. Thus, this study solemnly 

focused on current caregiving. Participants years of 

residence in New Zealand was approximately 26 years, 

the mother and father ages ranged from their late 60’s, and 

the son’s age was early 40’s.   
 

Data Collection   
Data were collected through semi-structured individual 

interviews to explore the experiences, thoughts, and 

feelings of being a Korean immigrant carer in New 

Zealand. Interviews were designed to be guided by several 

guiding questions centred on the topics of their motives, 

barriers and supporting factors of being a carer so that in-

depth responses and discussions could be elicited. Over 

three months, ten visits were made at the interviewee’s 

home as they preferred to be interviewed at home, and 

asked that the interview be conducted in the participant’s 

native language, Korean. The researcher audio-recorded 

the interviewee’s responses with verbal permission and 

these were translated from Korean into English and 

transcribed verbatim by the researcher. On average, each 

participants were interviewed face-to-face for 10 sessions 

over the course of three months lasting on average 60 

minutes per session, totalling 600 minutes. The results 

were written in a narrative form for participants to read to 

see if they agreed with the findings. Participants contacted 

the researcher to make minor changes, and soon after they 

agreed with the interpretation of the final results.   
 

Analysis   
The current study employed a paradigmatic analysis of 

narratives as a procedure to configure storied accounts or 

data into a coherent whole (Polkinghorne, 2016). The 

paradigmatic analysis of data allowed the researcher to 

understand participants narratives by categorisation, 

themes, and coding that gave an in-depth insight into their 

experiences and intimate lives. Throughout the research 

process, it was important for the researcher as a Korean to 

personally interact with the Korean family following 

Confucius values to show upmost respect and 

appreciation for their valuable insight into their intimate 

lives. The researcher has immersed in the participant's 

narratives and is always revising and reflecting on the 

meanings generated in their stories. Furthermore, the 

researcher and participants are inexorably intertwined in 

the generation of data and the analysis of findings which 

allowed for a richer understanding of the participant's 

world being particularised (Clandinin & Connelly, 

2000).   

The analysis is presented in two parts: A case 

description which beings with a detailed history of the 

context of the Jeong family (Clandinin & Connelly, 2000). 

Following this are the analysis of major themes which 

emerges throughout the interview transcripts. To ensure 

the credibility of the data, participants were provided with 

a written account of the findings to review and confirm 

the researcher’s interpretation of their narratives (Choi, 

Park, & O'Brien, 2017). Moreover, the time invested in 

building a trusting relationship with participants allowed 

the opportunity to check the findings on multiple 

occasions which strengthened the authenticity of the 

research (Clandinin & Connelly, 2000).   

Based on multiple readings of the transcripts and mutual 

agreement with the participants, four major themes were 

developed and identified with related sub-themes that 

emerged: 1) Acceptance of the role as a caregiver, 2) 

Perceived challenges as a caregiver, 3) Support received 

and 4) Greater independence, self-reliance, and integrity.   
 

ANALYSIS AND COMMENTARY 
The study focused on three members of the family who 

are currently caregiving their elderly family member: 

Chulsoo, Younghee, and Woori (pseudonyms). Having 

three participants, allowed the reader to gain a deeper 

understanding of how the Jeong’s family experiences 

caregiving as an immigrant living in Aotearoa New 

Zealand and how this shaped the development, 

experiences, and their well-being as a caregiver. Based on 

the findings, the life history account illustrates an intimate 

insight into the Jeong’s family, adding vivid recollections 

from the past and present of their caregiving experience 

and well-being.   
 

The Jeong Family   
Chulsoo (68) immigrated to New Zealand in 1992 with 

his wife Younghee (68), two sons Woori (41), Doori (40), 

and his elderly mother Sunny (88). Prior to their 

settlement in New 

Zealand, Chulsoo’s mother Sunny was diagnosed with 

schizophrenia in South Korea during her mid-40s. 

Chulsoo recalls the past with anguish as he witnessed his 

mother endure intense hardship before her diagnosis.  

Sunny grew up during a turbulent time in the history of 

political turmoil in Korea- the forced Japanese occupation 

in Korea, as well as the Korean War that began in 1950. 

Younghee also vividly recalls the accounts told by her 

parents about how they hastily escaped North Korea to 

flee to the South, leaving behind their home, 

belongings,  and their relatives. Until this day, Younghee 

longs to meet her uncle, aunties and cousin’s that were left 

behind in the North, and lives with the fact that she will 

never see them again until there is reunification between 

the two Korea’s.   

According to both Chulsoo and Younghee, life for 

everyone back then was extremely difficult, and everyone 

lived in poverty and fear. Amongst this hardship, Chulsoo 

recalls the time when his father had abandoned his own 

family because he had found another woman:  

“My father went to have an affair with another woman 

and had a family with her. My mother got thrown away 

like an old shoe from her husband and in-laws...she 

was not welcomed. So she felt extremely betrayed. 

Because of this, she held on to her children very dearly 

because they were her everything. She had no financial 

support and was jobless. No one was there to look 

after her so she had to fend for herself and make sure 

she could feed her children”.  
 

Further adding to Sunny’s life, she had lost two of her 

young children due to poverty, and with that shadowed 

intense sorrow and grief. Longing for relief and 

salvation, Sunny began attending churches and became 

heavily involved in religion. Chulsoo noticed how his 

mother began to change after her involvement with the 

church, thus marking the onset of her psychosis.   

“My mother attended a notorious church called 

‘Seung Bok Eum’. That church quickly gained and 

expanded their popularity because the priest excites 
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and stimulates everyone. She was extremely 

desperate; and relied heavily on the church. She would 

pray all together in huge numbers and go into really 

remote areas far away to pray. Even praying they do 

not do it quietly...they just cry and scream so loudly. 

Since her involvement with the church she started to 

have bizarre behaviours...then suddenly went 

berserk”.   
 

Sunny’s involvement with the church reached a point 

where she could no longer differentiate the real world 

from the unimagined world of God. She was formally 

diagnosed with Schiophrenia and was hospitalised for a 

month. Upon her discharge, Chulsoo and Youngehee with 

her new-born sons began their caregiving life for Sunny. 

Both Chulsoo and Younghee recall how disheartened they 

initially were to see Sunny deteriorate mentally and 

physically. Sunny was unable to recognise Chulsoo and 

Younghee and frequently referred to them as ‘the devil’.   

Several years of intense caregiving duties proceeded 

during their time in Korea. For example, changes to the 

carer’s thought and behaviour patterns, as well as changes 

to their lifestyle to ensure proper and safe care for the care 

recipient. Often at times, Sunny would  be uncooperative, 

and would frequently verbally and physically abuse 

Chulsoo and Younghee. Despite Sunny’s aggression, both 

Chulsoo and Younghee put in their best  efforts forward 

to take care of Sunny as well as their two young children. 

For the following 20 years in South Korea with frequent 

hospitalisations and interventions, Sunny’s  symptoms 

became more manageable. Chulsoo put forth the decision 

for the Jeong family to migrate to New Zealand because 

he wanted his children to have a better education and 

to ‘start a new life’. Currently, without any formal 

treatment intervention, Sunny resides at home with both 

Chulsoo and Youngee both being retirees.  
 

Thematic findings   
Acceptance of the role as a caregiver   

Family caregivers play a vital role in providing care for 

their loved ones (Cunningham, Cunningham, & 

Robertson, 2018). Throughout the interview, Chulsoo and 

Younghee mentioned that their lives and the dynamics of 

the family structure had dramatically changed since 

Sunny’s illness. They were often challenged by the 

demands of fulfilling parental roles to their children as 

well as bearing the responsibility to care for Sunny. 

However, both Chulsoo and Younghee mentioned that 

accepting the role as a caregiver allowed them to structure 

their life appropriately. 

Fate.   
All the participants mentioned that their unexpected 

given role as a caregiver as fate. The family had not 

anticipated how challenging the expected duties would be 

and how much it would affect their lives. They described 

the daily routines as exhausting and a very lonely journey. 

Accepting their role to look after Sunny was about being 

taking it as their family’s destiny so that they could make 

the necessary changes to fulfil their duties.   

Younghee captures this notion well when she reflects 

upon her life throughout the years:   

“I have to think that this is my fate, and there is no one 

else to blame. If I start to grumble and blame everyone, 

it would be endless.”   

For Chulsoo, he further adds:   

“I am the eldest son, and she is my mother. Although I 

have much weight on my shoulders, I cannot abandon 

her, nor can I escape. This is my destiny, and I will 

continue to care for my mother until her last breath.”   
 

The above notions suggests that family connection is 

strong and that the responsibility and duty to care for their 

elderly parent demonstrate their long tradition of 

Confucianism carried over into a foreign land.   
 

Filial piety.   
Confuciansim has played a central role in influencing 

each family member to an assigned role. Tradtionally in 

the patriarchal ideology of Confuciansim, it becomes the 

responsibility of the eldest son to take care of their elderly 

parents. Filial piety or Hyo is the value that children are 

obliged to be respectful and loyal towards their parents 

(Chung, 2015). Although it is Chulsoo’s responsibility as 

the eldest son to look after his mother, much of the 

caregiving role was fulfilled by Younghee as the daughter 

in law.  Aforementioned, the assigned roles also meant 

that the roles between male and female were 

hierarchically segregated. The role of the father’s 

functions to financially support the family, whereas 

mothers were responsible for domestic domains, such as 

raising children, cooking, and cleaning (Cha & Kim, 

2013). Younghee noted:   

“It is my duty to protect and lead my family. And that 

is life. If I cannot look after my mother in law, then 

who will?? If I had chosen to abandon my mother in 

law and my husband, of course, it would be an end to 

this problem. Nevertheless, I question whether this is 

the right thing to do and whether I would be happy, it 

would be so hard if my family became broken. So I just 

thought if I just sacrificed myself, I can maintain this 

harmony within my family and because I am married, 

she is my mother in law; she is my family.”   
 

For Chulsoo and Younghee taking care of Sunny as well 

as fulfilling parental roles to their children was a difficult 

task within their new lives as an immigrant. Participants 

had worked extremely long hours running a family-owned 

business in New Zealand and struggled to make constant 

efforts to care for Sunny as well as their two sons. 

Amongst their struggle, both Chulsoo and Younghee 

believed it was still best to take care of Sunny as the adult 

children because it was seen as a culturally expected and 

desirable behaviour. This suggests that filial piety still 

exists, and that long family traditions of collectivism 

remains strong in the context of migrant families. Chulsoo 

mentioned:   

“I have seen my mother suffer extremely hard 

throughout the years. It would be cruel to not care for 

my elderly mother. Since moving to New Zealand, I 

have worked tirelessly in this foreign land, knowing 

very basic English, and realised that Auckland is such 

a small community, especially amongst Koreans. I do 

not want my family and especially me and my wife to 

be branded as the family who abandoned their 

mentally ill mother to some psychiatric ward. So, it is 
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something I must do to keep my family together as the 

eldest son to my mother, a husband to my wife, and 

father to my sons.”   
 

Contrary to the findings supported by Stowell (2003) 

that more modern Korean families deviate from the 

traditional Confucius values, within the Jeong Family, 

filial piety remains strong. The values of filial piety 

remains ingrained for Woori despite the shifting dynamics 

of modern families and generational gap and he views this 

gesture as a form of reciprocation towards his parents. As 

Woori mentioned:   

“Koreans look after their parents. My parents 

especially put much effort in...I don’t know if this kind 

of things (Confucian influence) happen anymore in 

modern families. However, I think I would look after 

my parents when they too get sick and old, just the 

same things as my parents are doing for my 

grandmother.”   
 

This suggests that the Jeong family are rooted strong in 

their heritage of Confucianism of looking after their 

parents in terms of filial piety, reciprocity, and duty.  
 

Perceived challenges as a caregiver   
Providing care   

All participants perceived various challenges within the 

family when dealing with caregiving. One of these was 

providing everyday care for Sunny, which included a wide 

range of activities such as assistance with daily hygiene, 

house chores, meal preparation, administering 

medications, and regular physical activity. In particular, 

Younghee and Chulsoo mentioned that preparing meals 

was a constant daily struggle because she would refuse to 

eat on several occasions due to suspicion of the Jeong 

family poisoning her. On other occasions, she would 

demand particular dishes she would like to be 

served. Chulsoo noted:   

“Even just giving her a meal was a battle because she 

would be suspicious of the food, I have brought to her. 

She would say things like: You put poison in this food, 

right?! Even though she hardly ate on some days, her 

energy levels were so high she would be so vocally and 

physically strong when we tried to force her to eat.”   
 

Younghee also mentioned that on the few occasions 

where Sunny would have the appetite to eat, she would 

demand several dishes to be prepared. Younghee would 

often send her son Woori to go to the Korean supermarket 

to buy the specific ingredients needed, and then she would 

spend several hours preparing the food. Woori noted:   

“I always saw my mum putting in so many efforts 

...which she still does today for my grandmother such 

as cooking and cleaning and looking after my brother 

and me. My mum lost so much weight she weighed less 

than 45 kilograms. I try to help out where I can but 

when I was a teenager, it was so annoying running 

errands because of my grandmother.”   
 

Caregiving is not just about feeding, cleaning, and 

clothing. The Jeong’s family demonstrate that caring is 

about understanding how to navigate a complicated 

relationship between those who give care and those who 

require it. The experience of providing care for Sunny by 

the Jeong family reveals that it was challenging to keep up 

with Sunny’s demands because she was unable to do 

many things for herself. The time and effort put towards 

the daily routine care had shown to be physically and 

psychologically demanding for everyone involved. The 

fundamentals of caregiving are to provide care but not too 

much because carer’s needs are equal to the needs of the 

care recipients as well.   
 

Support received   
Culturally tailored services   

At first, the Jeong family resided in New Zealand and 

received their residency while Sunny was being taken care 

of by another family member in Korea. In 1992, Chulsoo 

brought his mother to New Zealand without a valid visa 

because they wanted to be together as a family. The Jeong 

family planned to keep Sunny hidden in the house as an 

illegal immigrant because they believed she could lead a 

normal life without getting caught by immigration, as long 

as she took her medication. However, after some time, 

Sunny’s condition deteriorated, and she had to be 

hospitalised. The Jeong family panicked at the thought of 

Sunny being deported, as well as the outstanding hospital 

fees. Chulsoo noted:  
“I just wanted her to recover quickly so I could bring 

her back home...I was so afraid of the hospital fee 

piling up to hundred thousands of dollars!! However, 

later the doctors  told me that because mental illness 

is very dangerous, especially amongst people in the 

community and because it is a social problem, the New 

Zealand government will cover the cost...”. 
 

After numerous efforts to obtain Sunny’s permanent 

residency, she was finally able to reside with the Jeong 

family. Irrespective of the Jeong’s family perceived low 

English proficiency, communication with formal health 

services in New Zealand was not an issue. Although they 

were initially ambivalent about the use of Western 

services, all participants reported high satisfiation 

regarding support recieved and education from New 

Zealand healthcare and legal services. Chulsoo and 

Younghee both expressed their gratitude towards the New 

Zealand doctors and lawyers who provided the knowledge 

and culturally sensitive assistance towards Sunny’s care.   

Younghee recalled the time when they found a lawyer 

that was willing to fight for Sunny’s case to reside in New 

Zealand as a permanent resident:   

“It was tough to get her residency because she did not 

fit any criteria to be a resident here in New Zealand. 

So, we went to several lawyers to find a solution, and 

we found this one outstanding Kiwi lawyer. She agreed 

to help under the Humanitarian category and although 

the chances were very slim to win the case, she wanted 

to fight for us”.   
 

Chulsoo further commented on the legal court case:   

“We lost so many battles and got rejected numerous 

times. But this lawyer urged on and fought for us 

continuously. According to the lawyer, she said: 

‘although we are getting rejected, your mother will 

still be in the hospital, then she can continue to receive 

the treatment she needs’. So the lawyer continued to 

fight for us. And finally, in the end, we got my mother 

her permanent residency”.   
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While Sunny was hospitalised during the court case, 

Chulsoo and Younghee recall the time the doctors and 

nurses wrote a letter to help obtain Sunny’s residency. In 

the letter, Chulsoo and  Younghee were moved by the 

doctors and nurses’ sincere efforts to help by referencing 

the traditional Confucian values that influence Korean 

families. Younghee mentioned”   

“The letter was very detailed. The doctor and nurses 

would explain that in the Korean traditional family 

culture, the eldest son must look after their elderly 

parents, and the elderly parent wishes to live with their 

eldest son. Even the nurses wrote this in their letters 

as well! They did this every single day for us...(wipes 

down tears)”.   
 

The Jeong family expressed how grateful they were to 

see the sincere efforts put forth by New Zealand formal 

service providers because they would take the time out for 

Sunny’s case. This suggests the difference in care between 

the mainstream healthcare systems in Korea compared to 

New Zealand. Both Chulsoo and Younghee mentioned 

that if the above same situation happened in Korea, the 

doctors would not have put in the same effort and care 

because they would expect gifts or incentives in  return for 

the services provided. Thus, they experienced a more fair 

and equitable treatment amongst mental health patients in 

New Zealand despite having not to bribe doctors and 

nurses to provide attention and genuine care for their 

family member.  Younghee mentioned:   

“We were so thankful to the doctors and nurses, so we 

purchased a few gift cards from Smith and Caughey's. 

For the doctors we got about ten gift vouchers costing 

$200 and the nurses about 30 $50 vouchers for them 

and we gave them the vouchers and told them that it is 

a sign of appreciation for all the help they have done. 

But they concluded that they could not accept it as it 

was nott the right thing to do. They said that they 

already receive a salary and that they did what had to 

be done which was to help my mother in law...”.   

Chulsoo further added:   

“If this were in Korea, it would be a no-brainer. They 

would take the gift vouchers without even saying thank 

you. If this was in Korea and you visit a patient, it is a 

protocol to buy something for the nurse at the front 

desk like something to eat. Sometimes if you put in 

some cash into the doctor’s gown to look good in their 

eyes, they can look after the patient even better, but 

here  the doctors are different in New Zealand. It was 

just so touching and very emotional for me...they 

genuinely cared for the patients from their hearts”.   
 

Community.   
Furthermore, other Korean immigrant families that 

knew about the Jeong’s family situation would often 

provide emotional support as well as providing Korean 

meals for the family. The Jeong family noted that the 

Korean community in Auckland is very small, therefore 

‘everybody knew everybody’. The participants pointed 

out that this supportive environment helped them get 

through the difficulties they were facing in their everyday 

lives, and further appreciated their new lives in New 

Zealand. On this basis, collectivism remains strong 

amongst Korean migrants, and because of their solid 

cultural roots, they are able to maintain very close 

supportive networks amongst their communities. 

Younghee noted:   

“We would often attend the church every Sunday, and 

after some time of meeting new people, everyone knew 

everyone. So because this space was so open, everyone 

at the Korean catholic church knew everything that 

was going on in my family, and I would know 

everything going on for them...we knew everything 

about each other. So often, at times, I would talk to 

them about what I am going through, and they would 

tell me how incredible we are for looking after my 

mother in law...they say things like ‘oh you deserve an 

award!’. I guess this is how we would feel better about 

ourselves”.   
 

Chulsoo further agreed that the Korean people, 

wherever they are in the world, always have compassion 

and attachment with each other and is something that is an 

integral part of their culture. He noted:   

“Korean people have strong affection with each other, 

and will not ignore one and another, especially in a 

foreign land. Our Korean people here in New Zealand 

gave us so much support..and I cannot be more 

thankful enough. They will always try to help out when 

they  can...it helped me a lot, and I always felt that 

because of others support, my life is not bad after 

all”.   
 

The support received from the church community 

further extended to the support received from Woori’s 

friend’s parents. Woori would befriend other Korean 

friends from his school, and his parent's friends would 

come to know of his parent’s caregiving duties and would 

further add encouragement and support. Woori noted:   

“I would often go over to my Korean friend's house, 

and their parents would get to know my parents...and 

this spread out through to other Korean parents. They 

would sometimes send me home with Korean snacks 

and food and sometimes visit my mum to see how she 

is doing. Yeah...they were pretty kind like this...”.   
 

Greater independence, self-reliance and 
integrity   

The Jeong family all agreed how much their lives had 

changed dramatically since becoming caregivers for 

Sunny. Despite their difficulties and hardship, living in 

New Zealand allowed all the participants to become more 

independent to take better care of themselves, resilient, 

and a person with integrity. They learned how to 

effectively care for and live with persons with 

schizophrenia when no information was available, how to 

multi-task at the same time whilst dealing with the 

changing family dynamics, and the importance of having 

integrity as a caregiver.   

Younghee noted how living in New Zealand has helped 

her ease off the caregiving burden and stress:   

“I feel less stressed here in New Zealand because I am 

free from all the hustle and bustle of the city that never 

sleeps. You see, life in Korea is so complicated and 

stressful because there is no  support from the Korean 

government to help the carers. No such things exist. 

But here in New Zealand...I remember when my 

mother in law was hospitalised the nurses told me to 
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have a break and told me to take care of myself...but 

the most touching thing was that she told me that they 

would find a Korean chef to prepare Korean meals for 

my mother in law. If this were in Korea, the nurses 

would not give a damn about the patient unless you put 

extra money in their pockets! I feel so grateful to be 

here in New Zealand. If I were in Korea...things would 

have been very difficult for me to care for my mother 

in law...So I am very happy to be here”.   
 

Younghee also noted how living in New Zealand has 

helped her move forward and become a better daughter in 

law for Sunny despite the overwhelming challenges. She 

learnt to build her own coping mechanisms to provide on-

going care for her mother in-law, whilst also being a 

parent and wife. Her perseverance to cope with the 

hardship has built her to be a strong women that works to 

keep her family in harmony. 

“I have learnt to cope better as a caregiver for my 

mother in law. I learnt to be independent and stronger 

than ever before. In life, there can be tough times, and 

we have to move on and live on...and even if you try to 

avoid such obstacles, those obstacles cannot even be 

avoided. Anyway, there will be another hardship, even 

if you tried to avoid the first obstacle”.   
 

Chulsoo further commented on how he experienced 

more responsibilities as a caregiver and how much this has 

changed him as a whole:   

“At first, we did not know anything about this disease 

and did not know anyone who had it. We always had 

to learn by ourselves and from the doctors spending a 

lot of time and money. Schizophrenia is an evil disease, 

and it made my family have a difficult time. Also, 

migrating to New Zealand and starting from scratch, I 

had to do everything by myself, dealing with housing, 

education for my sons, treatment for my mother, the 

court case. However, I am very proud of what we all 

have achieved.. I do the best to my ability to protect my 

family, and I think this is very important in life. Just 

because I want to be comfortable for myself, I should 

not do anything that I would regret later in life...I 

would never do something that I would be 

embarrassed and ashamed of”.   
 

Woori also mentioned his experience of growing up 

with his grandmother and how this has shaped him to who 

he is today and also his view on his parents always making 

an effort to hold the family together:   

“I always hated my grandmother from a young age 

because I would see my parents having such a hard 

time looking after her. I hated it. Our life was very 

restricted, and because of that, we have never been on 

a family holiday together because of my grandmother. 

But now, I feel sorry for my grandmother. I guess, you 

learn from a very young age about being independent 

and learning to cope with the everyday stresses in life, 

and you learn how to handle things better. You become 

a strong person with a very thick face. Because 

nothing is harder than looking after someone with a 

mental illness...at least if she were physically ill, she 

would consciously know that we all are trying hard to 

care for her...but my grandmother never knew or felt 

thankful for our contributions!”. 

DISCUSSION 
The purpose of this qualitative study was to explore the 

well-being of one Korean immigrant family caring for 

their elderly parent in the New Zealand context. The life 

history interviews have revealed an intimate experience 

and understanding of lived experiences of immigrant 

carers in a chronological pattern, which could not be made 

evident by quantitative inquiry.   

In general, our results indicate that Korean immigrant 

carers viewed their caregiving journey as fate. Given their 

unexpected role as carers, participants reported the 

challenges and responsibilities associated with caregiving 

duties. As a result, coping strategies such as positive 

reappraisal were used by participants to manage a range 

of stressful events which helped them to appraise their 

role as “fate” rather than as a threat (Folkman & 

Moskowitz, 2000).Allowing this acceptance of the 

caregiver role as 'fate' gave the participants a sense of 

purpose to provide   

on-going care for their family member, and to make 

necessary changes to structure their lives. However, all the 

participants reported a decrease in their well-being as their 

caregiving duties proved to be challenging and stressful at 

certain time points, especially for Chulsoo and Younghee 

who also had to fulfil parental roles for their children. 

These findings are consistent with the larger body of 

literature on the effects of caregiver burden and stress 

(Knight et al., 1998). Knight et al.,(1998), in their 

investigation of caregiving and well-being, when the 

workload of carers such as fulfilling role expectations as 

a carer, spouse, or parental roles go beyond their 

maximum available resources, caregiving can result in 

strain on carers and cause deleterious effects between the 

carer's relationship with the care recipient. Cormac & 

Tihanyi (2006), also found that carers physical and mental 

health were adversely affected by their caring role, with 

the most frequently experienced mental health problems 

being stress and tension, followed by physical health 

problems such as back injury and hypertension.   

Although much of these discussions dealt with the 

adverse effects of caregiving, the results of the current 

study also revealed a more neutral experience. Rather, 

Korean immigrant carers viewed their caregiving role as 

filial responsibility to look after their elderly parent. For 

example, Chulsoo sought to fulfil his filial duties for his 

mother as the eldest son to uphold the Confucius values of 

the traditional Korean culture such as benevolence, 

loyalty, and respect towards parents (Chung, 2015). Much 

research has explored the role of Confucian beliefs in 

collectivist cultures in South East Countries such as Korea 

(Ahn, 2001; Chung, 2015; Park & Cho, 1995). In 

particular, Korean caregiving families emphasise filial 

piety or, Hyo-do in Korean terms, when it comes to 

looking after their parents; thus ensuring a continuous 

harmonious relationship between family members (Cho, 

Mallinckrodt, & Yune, 2010). Other authors have argued 

that the traditional Confucian values and belief systems 

are less prevalent in modern families, suggesting that 

more families tend to deviate from looking after their   

elderly parent and choose to place them in suitable 

institutions (Stowell, 2003; Park & Cho, 1995).   

The participants also addressed feeling culturally 

pressured to look after an elderly parent, more so because 
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the Korean community in New Zealand is small and inter-

connected, the family feared of being labelled as a 'bad 

family'. This is consistent with findings outlined by Park 

(2012), who found that Korean American caregivers were 

more likely than White American caregivers to provide 

hands-on, informal home care because of the negative 

stigma and shame associated with mental illness, and 

placing an ill member of the family in institutions may 

lead to negative connotations from outsiders for making 

such a decision.   

Consistent with findings from broader research, the 

demanding duties to provide care has shown to have 

detrimental effects on carer's health and well-being 

(Cormac & Tihanyi, 2006; O'Connell, Bailey, & Walker, 

2003). The most troubling themes found were those 

related to the participant's perceived challenges in 

providing care. Family members felt that it was 

challenging to keep up with daily routines of care, as well 

as trying to keep up with abrasive demands commanded 

by the care recipient. Family members also reported 

feelings of exhaustion, frustration and annoyance when 

their elderly parent did not appreciate, nor co- operate 

with them. Woori also noted his mother being severely 

underweight during one time due to excessive caregiving 

duties. It has been reported that challenging behaviours 

from care recipients put tremendous strain on carers which 

adversely impacts their overall health and well-being 

(O'Connell, Bailey, & Walker, 2003). In the O'Connell, 

Bailey & Walker (2003) longitudinal study of 1000 cares 

in Australia, carers reported having lower health ratings, 

less life satisfaction, less positive affect, and more 

negative affect compared to non-carers. These findings 

support the participant's stressful experiences acquired by 

caregiving.   

While participants experienced moments of tribulation, 

there were some moments where they also experienced 

positive moments as a carer. Participants reported 

receiving helpful and culturally tailored services in New 

Zealand regarding legal and medical assistance, which 

ensured the family to feel reassured and supported. Family 

members discussed how service providers and 

professionals went the extra mile to help the Jeong family 

by catering through their understanding of Collectivist 

values such as filial piety in Korean cultures. These 

findings were contrary to Choi's (2017) study of the 

experiences of Korean migrant carers with professionals 

in New Zealand. In Choi's (2017) investigation, Korean 

parents caring for their child with disabilities experienced 

poor services with professionals due to language barrier, 

lack of a therapeutic alliance, and limited understanding 

of Korean cultural values. However, our findings suggest 

that although participants reported feeling anxious and 

ambivalent of receiving help from professionals due to 

their lack of English proficiency, this was not an issue 

because they were given an abundant amount of resources 

and guidance to support the family. The participants 

reported feeling overwhelmingly grateful and 

appreciative, particularly when Sunny was allowed into 

New Zealand given she never originally had a valid visa, 

which helped them to lower their tensions and stress.   

Furthermore, participants shared their feelings of unity 

with the Korean community in New Zealand, as they 

provided emotional support and assistance in caregiving 

duties. Taking advantage of social support can be seen as 

an effective coping stratgy to enhance people’s sense of 

belonging which can lead to positive feelings (Folkman & 

Moskowitz, 2000). In collectivist cultures such as Korea, 

interdependence amongst its group members are highly 

promoted (Cho, Mallinckrodt, & Yune, 2010). Thus, to 

ensure a harmonious relationship amongst group 

members, collectivist cultures are willing to support the 

good for one's social group by putting aside their personal 

needs (Cho, Mallinckrodt, & Yune, 2010). Previous 

literature has documented the importance of support for 

carers in reducing psychological distress and  prevention 

of carer burnouts (Pinquart & Sorensen, 2005; Satorius et 

al., 2005; Folkman & Moskowitz, 2000). In Satoruis et al., 

(2005) study of carers of people with Dementia, close 

social support has been linked to increase positive 

emotions for carers in unformidable situations and 

decrease depressive symptoms. These findings suggest 

the importance of seeking social support because of the 

potential benefits it can have on carers well-being. 

However, findings reported by Choi (2017) suggests that 

often Korean migrant carers in New Zealand are reluctant 

in seeking social support or forming close relationships 

with other fellow Korean migrants due to social stigma. 

However, Choi's (2017) discussion only dealt with 

Korean carers experience with a lack of confidence to 

reach out for outside support, and perceived mistrust 

amongst non-carers who did not share the same values.   

Unique to this current study was how the participants re-

negotiated their caregiving roles to develop greater 

independence, self-reliance and integrity within 

themselves. Often family members were overwhelmed 

and challenged by the demands of caregiving duties, 

particularly for Chulsoo and Younghee who also had to 

fulfil parental roles for their children. However, one novel 

finding was that the somewhat forced and sudden role to 

become a carer in a foreign land allowed participants to 

cope better in their position and an ability to survive the 

direst circumstances. For example, navigating the 

healthcare systems and legal systems with low English 

proficiency, dealing with the changing dynamics in the 

family, daily caregiving duties and achieving overall life 

satisfaction. This finding is not surprising given that 

coping mechanisms such as positive reappraisal, problem-

focused coping and the creation of positive events helped 

carers to appraise their hardships as a challenge rather than 

as a threatening event (Folkman & Moskowitz, 2000). The 

caregiving experience, therefore, led to participants 

personal growth in maturity, integrity, and boosted their 

self-confidence. Furthermore, our participants noted that 

filial piety was their primary source of motivation to 

ensure more exceptional care for their elderly parent with 

integrity. These findings are consistent with previous 

studies which found that Korean caregivers with the 

highest filial piety reported having lower caregiver burden 

and stress because they perceived their roles to look after 

their elderly parents as a form of repayment (Kim, De 

Bellis, & Xiao, 2018; Kim et al., 2018).   

The study was explorative in nature and depended on 

past memories of caregiving as well as current 

experiences of caregiving. Furthermore, this study 

involved the use of the participants native language, 

Korean. To overcome language barriers, the translation, 
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transcription and interpretation were done by the 

researcher who is also a Korean. The quality of translation 

and transcription were very much dependant on the 

researcher,  therefore the quality of transcription may have 

been compromised. Employing professional translators 

and transcribers to validate the quality of interpretation 

may have enhanced the study. However, constraints on 

time and resources did not allow the researcher to employ 

the use of independent and qualified translators. 
 

Conclusion   
In conclusion, this paper aimed to explore the unique 

experiences of the general well-being of a Korean 

immigrant family caring for their elderly parent with an 

enduring mental illness in New Zealand. More research is 

needed to understand the well-being of Korean immigrant 

carers in New Zealand and how they experience their roles 

as a migrant. Although their roles in caring for their 

elderly parent proved to be challenging, life as a carer in 

New Zealand was reported to increase their overall life 

satisfaction. Professionals and the community gave a 

tremendous amount of support, despite language barriers 

and cultural differences.   

Furthermore, the participants long and winding journey 

as a carer allowed the opportunity to evaluate their current 

selves more positively and to create more emotional bonds 

with their  elderly parent. As part of the traditional Korean 

culture, filial piety ensured adult children cared for their 

elderly parent, whether in sickness or in health, as a form 

of reciprocity. No doubt, caregiving is a difficult job, and 

carers may find themselves lost, frustrated and confused. 

Thus, for carers to continue their caregiving duties for 

their loved ones, they must take care of themselves first in 

order to take care of another.   
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