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BME groups in the UK BME groups in the UK

1 in 8 of the population from a BME community APoorer access to efficacious
: . treatments
Overrepresented in mental health setting .
BME groups at increased risk of psychosis AV e omes
group psy AMore likely to be re-admitted
to hospital and/or remain in
hospital longer

AlLess likely to be offered
psychosocial interventions

AReduced service satisfaction;
reduced contact

Mo d el for developing 6C = 2
Competenced (Papadopoul os, What is culture?

Taylor, 1998) “Meanings, values and behavioural norms that are

learned and transmitted in the dominant society
and within its social groupso
(The NIMH Culture and diagnc

Itis learned

It refers to systems of meaning

It acts as a shaping template

Itis taught and reproduced

It exists in a constant state of change

Itincludes both the subjective and T

objective components of human 4 .

behaviour =
Culture can be seen as an inherited lens though which the individual
perceives and understands the world that he inhabits and learns to live in it
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Ethnicity and Health

. - « Human beings learn culturally approved ways of being
e You wake up one morning with an il
abdominal pain Each ethnic and racial group has its own cultural and
social norms and beliefs
— Whatkind of pain is it? These dictate their
— Describe your symptoms — expression and description of symptoms
— Whatdo you think is the cause? — method of communicating these symptoms
— How does this make you feel? — belief about the cause of illness
~ Whataction do you take? — attitude about the illness

N \a'\é'ﬁﬁﬁd?o you expect (o be;the OLitcENESNINEE" — expectation of the modality and outcome of

treatment

| magi neé

Nguyen TS: Diagnostic Issues in cross-cultural settings
hitpi# c-mimhs.org/cultures/issueessas/dissues.htm

Pathways to care Explanatory Models

. e Mrs A is a 30-year-old housewife with three small
Cultural differences affect how people: children. Her husband is a manual labourer. For
the past 6 months she has stopped doing
Label and communicate pain or problems household work. She.doe_s. not interact with the
Label symptoms or indicators children or looks after their needs. Her personal
Underlying cause care is poor. She has been socially withdrawn and
, | prefers to be alone. Her family has noticed that
Expectation of health care providers she smiles to herself and admits to hearing voices
Expectation of treatment outcomes of strange people speaking to her. She is
Respond and utilization of E %) convinced that others will harm her. Her sleep is
treatment and assistance - disturbed and her appetite is poor. Her in-laws live
Coping mechanisms next door but are not supportive.

Joel D, Sathyaseelan M, Jayakaran R, Vijayakumar C, Muthurathnam S, Jacob KS
Acta Psychiatr Scand 3: 108: 66-69

Explanatory Models Explanatory Models
Shared model of understanding affects:

- patient satisfaction
- treatment compliance
- help seeking behaviour

e - culturally sensitive practice

There has been a rise in the interest of understanding
explanatory models in current research in psychosis.

Perceptions and beliefs of a psychotic iliness have a varying
i mpact on an individual' s |

These beliefs impact upon the emotional and behavioural ol st v ENonaaler) fmest

responses of illness.

Explanatory models of mental iliness of South Asians
Belief systems are developed and defined through culture differ from other ethnic groups.
and in turn, explanatory models of iliness are influenced by
these underlying belief systems.
2001 Census showed there were 11% South Asians in
Explanatory models, help seeking behaviours and pathways East Lancashire.
to care are influenced by culture and indigenous beliefs.




Explanatory Models

Very little research on the perceptions and explanatory
models of psychosis for South Asians living in the UK.

- Majority of research conducted in India

Highlight cultural issues in order to ensure that treatments
culturally sensitive.

Many patients employ multi-models of psychosis to help
understand and make sense of the illness.

Patients and traditional healers accept psychosocial and
biomedical models of mental illness.

Seek help from traditional healers and modern western
medicine simultaneously
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EMOP: Explanatory Models of Psychosls
amongst British South Aslans

During interviews, many patients were reluctant to
discuss black magic and supernatural.

Some initially denied it and discussed only when probed.
- May be due to the stigma

Even within Asian communities it is not openly discussed.

Many were forthcoming about their beliefs and
experiences resulting in rich data sets.

Equally, when discussing clients with case managers, it
became apparent that some had not discussed the full
extent of their beliefs

GUARANTEED RESULT
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South Asian Islamic Beliefs:
An Overview

Jinns > Possession
Black Magic
Evil Eye

Peer
Imam
Moulana

Quranic verses
Taweez
Holy Water

EMOP: Explanatory Models of Psychosis
amongst British South Asians

Preliminary findings suggest that some South Asians hold
firm beliefs in culturally traditional/supernatural
explanations for psychotic illness.

May not attribute it to own illness but still believe that it can
happen.

Finding are consistent with previous research that patients
hold two models of explanation simultaneously

- over two thirds believe in the cultural/religious explanation but also
agree and accept it as an illness.

EMOP: Explanatory Models of Psychosls
amongst British South Aslans

Lack of South Asian case managers
Language is also an important factor

Cultural sensitivity is very important when dealing with
South Asian patients

Risk of alienation if cultural beliefs are not understood
and acknowledged




Eliciting an Explanatory Model
Kleinman suggests the following questions to elicit an
explanatory model:

What do you think caused your problem?
Why do you think it started when it did?
What do you think your sickness does to you?

How severe is your sickness? Do you think it will last
along time, or will it be better soon in your opinion?

What are the chief problems your sickness has

caused for you?

What do you fear most about your sickness?
What kind of treatment do you think you should

receive?

What are the most important results you hope to get

from treatment?

TRADITIONAL & WESTERN SOCIETIES
(Okasha A 2000)

TRADITIONAL SOCIETIES

Family & Group Oriented.

Extended Family.

Status determined by age and
position in the family.

Relationship between kin obligatory.

Arranged marriages with an element
of choice.

Family decision making.
External locus of control.

Physicians decisions respected and
considered holy.

Deference to Gods will.
Pride in family care of mentally ill.
Pride in family tie.

WESTERN SOCIETIES
Individual Oriented.

Nuclear Family.

Status achieved by own effort

Relationships individual choice.
Choice of marital partner, determined
by interpersonal relationship.
Individual autonomy.

Internal locus of control.

Doubt in doctor patient relationships,
malpractice suits not uncommon.
Selfdetermination.

Community care of mentally ill.

Pride in self

Cultural adaptation

e Whatto culturally adapt?

— Information

— Assessments (PANNS)
— Psychological Interventions
e Why culturally adapt?

— Target problem

— Poor outcome/adherence
— Disparity to other group
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Mo d el for developing 6C
Competenced (Papadopoul os,
Taylor, 1998)

Cultural adaptation

Target the community and the problem:

A A subculture group that exhibits unique clinical problems
A Poorer clinical outcomes from treatment for a subgroup
A Symptom presentation

A Engagement

A Social Validity: perceived acceptability and accessible

Adaptation must be driven
by empirical findings



Cultural adaptation

Psychosocial interventions:
A Underrepresentation of minority groups in RCT
and effectiveness trials
A Current efficacious therapies are grounded in
an ineffably western perspective
A Do efficacious treatments generalise to minority
populations?
Accessible?
Acceptable?

Culturally adapting
Cognitive Behavioural Therapy

N=267

Major depressive disorder
African Americans (born US)
Latinas (born Latin America)
White (born US)

Majority 2+ children

Less than half were married or living with partner

65% medically uninsured

60% below federal guidelines for poverty (further 35% near poor)
Study sample presented with an extremely high rates of trauma
exposure

42% reported domestic violence; over 1/3' rape/experienced child
abuse

Mra 200 (1)

Culturally adapting
Cognitive Behavioural Therapy

Depressive symptoms reduced
Improved instrumental and social functioning

Recruitment: reluctance to
enter care; high drop out
Intensive care; outreach
Flexible schedule

Child care

Transport

Encourage medication
compliance

Mirandaet al 01,290 (1)
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Culturally adapting
Cognitive Behavioural Therapy

Low-income young minority women suffering
depression (Washington, DC)
Young minority women high risk of depression
Less likely to obtain care; less likely to receive
appropriate care; most do not seek care (often
uninsured)
CBT efficacy studies: n=3860; 27 Black; 0 Latino
Management strategies needed to engage
individuals

— Currently use county family planning and nutritional .« -

programs as primary location of care

Miranda et al, 2003; Jama vol.290 (1)

Culturally adapting
Cognitive Behavioural Therapy

The intervention
— Education meetings
— Medication
. — CBT (location, child care,
adapted intervention:
@ cultural: language, topics;
trauma exposure)
— Referral to community care

ﬁ’ — Cultural adaptation of care
(language, therapists)

Mranda et al, 2003; Jama vol.290 (1)

Culturally adapting
Cognitive Remediation Therapy

Neurocognitive deficits in schizophrenia
— Vigilance: attention
— Memory: secondary/immediate
— Executive function

Functional and social outcome
Learning new skill acquisition
Social problem solving
Community outcome
Daily activity
Occupation outcomes
Benefit from psychological therapy; CBT




Culturally adapting Cognitive
Remediation Therapy

Paper and pen to computer format

Strategic learning and/or general practice
Several hours per week over several months
CIRCUITS

— Translation

— Applicability

— Education sessions

— Accessibility

— Acceptability

Maraming Salamat

=
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Summary

Increased incidence of severe mental
health problems in BME communities
Culture, ethnicity and religion contribute
to a persons explanatory model of illness
Cultural adaption increases the
acceptability and accessibility of your
services to BME communities
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