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Mental Health Disparities 

• Ethnic minorities: 

– Less access to, and availability of, mental health 
services 

– Less likely to receive needed mental health 
services 

– Those in treatment often receive a poorer quality 
of mental health care 

– Underrepresented in mental health research 

– Experience a greater burden of disability 



4 

Cautions 
• Ethnic minority groups “are largely missing 

from the efficacy studies that make up the 
evidence base for treatments…well-controlled 
efficacy studies examining outcomes of 
mental health care for minorities are rarely 
available… There is some, albeit limited 
research, that some EBTs are appropriate for 
some ethnic groups (Miranda et .al., 2005) 
 
 

• Imposition of EBTs on another cultural group 
can be considered a new form of “cultural 
imperialism” (Bernal & Scharron-del-Rio, 
2001) 
 



BACKGROUND 

• Depressive disorders 
are common in women 
of Pakistani origin living 
in UK.  

 

• We assessed whether 
this could be attributed 
to high levels of social 
stress. 



-The findings did not support the expectation that events 
and difficulties resulting from direct racial discrimination 
and harassment would be important in depression 
 
- Rather we gained insight into the isolated and very 
difficult situations experienced by depressed women of 
Pakistani origin in UK 
 
- For some their lack of social support and limited use of 
English further reduced their chances of dealing with 
these adequately. 

CONCLUSIONS 



Severity & Presentation of Depression:  
 
Severe, 9 out of 44 depressed reported 
suicidal ideas in 2 self harm seriously 
contemplated nearly all presented with 
somatic symptoms 



The Manchester HOPE study 
Research Questions  

• Compared to  white Europeans do people of 
Pakistani origin also living in Manchester, UK : 

•Experience more depressive disorder?  

•Is depressive disorder more persistent? 

 

•If so, can the persistent depressive disorder be 
attributed to more persisting social difficulties 
and/or less successful access to helping agencies?  



Two phase survey of population-based 
sample  

• Inner city Manchester  

• 396, 000   

• 1000 each random from 
GP lists 

• Followed by six month 
prospective cohort 
study 



High rate of depression among Pakistani 

women 
 

– Social isolation 

– Language difficulties, don’t speak English 

fluently 

– Unemployment 

– Lack of satisfactory confiding relationship 

– Rarely leave home, and then only accompanied 

by husband or other family member 



Conclusion – GP contacts for 
depressed subjects only  

 Compared to white Europeans depressed 
people of Pakistani origin  

• Visit the GP more often  

• Consult for anxiety/depression at similar 
rate 

• Consult for multiple bodily symptoms 
more often  

• Less likely to receive appropriate 
treatment  



This suggested an intervention … 
• Begin with developing informal network 

• Engage women with culturally acceptable 
social contacts 

• Include psycho-education 

• Later encourage to seek mental health 
treatment through primary care 

• Also encourage, through training, a positive 
therapeutic response from primary care 



Developing and testing a culturally 

sensitive intervention for depressed 

Pakistani women in UK  
 
 

SITARA 

SOCIAL SUPPORT AND ANTIDEPRESSANT RANDOMISED CONTROL TRIAL 



SCAITCLIFF COMMUNITY CENTRE, ACCRINGTON 

 DIGITAL 

DM 

http://www.bbc.co.uk/lancashire/local_radio/
http://www.jang.com.pk/jang/index.html


Engagement Session 

• Home visit by the 

research assistant 

 

• Provide detailed 

information about the 

study. 

 

• Dispel apprehensions 

(Confidentiality) 

 

• Time keeping 
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Outside Sessions 



Final Session 

• Goodbye session 

 

• Planned as a party 

 

• All dressed up 

 

• Exchange contacts 

 

• Remember follow up  



  

 

Antidepressants 

(n=42) 

 

Social treatment 

(n=39) 

 

 

 

Combined 

treatments 

(n=42) 
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Summary 

• Women of Pakistani origin living in the 
northwest of England have high rates of 
emotional distress and depression. (Husain et al 1997, Gater 

et al 2008) 

• Strong association of suicidal ideation with 
psychological distress (Chaudhry 2007) 

 

• Culturally sensitive interventions can help 
reduce depression in this group (Gater et al, 
2009) 
 

 

 

 

 



The Synthesis Matrix 

Literature  

review 

SU  

views 

Clinicians Comm. Cultural 

Content & 

components of 

intervention, 

materials 

          

Format for delivery 

(individual/group/ 

mixed) 

          

Length, number of 

sessions, follow up 

          

Who should deliver? 

Training needed 

          

Ethical issues 



  Precipitants of Self-harm in South Asian Women in the UK 

Husain et al, 2006  

Author(s)    Precipitants  
Burke (1976)  

 

Interpersonal disputes  

Merrill & 

Owens 

(1986)  

 

Marital problems, arranged marriages rejections of arranged 

marriage proposals, cultural conflict  

Bhugra et al 

(1999)  
Gender role expectations, pressure for arranged marriage, 

individualisation and culture conflict  

Cooper et al, 

(2006)  
Relationship problems with family  



• Barriers 

– South Asian women access care only in times of crisis 
as a last resort (Chew-Graham et al 2002) 

– Services fail to engage with ethnic minorities (Chantler et al 

2001) 

– Lack of appropriate treatment offered or a negative 
impact of services 

– The higher rate of suicide in young women of South 
Asian origin may be related to untreated self harm 
(Raleigh 1996) 



Problem Solving Therapy 

• People who attempt suicide have poor 
problem solving skills (Pollock et al 2001) 

• Problem-solving deficits contribute to 
hopelessness and depression, which in turn 
increase the probability of suicidal ideation 
and intent (D’Zurlla et al (1998) 

• Problem-solving therapy is a brief, cost 
effective, pragmatic intervention that has the 
potential to be widely utilized in clinical 
practice 

 



• This is a manualised intervention and a self-
help guide called “Life after self-harm”  

• (Schmidt and Davidson 2004) 

 

• It includes  

– evaluation of the self harm attempt, 

– crisis skills 

– problem solving 

– cognitive techniques to manage emotions,  

 negative thinking and relapse prevention strategies 

Life After Self Harm 



Aims 
• To test the ability to recruit participants to 

the study 

• Test the use of instruments 

• To culturally adapt a brief psychological 
intervention “Life after self harm” (C-MAPS). 

• To determine the effect of C-MAPS on 
suicidal ideation 



Cultural Adaptation 

• Evidence suggest that CBT needs adaptation for use 
with ethnic minority clients (Sue et al 2009; Naeem et al, 2010) 

• A multidisciplinary focus group of mental health 
professionals. 

• Translated into Urdu, special consideration to cultural 
adaptation of phrases and concepts to reflect south 
Asian culture 

• Culturally appropriate case scenarios were incorporated 

• Consensual view to address cultural factors such as 
gender roles, sexuality, and substance misuse and 
family conflicts were taken 



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. 

•Self-determination. 

•Community care of mentally ill. 

•Pride in self 



RELIGION and SPRITUALITY 
The Role of God in Illness  

 
• Any problem may be viewed as being sent by 

god as punishment for sin, even if its health 
& the patient accepts the physician’s 
biopsychosocial explanation.  
 

• Clinician should allow the patient to express 
spiritual concerns, real or imagined. If he/she 
is uncomfortable with this type of discussion, 
he or she may suggest that the patient meet 
with the appropriate religious figure.  

 
• The health care provider must recognize that 

patient education will not remove the fear of 
a witch, the belief in a punitive god, and or 
the anxiety about the actions of loved ones.  

 





Focus Groups 
• South Asians  (n = 17) 

 

 Discussing personal problems with someone outside of 
the close family networks brings a deep sense of shame. 
 

Control (family, cultural/traditional/religious values 

Identity (self, culture, family, wider culture)) 

 

– Perceived consequences for the extended family 

 

– Concealment due to shame and for protection? 

• Self harm  person  at times isolation of family also 



Stigma - Izzat 
• South Asians  (n = 17) 

 

  
– Self harm mostly not considered a mental illness but a coping 

strategy by the individuals and by the wider family given religious 
and spiritual explanations (“curse, punishment, Jadoo fear, Jinn, 
lack of faith”) 

 

– Communication (difficulties expressing themselves, gender roles). 

 

– main-stream services =  Lack cultural understanding  
    (attention seeking) 

 

– Stories 

 

– Problem solving training 



Overview of the sessions 

• Sessions 1&2: (Getting Started) 

– Discuss Feelings.   

– Elicit beliefs about self harm.  

– Provide information, discuss and check (you are not 
always going to feel like this). 

• Session 2:  

– Develop personal action plans (Keeping safe) 

– Should be congruent with beliefs 

– Specific, achievable and realistic goals 

– What to do in a crisis (Getting support, distraction). 



C-MAPS 

• Sessions 3-5: Implement the action plan 

– What, when, where, who 

– Where agreed, include family members and/or 
friends.  

– Learning to solve problems 

– Practice coping skills 

– Learning to change thinking (unhelpful thinking) 

– Alcohol, drugs & pills (diazepam – pain killers). 

 



C-MAPS 
• Sessions 6&7:  

– Review progress 

– Develop or adapt goals as necessary 

– Identify positives, provide encouragement – 
what is working well? 

– Problem solve  to overcome barriers  

– Develop maintenance strategies 

• Session 8:  

– Booster session, maintenance strategies 



Farah’s Story 

• Farah (aged 24) is the oldest daughter of a Pakistani family. 
She has four younger sisters and brothers. She was born in the 
UK and went to the school locally in Manchester. She has 
many English friends. “I could never please my father; he 
wants me to be a good Pakistani daughter, but I am not”. 
Farah was the  only one of her siblings to stand up against her 
father. There were daily arguments at home. “He would shout 
at me for any reason. He did not like my hair, my dress, the 
people I liked, nothing about me. He would always tell me 
how useless I was, and how I did not respect him enough. 
Farah felt lonely and unsupported in her family; Her mother 
never dared to speak out, and her younger brothers openly 
supported the father 



Farah’s Story 
• Recently her father started to put increasing pressure to get 

married in the traditional Pakistani way One evening Farah 
had planned to go and visit her friends, but her father forbade 
her to go. He said a family with their son was visiting to see 
her and he thinks he will be a suitable husband for her. Farah 
felt trapped. She thought that if she did go to see her friends 
against her father’s will she risked being sent to Pakistan. 
However what she feared most was that in her absence he 
would take out his anger on her mother as he had done in the 
past. She could not see a solution to her difficulties  and took 
a large dose of painkillers after every one had gone to bed. 
Luckily her younger sister, with whom she shared a room, 
woke up and discovered her 





Pakistan 

• The results of a feasibility trial are positive. All 
the participants (N= 17 ; 8 C-MAPS & 9 TAU) 
found the intervention acceptable. 

•  All the participants attended more than 80% 
of sessions with good time keeping. 

• The participants found the sessions helpful in 
addressing their ongoing social difficulties. 

• This trial has now lead to a larger 
appropriately powered (n=200) trial. 
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