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Abstract

Culture influences models of mental illness, help-seeking behaviours and outcomes of interventions.  Cultural competency training has been developed to improve clinician practice in addressing these issues. The study aims to identify to what extent culturally competent and informed interactions are used by clinicians in England and how patients experience these interaction. Clinicians and non- white western patients were recruited to complete a questionnaire on culturally adapted practice in 25 areas of England. Clinicians are much more likely to rate their practice as clinically competent whereas patients were more likely to disagree that services were completely culturally competent. Length of time working as clinicians, receipt of specific cultural competence training and a higher percentage of caseload from non-white western backgrounds all increased clinician’s perception that their practice was culturally competent.   Clinicians recognised the importance of cultural competency but the disparity between their assessment of whether they achieved this and that of patients must be addressed. Ethics approval was obtained via proportionate review from the London – Central Research Ethics Committee (REC Ref no: 17/LO/1962
Study registration: UK Clinical Research Network Portfolio: 36744
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 Introduction

During the past several decades, rapid social and cultural change has been occurring globally, caused by migration within and between nations. Consequently, many societies are multi-ethnic and poly-cultural. Culture influences the experience, course and outcome of mental health problems (Rathod et al, 2015). 

There is considerable evidence from medical anthropology that illness explanatory frameworks differ profoundly both within and across cultures (Lynch and Medin, 2006). These beliefs, e.g., cause of disease and distress, controllability of an illness and value of different treatments, predict health behaviours such as medication adherence, use of healthcare services, and lifestyle choices.  Healthcare providers’ understanding of their patients’ healthcare beliefs, values, and preferences should therefore be an essential feature of patient-centred care (Street and Haidet, 2011). Consequently, this may lead to treatment choices being more acceptable to the patient’s expectations and needs. Healthcare providers’ skill at perceiving and understanding patients’ beliefs is also an important aspect of compassion, which equates to perceptions of higher quality care and more effective communication (Mercer et al, 2005). Lastly, research has shown that patient satisfaction, commitment to treatment, and perceived outcomes of care are greater when the healthcare provider and patient achieve a shared understanding on issues by improving the patient’s role in decision making, in forming and understanding diagnoses and the treatment plan (Kennedy et al., 2017).   

Evidence suggests that healthcare providers often have a modest understanding of their patients’ beliefs with respect to preferences for involvement in making decisions about their health (Strull et al., 1984). Cultural competence is defined as “the ability of individuals to establish effective interpersonal and working relationships that supersede cultural differences”. BRecognizing the importance of social and cultural influences on patients, considering how these factors interact and devising interventions that take these issues into account (Betancourt et al., 2003) may reduce some disparities in care for minority cultures(Nelson, 2002). In the US and many other countries cultural competence among health professionals, organizations and institutions  has been increasingly emphasized (Dana and Allen, 2008; Betancourt et al., 2003). 
A contextualized approach to conducting culturally competent assessment and formulation has been developed using the DSM-5 Outline for Cultural Formulation (OCF) and Cultural Formulation Interview (CFI) (APA, 2013) as well as other clinical tools. Frameworks for cultural adaptations of therapeutic interventions 
 ADDIN EN.CITE 

(Rathod et al., 2010; Rathod et al., 2013; Rathod et al, 2019)
 have been developed and evaluated using qualitative and quantitative methods  but implementation is limited (Rathod et al., 2008), 
In the UK there are consistent reports of health inequalities, disparities in the quality of care, lower rates of satisfaction and a convincing perception of culturally inadequate healthcare provision for members of minority groups. This appears to demonstrate that the UK healthcare system is struggling to meet the needs of culturally diverse populations 
 ADDIN EN.CITE 

(Schouler-Ocak et al., 2015)
. A critical interpretive review of the literature exploring cultural competence training in UK healthcare settings concluded that current approaches to this type of training are fundamentally flawed. Cultural competence training is not a single-handed strategy for eliminating healthcare disparities, however it is influential in ensuring high quality interactions with the entire population if practiced effectively, and should be available in all clinical areas (George et al., 2015). The limited literature from UK  indicates that cultural competence training that includes appropriate and non-threatening training in cultural competence changes attitudes, behaviours, and practice, including promoting good practice in communication across linguistic and cultural differences (Webb and Sergison, 2003).
Aim and Objective
The current study aims to identify to what extent culturally competent and informed interactions are used by clinicians in England and how patients experience these interactions.

Methods

This study used a participatory cross-sectional survey design to explore staff and patient’s current clinical practice around England. We devised questionnaires based on the published approaches for conducting a survey of culturally informed interactions for clinicians and patients. 

Questionnaire development

The questionnaire was designed by the authors based on previous work in this area including a review of meta-analyses looking at culturally adapted mental health interventions 
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(Rathod et al., 2018;19)
. These areas included: language, concepts, family, communication, content, cultural norms and practices, context and delivery, therapeutic alliance and treatment goals. Clinician and patient versions of the questionnaire were developed.

As part of the questionnaire development both versions were piloted using six participants who were consented into the study. Questionnaires were completed and participants were asked for their feedback on the readability and suitability of the questions. Minor changes in wording and presentation were made following this pilot. 

Setting

This study was adopted by the UK Clinical Research Network Portfolio and was opened to expressions of interest to all mental health sites within this network. 25  National Health Service (NHS) sites from across England responded to this call and completed the study set up. This involved completing a site feasibility assessment including a brief site screen where data about sites number of staff and patients and the percentage from non-white western backgrounds for each of these groups was requested. 
Study Sample

This study used the inclusion criteria for patient participants as identifying themselves as non-white or non-western. This was based on Rathod et al. (2018) meta-analysis showing that most research compares western versus non-western cultures. Non-white was included so that participants born in the UK who may have experienced non western cultures in their home and community settings would be included. This was to capture participants, and ask clinicians to think about patients, who were likely to have been exposed to differing concepts, language, practices and beliefs about mental health. Therefore participants who were either non-white (for example a British born Asian participant) or non-western (for example a South African born White participant) were eligible for this study.
Inclusion criteria:

· Aged over 18 years old

· Willing and able to complete informed consent

· Either:


· Clinician in mental health services (adult and old age)

· Patient in mental health services (adult and old age) of non white western background


Exclusion criteria:

· Those unwilling or lacking capacity to participate

All questionnaires were completed in English. English language support from a carer or staff member was possible if needed.

Safety Assessments
The questionnaires were reviewed and piloted for any possible sensitive questions that may have caused participant distress. Participant information sheets also provided contact information of the local research team should any distress occur through the completion of the questionnaire. Ethics approval was obtained via proportionate review from the London – Central Research Ethics Committee (REC Ref no: 17/LO/1962).
Recruitment
Clinicians were approached through their place of work with approval from managers. This was done in person and by email. Patients were approached through their care team, in their treatment setting, for example outpatient clinics or inpatient hospitals. Posters and leaflets were also on display in clinician and service areas. Where patients had given prior approval to be contacted for research purposes they were contacted directly by the research team and given information about the study. Those who agreed to participate were provided with study information and informed consent was obtained. 

Statistical Analysis

All statistical analyses were undertaken using IBM SPSS Statistics 19 and R 3.4.2. Since the questionnaire comprised only multiple choice questions, all data were categorical and presented as n (%). Comparisons between staff and patients were made using Chi-squared tests. To further explore the relationship between participant responses and gender, length of time in job role (staff) or receiving mental health services (patients) and proportion of non-white western practice at each trust, ordinal regression models were fitted using SPSS PLUM procedure with a logit link. In all tests, missing data were excluded and p<0.05 was assumed to indicate statistical significance. 

 Results

A total of 2,805 participants took part in this study between 1 April and 30 June 2018: 2,450 clinicians and 355 patients.

Demographics

Table 1 shows the demographics of participants. Participants came primarily from community mental health teams (CMHT) and inpatient services. The most common job role for clinicians was nurse and all clinicians worked in National Health Services (NHS). Most clinicians had worked in their job role for 1-5 years and the patients had a long duration of contact with mental health services, most for more than ten years. There were more female clinicians (68%) and slightly more male patient participants (55%). 77% of clinicians were white and a majority had less than 40% of their practice population from minority cultures. 67% of patient participants spoke English as their first language. 

Clinician and Patient opinions

Table 2 shows results on various components of the survey.

The results show that often clinician and patient opinions differed. Clinicians and patients “most often” agreed that a culturally specific assessment tool was “never” used, and levels of acculturation were “most of the time” or “always” considered. However, they disagreed as to whether the setting of interaction was culturally appropriate, whether preferred language, migration history, barriers to accessing services, influence of religion, alternative pathways to care and cultural values relating to goals and social support networks were discussed. Clinicians most often responded that these factors were “always” or “most of the time taken” into account but patients felt that they were “rarely or never” taken into account. 

Clinician only opinions 
Table 3 here

Table 3 shows the responses to questions given only to clinicians. Most clinicians felt that they “most of the time” or “always” considered the areas of cultural importance mentioned indicating that most clinicians felt that they were attending to cultural needs. 

Patient only opinions
Table 4 here

Table 4 shows the responses to questions given just to patients. The majority of patients received care from someone of a different cultural background to themselves. Their responses to the questions showed that often they felt that their cultural needs were not attended to: for example 57% reported that they had not been asked about any cultural explanations for their distress. However there was often a spread across responses with some participants responding that their cultural needs were “always” addressed.

Moderating factors 
Tables 5-7 here

(Gender, length in job role, length of time in mental health services, percentage of clinical work with non-white western patients, training received)
Tables 5 - 7 are results of ordinal regression models and chi-square tests looking at moderating factors to both clinician and patient participant responses to the questionnaire. Clinicians were more likely to feel that cultural needs were being responded to if they had been working in their role for more than 10 years, had received specific training to work with different cultural groups and had a higher percentage of their practice involving minority cultural groups. Also female clinicians were more likely to respond that they were taking cultural needs into account than males for majority of questions. Some questionnaire responses did seem to be affected by the staff member’s ethnicity (whether staff responded they were White British or from another ethnic group). However this was not found consistently across most questions. Gender and length of time receiving mental health services did not seem to have a consistent relationship with patients’ responses to questions. 

Discussion 

This study investigated to what extent clinicians’ current practice uses culturally competent and informed interactions and how patients experience these interactions across England. The sample was large, allowing generalisability and enabling wide representation both geographically and of different minority populations.  

The results of this study showed disparity in perceptions between clinicians and patients in their interactions. Clinicians reported high levels of cultural competence, whereas in many areas patients who participated did not report the same competence leading to inconsistency in responses between these two groups. 
Relevance to literature

The findings of this study are in line with other research that shows that clinicians often rate their communication skills highly; patients are likely to report that they are not satisfactory (Tongue et al., 2005). Bhui and colleagues (2007) reviewed evaluations of cultural competence in mental healthcare which modified clinical practice and organizational performance. They reported that all the nine studies identified were performed in North America. Few studies published their teaching and learning methods. Only three studies described quantitative outcomes. One of these showed a change in attitudes and skills of staff following training. The cultural consultation model led to significant satisfaction by clinicians using the service but none of the studies investigated patient experiences and outcomes. Authors concluded that there is limited evidence on the effectiveness of cultural competency training (CCT) and service delivery. 

A Systematic Review of Health Care Provider Educational Interventions to improve Cultural Competency by Beach and colleagues in 2005 reported that CCT shows promise as a strategy for improving the knowledge, attitudes, and skills of health professionals. However, there was no evidence that it improves patient adherence to therapy, health outcomes, or equity of services across racial and ethnic groups.  They found evidence that CCT improves the knowledge of health professionals (17 of 19 studies demonstrated a beneficial effect), and attitudes and skills of health professionals (21 of 25 studies evaluating attitudes demonstrated a beneficial effect and 14 of 14 studies evaluating skills demonstrated a beneficial effect). It impacts patient satisfaction (3 of 3 studies demonstrated a beneficial effect) but there is poor evidence that CCT impacts patient adherence (although the one study designed to do this demonstrated a beneficial effect). Similarly, a further systematic review of CCT of healthcare providers showed that it is an effective intervention that enables healthcare providers to give culturally competent care that increases satisfaction of patients from minority groups. However, authors suggested that more research with better research designs, large sample sizes, and validated standardized cultural competence and patient satisfaction assessment tools is needed to unequivocally attribute CCT to patient satisfaction (Govere and Govere, 2016).
Strengths and limitations

The questionnaire was self-report and social desirability is a possible bias that must be considered when making conclusions about participants’ responses. Clinicians may have answered questions positively if they felt that they should be completing the questionnaire items mentioned in their practice or they may be over reporting what they actually believe in practice. This bias was anticipated and questionnaires were anonymised but there remains some limitation. Further exploration using different methods, such as smaller scale in vivo observed assessment of clinicians’ practice may be more valid. Additionally, given the opportunistic nature of the sample, self selection bias of patients who felt the services they had received weren’t meeting their cultural needs and clinicians who believed they were competent may have been more likely to participate in cultural research. No data was collected on the number or demographics of participants who declined to take part but future studies may find this useful, to rule out any possibility of participation bias. Another limitation of the study was that clinician and patients who participated were not matched. 
Results showed that various clinician factors impacted on their responses. These include greater experience, both in terms of length of service and proportion of caseload from a cultural minority, leading to greater cultural competence as does receiving specific cultural competence training. This may have important implications in clinical practice, highlighting the need for training early on in clinicians’ careers to support them at a time when perhaps their confidence in cultural competence may be lower, and this training may be important for those working in areas where minority populations are less. Whilst staff members who themselves were non-white British appeared to have greater confidence, this was not as apparent as the length of service, receipt of training or proportion of caseload. This supports other research indicating that matching patients with a staff member who is also non-white British alone may not be adequate to support culturally competent services 
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(Street et al., 2008)
.
Future direction and Conclusion

Differences in clinician and patient reports of culturally adapted services and the impact of length of clinician service may be contributing factors to the outcomes in care. They should therefore be taken into account when exploring any future training and when trying to understand how to develop and design culturally competent mental health services. The Study would have benefited from exploring association between sites that completed competence training, patient responses and therefore future research may wish to consider collecting this data.
Future training packages may need to take an overarching approach to dealing with other cultures and specific cultural training available for prominent cultures found in specific areas of the UK. Leydon et al (2018) also found that communication styles can be an important contributory factor to eliciting patient information and therefore this may also be important to consider when developing any future research. 
Further research is needed to explore the factors that determine service, clinician and patient characteristics that influence perceptions and satisfaction in cultural interactions.
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Table 1. Demographics of staff and patients responding to Cultural Adaptations survey. Numbers represent number and proportion of non-missing responses per category.

	Demographic
	Staff

(n=2450)
	Patient

(n=355)

	
	
	

	Type of team worked for/treated by

CMHT

EIP

Psychology

Inpatient

Acute/ Crisis  Team

Other (incl. Assertive Outreach)


	859 (35%)

196 (8%)

200 (8%)

792 (32%)

219 (9%)

389 (16%)


	177 (50%)

46 (13%)

37 (10%)

89 (25%)

29 (8%)

51 (14%)

	What type of role do you currently work in?

Psychiatrist

Psychologist / Psychotherapist

Nurse Practitioner

Occupational Therapist

Social Worker

Mental Health Care Support Worker (Inc STR)

Other


	329 (14%)

244 (10%)

798 (33%)

124 (5%)

106 (4%)

474 (20%)

308 (13%)
	-

-

-

-

-

-

-

	State funded (NHS)


	2383 (<100%)
	350 (99%)

	Length of time working in current job/under MH services

Less than 8 months

8 months to 1 year

1-5 years

6-10 years

More than 10 years


	-

-

1325 (55%)

369 (15%)

731 (30%)
	43 (13%)

28 (8%)

91 (27%)

57 (17%)

116 (35%)

	Gender

Male

Female

Prefer not to specify


	757 (31%)

1669 (68%)

17 (1%)
	195 (55%)

160 (45%)

0 (0%)

	Age group

Under 24

25 – 34

35 – 44

45 – 54

55 – 64

65 and over


	138 (6%)

619 (25%)

599 (25%)

730 (30%)

331 (14%)

23 (1%)
	44 (12%)

84 (24%)

108 (31%)

65 (18%)

30 (8%)

22 (6%)

	Ethnicity

White (inc white minority groups)

Mixed

Asian or Asian British

Black or Black British

Other


	1857 (77%)

111 (5%)

212 (9%)

212 (9%)

30 (1%)
	12 (3%)

74 (21%)

141 (41%)

109 (31%)

11 (3%)

	Proportion of practice working with minority cultures

0-19%

20-39%

40-59%

60-79%

80-100%


	1139 (47%)

559 (23%)

362 (15%)

214 (9%)

139 (6%)
	-

-

-

-

-

	Received specific training to work with different cultural groups


	959 (40%)
	-

	Speak English as first language


	-
	233 (67%)


Table 2. Experience related to cultural adaptations in mental health services; questions asked to both staff and patients. Numbers represent number and proportion of non-missing responses per category. P values from chi-squared tests.

	Survey question
	Staff

(n=2450)
	Patients

(n=355)
	P value

	General awareness of cultural needs
Do you believe there is an awareness of culture and its impact on mental health access and outcomes in your service?

Do you feel professionals attend to your specific cultural needs?
Do you feel the assessment received was sensitive to your cultural needs?”

	1514 (62%)

-

-
	-

208 (63%)

201 (59%)
	0.91

0.18

	How often was a specific cultural assessment tool used? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	1117 (46%)

464 (19%)

313 (13%)

195 (8%)

333 (14%)
	215 (61%)

38 (11%)

30 (8%)

15 (4%)

55 (16%)
	<0.0001

	How often is the setting culturally appropriate? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	367 (15%)

579 (24%)

557 (23%)

770 (32%)

137 (6%)
	157 (45%)

64 (18%)

59 (17%)

31 (9%)

36 (10%)
	<0.0001

	Is preferred language taken into account?

  No/never/rarely

  Yes/sometimes/most of the time/always


	56 (2%)

2329 (98%)
	235 (68%)

112 (32%)
	<0.0001

	How often is the service user’s migration history taken into account? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	94 (4%)

184 (8%)

429 (18%)

1586 (66%)

127 (5%)
	198 (58%)

38 (11%)

51 (15%)

31 (9%)

21 (6%)
	<0.0001

	How often is the service user’s level of acculturation taken into account?

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	109 (5%)

249 (10%)

555 (23%)

1586 (66%)

127 (5%)
	26 (14%)

18 (10%)

57 (30%)

70 (37%)

16 (9%)
	<0.0001

	How often are barriers to accessing services and cultural orientation to treatment taken into account? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	103 (4%)

343 (14%)

746 (31%)

1144 (47%)

88 (4%)
	181 (52%)

46 (13%)

63 (18%)

26 (8%)

30 (9%)
	<0.0001

	Is the influence of religion taken into account? 

No/never/rarely

Yes/sometimes/most of the time/always


	269 (11%)

2097 (89%)
	231 (67%)

113 (33%)
	<0.0001

	Have alternative pathways to help (e.g. complementary therapies) been discussed? 

No/never/rarely

Yes/sometimes/most of the time/always


	391 (17%)

1954 (83%)
	282 (81%)

66 (19%)
	<0.0001

	How often have cultural values relating to individual or family related goals been discussed? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	58 (2%)

143 (6%)

502 (21%)

1650 (68%)

62 (3%)
	148 (43%)

62 (18%)

91 (26%)

24 (7%)

22 (6%)
	<0.0001

	Have social support networks been discussed? 

No/never/rarely

Yes/sometimes/most of the time/always

	320 (13%)

2055 (87%)
	175 (51%)

168 (49%)
	<0.0001


Table 3. Experience related to cultural adaptations in mental health services; questions asked to staff only. Numbers represent number and proportion of non-missing responses per category.

	Survey question
	N (%)

	How often do you complete your formulation of their personality development based on their cultural background? 

Never

Rarely

Sometimes

Most of the time

Always

Don’t know


	188 (8%)

375 (16%)

623 (26%)

561 (23%)

397 (16%)

266 (11%)

	How often do you consider ethnic/genetic influences on medication metabolism? 

Never

Rarely

Sometimes

Most of the time

Always

Don’t know

	331 (14%)

325 (14%)

413 (17%)

474 (20%)

476 (20%)

349 (15%)

	How often do you consider choice/preference of treatment based on cultural beliefs? 

Never

Rarely

Sometimes

Most of the time

Always

Don’t know

	63 (3%)

134 (6%)

454 (19%)

743 (31%)

925 (38%)

91 (4%)

	How often do you consider family influences on preferences of treatment modalities? 

Never

Rarely

Sometimes

Most of the time

Always

Don’t know

	80 (3%)

157 (7%)

677 (28%)

773 (32%)

574 (24%)

140 (6%)

	How often do you consider the patient’s understanding of aetiology of the illness as well as the process of help seeking? 

Never

Rarely

Sometimes

Most of the time

Always

Don’t know

	61 (3%)

149 (6%)

402 (17%)

849 (35%)

837 (35%)

120 (5%)

	How often do you consider patient’s understanding of precipitants and symptoms of the illness? 

Never

Rarely

Sometimes

Most of the time

Always

Don’t know

	32 (1%)

65 (3%)

341 (14%)

867 (36%)

1057 (44%)

55 (2%)

	How often do you consider patient’s understanding of the process of help seeking? 

Never

Rarely

Sometimes

Most of the time

Always

Don’t know

	19 (1%)

97 (4%)

390 (16%)

882 (36%)

986 (41%)

45 (2%)

	How often do you consider how they attribute and explain their problems? 

Never

Rarely

Sometimes

Most of the time

Always

Don’t know

	37 (2%)

109 (5%)

454 (19%)

840 (35%)

913 (38%)

62 (3%)

	How often do you consider concerns or misunderstandings based on cultural beliefs? 

Never

Rarely

Sometimes

Most of the time

Always

Don’t know

	62 (3%)

249 (10%)

712 (29%)

769 (32%)

543 (22%)

84 (3%)



	How often do you consider patient’s position in the social structure? 

Never

Rarely

Sometimes

Most of the time

Always

Don’t know

	38 (2%)

98 (4%)

397 (16%)

819 (34%)

988 (41%)

81 (3%)

	How often do you consider adaptations to enhance therapeutic alliance based on the patient’s culture? 

Never

Rarely

Sometimes

Most of the time

Always

Don’t know

	78 (3%)

227 (9%)

709 (29%)

779 (32%)

511 (21%)

110 (5%)

	How often do you consider the patient’s explanations around the relationship between physical symptoms and mental illness? 

Never

Rarely

Sometimes

Most of the time

Always

Don’t know

	34 (1%)

82 (3%)

491 (20%)

825 (34%)

851 (35%)

122 (5%)


Table 4. Experience related to cultural adaptations in mental health services; questions asked to patients only. Numbers represent number and proportion of non-missing responses per category.

	Survey question
	N (%)

	Do you receive care & services from professionals of a different cultural background to yourself?

Yes


	302 (86%)

	How often is your language spoken growing up taken into account?

Never

Rarely

Sometimes

Always

Don’t know


	29 (23%)

20 (16%)

23 (18%)

46 (36%)

10 (8%)

	How often is your language spoken at home taken into account?

Never

Rarely

Sometimes

Always

Don’t know


	28 (21%)

18 (13%)

28 (21%)

53 (39%)

8 (6%)

	How often is the language you’re most comfortable in taken into account?

Never

Rarely

Sometimes

Always

Don’t know


	26 (20%)

8 (6%)

26 (20%)

63 (47%)

10 (8%)

	Have you discussed referral to a key member of your cultural community?

Yes


	77 (22%)

	Have you been asked to talk about social stresses related to the current political situation in your country of origin?

Yes


	38 (17%)

	Have you been asked to talk about social stresses related to the current political situation in your country of residence?

Yes


	57 (20%)

	Have you been asked about experiences of discrimination?

Yes


	82 (23%)

	How often have you been asked whether there is a cultural explanation for your distress?
Never

Rarely

Sometimes

Always

Don’t know


	198 (57%)

33 (10%)

54 (16%)

17 (5%)

44 (13%)

	How often do you feel that your clinician has tried to understand your view as to why you are experiencing difficulties? 

Never

Rarely

Sometimes

Always

Don’t know

	97 (28%)

42 (12%)

99 (29%)

67 (19%)

39 (11%)



	How often have you discussed managing your difficulties in different settings? 

Never

Rarely

Sometimes

Always

Don’t know

	92 (26%)

64 (18%)

111 (32%)

64 (18%)

18 (5%)

	How often have you discussed concerns about cultural beliefs affecting your relationships? 

Never

Rarely

Sometimes

Always

Don’t know

	149 (43%)

69 (20%)

78 (22%)

27 (8%)

24 (7%)


Table 5. Parameter estimates (with 95% C.I.s) for gender and length of time in current job/under mental health services from ordinal regression models.

	
	Patients

	Survey question
	Gender female
	Time under MH

8m – 1 year
	Time under MH

1-5 years
	Time under MH

6-10 years
	Time under MH

 >10 years

	General awareness of cultural needs
Do you feel professionals attend to your specific cultural needs?
Do you feel the assessment received was sensitive to your cultural needs?”


	-0.23

(-0.71, 0.25)

-0.36

(-0.82, 0.09)
	-0.26

(-1.29, 0.78)

0.62

(-0.38, 1.61)
	-0.53

(-1.32, 0.27)

-0.03

(-0.79, 0.74)
	-0.14

(-0.97, 0.70)

0.11

(-0.72, 0.94)
	-0.13

(-0.88, 0.62)

0.00

(-0.74, 0.74)

	How often was a specific cultural assessment tool used?


	0.03

(-0.41, 0.46)
	0.43

(-0.53, 1.40)
	0.12

(-0.62, 0.87)
	0.49

(-0.32, 1.31)
	0.89*

(0.17, 1.61)

	How often is the setting culturally appropriate?


	-0.36

(-0.82, 0.09)
	0.62

(-0.38, 1.61)
	-0.03

(-0.79, 0.74)
	0.11

(-0.72, 0.94)
	0.00

(-0.74, 0.74)

	Is preferred language taken into account?


	-0.41

(-0.89, 0.08)
	-0.83

(-2.03, 0.36)
	-1.32*

(-2.29, -0.34)
	-1.15*

(-2.19, -0.12)
	-1.03

(-2.00, -0.07)

	How often is the service user’s migration history taken into account? 


	0.45*

(0.01, 0.89)
	0.28

(-0.64, 1.20)
	0.01

(-0.72, 0.74)
	0.15

(-0.64, 0.94)
	-0.13

(-0.84, 0.58)

	How often is the service user’s level of acculturation taken into account?


	-0.28

(-0.83, 0.28)
	-0.25

(-1.35, 0.85)
	-0.26

(-1.11, 0.59)
	-0.19

(-1.14, 0.76)
	-0.09

(-0.93, 0.75)

	How often are barriers to accessing services and cultural orientation to treatment taken into account? 


	0.18

(-0.24, 0.60)
	0.90*

(-0.00, 1.80)
	0.49

(-0.23, 1.20)
	0.00

(-0.78, 0.79)
	0.50

(-0.20, 1.19)

	Is the influence of religion taken into account? 

	0.03

(-0.45, 0.51)
	-0.27

(-1.36, 0.82)
	-0.40

(-1.24, 0.44)
	-0.35

(-1.27, 0.57)
	-0.49

(-1.30, 0.33)

	Have alternative pathways to help (e.g. complementary therapies) been discussed? 


	-0.22

(-0.79, 0.35)
	-1.27

(-2.76, 0.21)
	-1.12

(-2.41, 0.18)
	-0.63

(-2.05, 0.79)
	-1.51*

(-2.76, -0.25)

	How often have cultural values relating to individual or family related goals been discussed? 


	0.16

(-0.24, 0.57)
	0.18

(-0.70, 1.06)
	-0.08

(-0.76, 0.59)
	-0.27

(-1.01, 0.48)
	-0.35

(-1.00,0.31)

	Have social support networks been discussed? 


	-0.21

(-0.67, 0.24)
	-0.30

(-1.27, 0.67)
	-0.16

(-0.89, 0.58)
	-0.17

(-0.98, 0.64)
	-0.20

(-0.92, 0.51)


Key: (*) p<0.05; (**) p<0.001. Reference levels for each model are male gender, less than 8 months under MH services and ‘always’ response to each question, hence a positive coefficient indicates a more positive response to the question compared to those in the reference group, and a negative coefficient indicates a more negative response

Table 6. Parameter estimates (with 95% C.I.s) for gender and length of time in current job/under mental health services from ordinal regression models.

Key: (*) p<0.05; (**) p<0.001. Reference levels for each model are male gender, 1-5 years of service and 0-19% of caseload from a cultural minority and ‘always’ response to each question, hence a positive coefficient indicates a more positive response to the question compared to those in the reference group, and a negative coefficient indicates a more negative response.

	
	Staff

	Survey question
	Gender

Female
	Length working

6-10 years
	Length working >10 years
	% of caseload from non-white western

	
	
	
	
	20-39%
	40-59%
	60-79%
	80-100%

	General awareness of cultural needs

	-0.12

(-0.28, 0.05)


	0.12

(-0.10, 0.34)


	0.32**

(0.14, 0.49)
	0.26* 

(0.06, 0.45)


	0.62**

(0.39, 0.85)
	0.48** 

(0.21, 0.76)
	0.68** 

(0.34, 1.02)

	How often was a specific cultural assessment tool used?


	0.06

(-0.10, 0.22)
	0.20

(-0.01, 0.42)
	0.40**

(0.23, 0.57)
	0.38**   (0.19, 0.57)
	0.62** 

(0.39, 0.84) 
	0.63**

(0.36, 0.90)
	0.86**

(0.53, 1.19)

	How often is the setting culturally appropriate?


	0.19*

(0.04, 0.35)
	0.16

(-0.05, 0.37)
	0.45**

(0.28, 0.61)
	0.22*

 (0.04, 0.41)
	0.45**          (0.23, 0.67)
	0.47*

(0.20, 0.74)
	0.92**

(0.59, 1.25)

	Is preferred language taken into account?

 
	0.29*

(0.01, 0.57)
	0.20

(-0.18, 0.58)
	72**

(0.37, 1.07)
	0.07

 (-0.28, 0.41)
	0.22

(-0.20, 0.64)
	0.10

(-0.47, 0.49)
	0.17

(-0.46, 0.79)

	How often is the service user’s migration history taken into account? 


	0.30*

(0.12, 0.48)
	0.11

(-0.13, 0.35)
	0.43**

(0.23, 0.62)
	-0.07

 (-0.27, 0.14)
	0.42*

 (-0.16, 0.68)
	0.37*

 (0.06, 0.69)
	0.29

(-0.09, 0.68)

	How often is the service user’s level of acculturation taken into account?


	0.19*

(0.03, 0.36)
	0.20

(-0.03, 0.42)
	0.33**

(0.15, 0.51)
	-0.2

(-0.22, 0.17)
	0.23*

(0.00, 0.47)
	0.10

(-0.18, 0.39)
	0.05

(-0.29, 0.39)

	How often are barriers to accessing services and cultural orientation to treatment taken into account? 


	0.18*

(0.02, 0.34)
	0.19

(-0.03, 0.41)
	0.39**

(0.21, 0.56)
	0.09

(-0.10, 0.28)
	0.10 

(-0.12, 0.33)
	0.52**

 (0.23, 0.81)
	0.62**

(0.27, 0.97)

	Is the influence of religion taken into account? 

	0.28**

(0.11, 0.45)
	0.47**

(0.23, 0.71)
	0.34**

(0.15, 0.52)
	0.01

(-0.19, 0.21)
	0.35*

(0.11, 0.59)
	0.36*

(0.05, 0.66)
	0.82**

(0.42, 1.21)

	Have alternative pathways to help (e.g. complementary therapies) been discussed? 


	0.25*

(0.09, 0.42)
	0.26*

(0.03, 0.41)
	0.31*

(0.13, 0.49)
	0.00

(-0.19, 0.20)
	0.19

(-0.05, 0.42)
	0.28

(-0.01, 0.57)
	0.39*

(0.03, 0.75)

	How often have cultural values relating to individual or family related goals been discussed? 


	0.34**

(0.16, 0.52)
	0.15

(-0.10, 0.40)
	0.07

(-0.12, 0.27)
	0.02

(-0.20, 0.23)
	0.18

(-0.18, 0.43)
	0.38*

(0.05, 0.72)
	0.51*

(0.09, 0.93)

	Have social support networks been discussed? 


	0.32**

(0.16, 0.49)
	0.28*

(0.05, 0.51)
	0.40**

(0.22, 0.58)
	-0.16

(-0.35, 0.04)
	0.07

(-0.16, 0.31)
	0.14

(-0.15, 0.43)
	0.27

(-0.09, 0.63)


Table 7. Experience related to cultural adaptations in mental health services; responses based on receipt of cultural training or not and whether staff are white British or not. Numbers represent number and proportion of non-missing responses per category. P values from chi-squared tests.

	Survey question
	Training received

(n=954)
	Training not received

(n=1455)
	P value
	Staff White British (n=1668)
	Staff non-white British (n= 758)
	P Value

	Have you received specific training to work with different cultural groups?

  Yes
  No
	-

-
	-

-
	-
	1019 (61.1%)

649 (38.9%)
	310 (40.9%)

448 (59.1%)
	0.35

	General awareness of cultural needs 
Strongly Agree

Agree

Neutral

Disagree

Strongly Disagree
	159 (16.7%)

542 (56.9%)

169 (17.7%)

65 (6.8%)

18 (1.9%)
	138 (9.5%)

661 (45.4%)

381 (26.2%)

235 (16.2%)

40 (2.7%)
	<0.001**
	162 (9.7%)

896 (53.7%)

396 (23.7%)

190 (11.4%)

26 (1.6%)
	140 (18.4%)

316 (41.6%)

159 (20.9%)

112 (14.8%)

32    (4.2%)
	<0.001**

	How often was a specific cultural assessment tool used? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	374 (39.3%)

204 (21.4%)

155 (16.3%)

111 (11.7%)

108 (11.3%)
	736 (50.8%)

257 (17.7%)

157 (10.8%)

78 (5.4%)

221 (15.3%)
	<0.001**
	762 (45.8%)

317 (19.1%)

219 (13.2%)

114 (6.9%)

252 (15.1%)
	355 (46.8%)

147 (19.4%)

94 (12.4%)

81 (10.7%)

81 (10.7%)
	0.002*

	How often is the setting culturally appropriate? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	122 (12.9%)

221 (23.3%)

244 (25.7%)

327 (34.5%)

35 (3.7%)
	245 (17.0%)

354 (24.6%)

307 (21.3%)

435 (30.2%)

100 (6.9%)
	<0.001**
	264 (15.9%)

413 (24.9%)

369 (22.3)

509 (30.7%)

102 (6.2%)
	103 (13.7%)

166 (22.0%)

188 (25.0%)

261 (34.7%)

35    (4.6%)
	0.05*

	Is preferred language taken into account?

 Never

Rarely

Sometimes

Most of the time/always

Don’t Know


	1 (0.1%)

11 (1.1%)

39 (4.1%)

898 (93.7%)

9 (0.9%)
	21 (1.4%)

23 (1.6%)

97 (6.7%)

1275 (87.6%)

40 (2.7%)
	<0.001**
	15 (0.9%)

21 (1.3%)

75 (4.5%)

1524 (91.0%)

39 (2.3%)
	7 (0.9%)

13 (1.7%)

63 (8.3%)

667 (87.5%)

12 (1.6%)
	0.003*

	How often is the service user’s migration history taken into account? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	32 (3.4%)

52 (5.5%)

146 (15.3%)

690 (72.3%)

34 (3.6%)
	62 (4.3%)

131 (9.1%)

281 (19.4%)

880 (60.9%)

91 (6.3%)
	<0.001**
	69 (4.2%)

120 (7.2%)

287 (17.3%)

1088 (65.5%)

96 (5.8%)
	25 (3.3%)

64 (8.4%)

142 (18.7%)

498 (65.5%)

31 (4.1%)
	0.25

	How often is the service user’s level of acculturation taken into account?

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	27 (2.8%)

81 (8.5%)

198 (20.9%)

587 (61.9%)

55 (5.8%)


	81 (5.6)

168 (11.7%)

353 (24.5%)

683 (47.5%)

154 (10.7%)
	<0.001**
	70 (4.2%)

170 (10.3%)

347 (21.0%)

896 (54.1%)

172 (10.4%)
	39 (5.2%)

79 (10.5%)

208 (27.6%)

387 (51.3%)

41 (5.4%)
	<0.001**

	How often do you consider the patient’s understanding of aetiology of the illness as well as the process of help seeking? 

Never

Rarely

Sometimes

Most of the time/Always

Don’t know

	18 (1.9%)

42 (4.4%)

139 (14.6%)

713 (75.1%)

37 (4.0%)
	43 (3.0%)

107 (7.4%)

258 (17.8%)

958 (66.2%)

81 (5.6%)
	<0.001**
	34 (2.0%)

102 (6.1%)

282 (17.0%)

1144 (68.8%)

100 (6.0%)


	27 (3.6%)

47 (6.2%)

120 (15.9%)

542 (71.7%)

20 (2.6%)
	0.001*

	How often do you consider patient’s understanding of precipitants and symptoms of the illness? 

Never

Rarely

Sometimes

Most of the time/ Always

Don’t know

	12 (1.3%)

15 (1.6%)

111 (11.7%)

797 (83.8%)

16 (1.7%)
	20 (1.4%)

50 (3.5%)

227 (15.7%)

1109 (76.8%)

38 (2.6%)


	<0.001**
	21 (1.3%)

43 (2.6%)

230 (13.8%)

1328 (79.8)

42 (2.5%)


	11 (1.5%)

22 (2.9%)

111 (14.7%)

596 (79.2%)

13 (1.7%)
	0.71

	How often do you consider patient’s understanding of the process of help seeking? 

Never

Rarely

Sometimes

Most of the time/Always

Don’t know

	5 (0.5%)

39 (4.1%)

148 (15.6%)

747 (78.7%)

10 (1.1%)
	14 (1.0%)

58 (4.0%)

241 (16.6%)

1101 (76.0%)

34 (2.3%)
	0.11
	11 (0.7%)

67 (4.0%)

266 (16.0%)

1287 (77.3%)

33 (2.0%)


	8 (1.1%)

30 (4.0%)

124 (16.4%)

581 (77.0%)

12 (1.6%)
	0.82

	How often do you consider how they attribute and explain their problems? 

Never

Rarely

Sometimes

Most of the time/Always

Don’t know

	18 (1.9%)

37 (3.9%)

136 (14.3%)

747 (78.5%)

14 (1.5%)
	19 (1.3%)

71 (4.9%)

315 (21.9%)

989 (68.6%)

47 (3.3%)
	<0.001**
	25 (1.5%)

78 (4.7%)

304 (18.3%)

1206 (72.6%)

48 (2.9%)
	12 (1.6%)

31 (4.1%)

150 (19.9%)

547 (72.5%)

14 (1.9%)
	0.51

	Have alternative pathways to help (e.g. complementary therapies) been discussed? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know


	34 (3.6%)

78 (8.2%)

224 (23.5%)

590 (61.8%)

28 (2.9%)
	60 (4.1%)

218 (15.0%)

399 (27.5%)

722 (49.8%)

51 (3.5%)
	<0.001**
	62 (3.7%)

195 (11.7%)

447 (26.8%)

906 (54.4%)

56 (3.4%)


	32 (4.2%)

102 (13.4%)

181 (23.8%)

420 (55.3%)

25 (3.3%)
	0.48

	Have social support networks been discussed? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	24 (2.5%)

77 (8.1%)

252 (26.4%)

589 (61.7%)

13 (1.4%)
	57 (3.9%)

160 (11.0%)

468 (32.2%)

727 (50.1%)

40 (2.8%)
	<0.001**
	55 (3.3%)

161 (9.6%)

501 (30.0%)

911 (54.6%)

41 (2.5%)
	26 (3.4%)

78 (10.3%)

225 (29.6%)

418 (55.0%)

13 (1.7%)
	0.81

	How often are barriers to accessing services and cultural orientation to treatment taken into account? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know
	30 (3.1%)

103 (10.8%)

291 (30.5%)

501 (52.6%)

28 (2.9%)
	72 (5.0%)

239 (16.5%)

448 (30.9%)

632 (43.6%)

58 (4.0%)
	<0.001**
	74 (4.4%)

240 (14.4%)

502 (30.1%)

783 (47.0%)

68 (4.1%)


	29 (3.8%)

103 (13.6%)

244 (32.2%)

361 (47.7%)

20 (2.6%)
	0.35

	How often do you consider concerns or misunderstandings based on cultural beliefs? 

Never

Rarely

Sometimes

Most of the time/always

     Don’t know


	15 (1.6%)

72 (7.6%)

267 (28.0%)

573 (60.2%)

25 (2.6%)
	46 (3.2%)

174 (12.0%)

441 (30.5%)

727 (50.3%)

58 (4.0%)
	<0.001**
	39 (2.3%)

172 (10.4%)

486 (29.3%)

895 (53.9%)

68 (4.1%)
	23 (3.0%)

77 (10.1%)

226 (29.8%)

417 (54.9%)

16 (2.1%)
	0.13

	How often have cultural values relating to individual or family related goals been discussed? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	16 (1.7%)

52 (5.5%)

178 (18.7%)

690 (72.4)

17 (1.8%)


	42 (2.9%)

91 (6.3%)

321 (22.3%)

942 (65.4%)

44 (3.1%)
	0.003*
	35 (2.1%)

94 (5.7%)

321 (19.3%)

1161 (69.9%)

50 (3.0%)
	23 (3.1%)

49 (6.5%)

181 (24.0%)

489 (64.8%)

12 (1.6%)
	0.01*

	How often do you consider patient’s position in the social structure? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	13 (1.4%)

23 (2.4%)

130 (13.6%)

766 (80.4%)

21 (2.2%)
	25 (1.7%)

74 (5.1%)

262 (18.1%)

1027 (71.0%)

58 (4.0%)
	<0.001**
	24 (1.4%)

56 (3.4%)

263 (15.8%)

1260 (75.6%)

63 (3.8%)


	14 (1.9%)

42 (5.6%)

134 (17.7%)

547 (72.5%)

18 (2.4%)
	0.02*

	How often do you consider adaptations to enhance therapeutic alliance based on the patient’s culture? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	24 (2.5%)

77 (8.1%)

258 (27.1%)

561 (59.0%)

31 (3.3%)


	54 (3.7%)

148 (10.3%)

447 (31.0%)

716 (49.6%)

78 (5.4%)
	<0.001**
	53 (3.2%)

151 (9.1%)

488 (29.4)

883 (53.3%)

83 (5.0%)
	25 (3.3%)

76 (10.1%)

221 (29.2%)

407 (53.8%)

27 (3.6%)
	0.58

	How often do you complete your formulation of their personality development based on their cultural background? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know


	58 (6.1%)

131 (13.8%)

243 (25.6%)

438 (46.1%)

80 (8.4%)
	130 (9.0%)

242 (16.8%)

378 (26.3%)

509 (35.3%)

181 (12.6%)
	<0.001**
	141 (8.5%)

257 (15.5%)

422 (25.5%)

626 (37.8%)

209 (12.6%)
	47 (6.2%)

118 (15.6%)

201 (26.6%)

332 (44.0%)

57 (7.5%)
	<0.001**

	Is the influence of religion taken into account? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know


	10 (1.1%)

60 (6.3%)

246 (25.9%)

617 (64.9%)

18 (1.9%)
	57 (3.9%)

140 (9.7%)

446 (30.8%)

771 (53.2%)

36 (2.5%)
	<0.001**
	43 (2.6%)

137 (8.2%)

480 (28.8%)

966 (58.0%)

40 (2.4%)
	24 (3.2%)

65 (8.6%)

222 (29.4)

429 (56.7%)

16 (2.1%)
	0.89

	
	
	
	
	
	
	

	How often do you consider choice/preference of treatment based on cultural beliefs? 

Never

Rarely

Sometimes

Most of the time/always 

Don’t know

	25 (2.6%)

46 (4.8%)

159 (16.8%)

693 (73.0%)

26 (2.7%)
	36 (2.5%)

88 (6.1%)

292 (20.3%)

959 (66.6%)

65 (4.5%)
	0.01*
	34 (2.1%)

85 (5.1%)

288 (17.4%)

1174 (70.9%)

76 (4.6%)
	29 (3.9%)

49 (6.5%)

166 (22.0%)

494 (65.6%)

15 (2.0%)
	<0.001**

	How often do you consider ethnic/genetic influences on medication metabolism? 

Never

Rarely

Sometimes

   Most of the time/always

Don’t know

	125 (13.5%)

111 (12.0%)

170 (18.3%)

410 (44.2%)

112 (12.1%)
	204 (14.4%)

213 (15.0%)

242 (17.0%)

530 (37.3%)

231 (16.3%)
	0.001**
	254 (15.7%)

221 (13.7%)

248 (15.3%)

612 (37.8%)

284 (17.5%)
	77 (10.3%)

104 (13.9%)

165 (22.0%)

338 (45.1%)

65 (8.7%)
	<0.001**

	How often do you consider family influences on preferences of treatment modalities? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	30 (3.2%)

54 (5.7%)

269 (28.5%)

554 (58.7%)

37 (3.9%)
	50 (3.5%)

102 (7.1%)

403 (28.1%)

779 (54.2%)

102 (7.1%)
	0.008*


	59 (3.6%)

105 (6.4%)

448 (27.2%)

925 (56.1%)

112 (6.8%)
	21 (2.8%)

52 (6.9%)

229 (30.5%)

422 (56.1%)

28 (3.7%)


	0.02*

	How often do you consider the patient’s explanations around the relationship between physical symptoms and mental illness? 

Never

Rarely

Sometimes

Most of the time/always

Don’t know

	9 (1.0%)

23 (2.4%)

171 (18.1%)

715 (75.5%)

29 (3.1%)
	24 (1.7%)

59 (4.1%)

316 (22.0%)

947 (65.9%)

91 (6.3%)
	<0.001**
	21 (1.3%)

54 (3.3%)

324 (19.6%)

1154 (69.9%)

99 (6.0%)
	13 (1.7%)

28 (3.7%)

167 (22.2%)

522 (69.3%)

23 (3.1%)
	0.02*


