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Objectives: This article addresses the clinical
implications of 3 questions: (1) Can a simple
checklist, suitable for use by practitioners, assess
all components of explanatory models (EMs) for
mental distress? (2) Are perceived causes of men-
tal distress actually related to treatment prefer-
ences? (3) Are EMs influenced uniquely by ethnic
group, or are they more closely associated with
the presence of common mental disorders?

Method: From February 2003 to January
2004, we investigated EMs for mental distress
among 79 Bangladeshi, 85 black Caribbean, and
97 white British people who reported difficulties
in the preceding month. EMs were assessed by a
self-report checklist that inquired about the iden-
tity, causes, timeline, consequences, controllabil-
ity, and preferred treatments for mental distress.
Common mental disorders were assessed using
the Clinical Interview Schedule (revised).

Results: Independent of ethnic group, people
with common mental disorders were more likely
to give spiritual causal explanations (odds ratio
[OR] =3.1,95% CI = 1.9 to 4.9), to report
behavioral (OR =2.2,95% CI =1.3 to 3.8) and
financial consequences (OR =3.3,95% CI=1.8
to 6), and to prefer complementary treatments
(OR =4.6,95% CI =2.31t09.1). Compared with
black Caribbean and white British subjects,
Bangladeshi subjects more often gave spiritual
or physical causal explanations. Compared with
white British subjects, Bangladeshi and black
Caribbean subjects preferred medical and spiri-
tual treatments, whereas white British subjects,
as compared with the other 2 ethnic groups,
preferred self-management and social treatments.
Causal explanations did not always relate to
the corresponding treatment preferences.

Conclusions: EMs can be assessed by a
simple checklist, show variations by ethnic group,
and are associated with common mental dis-
orders. Identifying EMs may strengthen the
assessment of common mental disorders.
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Personal explanations for mental distress, also called
explanatory models (EMs), may explain variations
in the assessment and management of mental disorders.'?
Research studies show that differences between patients’
EMs and the medical professions’ explanations for condi-
tions such as asthma, diabetes, leprosy, tuberculosis, anx-
iety, and depression explain ethnic variations in assess-
ment and recognition of these medical conditions.*™ Yet,
clinicians may not appreciate the significance of EMs for
mental disorders when these draw on social, religious, or
supernatural attributions.”'” For example, an Ethiopian
woman’s complaints of having a “snake in her leg” may
be misunderstood to be delusional, instead of appropri-
ately understood as an idiomatic expression of having
problems with her mother-in-law.' Patients’ perceived
causes of common mental disorders are strong predictors
of functional impairment and short-term prognosis and
are better predictors than diagnoses or symptoms.'' EMs
for depression that include an external locus are also indi-
cators of a poor prognosis.'

Assessing EMs is now recommended in routine prac-
tice in order to improve the cultural competency of as-
sessment, diagnostic validity, and therapeutic relation-
ships."'*!* It is important to reconcile patients’ and the
doctors’ divergent EMs about diagnosis, treatment, and
prognosis; this is a particular challenge in culturally di-
verse societies.'>'* Assessing EMs ensures a better insight
into the patient’s personal experience of illness. Jaspers'’
argued this was essential in order to assess the signifi-
cance of psychopathology, by ensuring a better under-
standing of the patients’ subjective experience of illness
in its social context. However, previous research has fo-
cused mainly on causal explanations rather than all com-
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Table 1. Summary of the BEMI-C for Assessing Explanatory Models

Domain Items (numbers and examples)

Thematic Groups Used in Analyses

Identity 41 labels for the identity of their condition:

Physical health, mental health, behavioral changes

examples include visual deficiency, crying, screaming,
bodily weakness, violence, being mute, and hallucinations

Causes 40 possible causes of their distress: for example, bereavement,
test of faith, substance use, family problems, fate, the climate,

genetic, financial, poison, and viruses
Timeline Cyclical or duration of condition
Consequences

and using alcohol
Preferred interventions

prayer, exercise, and use of alcohol

18-item checklist that includes talking to your friends,
talking to your general practitioner, dance, taking medication,

Social, spiritual, behavioral, climate related,
medical/physical health

Cyclical, more than or less than 6 months

26 items on the consequences of distress: for example, feeling sad,  Psychological, behavioral, financial, social,
being locked up, losing their job, fearing going out, pain,

physical health

Self-care, social care, complementary, spiritual
treatment such as prayer, medical/physical health

Abbreviation: BEMI-C = Barts Explanatory Model Inventory, self-report checklist.

ponents of EMs, and only a few studies included several
ethnic groups and applied the same methods of measur-
ing mental disorders and EMs for valid comparisons.

In this article, we consider how assessing EMs may
strengthen the clinical assessment of common mental
disorders. We investigated EMs in 3 distinct ethnic
groups living in an inner city urban area, using the same
study methods. Three questions were addressed: (1) Can
a simple checklist, suitable for use by practitioners, as-
sess all components of EMs for mental distress? (2) Are
causal explanations related to treatment preferences? (3)
Are EMs influenced uniquely by ethnic group, or are
they also influenced by the presence of a common men-
tal disorder?

METHOD

Assessment of Explanatory Models

The term explanatory model arose from anthropo-
logical critiques of psychiatric practice. We use the term
explanatory model in this article rather than similar
terms such as illness model or illness representation
that sometimes feature in medical, psychological, and
sociological research. All of these terms and related
theoretical models draw on personal explanations for
illness and share 5 building blocks.*'® These include
the patient’s own understanding of what to call their ill-
ness (illness identity) based on the dominant complaints,
the perceived cause of the illness, the timeline or course
of the condition, the consequences of the condition
and perceived controllability, and perceived effective
treatments.

From February 2003 to January 2004, we assessed
EMs using the Barts Explanatory Model Inventory
(BEMI), which was developed empirically from pub-
lished accounts of expressions of distress from the world
literature.'” These published accounts were reviewed and
subjected to qualitative analyses in order to cluster the
data into key thematic categories.'”'® An independent
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second researcher clustered items into named themes
and found good agreement (k = 0.8). This process relied
on qualitative conceptually driven approaches to valida-
tion, rather than only relying on statistical tests.'®!"°
Clinicians do not usually have the time and resources
to undertake a detailed and unstructured exploration of
EMs or qualitative data analysis. Therefore, we modi-
fied the interview version to produce a more useful short
self-report checklist for use in clinical settings and sur-
vey research (BEMI-C?; see Table 1). Endorsement of
items was higher for the checklist version compared
with the interview version, which documented only
spontaneous EMs.'” The BEMI-C showed good face and
content validity, test-retest reliability (Pearson correla-
tion coefficients between 0.78 and 0.95), and interrater
agreement of clustered items (k =0.8). Subjects were
asked to read and endorse all items that describe their
perceptions about their condition (see Table 1, column
1). These items correspond to a smaller number of the-
matic categories (column 3 in Table 1) that were used to
summarize the key findings and for statistical analyses.

Assessment of Common Mental Disorders

We assessed mental health status on the Clinical
Interview Schedule (revised version).?' This is a vali-
dated measure of common mental disorders (anxiety and
depression) assessed on the basis of 14 symptoms in
a structured interview format; it has been used in
cross-cultural settings and in national and international
research. Scores of 12 or more indicate clinically signifi-
cant morbidity consistent with an ICD or DSM diagno-
sis."?'?? This is the threshold we used in the analyses.
Continuous measures of common mental disorders are
recognized to reflect true population distributions.?'
Although such measures are not widely used because of
poor clinical utility, ascertainment of significant men-
tal disorders on the Clinical Interview Schedule shows
good agreement with clinical diagnoses and the need for
clinical intervention.”'
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Sociodemographic and Health Information

We also asked about age, gender, employment
(manual/nonmanual), receipt of any benefits, attendance
of higher education (college, university after the age of
16 years), accommodation (owned, rented private, coun-
cil tenant), and the self-reported presence of a chronic
physical health problem. The full interview was avail-
able in English, Bengali, and Sylheti and was adminis-
tered to those who reported “a problem or difficulty that
distressed them in the last month.”

Sampling

Ethnicity was defined by self-ascription in accord
with 2001 national census categories, on the basis of
ethnic group recorded in the primary care records, and
by verification at interview. This classification is used in
national and local surveys and in research and policy de-
velopment in the United Kingdom. Although there are
variations in social class, education, and migration ex-
periences within these groups, these groups are seen as
cogent ethnic groups for research and reflect immigra-
tion patterns to the United Kingdom.***

Community surveys report that over 98% of all
ethnic groups are registered in primary care.”® Subjects
were randomly sampled patients from primary care
registers (4 practices) wherever their ethnic group
was specified as black Caribbean, Bangladeshi, or white
British (response rates: 29%, 44%, and 46%, respec-
tively). Ethnicity information was not always recorded
in primary care records. Therefore, to recruit more rep-
resentative samples from a wide range of ages and de-
mographic strata and across genders, we also recruited
attendees of non-health agencies in the community.”’
Local non-health-related community venues (15 sites)
included colleges, community groups, and social ven-
ues. Ethnic origin was confirmed at interview. The study
received ethical approval from the local ethical review
board (East London and City Health Authority Ethics
Committee). There were no enticements to participate.

We recruited 125 white British people, 116 black
Caribbean people, and 122 Bangladeshi people. Of these
subjects, 97 white British subjects, 85 black Caribbean,
and 79 Bangladeshi subjects endorsed our screening
question (Have you had any problem or difficulty in the
preceding month?) and so proceeded to complete the
BEMI checklist. The screening question was broad in
order to include all who may have suffered from some
emotional distress so that we could then ask about their
explanatory models. We also recorded duration of resi-
dence in the United Kingdom. Subjects proceeding to
interview showed no significant differences from those
not interviewed by gender, ethnic group, recruitment
from general practitioner or community venue, duration
of stay in the United Kingdom, occupation, or accom-
modation status.
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Statistical Analyses

Demographic characteristics were tabulated by ethnic
group (Table 2). EMs were tabulated by ethnic group and
common mental disorder (Table 3). We undertook 7> and
Kruskal-Wallis tests of significance for these data.

Previous studies emphasized causal explanations as
determinants of treatment choice. We assessed this by
calculating pairwise correlations between causal expla-
nations and preferred treatments. Correlations between
causal explanations with preferred treatments were re-
ported only if they reached a significance of p < .01, to
make allowance for the number of significance tests for
ethnic group.

We also undertook logistic regression analyses to as-
sess whether EMs were associated with ethnic group
or with common mental disorders (a binary variable).”'
We built 5 separate models corresponding to each of the
domains of EMs: identity, causal explanations, timeline,
consequences, and treatment. Logistic regression models
took account of the cluster-sampled data, using the “clus-
ter” command in Stata 5.0 (StataCorp LP, College Station,
Tex.). Although not all potential confounders were associ-
ated with common mental disorders, we adjusted for them
all in order to ensure the most parsimonious findings. We
applied the conservative Bonferroni correction and report
findings reaching a significance of p <.003 for any one
model. Where components of EMs were associated with
the common mental disorder in regression, we calculated
sensitivities, specificities, and positive and negative pre-
dictive validities for them as individual components of
EMs and as a group in order to evaluate their future value
in the assessment and recognition of common mental dis-
order (Table 4).%®

RESULTS

Sample Characteristics

Black Caribbean subjects were more likely to be re-
cruited from the community, were more often women,
were less likely to own their houses, and were the least
likely to have a common mental disorder compared with
the other ethnic groups (see Table 2). Bangladeshi sub-
jects were least likely to receive financial welfare support,
to be in paid employment, or to have received higher edu-
cation; Bangladeshis were most likely to be born outside
of the United Kingdom and have a common mental dis-
order (Table 2).

Ethnic Variations of Explanatory Models
There were significant ethnic differences related to
EMs (Table 3; percentages in the Total columns):
Identity of the distress. Black Caribbean people were
less likely to label their distress as a physical illness com-
pared with white British and Bangladeshi people (y* = 21,
df =2, p <.001). White British people were more likely to
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Table 2. Sociodemographic Characteristics of the Sample

White British Black Caribbean Bangladeshi
Characteristics™® (N=97) (N = 85) (N =79) %2 df p Value
Age,y 2 92
Range 21-77 19-82 19-77 KW: 0.16
Mean 39.6 43.3 40.4
Gender
Female, N (%) 57 (58.8) 72 (84.7) 40 (50.6)
Male, N 40 13 39 23.3 2 <.001
Place of birth
United Kingdom, N (%) 92 (94.9) 31 (36.5) 3(3.9) 150.6 2 <.001
Other, N 5 54 75
Recruitment venue
GP, N (%) 61 (62.9) 20 (23.5) 35 (44.3) 28.4 2 <.001
Community, N 36 65 44
Higher education
Yes, N (%) 72(74.2) 39 (47.0)¢ 20 (26.3)¢ 40 2 <.001
No, N 25 44 56
No. of children
Range 0-6 0-6 0-19 KW: 76.0 2 .0001
Mean 0.74 2 3.1
Employment status
Paid employment, N (%) 58 (59.8) 43 (50.6) 19 (24.7)¢ 25.2 4 <.001
Homemaker, N (%) 6(6.2) 12 (14.1) 18 (23.4)
Other: unemployed, retired, or disabled, N 33 30 40
Receives benefits
Yes, N (%) 67 (69.8)¢ 35(41.2) 19 (25.5)¢ 35.3 2 <.001
No, N 29 50 56
Accommodation
Owned, N (%) 46 (47.4) 13 (15.3) 24 (30.4) 40.1 4 <.001
Rented, N (%) 23 (23.7) 10 (11.8) 7(8.9)
Statutory/council, N 28 62 48
Chronic physical illness
Yes, N (%) 57 (59.4)¢ 45 (52.9) 54 (68.4) 4.1 2 13
No, N 39 40 25
CMDs present®
Yes, N (%) 36 (37.1) 20 (23.5) 57 (72.2) 41.3 2 <.001
95% CI for % 28 to 48 15to 34 61 to 82

“In the entire sample, demographic characteristics that were associated with common mental disorder included place of birth (United Kingdom:
50.4% vs. non—United Kingdom: 36.5%, p < .05), higher education (yes: 35.9% vs. no: 50.4%, p < .05), receipt of benefits (yes: 50.4% vs. 34.2%,
p <.01), and chronic physical illness (yes: 52.9% vs. no: 28.9%, p <.001).

PEthnic group specific analyses showed demographic associations with CMD mainly for white British subjects: accommodation (p = .03), gender
(p = .04), benefits (p = .005), and employment (p = .05). For Bangladeshi and black Caribbean subjects, only having a chronic physical health
problem was associated with common mental disorders (p < .05 for both groups).

‘Common mental disorders were more frequent among Bangladeshi people when compared with white British people even after adjustment for
demographic differences (unadjusted: OR =4.39, 95% CI =2.3 to 8.3, p <.001; N = 260; adjusted for receipt of benefits, accommodation, chronic

physical condition, recruitment source, occupation, age, gender, and number of children: OR = 3.8, 95% CI = 1.6 to 8.8, p =.02; R2= 0.18;

N =249).

dCells had a lower total N than that shown at the top of the column due to missing data. The percentages were calculated using the actual total Ns.
Abbreviations: CMD = common mental disorder, GP = general practitioner, KW = Kruskal-Wallis test.

call their distress a behavioral problem compared with the
other 2 ethnic groups (x> = 7.6, df = 2, p = .02).

Causal explanations. Compared with the other 2 eth-
nic groups, Bangladeshi people were more likely to pro-
pose physical (x*=18.4, df =2, p<.001) and spiritual
causal explanations for their distress (x*=65.3, df =2,
p <.001) and less likely to invoke behavioral explana-
tions (* = 9.4, df =2, p <.001).

Consequences. Bangladeshi people were, however,
more likely to report significant psychological conse-
quences of their distress when compared with the other
ethnic groups (y* = 14.7, df =2, p <.001).

Timeline. Bangladeshi and black Caribbean people
more often reported that their distress consisted of a
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single episode rather than cyclical periods of distress
compared with white British individuals (X2 =238,
df =2, p <.001). Only among black Caribbean and white
British subjects was there an association between com-
mon mental disorder and duration of difficulties for more
than 6 months.

Preferred treatments. Over 80% of white British peo-
ple preferred self-management (x*=11.3, df=2, p<
.001) and informal “treatment” by friends and family
(x*=21.04, df = 2, p < .001); this view was less common
among Bangladeshi and black Caribbean individuals. In
accord with their causal explanations, black Caribbean
and Bangladeshi people found medical (y*=7.59,
df =2, p < .05) and spiritual treatment (> = 19.94, df = 2,
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Table 3. Explanatory Model Components: Relationship With Ethnic Group and Common Mental Disorders

White British Bangladeshi Black Caribbean

Noncases Cases Totals Noncases Cases Total Noncases Cases Total®

(N=61), (N=36), (N=97), (N=22), (N=57), (N=79), (N=63), (N=20), (N=83),
Explanatory Models N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%)
Identity
Reports physical health problems 53 (86.9) 36 (100.0) 89(91.8) 18(81.8) 57 (100.0)F 75(94.9) 40(63.5) 20 (100.0)F 60 (72.3)%
Reports mental health problems 47 (77.0)  35(97.2)F 82 (84.5) 16(72.7) 57(100.0)F 73(92.4) 48(76.2) 20(100.0) 69 (81.9)
Reports behavioral problems 41(67.2) 36(100.0)% 77(79.4) 10(45.5) 45(78.9)*  55(69.6) 31(49.2) 20(100.0)f 51 (61.5)*
Causal Explanation
Psychosocial 54 (88.5) 36 (100.0) 90(92.8) 21(95.5) 47(82.5) 68 (86.1) 47 (74.6) 19(95.0) 66 (78.6)*
Spiritual 6(9.8) 10 (27.8)* 16 (16.5) 11(50.0) 48 (84.2)F  58(74.7) 12(19.1) 13 (65.0)f 26 (31.0)%
Behavioral 17(27.9) 19 (52.8)* 36 (37.1) 3(13.6) 10(17.5) 13(16.5) 11(17.5) 11 (55.0)f  22(26.5)F
Weather 5(8.2) 7(19.4) 12 (12.4) 3(13.6)  9(15.8) 12(15.2) 348 10(50.00% 13(15.7)
Physical 11(18.0) 13 (36.1)* 24 (24.7) 6(27.3) 34(59.7)*  40(50.6) T (11.1) 11(55.0)8 18 (21L.7)%
Situational/environmental 13(21.3) 20 (55.6)t 33 (31.4) 5(22.7) 18(31.6) 23(29.1) 14(22.2) 13(65.0)f  27(32.1)
Timeline
Cyclical/coming and going 50(82.0) 30(83.3) 80 (82.5) 8 (40.0) 30 (53.6)° 38 (50.0) 36 (57.1) 13(65.0) 49 (59.0)f
Lasted more than 6 months 23 (37.7) 27 (75.0)% 50(51.6) 12(54.5) 49 (86.0)f  61(77.2) 39(60.9) 13 (65.0) 52 (62.7)F
Consequences
Psychological 47 (77.1)  36(100.0)f  83(85.6) 19(86.4) 57 (100.0)f 76(96.2) 42(66.7) 20 (100.0)F 62 (74.7)%
Social 16 (26.2) 23 (63.9)% 39 (40.2) 7(31.8) 32(56.1) 39(49.4) 24 (38.1) 13(65.00* 37 (44.6)
Physical 19 (31.1) 18 (50.0) 37 (38.1) 6(27.3) 34(59.7)f  40(50.6) 16(25.4) 14(70.00+ 30(36.1)
Behavioral 22 (36.1) 21 (58.3)* 43 (44.3) 5(22.7) 25(43.9) 30(38.00  9(143) 12(60.00F  21(25.3)
Financial 9(14.8) 13 (36.1)* 22 (22.7) 4(18.2) 25(43.9* 29(36.7) 10(15.9) 11(55.00% 21 (25.3)*
Treatments, Control, and Cure
Self-management helpful 47 (77.1)  32(88.9) 79 (81.4) 12(54.5) 35(61.4) 47(59.5) 26(41.3) 16 (80.0)t 42 (50.6)%
Social treatment helpful 51(83.6) 28(77.8) 79 (81.4) 11(50.0) 33(57.9) 44 (55.7) 23(36.5) 14 (70.0)t 38 (45.2)%
Medical treatment helpful 13(21.3) 10(27.8) 23(23.7) 5(22.7) 28(49.1)*  33(41.8) 16(25.4) 9(45.0) 26 (30.1)
Alternative treatment helpful 7(11.5) 11 (30.6)* 18 (18.6) 0(0) 7(12.3) 7(8.9) 3(4.8) 8 (40.0)%  11(13.3)
Spiritual treatment helpful 6(9.8) 2(5.6) 8(8.3) 6(27.3) 18(31.6) 24 (30.1) 20(31.8) 10(50.0) 30 (35.7)%
“p Values in this column are for comparison of totals for each ethnic group.
"Total N = 56 due to missing data.
*p=<.05. tp=.01. fp =.001.
Table 4. Associations of Explanatory Models and Common Mental Disorder in Logistic Regression Models
Explanatory Model Odds Ratio 95% CI p Value Sensitivity Specificity PPV NPV
Spiritual causes 3.1 1.9t04.9 <.001 62.9 80.2 71.0 73.6
Behavioral consequences 2.2 1.31t03.8 .003 51.3 75.3 61.7 66.8
Financial consequences 3.3 1.8t0 6.0 .001 43.3 84.3 68.1 65.8
Complementary treatments 4.6 2.31t09.1 <.001 23.0 93.2 72.2 61.0
Composite: positive to any of the above 92.0 56.2 61.9 90.1

Abbreviations: NPV = negative predictive validity, PPV = positive predictive validity.

p <.001) more helpful in controlling distress, whereas
significantly smaller proportion of white British indi-
viduals held this view.

Causal Explanations and Preferred Treatments
Medical causal explanations were significantly cor-
related with preferring medical treatments, but only
among black Caribbean (pairwise correlation: 0.44) and
white British subjects (pairwise correlation: 0.35). In
contrast to the other ethnic groups, black Caribbean
subjects with medical causal explanations were also
more likely to seek nonmedical treatments (pairwise
correlation for social treatments: 0.25; for self-directed
treatment: 0.31; and for complementary treatments:

J Clin Psychiatry 67:6, June 2006

0.30). Among white British subjects, spiritual causal ex-
planations were also related to a preference for medical
treatment (pairwise correlation: 0.28). Among black Car-
ibbean subjects, spiritual causal explanations were corre-
lated with self-management (pairwise correlation: 0.3)
and a preference for complementary treatments (pairwise
correlation: 0.35).

Common Mental Disorders and Explanatory Models
Some components of EMs were more prevalent among
people with common mental disorders when compared
with those without common mental disorders (Table 3);
these differences varied by ethnic group. Only significant
findings from regression models are shown in Table 4.
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Independent of ethnic group, people with common
mental disorders were more likely to give spiritual causal
explanations (Table 4), to report significant behavioral
and financial consequences of their illness, and to prefer
complementary treatments. Spiritual causal explanations
had high sensitivity and specificity for common mental
disorders (Table 4). A composite assessment that takes ac-
count of “spiritual” explanations, behavioral and financial
consequences, and the use of complementary treatments
had a higher sensitivity but a lower specificity than any
single component of the EM (Table 4).

DISCUSSION

Use of Checklist

The BEMI-C, a checklist used in this study to assess all
components of EMs, yielded plausible results. The find-
ings varied—in some aspects—between ethnic groups
and showed substantial associations with the presence of
common mental disorders. The checklist is brief and
simple to use. It should be possible to administer the
checklist not only in large scale research, but also in rou-
tine care where longer interviews are not feasible.

Ethnic Patterns of EMs and the Link Between
Causal Explanation and Treatment Preference

We confirmed ethnic variations of the perceived na-
ture, cause, consequences, and preferred treatments for
common mental disorders. Causal explanations were not
always predictive of preferred interventions in any one
ethnic group. Pluralistic help seeking, the popularity of
self-management and complementary treatments, and
psychosocial causal explanations were common, irrespec-
tive of ethnic group.

We found that white British people more often held so-
cial causal explanations and preferred self-management.
Among those with physical causal explanations, black
Caribbean and white British people sought out medical
treatment, but Bangladeshi people did not. Our findings
of more spiritual or supernatural explanations offered by
black Caribbean and Bangladeshi subjects with common
mental disorders are consistent with previous findings for
patients with schizophrenia in the same ethnic groups®
and patients presenting to primary care with common
mental disorders.**

Although psychological causal explanations and men-
tal disorder as the identity of distress were common
across all ethnic groups, we found that Bangladeshis more
often proposed psychological consequences of their dis-
tress. This contradicts previous findings that South Asians
less often report psychological distress and that they more
often present somatic symptoms.”* Our study does
show that psychosocial explanations are common and
often coexistent with other causal explanations. This
coexpression of different EMs and the propensity to not
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report psychosocial explanations in the presence of so-
matic complaints may partly explain the diagnostic diffi-
culties of recognizing mental disorders across ethnic
groups.' 32

Improving Psychiatric Assessments

A better understanding of a patient’s EM will help
clinicians manage divergent patient and professional
treatment expectations.® Resolving differences without
conflict is one of the characteristics of traditional and
complementary practitioners and is said to explain the
popularity of such practices. Therefore, tackling divergent
EMs earlier rather than after a period of nonadherence or
dropout from treatment can be expected to enhance the
therapeutic alliance. Doing so avoids frustration and may
be experienced by the patient as a more useful encounter
in which their beliefs have been heard and understood,
rather than dismissed. This in turn may engender more
trust and offers a behavioral model for the patient that
shows a willingness to work with an alternative EM.

Asking about patients’” EMs can enhance the quality
of clinical assessment, especially across cultural bound-
aries where there is scope for both underdiagnosis and
overdiagnosis. The cultural consultation model recom-
mends the reconciliation of divergent patient and profes-
sional EMs without conflict.'"*** Addressing these when
treatment is commenced may improve treatment adher-
ence through improvement of the patients’ understanding
of their condition and the clinicians’ understanding of the
need for psychoeducational approaches."

Although EMs vary between ethnic groups, they also
vary within each ethnic group, and so clinical assessment
should be of individual patients’ EMs to avoid over-
reliance on stereotyped group differences. The BEMI-C
offers a reliable method for doing this. While the identifi-
cation of a medical diagnosis is to be based on symptom
criteria as defined in DSM and ICD, information on
patients’ EMs may be a useful component of a compre-
hensive assessment and may be used to establish a posi-
tive therapeutic alliance with patients from diverse back-
grounds. This probably applies to all ethnic groups.

Spiritual Explanations and
Complementary Treatments

Spiritual causal explanations, the expectation of seri-
ous consequences, and seeking complementary treat-
ments all suggest the presence of a common mental dis-
order. In our study, spiritual explanations referred to
religious, astrological, magical, and ancestor influences
as well as destiny, bad luck, and punishment from God.
The high correlation of spiritual explanations with com-
mon mental disorders may reflect that spiritual explana-
tions emerge following nonresponse to conventional
treatments or that those with spiritual explanations for
common mental disorders do not seek out help from con-
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ventional sources of help. Complementary treatments are
based on a theory of body and mind that is more congru-
ent with a spiritual explanation of distress. Therefore,
such treatments may be associated with common mental
disorders if patients are themselves identifying interven-
tions that are in accord with their own EMs.

Strengths and Limitations

Our study is situated in an inner city area where ethnic
groups can comprise up to 45% of the local population.
Although we did not examine the effects of ethnic density
on EMs, in high ethnic density areas people may hold on
to traditional attitudes and EMs may be more resistant to
change. We did take account of first and second genera-
tion effects by adjusting for place of birth in analyses.
However, other than place of birth and educational level,
we had no direct measures of acculturation and patterns
of EMs by integrated, assimilated, or traditional cultural
identities.

Although EMs of mental disorder can be incorporated
into diagnostic assessments as a way of developing new
culturally valid instruments,'**** only a few of these
studies tested associations between EMs and mental dis-
orders.""** We reported that mental distress was associ-
ated with financial and behavioral consequences, spiritual
causal explanations, and a preference for complementary
treatments. Where these complaints are all present, pa-
tients are likely to meet criteria for an anxiety or depres-
sive disorder. Previous work shows that assessment of pa-
tients’ perceived causes of common mental disorders may
improve psychiatric assessment.'' However, we included
aspects of EMs that most studies do not explore, for ex-
ample, reported consequences, controllability, and treat-
ment options.

This was a cross-sectional case-control study that
showed clinically relevant associations. It is possible that
the components of EMs that were associated with com-
mon mental disorder emerged as a consequence of having
a common mental disorder, or their presence marks a
more vulnerable group who go on to develop common
mental disorder. It is known that EMs can change over
time, and we did not follow up subjects, so this study can-
not unravel the causal sequence. We did not investigate
mechanisms that favor the expressions of specific EMs.
For example, in countries where mental health problems
are stigmatized, somatic EMs may be more common. "'

Directions for Future Clinical Research

The processes that generate inequalities are in part
context driven and related to social inequalities. However,
particular cultural idioms and metaphors in clinical con-
sultations coupled with this social disadvantage may col-
lectively contribute to inequalities of access to services as
well as differing experiences and outcomes from services.
The empirical data on social disadvantage and treatment
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experiences of ethnic groups show similar patterns in
the United States and the United Kingdom, albeit for dif-
ferent ethnic groups.**** Future research should include
prospective designs and other ethnic groups. Future re-
search might explore how EMs influence psychiatric as-
sessments in live consultations and assess other outcomes
such as social functioning and quality of life. Contextual
variables such as ethnic density, neighborhood cohesion,
and acculturation may also be important to explore.
Larger samples will allow stratification by gender, age,
and social variables, by racial and ethnic groups, and by
cultural subgroups. The modification of illness percep-
tions is an effective intervention to improve adherence to
treatments and clinical outcomes in chronic illnesses.”’
Thus, specific trials of interventions targeting EMs of
mental distress may help improve adherence and future
engagement in different clinical samples in mental health
care.
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