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12.1 Introduction

Low- and middle-income countries (LAMIC) have enormous burden of psy-
chotic disorders with prevalence of schizophrenia between 1.4 and 4.6 per 1,000
(Jablensky 2000). While the burden is very heavy, the resources available to
treat them are very limited. “For example, per 100,000 population, Psychiatrists
working in the mental health sector in the most populous developing countries of
Asia and Africa i.e., India, Pakistan, Nigeria and Ethiopia are 0.301, 0.185, 0.06
and 0.04 respectively” (World Health Organization 2011). A combination of limited
access and cultural belief systems leads to many individuals’ first accessing help
from complimentary or alternate practitioners or spiritual healers. Additionally,
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there is an inverse relationship between GDP and duration of untreated psychosis
(Large et al. 2008), and duration of untreated psychosis is shown to be correlated
with adverse outcomes of poorer response to treatment and increased disability
(Farooq et al. 2009).

12.2 Epidemiology and Outcomes of Psychotic Disorders
in Developing Countries

Research data on epidemiology of severe mental disorders is limited from LAMIC
(Jablensky et al. 2000). However, the small number of studies available paints a
gray picture (Mahy et al. 1999; Menezes et al. 2007; Bhugra 2005; Saha et al. 2005).
For example, Adams et al. (2006) estimated that in Bihar, one of most economically
deprived states in India, the number of people suffering from schizophrenia is larger
than in the whole North America. Similarly, these countries have large populations
living in the age range which is high risk for psychotic disorders such as schizophre-
nia, e.g., 21.5 % of Pakistan population is in the age range of 15-24 years (Pakistan
Demographic Profile 2014).

Strikingly, as far as outcomes are concerned, schizophrenia might have better
outcomes in LAMIC (Isaac et al. 2007). The International Pilot Study of
Schizophrenia (World Health Organization 1976) and later the International Study
on Schizophrenia (ISoS) (Harrison et al. 2001) suggested better outcomes in the
LAMICs. Kulhara and Chakrabarti (2001) reported that sociocultural factors might
contribute to the better outcome of schizophrenia in LAMICs. However, in recent
years Patel and his colleagues (2006) questioned this strongly held belief about bet-
ter outcomes of schizophrenia in such countries. Calls for more research into this
unexpected differential in outcome for psychosis between developed and develop-
ing countries continue (Hopper and Wanderling 2000).

12.3 Treatment of Psychosis in Lamic

There is very little evidence, if any, on the effectiveness of typical pharmacological
and psychological interventions in these populations, although favorable outcome is
reported by large studies (Jablensky et al. 2000; Leff et al. 1992). This is in contrast
to voluminous literature on the epidemiology of schizophrenia in these countries.
Evidence for the effectiveness of psychosocial interventions in psychosis is reason-
ably robust in high-income countries (NICE 2014) but differences in sociocultural
factors and health systems may limit the generalizability of this evidence to LAMICs
(Patel et al. 2006). In LAMICs the treatment gap for psychotic disorders is large
because of the scarcity of resources to offer evidence-based interventions (Kohn
et al. 2004). There is evidence for a significant delay in seeking treatment for people
with psychotic disorders from LAMICs. Therefore the delivery of evidence-based
interventions is a challenge in such countries and a global mental health priority
(Lancet Global Mental Health Group 2007).
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12.3.1 Psychosocial Interventions for Psychosis in LAMIC

12.3.1.1 Research on Beliefs About the lliness

It is important in this aspect to consider the concepts about the illness and its causes,
as these lead to help-seeking behaviors. Our group has conducted research in both
Pakistan and the UK to explore the beliefs about psychosis among Muslim South
Asians in the UK and the local population in Pakistan. There is evidence to suggest
that some Asian clients use a bio-psycho-social-spiritual model of understanding of
illness (Table 12.1). Saravanan et al. (2007), for example, considered the dissonance
of belief models about first-episode psychosis between patients and professionals in
South India and reported that the majority of patients prioritized spiritual and mysti-
cal factors as the cause of the disorder, and this affected their pattern of help seek-
ing. Looking at the same region, Joel et al. (2003) examined the beliefs of community
health workers about psychosis and found a variety of indigenous beliefs which
contradicted the biomedical model and so led to the conclusions that medical doc-
tors could not help; clearly, this would have a significant impact on referral to and
general accessibility of psychiatric treatment, including brief interventions.

12.3.1.2 Help-Seeking Behaviors

Beliefs about mental illness are likely to affect the way we seek help. They are also
likely to have an effect on professionals’ assessment of whether the individual may
benefit from different treatments. Saravanan and colleagues (2007) reported that
those patients who held a more conventional biomedical model of psychosis were
scored as having greater insight; as we know, this concept is strongly linked to
assessment of individuals as suitable for talking therapy, including brief therapy.

A study of clinicians’ attitudes to cognitive behavior therapy (CBT) in Tanzania
(Stone and Warren 2011) indicated more positive beliefs about the utility of this
particular type of brief intervention, but this was not specific to psychosis.
Unpublished qualitative data from this cohort identified key themes which influ-
enced clinicians’ views about CBT (and its effectiveness), including the medical
model’s dominance among trained professionals, the novelty of a talking therapy
approach, the practicalities of implementing it, and the personal cultural influence
the individual therapist brought. Interestingly, it seems that local views of psycho-
therapeutic interventions may depend very much on the degree to which the culture
is interpersonally attuned and syntonic and therefore able to benefit from an inter-
personal form of treatment. In Tanzania, psychotherapeutic interventions appear to
be gaining in popularity (despite the scarcity of providers) and may not suffer from
the same stigma that traditional psychiatric treatments have.

12.3.1.3 Examples of Tried Interventions

There are not many published studies in this area. The limited work so far has focused
on effectiveness of short but practical interventions that tested cost-effective strategies to
improve outcomes in schizophrenia. For example, Farooq and colleagues (2011) con-
ducted a RCT including 110 patients with schizophrenia or schizoaffective disorder to
evaluate the effectiveness of an intervention that involves a family member in
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supervising treatment in outpatients for schizophrenia (STOPS) compared with treat-
ment as usual (TAU). Following assessment, it was concluded that supervised treatment
can play a useful role in enhancing adherence to treatment in LAMI countries. Others
have tested the impact of psychoeducation on the burden of schizophrenia on the family
(Nasr and Kausar 2009) and culturally adapted CBT for psychosis for inpatients (Habib
etal. 2015). In India, Hegde and colleagues (2012) studied the effectiveness of cognitive
retraining program in a RCT for 45 patients with first-episode schizophrenia, on neuro-
psychological functions, psychopathology, global functioning, psychological health,
and perception of level of family distress in their caregivers. Patients and one of their
caregivers were assessed at baseline, post-assessment (2 months), and follow-up assess-
ment (6 months). The addition of home-based cognitive retraining along with TAU led
to significant improvement in neuropsychological functions.

12.3.2 Development and Testing of a Brief Culturally Adapted
CBT for Psychosis (CBTp) Intervention in a LAMI Country

12.3.2.1 Rationale and Background for Developing Brief CBTp

There is evidence to suggest that for nonpsychotic disorders, many cognitive behav-
ior therapy (CBT) treatments delivered in a brief format lead to significant clinical
improvement and symptom reduction, relative to other forms of psychotherapy
(Bond and Dryden 2005). Various approaches have been tried to increase the effi-
ciency of CBT treatments including adapting individual treatments to a group for-
mat and develop self-help resources, bibliotherapy, and eMedia-assisted therapy
program (Hofmann et al. 2012; Hazlett-Stevens et al. 2002). The most common
approach for efficiency enhancement is to make existing CBT treatments brief by
reducing the number of treatment sessions.

Our group has culturally adapted CBT for psychosis both in the UK and Pakistan
(Rathod et al. 2015 and Naeem et al. 2015b). In our previous work in Pakistan to cultur-
ally adapt CBT for depression, open-ended interviews were conducted by a psychiatrist
trained in CBT and qualitative methods. We further developed semi-structured question-
naires that could be used by psychology graduates, thus reducing the cost and further
standardizing the process of interviews (Naeem et al. 2009a, b, 2010, 2012, 2015a;
Naeem and Ayub 2013). In order to do this, interview transcripts were repeatedly read
from previous studies and their results. This exercise focused on the topics and the ques-
tions used in our past work and formed the basis of the semi-structured interview guide.
These semi-structured interviews consisted of open-ended questions, with prompts and
guidance on exploratory questions. A total of 92 interviews were conducted by 3 psy-
chologists. We conducted qualitative interviews with mental health professionals
(n=29), patients (n=33), and their carers (n=30). The results of the mentioned studies
highlighted the barriers in therapy (e.g., lack of awareness of therapy, family’s involve-
ment, traveling distance and expenses, and uncooperative family caregivers) as well as
strengths while working with this patient group. Patients and their carers in Pakistan use
a bio-psycho-social-spiritual model of illness (Table 12.1). They seek help from various
sources, including faith healers. Therapists make minor adjustments in therapy. Findings
from these studies have been described in separate papers (Naeem et al. 2014a, b, c).
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12.3.2.2 Development and Testing of CaCBTp Intervention

Adaptations were made to reflect the views of therapists and carers by our group in
Pakistan. However, the major issue to be tackled was overcoming resources related
barriers-finances, therapy time, transport, distance from the service facility, etc. We
had numerous discussions among the group members and contacted the patients
who had either received therapy or had shown an interest. Finally, the consensus
was built that therapy should be time limited and brief for it to be acceptable. We
therefore used a brief version of this therapy that we had culturally adapted. This
therapy was provided according to a manualized treatment protocol (Kingdon and
Turkington 1994) by psychology graduates with more than 5 years of experience of
working in mental health, trained by an expert and supervisions. Although therapy
was provided flexibly, the sessions typically focused on formulation and psycho-
education; normalization and introduction to stress vulnerability model; working
with delusions, hallucinations, and negative symptoms; and termination work and
relapse prevention. In addition a spiritual dimension was included in formulation,
understanding, and therapy plan; Urdu equivalents of CBT jargons were used in the
therapy; culturally appropriate homework assignments were selected and partici-
pants were encouraged to attend even if they were unable to complete their home-
work; and folk stories and examples relevant to the religious beliefs of the local
population were used to clarify issues. Families are heavily involved in patient’s
care and serve as the main caregivers to psychiatric patients in Pakistan. Also,
through our experience of adaptation of CBT for Pakistan, it is understandable that
their involvement can enhance the acceptability of treatment. Therefore, this brief
version consisted of 6 sessions for the participant plus one session for the family/
carer. During this session, a key carer was identified (acting as a co-therapist) with
whom the therapist worked closely. The carer attended the sessions with the patient’s
consent and helped in therapy (e.g., with homework, if required).

This brief version was found to be effective in the first trial of CBT for psychosis
from outside the western world. A total of 116 participants with schizophrenia were
recruited to this RCT from 2 hospitals in Karachi, Pakistan. A brief version of
CaCBTp was provided over 4 months. Participants in treatment group showed sta-
tistically significant improvement in all measures of psychopathology at the end of
the study compared with control group (Naeem et al. 2015b). These findings, though
highly encouraging, need replicating in other low- and middle-income countries.

12.3.2.3 Focus of Adaptation

The process of adapting CBT for specific groups should focus on three major areas
of therapy, rather than simple translation of therapy manuals. These are related to
the barriers in delivering therapy. These include:

(a) Awareness of relevant cultural issues and preparation for therapy:
(1) Culture and related issues (culture, religion, and spirituality; language
and communication; family-related issues)
(i) Capacity and circumstances (individual issues, systems of support and
treatment, and pathways to care and help-seeking behavior)
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(iii) Cognitive errors and dysfunctional beliefs which are directly related to the
problem and its treatment
(b) Assessment and engagement
(c) Adjustments in therapy

12.4 Barriers to Psychosocial Interventions in LAMIC

There are a wide range of factors that act as barriers to any type of psychotherapeu-
tic intervention in LAMIC.

12.4.1 Engagement Issues

Often people with psychosis struggle to engage with treatment as their predominant
model of illness might be based in spiritual and religious explanations. They seek
help from faith healers. If the mental health professionals are not respectful of their
views, they are less likely to engage.

(a) Gender
Gender roles are widely understood to affect different social behaviors across
different countries, including LAMIC. Assertiveness is often not encouraged in
some diverse cultures among women which clearly has implications for treat-
ment seeking both in initial (or prodromal) phases of psychosis and ongoing
engagement in interventions in acute or chronic stages.

(b) Collectivist cultures
In collectivist cultures, the self is defined in terms of group identity and interde-
pendence with group members (Owusu-Bemph 2002). As such, group goals have
supremacy over individual goals and individuals suppress their own needs for the
communal needs. The emphasis is on the group need rather than individual needs,
in stark contrast to individualistic western cultures. Individuals from collectivist
cultures tend to oscillate between the culture of the country of origin, culture of
host country, and communal culture (Rathod and Kingdon 2009).

(¢) Guru-Chela (student) versus Socratic method of teaching
There are wide differences between Asian and eastern clients in their views of
the therapists. While CBT uses a Socratic method and is based in collaborative
empiricism, the Asian model of learning is usually more like a Guru-Chela
relationship. In Asian clients like sermons and didactic teaching, therefore it is
not surprising that they prefer a more structured and prescriptive approach to
therapy (Iwamasa 1993).

(d) Spiritualitylreligion
Spiritual development is a vital part of many different cultures (Laungani 2004).
In Western countries, a clinician’s ignorance or interpretation of spiritual experi-
ences as manifestations of psychopathology and lack of confidence may result in
this not being addressed. The influence of religion and spirituality remains strong
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in non-Western cultures despite westernization and acculturation when they
immigrate (Williams et al. 2006) and, rather than a barrier, could be an asset when
offering brief interventions in LAMIC. Spiritual healers may play a constructive
role if collaborations are developed with them (Ramakrishnan et al. 2014).

12.4.2 Social Behaviors

Social validity (acceptability and viability of the intervention) by the community is
vital in negating barriers to the effectiveness of interventions for psychosis. For
many groups in LAMIC, the community trusts its network and prefers it to main-
stream services initially. Reliance on word of mouth has been emphasized by
members of South Asian Muslim communities and both the Pakistani and
Bangladeshi participants in a study by Rathod and colleagues (2010) reported that
often individuals would go to their general practitioners and request that they be
prescribed the same medication as “that person” because they have been told that
it works. They would also act on informal information to see a particular “faith
healer” because a member of the community has recommended them. Ball and
Vincent (1998) emphasized that in order for psychological interventions to be
accessible and acceptable to LAMIC, individual communities would need to see
the benefits that are revealed through “word of mouth” to other community
members.

(a) Racism
Racial discrimination is common in many cultures, e.g., across ethnic, caste,
and tribal groups, and may affect treatment seeking and engagement in psycho-
logical treatment for psychosis. Vulnerable individuals often find it difficult to
talk about this with clinicians, while clinicians may similarly avoid discussing
or addressing anything that could be considered as discriminatory. Therapist
should be aware of stereotypical assumptions of the groups they are working
with and ensure that these are addressed so that they do not impact on therapy
process.
(b) Stigma
Stigma of mental illness affects populations across the world, leading to delays
in help seeking and other difficulties with therapeutic interventions, but for
LAMIC may need greater attention due to the possible likelihood of misinfor-
mation about psychosis. In LAMIC, the subject of mental illness is frequently
seen as a taboo and therefore not talked about openly. Acceptance of psychosis
in some LAMI countries is varied; some view people with psychosis as “spiri-
tually” and will respect them, whereas others will stigmatize them and label
them as “insane.” The shame associated with stigma that mental illness brings
to individuals and their immediate families adds on to the existing problem
(Phiri 2012).
Often, dealing with somatic presentations common across cultures of LAMIC
(e.g., South Asian groups) is emphasized in therapy. Tsai and Chenston-Dutton
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(2002) argue that somatic presentations were common among Chinese psychiatric
patients. Rathod and colleagues (2010) reported that South Asian Muslim partici-
pants preferred expressing somatic complaints, as they were less embarrassing and
feared being stigmatized as holding bizarre beliefs. Chinese groups share a similar
belief on somatization.

12.4.3 Access and Referrals

A systemic barrier to effective treatment for psychosis in LAMIC is the issue of
access to services and providers offering appropriate interventions and difficulties
with the referral process. In places where investment in and resources for mental
health services are scant, services may not actively seek referrals and their role may
in fact include “gate keeping” due to overwhelming demand. In rural areas, geogra-
phy plays a significant challenge for access to healthcare services and appropriate
interventions; for instance, villagers may need to travel long distances to the city
areas to seek psychological input, travel costs will impact on limited resources, and
where income depends on individuals tilling the land, they may decide against trav-
eling to the city in order to ensure other needs are met.

(a) Referrer’s perceptions
We learned through our qualitative studies in Pakistan that psychiatrists are
psychopharmacologically oriented and therefore less likely to refer their
patients for psychotherapy to psychologists. They are also not convinced that
the therapy works. This can be a major barrier in access to psychological
therapies.

(b) Communication and Interpreters
The populations of LAMICs may often entail groups speaking diverse lan-
guages, meaning service users and clinicians may not hold the same first lan-
guage or share any language in common at all. For example, as India is such a
large country, it is very likely that there is a linguistic mismatch between the
therapist and client. Language barriers account for an increase in healthcare
costs (Bischoff and Denhaerynck 2010) which of course are already a signifi-
cant issue in many LAMICs. Meanwhile, all clinicians are well aware that
“Language is the principle investigative tool in mental health. Without it we
cannot assess a patient effectively” (Farooq and Fear 2003). Therapists may
vary in their degree of experience or confidence in using an interpreter (Phiri
2012). Farooq and Fear (2003) have identified key factors to consider for an
appropriate interpreter which is helpful in aiming for a gold standard.

(c) Expectations of treatment
There may be discrepancies between the individual’s or family’s ultimate aims
and those of the service provider. Goals for treatment that are seen as appropri-
ate in West, such as improved quality of life, self-determination, and indepen-
dence (Pinninti et al. 2005), may not be those that patients, families, and
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Table 12.2 Barriers and possible solutions to psychosocial interventions in LAMIC

Barriers Possible solutions

1. Lack of resources (trained therapists,
distance from hospital, transport, etc.)

1. Developing low-cost interventions, use of
technology (e.g., Skype) for supervision, etc.

2. Mistrust of services/practitioners

2. Understanding local norms

3. Worries about confidentiality/breach

(98}

. Confidentiality has different meaning in
different cultures. Therapist should be aware
of these issues

4. Poor information on psychological
therapies/accessibility

4. Psychoeducation is normally a major part of
culturally adapted interventions

5. Language and terminology

5. Culturally sensitive language and terms, rather
than literal translations

6. Fear of being stigmatized

6. Reattributing illness to a bio-psycho-social

spiritual model and understanding of stigma
(e.g., stigma might be due to genetic causes of
illness)

7. Doubt regarding CBT being 7. Offer tester sessions and choosing initial
empowering enough interventions that provide an experience
of improvement.

8. Cultural incompetence or Eurocentric 8. Use of culturally adapted CBT manuals
approach
9. Clinician’s beliefs in the power of 9. Working with medical professionals
drugs
10. Faith/spirituality and religion 10. Better understanding of these issues, as well as

working together with clients’ families and
religious scholars

11. Gender issues 11. Trying to help family understand the cost of
the illness (e.g., impact of mothers” illness on
children’s education)

12. Financial implication 12. Focus on low-intensity, brief, and guided
self-help or self-help

clinicians would be satisfied with in LAMI countries. Thus, clinicians working
in LAMIC may need to adapt the typical examples of therapeutic goals they
find in the literature and evidence-based writing in order to meet the needs of
those individuals they offer interventions to.
Table 12.2 gives a quick overview of the barriers as well as suggesting possible
solution to overcome these barriers.

12.5 Key Skills, Clinical Approaches, and Training
Implications

In considering brief intervention models for the treatment of psychosis in LAMIC,
important issues for reducing barriers to access and adapting existing approaches
have already been highlighted. Brief interventions may be more successful in
LAMIC due to a variety of reasons, including but not limited to therapists’ factors
(e.g., limited number and time), patient factors (e.g., having to travel long distances
to bigger cities and to return to work as there is no financial support for disability),
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and system factors (e.g., too many patients). Further to these, we would like to draw
attention to some additional key skills for providing clinically effective therapies:

* In order to increase the social validity of brief interventions, user acceptability
and satisfaction must be given priority.

* Behavioral or environmental change may offer a tangible route to prevention in
either prodromal stages or when working on relapse prevention. Therefore
patients, clinicians, and researchers should advocate and explore the notion that
social factors play an important role in mental disorders such as psychotic phe-
nomenon (Van Os and McGuffin 2003) and use this within brief therapies.

* Clinicians working in LAMIC face unique challenges through having limited access
to relevant literature, training, and supervision/support in their practice. Initial educa-
tion and ongoing professional development should be focused on ensuring that pro-
fessionals are aware of those factors pertinent to cultural adaptations of brief therapies
as well as to wider issues of treatment seeking and the reduction of DUP.

* Clinicians should be mindful of the importance of language in delivering inter-
ventions. For example, where issues of stigma are prominent and clients present
with a focus on somatic complaints, re-labeling or reframing of organic symptoms
into psychological terminology may become acceptable only as the therapeutic
relationship develops.

» Barriers to seeking treatment, accepting brief interventions, and engaging fully
in the therapeutic process could be reduced through new advances in develop-
ment and technology — such as the use of mobile phone communication and
apps. Likewise, new approaches to integrating CBT models with other approaches
(e.g., family-focused therapies, motivational interviewing) could also play a role
in overcoming obstacles common to populations in LAMIC

* When considering cultural adaptations, we would promote the idea of cultural
sensitivity, i.e., flexible consideration of a diverse balance between numerous
factors affecting definitions of culture, including religion, ethnicity, class, gender
roles, socioeconomy, etc. We can now acknowledge that the way in which cul-
ture influences the course of psychosis through specific patterns and timing is
complex; and much closer, on-the-ground documentation of local contingencies
is required (Hopper and Wanderling 2000).

* Role of religion in psychological well-being can act as coping strategy,
e.g., when an orthodox follower of a particular religion refrains from unhelpful
behaviors and believes that in following God’s teaching, they will go to heaven.
Spirituality can enable one to strive to create a meaningful and purposeful life,
thereby promoting a sense of well-being. One may maintain a personal relationship
with one’s deity and gain mental strength to see one through stressful periods.

*  When addressing issues of religion and spirituality, consulting religious experts
where appropriate can help understand how far an individual may be deviating
from cultural norms and how much distress this is causing them; working with
religious experts can also serve to recruit a co-therapist who may have a uniquely
therapeutic relationship with the patient, relatives, and others.

* Given that culture and religion are entwined in LAMIC, use of culturally relevant
explanations sensitive to the individual’s beliefs, norms, and values is essential to
fostering engagement.
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* At the outset we would recommend that clinicians emphasize that trust will be
earned and use examples of situations where the individual implies trust as lever-
age to engaging in a therapeutic relationship.

Conclusion

Although the epidemiological data are insufficient, there are reasons to believe
that a high number of individuals in LAMIC are affected by psychotic disorders.
There are also reasons to believe that the outcomes are not as positive as we once
believed. Treatment strategies are at a very preliminary stage, with a focus on
psycho pharmacological interventions. It is therefore not surprising that psycho-
social interventions are not often reported from LAMIC. There is an underlying
assumption that psychosocial interventions need to be culturally adapted for use
in non-western cultures. There are significant barriers in providing psychosocial
interventions in LMIC. The most notable of these barriers include time, distance,
and resources. The limited work so far highlights many barriers to promote psy-
chosocial interventions for this population and one way these might be overcome
is by developing brief interventions for psychosis for these countries.
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