YOLO COUNTY HEALTH AND HUMAN SERVICES AGENCY (HHSA)

Spirituality and Behavioral Health
All Behavioral Health Staff Training
Thursday, August 2, 2018, 8:30-10 a.m.
Community Room, Gonzales Building, 25 N. Cottonwood Street, Woodland

Welcome and Sign In

You Are Invited To ...

A. Increase Understanding of Spirituality, Faith and/or Religion of those
we Serve
1) Importance in Recovery and Resiliency
2} Role in Acceptance or Traumatic Experiences
3) Framework for Understanding Cause and Remedy for Problems

and/or Mental Health Conditions

B. Explore Personal Spiritual Beliefs/Practices/Experiences and Impact
on Serving Others

C. Build Your Cultural Competency (Knowledge/Skills/Practices) to
Enhance Your Cultural Humility

Resources and References (Attachments)

Increasing Our Knowledge and Awareness to Better Serve
Panel — Special Guests/Faith Leaders/Faith Liaisons

A, Sharing

B.  Questions for Special Guests/Faith Leaders/Faith Liaisons

Evaluation — please complete and submit at “Sign In” table
Certificate of Attendance — if needed, please pick up at end of training near
the Sign-in table.

Notes




Panel - Spirituality and Behavioral Health

Facilitator: Tessa Smith, HHSA Outreach Specialist/Family Partner

A. Sharing
B.  Questions for Special Guests/Faith Leaders/Faith Liaisons
* * *

Special Guests/Faith Leaders/Faith Liaisons:

Bonnie Berman
President of Congregation Bet Haverim

Alan E. Brownstein
Past Co-President of Congregation Bet Haverim

Mike Duncan
(Concow/Wailaki/Wintun/Western Band Shoshone)
Substance Abuse Counselor, Northern Valley Indian Health

The Rev. Terri Hobart
Rector — St. Luke's Episcopal Church
Active Member — Woodland Ecumenical & Multi-Faith Ministries (WEMM)

Khalid Saeed
National President American Muslim Voice Foundation
Member — Woodland Mosque & Islamic Center
Active Member — Woodland Ecumenical & Muiti-Faith Ministries (WEMM)

Tatiana Shevchenko
Director - Russian Information and Support Services

Sharing (ten minutes each)

Name/Title

Role in Yolo County as Faith Leader/Faith Liaison

Faith/Religion You Will Share About

1}  Tenets/Beliefs of Faith/Religion

2}  Significant Observances, Customs and/or Practices

3)  Teachings/Practices related to Women and Diverse
Communities (LGBTQ, Diverse Racial and Ethnic Groups, Etc.)

4)  Things Behavioral Staff Members Should Know and Do to
Effectively Welcome, Include and Serve Individuals and Families




Spirituality and Behavioral Health

Resources and References

Item/Handout

Notes

Mental Health and Spirituality Initiative:

Consensus Definitions

Definitions provided by California’s Mental Health &
Spirituality Initiative

Website: http://www.mhspirit.org/

Monthly Conference Calls

4" Wednesday of the Month, 9 to 10 a.m.

Call-in number is 515-739-1529 and the access number
is 982384#

Cultural Competence Continuum

Provides reminders of ongoing process to develop
cultural competence and cultural proficiency.

| Cultural Humility

Reminds us to be open to what a person has
determined as a personal culture — personal expression
of heritage and culture.

Newsweek Article: Most LGBTQ Adults
are Religious, Poll Finds

Highlights importance of Religion for LGBTQ Adults
Note: As needed, search for LGBTQ Affirming Churches

Article: Religious Barriers to Mental
Healthcare

-The American Journal of Psychiatry
Residents’ Journal

Identifies barriers and opportunities to address.

The Big Religion Chart

Provides summary of major religions and belief systems
of the world.

Source: http://www.religionfacts.com/big-religion-
chart

Cultural Formulation Interview —
Excerpts from DSM-5
- Patient Version and Infoermant Version

A set of 16 questions that clinicians may use to obtain
information during a mental health assessment about
the impact of culture on key aspects of an individual’s
clinical presentation and care.

Exploring Cuiture in CLAS: Religion and
Spirituality

Provides highlights of webinar. Provides examples
from questionnaires and Spirituality Assessment Tools
(HOPE and FICA).

HOPE Approach to Spiritual Assessment

Identifies questions for HOPE Spiritual Assessment




MENTAL HEALTH &
SPIRITUALITY INITIATIVE Consensus Definitions http://www.mhspirit.org/

FEEIEI VIOV A Y A LV AL A Y B 13 K01 A0 ) ) ek g TR

Faith
Faith refers to confidence or trust in a set of religious principles or beliefs, including beliefs
about the divine and beliefs that may not be based on proof.

BN bl TR UH R AT R L VA M T g Cl i

=

Faith-based organization

Includes places of worship and nonprofit organizations, which have a long tradition of helping
people in need and are an integral part of the social service network.

Practice-based organization
Traditions that do not include elements of faith or doctrine, but share a commitment to
cultivating certain practices, such as meditation.
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Recovery
This focus on self-directed treatment is the third distinguishing feature of the recovery model.

Treatment professionals act as coaches helping to design a rehabilitation plan which
supports the patients' efforts to achieve a series of functional goals. Their relationship often
focuses on motivating and focusing the patient's own efforts to help themselves. What is
important, particularly during the initial stages of interaction is that professionals afford dignity
and respect to those in their care.

Bl 5 6 5 0 5 ) 7 A S N M 0 A A R S D T BT A G W R S S i

COANAEIRTAORE DM NOMIS

Religion

A religion is an organization that is guided by a codified set of beliefs and practices held by a
community, whose members adhere to a worldview of the holy and sacred that is supported
by religious rituals.

L N N R P R P PE R EC LIV

Religious Professional

A religious professional is a person who is recognized by a faith tradition {or practice
tradition) as a spiritual leader/teacher and is authorized by that community to conduct
religious rituals. The preparation and rites of passage required to become a religious
professional vary widely. The term does not apply to lay people who are followers of the
tradition. Some examples include elders, pastors, imans, shamans, rabbis, gurus, ministers,
priests, nuns, monks, or spiritual teachers.
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Spirituality

Spirituality is a person’s deepest sense of belonging and connection to a higher power or life
philosophy which may not necessarily be related to an organized church or religious
institution.
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CULTURAL COMPETENCE CONTINUUM

Developing cultural competence is an evolving, dynamic process that takes time and
occurs along a continuum. The National Center for Cultural Competence at Georgetown
University’s Center for Child and Human Development describes the six stages of this

continuum in Infusing Cultural and Linguistic Competence in Health Promotion Training:
Group Activity — Understanding the Cultural Competence Continuum — 2005 (PDF | 88
KB) :

« Cultural destructiveness. This stage is characterized by attitudes and practices
(as well as policies and structures in organizations) that are destructive to a cultural

group.

Culture incapacity. This stage reflects the lack of capacity systems and
organizations necessary to effectively respond to the needs and interests of diverse
groups. This can include institutional or systemic bias, practices that may result in
discrimination in hiring and promotion, or disproportionate allocation of resources
that may benefit one group over another. This can also include subtle messages
that certain groups aren't valued or welcomed.

Cultural blindness. This stage describes a philosophy of “fairness” that views and
treats all people as the same. This philosophy, however, can be problematic
because people are different and have different needs. People deserve approaches
that acknowledge and celebrate differences, while addressing these needs. Cultural
blindness can in fact, negatively influence system policies by encouraging
assimilation, ignoring cultural strengths, fostering institutiona! attitudes that blame
consumers for their circumstances, and failing to hire a diverse workforce.

Cultural pre-competence. This stage highlights the growing awareness of
strengths (and areas for improvement) to respond effectively to culturally and
linguistically diverse populations.

Cultural competence. In this stage, acceptance and respect for culture becomes
consistently demonstrated in policies, structures, practices, and attitudes. This can
include an organization’s commitment to human and civil rights, hiring practices
that reflect a diverse workforce, and increased efforts to improve service delivery
for racial, ethnic, or cultural groups.

Cultural proficiency. In stage six, culture is held in high esteem and used as a
foundation to guide all endeavors. Organizations that do this successfully continue
to add to their knowledge base. They support and mentor other organizations
seeking to improve their cultural competence and they advocate with and on behalf
of populations who are traditionally underserved or not served at all. They also
partner with other diverse constituency groups to help reduce and eventually
eliminate racial and ethnic disparities.




Cultural Humility, Part | — What Is ‘Cultural Humility’?

https://thesocialworkpractitioner.com/2013/08/19/cultural-humility-part-i-what-is-cultural-humility/

What is “cultural humility” {and what does it have to do with “cultural competence”}?

To practice cultural humility is to maintain a willingness to suspend what you know, or what
you think you know, about a person based on generalizations about their culture. Rather,
what you learn about your clients’ culture stems from being open to what they themselves
have determined is their personal expression of their heritage and culture, what | call their
personal culture.

In a compelling YouTube video by Director Vivian Chavez, Melanie Tervalon, a physician and
consultant, and Jann Murray-Garcia, a nursing professor at UC Davis, thoughtfully discuss the
philosophy and function of cultural humility. https://youtu.be/SaSHLbS1V4w

They describe cultural humility as having ‘three dimensions.’

1) Lifelong learning & critical self-reflection — to practice cultural humility is to
understand that culture is, first and foremost, an expression of self and that the
process of learning about each individuals’ culture is a lifelong endeavor, because
no two individuals are the same; each individual is a complicated, multi-
dimensional human being who can rightfully proclaim “My identity is rooted in my
history... and | get to say who I am.”

Recognizing and challenging power imbalances for respectful partnerships —
while working to establish and maintain respect is essential in all healthy and
productive relationships, the root of effective social work practice is in
acknowledging and challenging the power imbalances inherent in our
practitioner/client dynamics.

3} Institutional accountability — organizations need to model these principles as well
{from micro, to mezzo and macro practice).

This model incorporates and expands upon what some adherents view as the limitations of
“cultural competence.”

Cultural competence is a helpful starting point in the development of a caring,
compassionate, and effective practice, but in light of a deepening understanding of
cultural humility its limitations are revealed.

Cultural Humility Versus Cultural Competence: A Critical Distinction in Defining Physician Training Outcomes in
Multicultural Education, Journal of Health Care for the Poor and Underserved {May 1998)
http://muse.jhu.edu/journals/hpu/summary/v009/9.2.tervalon.html
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Most LGBTQ Adults are Religious, Poll Finds;
Members of the Community Say They're Surprised

By Alexandra Hutzler On 6/17/18 at 6:10 AM

A new survey found that most LGBTQ adults in the United States are religious, and
more than half are Christian, to the surprise of people of faith in the community.

Conducted by Buzzfeed and Whitman Insight Strategies, the survey, the most extensive
of its kind, addressed more than 880 members of the LGBTQ community countrywide
from May 21 to June 1. The study found that overall, LGBTQ people were mostly white,
female and under 40 years old. More than half of those surveyed identified as bisexual,
while the smallest group of people surveyed identified as transgender.

While 39 percent of those polled said they had no religious affiliation whatsoever, more
than half of the respondents said they were regularly involved in faith organizations. A
majority of people who were religious were Christian, with 23 percent identifying as
Protestant and 18 percent identifying as Catholic.

Another 8 percent of thosz nolled were Jewish, Muslim or Buddhist,
percent weren't sure when it came to religion.
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But the journey to keeping their faith wasn't always easy, LGBTQ religious people and
advocates told Newsweek.

Kate Mears, a transgender woman, told Newsweek she was raised in a conservative,
religious household in a small suburban town near Grand Rapids, Michigan. She
attended morning and evening church services regularly and grew up going to Christian
schools. On New Year's Day in 2016, Mears told her family that she wanted to
transition.

Her decision sparked a two-year debate with her church, which aggressively tried to
convince her to de-transition or face excommunication. As a resuit, Mears fell out of
contact with her family and was eventually dropped from the church's membership.

Page 10f 2
Source: http://www.newsweek.com/!gbtq-gay-pride-catholic-church-religion-979966
Most LGBTQ Adults are Religious, Poll Finds; Members of the Community Say They're Surprised
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"I lost my family and church in the process,” Mears said. But she soon found herself

unable to let go of religion, which had become a central part of who she was, and '
eventually found another church, which accepted her with open arms.

“ hold on to my pain and try to use it to help people. | don't want anyone to feel like they
have to abandon their religion,” said Mears.

Marilyn Paarlberg, the executive director at the nonprofit organization Room for
All, expressed surprise at the survey's findings.

‘That is very surprising to me, because in my experience working with the LGBTQ
community in the church, is that many of them have either left a long time ago or were

exiled,” she said. Paarlberg's organization is one of the biggest advocates for inclusivity
of all genders and sexualities in the Reformed Church in America.

But Paarlberg noted that the church has made significant strides to be more open to
people of all different backgrounds since the mid-2000s. “| think we looked at ourselves
and said, ‘We're better than this, the church is better than this,” she said.

Tricia Shefiield noticed the changes happsning in i church. which is ~hy she became
a reverend and now runs Middletown Reformed Church in New Jersey.

Sheffield was raised Southern Baptist but left the church when she was 30 years old—
not because she was bisexual, but because she viewed the church as representing
patriarchy, homophobia and racism.

After a decade away from religion, Sheffield returned the church at the age of 41, but
only as an office administrator. “I had no intention to become spiritual again, but | began
to see the kind of church I'd always hoped for,” she said. Sheffield went on to study

theology and queer theory, and became ordained in 2013,

Sheffield and her congregation recently marched in a parade to celebrate Pride Month;
she said many of the marchers were stunned that a church group was walking with
them to support LGBTQ rights.

‘I know that many in the community have been shunned and may not feel welcome,”
Sheffield said. “But { think as churches have become more welcoming, people have
found home again.”

Page 2 of 2
Source: http://www.newsweek.com/lgbtq-gay-pride-cathohr:-church-religion-979956
Most LGBTQ Aduits are Religious, Poll Finds; Members of the Community Say They're Surprised
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Religious Barriers to Mental Healthcare

Emine Rabia Ayvaci, M.D.

Religion can be defined as the collection
of beliefs, practices, and rituals related
to the “sacred” (). A religious group re-
fers to a large number of people with
shared spiritual values. According to
DSM-5, religion is considered as part of
the cultural context of the iliness expe-
rience. However, shared values toward
spirituality may indicate common char-
acteristics among patient populations
across different religious backgrounds.
Providing culturally appropriate mental
healtheare is further complicated by the
fact that any one religious group may
be comprised of a variety of ethnicities,
socioeconomic classes, and subcultures
with their own belief systems.

Religion plavs an important role in
American society. According to a na-
tional survey by Pew Research, mwore
than 70% of Americans report being af-
filiated with a religious group, and 42%
attend religious services weekly or al-
most weekly (2), People with persistent
psychiatric disorders could relv on their
religious beliefs to cope with their con-
dition (3). In a study of 406 patients from
13 Los Angeles County mental health fa-
cilities, more than 80% of the partici-
pants reported using religious beliefs or
activities to cope with daily difliculties
and frustration {4). Another study using
the National Comorbidity Survey data
suggested that a quarter of religious
people seek help from clergy as their
first treatment contact for mental healch
problems (5). Several other studies have
shown that religious involvement is as-
sociated with positive mental health
outconmes (6-8},

Patients’ tendencies to use religion
when coping with mental health-related
problems and the involvement of 2 non-
clinical party can result in a complex
model of mental healthcare delivery.
The current literature regarding the in-
terface of religion and psychiatric care

primarily focuses on the outcome of
the psychiatric treatments. This focus
draws limited attention to religion's ef-
fect on service access and use. It is criti-
cal to understand the religious barri-
ers to appropriate and efficient mental
healch delivery to different populations.
The present review article focuses on
potential barriers to access to mental
health services among people with reli-
gious involvement. Access barriers may
be grouped into three major categories:
the patient level, the psychiatrist level,
and the system level.

ACCESS BARRIERS

Patient-Level

The help-seeking process starts with
an individual's understanding and con-
ceptualization of psychiatric disorders
(Table 1). Interpretations of psychiatric
symptoms are influenced by a patient’s
cultural experience, which includes reli-
gious beliefs and practices. Historically,
psychiatric disorders were explained by

TABLE 1. Access Barriers to Care

supernatural phenomenon, such as de-
monic possession. Today, some religious
people may believe that psychiatric dis-
otders are caused by a“weaknessin faith”
and that the illness can be overcome or
cured through “wiltpower” alone, rather
than by seeking professional help from
the mental health system {9). For ex-
ample, in one survey, 85% of African
Americans defined themselves as fairly
religious or very religious, and research-
ers have found that there is a prevalence
of a belief in this population that psychi-
atric disorder can be overcome by he-
roic striving (10). For this reason, some
patients with religious affiliation may
avoid contacting a psychiatrist. Even
after contacting a physician, patients
might avoid discussing their religious
concerns with the provider because of
their perception that psychiatrists are
not sensitive to or knowledgeable about
the religion (3, 10, 11).

Similar to patients, clergy also have
various beliefs about psychiatric care
and the perceived need for treatment

Patient level

Conceptualization of disaase

Beliefs in relig ous help for mentat illness
Beliefs about perceived need for treatment
Use of nonpsychiatric forms of services
Fear of challenging religious belefs

Fear of discrimination

Psychiatrist level

Difficulty recogrizing naenpatholdg cal express.on of religion

Reluctance in obtaining religious histary
System lavel

Clergy's lack of familiarity with the system
Limited referral from clergy

Limited understanding of clergy

Lack of coord nation between faith-based services and forma. healthcare
Reluctance of collaboration by faith-based providers

The Amarican Journal of Psychiatry Residents Jousnat
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(12, 13). In a survey conducted among
204 Protestant pastors, a significant
portion of the participants actributed
symptoms of depression to “lack of trust
in God,” and they were less likely to
agree with the biological nature of de-
pressive disorders (12). Another study
conducted on Muslim clergy suggested
that while imams can recognize the
need for psychiatric care in a hypothet-
ical clinical vignette, they could still be
reluctant to make referrals to the men-
tal health system due to concerns about
discrimination based on their religion
{13}. Since clergy are a key entry point
for a quarter of religious people, the
clergy's perceptions of psychiatric dis-
orders can lead to avoidance of referral
to mental health providers.

Additional concerns among reli-
gious people may arise when they need
inpatient level of care. In an observa-
tion study conducted at SUNY Down-
state Hospital, Orthodox Jewish pa-
tients at the psychiatric inpatient unit
experienced difficulties while follow-
ing ward milieu due to conflicts with
religious practice. For example, inabil-
ity to pray at accustomed times exacer-
bated the anxiety of religious patients
(14). For an outpatient treatment such
as psychotherapy, nonreligious thera-
pists can integrate religious compo-
nents into their treatment; however,
patients might have fears that the ther-
apist will challenge their religious be-
liefs. This can be a barrier for patients
who seek long-term treatments like
psychotherapy (15).

Psychiatrist-Level

It is also important to note how psvchi-
atrists relate religion and health. Clini-
cians' views of religion can shape how
they interact with their patients (16)
(Table 1). In a national survey, it was
found that psychiatrists were less likelv
to be religious compared with nonpsy-
chiatry physicians (15). Although psy-
chiatric care promotes better under-
standing of patients’ beliefs, patients
still report difficulty finding a psychia-
trist with an understanding of their re-
ligious beliefs. This can be especially
prominent in religions with a relatively
low percentage of psychiatrists within
the population (2).
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KEY POINTS/CLINICAL PEARLS

» More than 70% of Americans report being affiliated with a religious group.

= Aquarter of retigious people seek help from clergy as the first contact far men-

tal health.

+ Religious beliefs continue to be an impartant part of individuals® attitude to-

ward seeking psychiatric care,

» Clinicians can use the HOPE guestionnaire to assess patient's religiosity.

Psychiatrists frequently encounter
patients with pathological expressions
of religion, such as religious delusions
(17). Psychiatrists may have difficuley
separating normal and pathological
expressions of religiosity, which be-
comes a barrier to understanding their
patients. In an interview study, psy-
chiatrists reported discussing religion
with their patients in only 36% of cases,
although they reported feeling com-
fortable talking about religion in 93%
of the cases (3). None of the clinicians
initiated the topic themselves. Patients
in the same study reported avoidance
of tatking about their spirituality, es-
pecially when it overlapped with their
positive psyvchotic symptoms. In the
same study, psychiatrists discussed
community resources of the religion
with their patients but had difficulty
discussing the subjective experience of
their patients’ religiosity.

System-Level

While religiosity and spirituality in
American society have increased (2),
there has been an increase in the use of
nonpsychiatric forms of mental health
services and a decrease in the use of
psvchintric services (3). Because clergy
are often the first entry point to men-
tal health for religious people (5, 18), it
is important to understand the role of
religious institutions in service deliv-
ery. Despite the fact rhat use of clergy
for mental healthcare is associated
with good outcomes (19}, we have lim-
ited understanding of the structure of
faith-based service delivery. A cross-
sectional survey found that counseling
provided by clergy has low frequency,
even for individuals with serious psy-
chiatric or substance use disorders
(5). In addition, coordination between

The American Journal of Psychiatry Residents’ Journal

faith-based services and formal health-
care has often been lacking (Table 1). A
survev on clergy suggested that faith-
based providers were found to be reluc-
tant to collaborate with formal health
services due to several reasons, includ-
ing lack of demand from their commu-
nity, financial limitations, and lack of
specialized training (20). Even among
clergy who have a willingness to refer
an individual to a mental health pro-
vider, the lack of familiarity with the
mental health system may remain a
barrier (13).

IMPLICATIONS

The goal of this review was to raise
awareness of access barriers to mental
health treatment for religious people.
Several barriers were identified and
categorized according to patient, psy-
chiatrist, and system levels. It is im-
portant for clinicians to be aware of
these barriers and seek ways to edu-
cate themselves, their patients, and the
community about the role of religion in
mental health delivery. Different inter-
ventions can be used to overcome these
barriers, especially at the psychiatrist
level, such as assessing and under-
standing patients’ beliefs and collabo-
rating with clergy (17).

Assessing religious beliefs is now a
standard part of psvchiatric history.
There are different protocols for how to
assess patients’ religiosity. One of them
is the HOPE questionnaire [sources
of Hope, Organized religion, Personal
spirituality and practices, Effects on
medical care and end-of-life issues], a
protocol for asking patients questions
about spirituality (21). The HOPE ques-
tionnaire could be a good guideline for
residents. It is critical to understand
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and discuss how patients shape their
responses based on their religiosity. A
psychiatrist should be aware of the ob-
stacles and opportunities with regard
to the religion-related issues during
the interview. By understanding poten-
tial barriers at different levels, we can
build individual and system-level ap-
proaches to improve mental health ser-
vice delivery.

CONCLUSIONS

For a substantial part of the popula-
tion, religious beliefs continue to be an
important part of an individual’s atti-
tude toward seeking psychiatric care.
As psychiatrists, we should be aware of
both the opportunities and barriers for
patients with religious involvement to
receive appropriate care. In particular,
understanding religiosity and its effect
on service use suggests that we need to
build new appreaches to improve the
service delivery to patients who have
religious involvement and coordinate
with the faith-based services. From a
research standpoint, there is a strong
need to understand faith-based fac-
tors that may improve access to mental
healthcare.

Dr. Ayvaci is a third-year resident in the
Department of Psychiatry. University
of Texas Southwestern Medical Center,
Dallas.

The author thanks Osman M. Ali, M.D., and
Adam Brenner, M.D., for their feedback
and suggestions
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The APA is offering the Cultural Formulation Interview (including the Informant
Version) and the Supplementary Modules to the Core Cultural Formulation
Interview for further research and clinical evaluation. They should be used in
research and clinical settings as potentially useful tools to enhance clinical
understanding and decision-making and not as the sole basis for making a
clinical diagnosis. Additional information can be found in DSM-5 in the Section
Il chapter “Cultural Formulation.” The APA requests that clinicians and
researchers provide further data on the usefulness of these cultural formulation
interviews at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: Cultural Formulation Interview {CFl}

Rights granted: This material can be reproduced without permission by
researchers and by clinicians for use with their patients.

Rights holder: American Psychiatric Association

To request permission for any other use beyond what is stipulated above,
contact: http://www.appi.org/CustomerService/Pages/Permissions.aspx




Cultural Formulation interview (CFl1}

Supplementary modules used to expand each CFl subtopic are noted in parentheses.

GUIDE TO INTERVIEWER INSTRUCTIONS TO THE INTERVIEWER ARE ITALICIZED.

The following questions aim fo clarify key aspecis of the | INTRODUCTION FOR THE INDIVIDUAL:
presenling clinical problem from the point of view of | | would fike to understand the problems that bring you here so that | can

the individual and other members of the individual's help you more effectively. | want to know about your experience and
social network (i.e., family, friends, or others involved | ideas. | wifl ask some questions about what is going on and how you
in current problem). This includes the problem's are dealing with it. Please remember there are no right or wrong an-

meaning, potential sources of help. and expectations SWers.

for services.

CULTURAL DEFINITION OF THE PROBLEM

CULTURAL DEFINITION OF THE PROBLEM
(Explanatory Model, Level of Functioning)

Eiicit the individual’s view of core problems and key 1. What brings you here today?

concems. IF INDIVIDUAL GIVES FEW DETAILS OR ONLY MENTIONS
Focus on the individual's own way of understanding the SYMPTOMS OR A MEDICAL DIAGNOSIS. PROBE:

problem. People often understand their problems in their own way, which may
Use the term, expression, or brief description eficited in be similar to or different from how doctors describe the problem. How

question 1 to identify the probfem in subsequent would you describe your problem?

questions {e.g.. “your conflic with your son”)

Ask how individual frames the problem for members of | 2. Sometimes people have different ways of describing their problem to
the social network. their family, friends, or others in their community, How wouwld you
describe your prablem to them?

Focus on ihe aspects of the problem that malfer most fo | 3. What troubles you most about your prablem?
the individual,

CULTURAL PERCEPTIONS OF CAUSE, CONTEXT, AND SUPPORT

CAUSES
(Explanatory Model, Sacial Network, Older Adults)

This question indicates the meaning of the condition for | 4. Why do you think this is happening to you? What do you think are the

the individual, which may be relevant for clinical care. causes of your [PROBLEM]?

Note that individuals may identify multiple causes, de- PROMPT FURTHER IF REQUIRED: ~
pending on the facet of the problem they are consid- Some people may explain their problem as the result of bad things
enng. that happen in their life, problems with others, a physical iliness, a

spiritual reason, or many other causes.

Focus on the views of members of the individual's social | 5. What do others in your family, your friends, or others in your com-
nelwork. These may be diverse and vary from the indi- munity think is causing your [PROBLEM]?
vidual s.

Pagelof3
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Cultural Formulation Interview {CFI}

STRESSORS AND SUPPORTS
{Social Netwark, Caregivers, Psychosocial Stressors, Religion and Spirituality, Immigrants and Refugees, Cultural [dentity, Older

Adults, Coping and Help Seeking)

Elicit information on the individual's life context, focusing
on resources, social supports, and resilience. May
also probe other supports {e.g., from co-workers, from
participation in religion or spirituality).

Focus on stressiul aspects of the individual's environ-
meni. Can also probe. e g., relationship problems,
difficulties at work or school, or discrimination.

6.

78

Are there any kinds of support that make your [PROBLEM] betier,
such as support from family, friends, or others?

Are there any kinds of stresses that make your [PROBLEM] worse,
such as difficulties with money, or family problems?

ROLE OF CULTURAL IDENTITY
(Cultural Identity, Psychosocial Stressors, Religion and Spirituality, Immigrants and Refugees, Older Adults, Children and Adoles-

cents)

Ask the individual to reflect on the most salient efements
of his ar her culfural identity. Use this information o
taitor questions 9-10 as needed.

Elicit aspecis of idenlily that make the problem beler or
worse.
Probe as needed (e.qg., clinical worsening as a result of

discrimination due lo migration stalus, race/ethnicity,
or sexual orientalion).

Probe as neetled {e.g., migration-relaled problems;
conflict across generalions or due lo gender rofes).

10.

Sometimes, aspects of people’s background or identity can make
their [PROBLEM)] better or worse. By background or identity, |
mean, for example, the communities you belong to, the languages
you speak, where you or your family are from, your race or ethnic
background, your gender or sexual orientation, or your faith or reli-
gion,

For you, what are the most impartant aspecls of your background or
identity?

Are there any aspecls of your background or identity that make a
difference to your [PROBLEM)?

Are there any aspecls of your background or identity that are causing
other cancems or difficulties for you?

CULTURAL FACTORS AFFECTING SELF-COPING AND PAST HELP SEEKING

SELF-COPING

{Coping and Help Seeking, Religion and Spirituality, Older Adults, Caregivers. Psychosocial Stressors)

Clarify seff-coping for the problem,

1.

Sometimes people have various ways of dealing with problems like
[PROBLEM]. What have you done on your own to cope with your
[PROBLEM]?

Page 2 of 3
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Cultural Formulation Interview (CFI)

PAST HELP SEEKING

{Coping and Help Seeking, Refigion and Spirituality, Older Adults, Caregivers, Psychosccial Stressors, Immigrants and Refugees,
Social Network, Clinician-Patient Relationship)

Elicit various sources of help (e.g., medical care, mental [ 12. Often, people look for help from many different sources, including
health trealment, support groups, work-based coun- different kinds of doctors, helpers, or healers. In the past, what kinds

sefing, fofk heafing, religious or spiritual counseling, l: of treatment, help, advice, or healing have you sought for your
other forms of traditional or altemative healing). {  [PROBLEM]?
Probe as needed {e.q., “Wha other sourcesofhelp | PROBE IF DOES NOT DESCRIBE USEFULNESS OF HELP RE-
have you used?”). CEIVED:
Clarify the individual's experience and regard for pre- What types of help or treatment were most useful? Not useful?
vious heip.
BARRIERS

{Coping and Help Seeking, Religion and Spirituality, Older Adults, Psychosocial Stressors, Immigrants and Refugees, Social Net-
work, Clinician-Patient Relationship)

Clarify the rofe of social barriers lo help seeking, access | 13. Has anything prevented you from getting the help you need?
{a care, and problems engaging in previous treatment. PROBE AS NEEDED:
Probe details as needed (e.g., “‘What got in the way?"). For example, money, work or family commitments, stigma or dis-

crimination, or lack of services that understand your language or
background?

CULTURAL FACTORS AFFECTING CURRENT HELP SEEKING

PREFERENCES
{Saocial Network, Caregivers, Religion and Spirituality, Older Adults. Coping and Help Seeking)
Clanfy individual’s current perceived needs and ex- Now let's talk some more about the help you need.
pectations of help, broadly defined. 14. What kinds of help do you think would be most useful to you at this
Frobe if individual lists only one source of help (e.q., time for your [PROBLEM]?
“What other kinds of help would be useful to you at this
time?”).

Focus on Ihe views of the social network regarding help | 15. Are there other kinds of help that your family, friends, or other people
seeking. have suggested would be helpful for you now?

CLINICIAN-PATIENT RELATIONSHIP
{Clinician-Patient Relationship, Older Adults)

Elicit possible concemns about the clinic or the clini- Sometimes doctors and patients misunderstand each other because
cian-patient relationship, including perceived racism, they come from different backgrounds or have different expectations.
language barriers, or cuftural differences that may 16. Have you been concemed about this and is there anything that we
undermine goodwill, communication, or care defivery, can do to provide you with the care you need?

Probe details as needed (e.g., “In what way?).
Address possible barriers to care or concerns about the
¢linic and the clinician-patient relationship raised pre-

viously.
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Cultural Formulation Interview (CFl)—Informant Version

GUIDE TO INTERVIEWER

INSTRUCTIONS TO THE INTERVIEWER ARE ITALICIZED.

The following questions aim lo clarify key aspecls of the
presenting clinical problem from the informant’s point
of view. This includes the problem's meaning, polential
sources of help, and expectations for services.

INTRODUCTION FOR THE INFORMANT:

| would like to understand the problems that bring your family
member/friend here so that | can help you and him/er more ef-
fectively. | want to know about your experience and ideas, | will ask
some qguestions aboui what is going on and how yeu and your
family member/friend are dealing with it. There are no right or
WTONg answers,

RELATIONSHIP WITH THE PATIENT

Clarify the informant’s relationship with the individual
and/or the individual's family.

1. How would you describe your relationship to [INDIVIDUAL OR
TO FAMILY]?

PROBE IF NOT CLEAR:
How often do you see [INDIVIDUAL]?

CULTURAL DEFINITION OF THE PROBLEM

Elicit the informant's view of core problems and key
concems.

Focus on the informant's way of understanding the
individual's problem.

Use the term, expression, or brief description elicited in
question 1 fo identify the problem in subsequent
questions {e.g., “her confiict with her son’).

Ask how informant frames the problem for members of
the sociaf network.

Focus on the aspects of the problem that malter most to
the informant

2. What brings your family member/friend here today?

IF INFORMANT GIVES FEW DETAILS OR ONLY MENTIONS
SYMPTOMS OR A MEDICAL DIAGNOSIS, PROBE:
People often understand problems in their own way, which may

be similar or different from how doclors describe the problem.
How would you describe [INDIVIDUAL'S] problem?

3. Sometimes peaple have different ways of describing the problem
to family, friends, or others in their community. How would you
describe [INCIVIDUAL'S) problem to them?

4, What troubles you most about [INDIVIDUAL'S) problem?

CULTURAL PERCEPTIONS OF CAUSE, CONTEXT, AND SUPPORT

CAUSES

This question indicates the meaning of the condition for
the informant, which may be relevant for clinical care.

Note that informants may idenfify muttiple causes de-
pending on the facet of the problem they are consid-
ering.

Focus on the views of members of the individual's social
network. These may be diverse and vary from the in-
formant’s.

5. Whydo you think this is happening to [INDIVIDUAL]? What do
you think are the causes of his’her [PROBLEM]?

PROMPT FURTHER IF REQUIRED:
Some people may explain the problem as the result of bad things

that happen in their life, problems with others, a physical illness, a
spiritual reason, or many other causes.

6. What do others in [INDIVIDUAL'S] family, histher friends, or
others in the community think is causing [INDIVIDUAL'S]
{PROBLEM]?
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Cultural Formulation Interview (CFl)—Informant Version

STRESSORS AND SUPPORTS

Elicit information on the individual's life context, focusing
on resources, social supports, and resilience. May
also probe olher supports {e.g., from co-workers, from
participation in religion or spirituality).

Focus on stressfil aspects of the individual's environment,
Can afso probe, e.g, relationship problems, difficuffies al
work or schaol, or discrimination.

7.

8.

Are there any kinds of supparts that make his/her [PROBLEM)
better, such as from family, friends, or athers?

Are there any kinds of stresses thai make hisfher [PROBLEM]
worse, such as difficulties with money, or family problems?

ROLE OF

CULTURAL IDENTITY

Ask the informant o reflect on the most salient elements of
the individual's cultural identity. Use this information to
lailor guestions 10-11 as needed.

Elicit aspects of identity that make the problem befter or
worse.

Probe as needed (e.g., clinical worsening as a resuft of
discriminalion due to migration stalus. race/ethnicity
or sexual orientalion).

Probe as needed (e.g., migration-related problems;
conflict across generations or due fo gender rofes).

Sometimes, aspects of people's background or identity can make
the [PROBLEM] better or worse. By background or identity, |
mean, for example, the communities you belong to, the languages
you speak, where you or your family are from, your race or ethnic
background, your gender or sexual orientation, and your faith or
refigion,

For you, what are the most imporiant aspects of INDIVIDUAL'S]
background or identity?

. Are there any aspects of INDIVIDUAL’S) background or identity

that make a difference to his/her [PROBLEM]?

. Are there any aspacts of [INDIVIDUAL'S] background ar identity

that are causing other concems or difficulties for himher?

CULTURAL FACTORS AFFECTING SELF-COPING AND PAST HELP SEEKING

SELF-COPING

Clarify individual's self~coping for the -problem.

12

Sometimes people have various ways of dealing with problems
like [PROBLEM]. What has [INDIVIDUAL) done on hisiher own
to cope with his/her [[PROBLEM]?

PAST HELP SEEKING

Elicit various sources of help {e.g., medical care, mental
heatth treatment, support groups, work-based coun-
sefing, folk healing, refigious or spiritual counseling.
other aftemative healing).

Probe as needed (e.g., “What other sources of help has
he/she used?").

Clarify the individual's experience and regard for pre-
vious help.

13,

Often, people also look for help from many different sources,
including different kinds of doctors, helpers, or healers. In the
past, what kinds of treatment, help, advice, or healing has [IN-
DIVIDUAL) sought for his/er [PROBLEM]?

PROBE IF DOES NOT DESCRIBE USEFULNESS OF HELP
RECEIVED:

What types of help or treatment were most useful? Not useful?
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Cultural Formulation Interview (CFi)—Informant Version

BARRIERS

Clarify the role of social barriers to help-seeking, access
{o care, and problems engaging in previous trealment.

Probe details as needed {e.g., “Whal got in the way?”),

14, Has anything prevented INDIVIDUAL] from getting the help
he/she needs?

PROBE AS NEEDED:

For example, money, work or family commitments, stigma or
discrimination, or lack of services that understand histher lan-
guage or background?

CULTURAL FACTORS AFFECTING CURRENT HELP SEEKING

PREFERENCES

Clarify individual’s current perceived needs and ex-
pectations of help, broadly defined, from the point of
view of the informant.

Probe if informant lists only one source of help {e.g.,
“What other kinds of help would be useful to fINDI-
VIDUAL] at this time?’).

Focus on the views of the social network regarding hefp
seeking.

Now let's talk about the helg [INDIVIDUAL] needs,

15. Whalt kinds of help would be maost useful to him/her at this time
for hisher [PROBLEM]?

16. Are there other kinds of help that {INDIVIDUAL'S] family, friends,
or other people have suggested would be helpful for himher
now?

CLINICIAN-PATIENT RELATIONSHIP

Elicit possible concems about the clinic or the clini-
cian-patient relationship, including perceived racism,
language barriers, or cultural differences that may
uridermine goodwill. communicalion, or care delivery.

Probe delaifs as needed (e.g., ‘In what way?").

Address possible barriers to care or concems about the
clinic and the clinician-patient relationship raised pre-
viously.

Sometimes doctors and patients misunderstand each other
because they come from different backgrounds or have different
expectations.

17. Have you been concerned about this, and is there anything that
we can do to provide [INDIVIDUAL] with the care hefshe needs?
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Table 5.1 | HOPE Approach to

Spiritual Assessment

H
Spiritual Resources

What are your sources of hope or
comfort!?

What helps you during difficult
times?

o
Organized Religion

Are you a member of an organized
religion?

What religious practices are
important to you!?

P
Personal Spirituality

Do you have spiritual beliefs,
separate from organized religion?

What spiritual practices are most
helpful to you?

E
Effects on Care

Is there any conflict between your
beliefs and the care you will be
receiving?

Do you hold beliefs or follow
practices that you believe may affect
your care?

Do you wish to consult with a
religious or spiritual leader when you
are ill or making decisions about your
healthcare?

Source: Anadarajah, G., & Hight, E. (2000). Spirituality and medical practice: Using
the HOPE questions as a practical tool for spiritual assessment. www .aafp.org/.
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