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Abstract 

The lack of a cross-culturally valid framework and assessment instrument has limited research on cultural variations in perceptions of distress. This article describes the empirical development of a new instrument to explore cultural variations in perceptions of distress - the Barts Explanatory Model Inventory. In stage 1, qualitative analyses of culturally diverse lay accounts identified common cross-cultural items and themes and stage 2 developed and tested an instrument on the basis of this work. It was found that cultural variations in perceptions could be described according: somatic, mental and behavioural themes regarding the identity of distress; psychosocial, spiritual, behavioural, natural, physical and economical causes; self/ mental, physical, behavioural, social and financial consequences and self/ behavioural, informal social, medical, alternative and spiritual treatment/control.  The tool possessed good reliability and validity. Preliminary findings indicate that cultural variations in perceptions of distress can be comprehensively assessed with the BEMI. 
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Background

Recognition of distress is problematic for clinicians (Vazquez-Barquero et al., 1997; Kessler, Lloyd, Lewis, Gray, & Heath, 1999) in particular for patients of diverse cultural groups or ethnic minorities (Mumford, 1992; Odell, Surtees, Wainwright, Commander, & Sashidharan, 1997). Three examples of distress are described to illustrate cultural variations in perceptions and manifestations of distress: 1) An Ethiopian woman complaints of ‘having a snake in her leg’, an idiomatic expression for having problems with her mother in law. (Schreiber, 2001). 2) In Israel, an ultra–orthodox Jewish man witnesses a serious traumatic accident. He later complains of an intrusive image following him around, weakening his ability to concentrate at work and evoking feelings of guilt and anxiety (Witztum & Goodman, 1999). 3) A Puerto Rican matriarch’s screaming and physical violence is seen to be an ‘appropriate’ distress response when she hears that a family member was diagnosed with severe illness (Guarnaccia, Rivera, Franco, & Neighbors, 1996). Perceptions of distress and its treatment seem to be influenced by both individual idiosyncratic and culturally bound symbolic rules that vary widely between different ethnic and cultural groups.  

The increasingly multicultural world order (Marsella, 1998), with globalised concerns about the environment and health, has placed many new challenges in front of health professionals. Professionals working in multicultural settings must be able to communicate and understand a wide range of cultural idioms and expressions of distress, if they are to effectively offer assessment and intervention. Communication across cultures and understanding the expressions of distress is rarely easy, even if linguistic differences are overcome through interpreters. Problems in health care work across cultures are not only confined to the assessment of and recognition of distress, but also to the treatment – how to offer interventions that will be seen as appropriate, and therefore will be taken up without violating cultural taboos. This task can seem daunting to the average clinician working in urban areas, where the number of cultural and linguistic groups may be so great that this precludes any in-depth understanding of a patient’s group culture prior to meeting them in a consultation. A comprehensive assessment of individuals’ ‘perceptions’ of distress, what health psychologists call their ‘illness representation’ (Leventhal et al., 1997) or medical anthropologists call their ‘explanatory model’ (Kleinman, 1980) pertaining to cultural differences is needed by clinicians and health service planners. Research on cultural variations in perceptions of distress is potentially beneficial for health service evaluation to determine why the pathways to health services are so different for individuals from diverse cultural groups (Bhui et al., 2003). 

Current Assessment of illness representations and explanatory models

To determine how one might best assess cultural variations in perceptions of distress, help-seeking and evaluation of services, a brief review of the current instruments was produced. Assessment of explanatory models in medical anthropological research, (e.g. the Explanatory Model Interview Catalogue - EMIC (Weiss et al., 1992), Short Explanatory Model Interview SEMI - (Lloyd et al., 1998)), show strong validity among the groups in which they have been used, but are not always suitable for large scale surveys, or suitable for routine clinical practice because of the time taken to complete them, difficulties in making coding decisions and a need for qualitative analyses, or the enquiries only relating specific disorders or specific components of the patients explanatory model. The Mental Distress Explanatory Model Questionnaire (MDEMQ - (Eisenbruch, 1990) is quickly administered, but is limited to assessing only perceptions regarding the cause of distress. Furthermore it does not measure how people feel about their personal distress, but rather evaluates individuals’ abstract understanding of mental distress.

When considering the common illness representation assessments (the IPQ or its revised version (Weinman, Petrie, Moss-Morris, & Horne, 1996; Moss-Morris et al., 2001) they do not seem very useful in assessing perceptions of distress, since they were developed with a focus on physical illnesses. Distress on the other hand is a mental condition that is often experienced by individuals with common mental disorders (e.g. Anxiety disorders or Depression), but it is also an emotional response to physical illness and other disturbing life situations. 

Furthermore although Weinman et al (1996) contend that a short preliminary enquiry is useful to enhance the quality of the data elicited by the questionnaire, most research using the measure has published questionnaire data alone and the ‘preliminary interview’ appeared to have never been standardised. Used without any form of interview data, the IPQ seems not as useful to document cultural variations as it measures perceptions regarding consequences, control/ cure and timeline by agreement with statements. Individuals are asked to agree or disagree for example whether they feel that they can or cannot control their condition and/or whether it is serious or not. For clinical work and cultural health service research, however, it seems more important to explore how patients understand the severity of their distress and how they would expect it to be controlled or treated rather than if or whether.    

It appeared therefore necessary to develop a new methodology that assesses cultural variations of perceptions of distress a) in a comprehensive way; b) with a focus on culturally determined perspectives and c) that possessed feasibility for use in survey research or clinical settings; i.e. one must be able to administer and interpret the data in a short period of time.  The research aim was therefore to evolve a cross-cultural framework and assessment instrument to determine cultural variations in perceptions of distress. A selection of world literature accounts on mental distress was qualitatively analysed to determine whether cultural variations can be captured according to common lay themes. To further structure the process it was decided to consider perceptions regarding the identity (what it is), the cause, the course or timeline, the consequences and the treatment of distress. These five domains were previously identified as the most common components of illness schemas or perceptions in lay accounts (Lau & Hartman, 1983; Leventhal et al., 1997; Kleinman, 1980) and seem to be at the core of all illness perception assessments (Bhui & Bhugra, 2002). 

This article will describe the development of a new tool in stages. In stage 1 the methodology by which the world literature was selected, analysed and findings will be presented and how their reliability was established by triangulation. In stage 2 it will be described how the BEMI was designed, how reliability and validity were established and how it performed in preliminary work.  

Stage 1 

Methods

a) Literature Search

A literature search was conducted to identify anthropological, psychiatric, psychological and sociological accounts of distress. The literature search strategies were developed with the help and support of the medical librarian from Barts & the Royal London Medical School and other librarians from the University of London library (Senate House). Firstly, bibliographic literature searches were conducted using the following databases: Anthropology Index Online, Anthropological Literature, BIDS (ingenta), Embase, International Bibliography of the Social Sciences, Medline/PubMed available on Ovid, PsychINFO available on Ovid, and Web of Science. Further formal searches were conducted on other internet based search engines e.g. BioMednet, BMJ, JPET, Social Science and Medicine abstracts, American Journal of Psychiatry, American Psychological Association and other publishing engines. No limit (e.g. publication year, number of accounts per cultural group) was set on these searches and terms included EXPLANATORY MODEL (S), ILLNESS REPRESENTATION (S), DISTRESS, DEPRESSION, MENTAL HEALTH, BELIEF(S), UNDERSTANDING, PERCEPTION (S), TREATMENT, HEALING,  IDENTITY, CAUSE, CULTURE, RACE, ETHNICITY. 

The abstracts of these references were read to establish relevance and were assessed against inclusion and exclusion criteria that have been summarised in table 2. The two inclusion criteria were: a) they must contain a detailed description of at least one individual’s perceptions of mental distress; b) they must refer to qualitative anthropologists’ accounts, psychiatrists’ case studies and ethnographies. For example in Dein & Sembhi’s description of five individual cases (Dein & Sembhi, 2001) and their help-seeking behaviour two of five cases met the inclusion criteria as they were focussing on individual accounts of distress. The criteria to exclude articles were: c) Group analyses in which the experiences of individual cases could not be discerned (for example, British Caribbeans (Littlewood & Lipsedge, 1988); d) quantitative cross-cultural comparisons; and e) articles featuring so called psychotic illnesses. f) Articles that focussed on selective aspects of distress, such as stigma or somatisation, were inspected only to get background knowledge of the field, but were excluded as material for the analysis. Articles were obtained from the University of London libraries and the British Library.

Hand searches of the following journals were also conducted: Social Science and Medicine; Transcultural Psychiatry; Journal of Cross-Cultural Psychology; Culture, Medicine and Psychiatry; Medical Anthropology; Medical Anthropology Quarterly; Anthropology & Medicine, and the Journal of Mental Health. Scanning reference lists of already obtained articles has also helped us to identify additional articles. We developed a reference database of 1128 articles on descriptions of distress, from which 40 article (containing 86 accounts) met the inclusion criteria. In order to avoid a dominance of particular cultures (e.g. Asian), which were more often reported in the literature than others, it was decided that no more than 5 accounts would be considered from one cultural group. 






Table 1 about here

b) Qualitative Analyses

Interpretative Phenomenological Analysis (IPA) was chosen to make sense of the data. IPA contrasts with discourse and conversation analysis by being less sceptical of mapping ‘verbal’ reports onto underlying cognitions. IPA argues that to be able to say something about individuals’ cognitions we must assume that cognitions are related to discourse. 

According to IPA guidelines (Smith, Jarman, & Osborn, 1999) text was firstly dissected into items and it was then proceeded to look for connections, which were noted by developing diagrams or schematisations (Young, 1982) of the accounts. For each literature account a schematisation (Young, 1982) of the individual’s distress was drawn (see table 2 and figure 1 for an illustration). There was no predefined structure and each figure was constructed to represent the entirety of individuals’ perceptions. These sketches of individual perceptions were produced to illustrate differences in the lay and professional understanding and also to ensure that all five domains were taken into consideration. The process of classifying specific expressions of distress or beliefs into specific categories was dependent on the narrative, and the relations that the text suggested between items or phenomena. For example in the text Gopal explained that he had a physical illness caused by accumulation of bile. Physical illness was therefore firstly identified as an ‘item’ for identity/ complaints and accumulation of bile as a ‘lay cause item’. In a second step, these items were categorised in conceptual clusters leading to more abstract themes. This was achieved by reflexive comparisons aiming to identify similarities and differences between individuals and cultural groups. The differences were described in lay language without adopting pre-existing distinctions. An initial analysis of twenty articles yielded fifteen categories. The framework was expanded, where expressions of distress did not fit into any of the pre-existing categories. The extracted categories were concomitantly built into a comprehensive framework of perceptions of distress until saturation was reached, and no further categories were found to be necessary. 

c) Triangulation of the Qualitative work

To make sure that the work was replicable and transparent and made sense from a common lay perspective it was decided to triangulate the findings independently and by means of a different qualitative technique. Therefore an independent health psychologist, who had not been involved in the research process, was not trained in mental health and had no clinical professional knowledge of distress was asked to triangulate the findings with a functional deductive content analysis (Mayring, 2000). Interrater reliability between the first author’s classification of themes and the independent researcher was established by calculating Cohen’s Kappa.

Stage 1 Findings of the Qualitative Analyses 

The findings are displayed in table 3. The first column lists on the left examples of observed perception items and on the right they have been conceptually grouped according to their conceptual themes. To illustrate the progress from individual account to overarching themes, perceptions of Gopal’s account were highlighted in bold. Twenty three overarching themes evolved from the qualitative analyses. 

1) Identity/ Perceived ‘Symptoms’/ Complaints/ Labels

In the identity domain, cultural variations were observed with respect to the identity of distress that is the complaints/ perceived symptoms which individuals display or associate with distress varied widely. When individuals talk to health professionals about distress, their language ranged from strictly mental expressions such as ‘I am depressed’ to more somatic terminology such as ‘I feel pain’ {Baarnhielm, 2000 1212 /id}. Health professionals who are not familiar with these culture specific (here Turkish) symbolic associations would have difficulty recognising them as emotional or mental problems.   Hence the first distinction was made between somatic and mental identity.

Additionally the identity of distress also manifested itself in a behavioural format (see (Singh, McKay, & Singh, 1998) for a review). This was particularly so among individuals of cultures where self-actualisation or individualism were seen as inappropriate, and who communicated more meaningfully by doing something rather than talking about it (Yeung & Chang, 2002). As an example, descriptions of Bangladeshis’ distress individuals described disturbing behaviour such as screaming, swearing and throwing things, which were identified as pertinent ‘symptoms’ of mental distress.

Perceptions regarding the identity of distress were often interwoven with perceptions of cause as can be seen in the illustration figure three. In the professional perceptions of Gopal’s case, they saw the infection and the major depressive disorder as the identity (Label and the complaints as symptoms) and somewhat the cause of his distress, but Gopal’s account appeared more defined. Classification was only possible when individuals perceived ‘items’ as distinguishable. Three main themes were identified for the identity of distress: a) mental, b) somatic and c) behavioural.

2) Cause / Aetiology

Causal perceptions were the most elaborated of the five domains. It was found that traumatic events and/or other blows to individuals’ identity and social world (via interpersonal conflicts, loss or abuse) were most commonly described as causes of distress (Rethman, 1999; Bilu & Witztum, 1993). Other explanations included an imbalance of humours, being exposed to poison, viruses or black magic (Weiss et al., 1988; Etsuko, 1991). Natural causes for distress featured changes to the climate, astrological conditions or the wind (Yilmaz & Weiss, 2000). However, lay people also often explained their illness as something that is at least partly due to themselves. Stress, worry or shame, illness or disability were often mentioned as causes for distress (Migliore, 1994; Oquendo & Graver, 1997). Furthermore, substance abuse, lack of spirit or faith, and breaching of moral taboos raise issues of personal culpability and individuals can therefore be reluctant to volunteer these sorts of explanation (Dein et al., 2001; Grisaru, Budowski, & Witztum, 1997).  Other causal attributions deal with a sense of vulnerability to distress based on some individual characteristic such as age, gender, religion, culture, social status or genetic make-up (Migliore, 1994; Storck, Csordas, & Strauss, 2000; Rasmussen, 1992). It appeared that distress was often ascribed to what might be characterised as imbalances, some of which seemed to be intrinsic to the individual (i.e. perceptual, emotional), while some were externally motivated factors (i.e. supernatural, natural, physical and social). Furthermore, it appeared that there were sentiments of feeling powerless or not having the resources or means to deal with issues that bring on distress, regardless of whether they were immunological, genetic, economical, situational or the spiritual power to combat sorcery or ill will. Six main themes emerged: a) psycho-social, b) supernatural, c) behavioural, d) natural, e) physical and f) economic dimension.

3) Timeline/ Course

The temporally anticipated end and course of an illness could be one of the most important motivators to seek help from services (Brown & Segal, 1996). However, the selection of accounts, only sparingly documented these perceptions so that it was not possible to identify themes. Therefore we adopted three common sense themes: a) acute/ curable, b) chronic/ not curable and c) cyclical, relapsing/ remitting.
4) Consequences

In the selected literature, relatively little space was devoted to the description of the consequences of mental distress. As with the causal perception domain, the impression emerged that lay individuals did not distinguish clearly between complaints/ consequences, but rather saw them as the same. Individuals reported, for example, that their role changed and that they were losing status (Migliore, 1994) and it was difficult to be sure whether this was a consequence of being distressed or seen to be part of being distressed (i.e. identity). 

The description helped to explore relations between domains - e.g. ‘Feeling helpless and disabled he missed his family very much’ - see Table 2. This appears to mean that experienced distress led to ‘missing the family’ and is therefore regarded as a consequence of distress. Some perceptions clustered around changes in the person’s characteristics/ personality, while others related to changes to one’s role or behaviour in relation to other people. In the case of Hussein, the account was about his behaviour and feelings in relation to himself and others (Bose, 1997) and a distinction was therefore made between self, behavioural and social. Furthermore, financial consequences were identified, and physical consequences related to items such as pain were mentioned as a result of distress. Our final themes were a) Self/ Psychological, b) Social, c) Financial, d) Physical and e) Behavioural. 

5) Control/Cure/ Treatment

Individuals from different cultural backgrounds have different sets of expectations of treatment or healing. Initially, it seems that many lay individuals try to help themselves by changing their lifestyle, performing rituals and/or taking up exercise (Weiss et al., 1988). With continuing distress, individuals often seek additional help from healing agents. One could differentiate here between informal healers such as family and friends, or formally appointed agents such as medical practitioners, faith healers and traditional healers. General medical practitioners are often consulted to alleviate somatic components of distress by medication, but will also be seen if individuals or their families feel that they need referral to specialist services. On the other hand, faith healers are consulted for spiritual treatments i.e. reading holy scripts, being blessed or receiving rubs with sacred oil (Dein et al, 2001). Some of these individuals were reported to consult astrologers, healers and priests to exorcise evil spirits (Etsuko, 1991). What is referred to as ‘traditional’ healing is often a mix of religious and medicinal interventions and can include giving individuals amulets that contain religious writings, provide dietary advice and herbal mixtures. The choice of external healer seems to be influenced by what is seen as the cause of the problem, but also by cultural norms and situational factors. Individuals from ethnic communities in the Western world also often consult traditional healers with symptoms of mental distress as they can relate to them with a similar worldview and a common language. Accessibility and availability of traditional or medical services will often determine which person or service will be approached for help (Jadhav, Weiss, & Littlewood, 2001). Most lay accounts did not differentiate between the therapy and the people who are responsible for administering it. It seemed important from a professional standpoint however to make this distinction, but also necessary to retain the observed lay categories. Five categories were extracted for the control/cure domain: a) internal (self/behavioural), b) informal external social (family, friends and the community), and c) formal external which can be subdivided into i) bodily medical; ii) bodily ‘alternative’; iii) spiritual and iv) psychological. 

Triangulation results

Conceptual items were coded independently according to the previously established themes and Cohen’s Kappa was computed to establish interrater reliability. For all themes, Kappa was above .8 and ranged from .81-92.   
Stage 2

Development of the Instrument

A combination of both questionnaire and semi-structured interview seemed a better assessment of lay perceptions for a number of reasons. Firstly, short open-ended interviews allow researchers or clinicians to engage with patients / individuals and their concerns by asking them openly how they perceive their mental distress without imposing professional conceptions of disease or disorder. Additional questionnaire assessment allows one to assess how much most common perceptions of the identity, causes, consequences and treatment of distress are endorsed. Furthermore an inventory circumvents the measurement bias that has been reported for individuals using solely questionnaire scales (French, Marteau, Senior, & Weinman, 2002). A new instrument was therefore developed in form of an inventory that included a short semi-structured interview and a ‘questionnaire’ in the form of four checklists. 

Barts Explanatory Model Inventory – Interview (BEMI-I)

The interview contains a short introduction to the interview that made clear that the interviewee was not going to be judged on the information they provided and that participation in perception research was anonymous and confidential. Since there is no right or wrong way that individuals perceive the world, it was important to point this out to decrease defensiveness and suspicion. Answers need not be consistent or rationally related and individuals were asked to respond to each question independently from their previous answers. In order to advise individuals to be honest about their beliefs, they were told that the survey did not want to elicit beliefs from other individuals, but their own. This short introduction was to build a level of rapport with the participant and has been adopted by many health psychology questionnaires (E.g. Multi-dimensional locus of control scale (Wallston, Wallston, & DeVellis, 1978).

To use the results in relation to other mental health assessment tools, it was decided to limit the elicitation to a set timeline. The General Health Questionnaire, a widely used measure for mental health screening, asks individuals to answer the question with regard to the last few weeks, and diagnostic interviews like the CIS-R cover time periods of the last month. The following access question was formulated ‘Did you experience something that stressed you in the past month?’ (Question BEMI- I A). When individuals answered no, alternative prompting questions such as  whether individuals experienced anything that worried or upset them, gave them emotional problems, made them depressed or difficult to function in their life, in the past month could be used. When the answer was yes, individuals were asked about the label that they give this experience (question 1) and how they would describe it (question 2) and what they perceived to be the cause of their problem (question 3). In the next three questions of the interview, individuals are asked about their experienced (question 4) and expected (question 5) timeline, and whether they went through cycles (times) when it has been better or worse (question 6). They were then asked how their distress affected their lives (question 7a) and to list main advantages and/or disadvantages that they experienced since having distress (question 7b). Two structured questions followed that asked individuals whether it had a big or small impact on their life (question 8) and whether the distress affected particular aspects evolved from the literature review (question 9). Individuals were finally asked open-ended questions about how they thought their distress might be resolved (question 10a) or dealt with (question10b). In question 11, individuals were asked who they talked to about their distress and whether this was found helpful or not. The final question (question 12) asked individuals to tell us why they perceived their help-seeking as helpful or not helpful. 

Bart’s Explanatory Model Inventory Checklist (BEMI-C)

The second part of the inventory contains four checklists that resembled somewhat the causal checklist of the IPQ but contained more items. Each checklist (A - identity, B - causes, C – consequences, D – control/cure/treatment) was domain specific and contained items that were previously elicited in the literature review. The instruction for the ‘perceived identity’ checklist (A) was to tick any items (40), if they believed they were they were part of their problem. For the ‘perceived caused checklist’ (B), they were asked to tick any of the items (38) that they believed contributed to their problem. The instruction for the ‘perceived consequences’ checklist (C) was to indicate whether they experienced any of the listed consequences (23) as a result of their problem. Finally the treatment lists 18 options to control or treat distress and asks individuals to say whether the option has been considered (a), tried but not been found helpful (b) or been found helpful (c). The whole instrument is available on the web at ….

Validity and Reliability of the Instrument

The instrument psychometric tests were subsequently examined. The instrument was tested on 10 lay individuals of mixed ethnic and cultural background who completed the inventory 1 day and 7 days apart. Test-retest reliability was good and varied between .775-.988. Validity was examined in a general population sample sampled from GP registers and community organisations (n=362) of three cultural groups (Bangladeshi BA, Black Caribbean BC and White British WB) in the East End of London. Randomly selected individuals (n=124) were invited to come to their GP Surgery to take part in an interview survey about illness, stress and distress. Additionally 14 community organisations were approached in which additional interviews (n=142) were conducted. Cross-cultural content and face validity was established by the work conducted in stage 1, and criterion validity was established by examining association with objective mental distress measures such as the clinical interview schedule revised (CIS-R) and the General Health Questionnaire (GHQ). Answering yes to BEMI–I A (Did you experience something that stressed you in the past month?) and associating it caseness on CISR revealed varying level of sensitivity (24-73%) in different ethnic groups, but good levels of specificity in all groups (93-100%). For the GHQ, sensitivity was better (48% - 66%), but specificity was slightly reduced between (83-93%).  The high levels of specificity indicate that the instrument possessed adequate criterion validity. Further tests have confirmed that perceptions relating to specific themes of causes, consequences and preferences for specific treatment might be even better indicators of high levels of distress i.e. common mental disorder (Bhui, Rüdell & Priebe, submitted). 

It was attempted to establish concurrent validity with the IPQ-R, but its application was very problematic among individuals whose primary language (Sylheti) had no written equivalent (Bangladeshi individuals from the region of Sylhet) and was therefore excluded from the main survey. Concurrent validity needs to be further examined in future research. 

Cultural variations in perceptions of distress

Individuals’ perceptions of distress differed significantly by cultural group on a number of items and overarching theme. The results are listed in table 4. The form of the assessment (i.e. BEMI - Interview Versus Checklist) determined the content and the amount of elicited perceptions. It was found that individuals from White British background varied significantly from the other cultural groups by describing more psychosocial causes for their distress in the interview (BEMI-I F (2, 266) = 11.11, p<.001; Bonferroni Post Hoc p<.001) and viewing more self-directed (BEMI-I F (2, 267) = 19.92, p <.001, Bonferroni Post Hoc p<.001; BEMI-C F (2, 257) = 10.56, p <.001, Bonferroni Post Hoc p<.001) and alternative treatment interventions (BEMI-I F (2, 267) = 8.11, p <.001, Bonferroni Post Hoc p<.001; BEMI-C F (2, 257) = 6.936, p <.001, Bonferroni Post Hoc p<.05)  helpful in both assessment methods. White British also reported significantly fewer spiritual treatment options to be helpful than individuals from ethnic minorities in the assessment by checklist (BEMI-C F (2, 257) = 8.50, p <.001, Bonferroni Post Hoc p<.01).  Bangladeshi perceptions varied significantly from the other two groups in the checklist assessment  a) higher number of somatic (BEMI-C F (2,257) = 11.52, p<.001, Bonferroni Post Hoc p<.001) and mental (BEMI-C F (2,257) = 13.589, p<.001, Bonferroni Post Hoc p>.001) complaints; b) higher number of spiritual (BEMI-C F (2, 257) = 50.11, p<.001 Bonferroni Post Hoc p <.001) and physical causes  (BEMI-C F (2, 257) = 10.74, p<.001 Bonferroni Post Hoc p <.01); and c) higher number of psychological consequences (BEMI-C F (2, 257) = 14.45, p<.001 Bonferroni Post Hoc p <.001). In the interview assessment Bangladeshi perceptions were only significantly different from the other two groups by describing a higher number of physical causes (BEMI-C F (2, 267) = 5.82, p<.001 Bonferroni Post Hoc p <.001) than the other two groups. The perceptions of Caribbean individuals were not significantly different from both groups.

Discussion 

The possibility of a cross-cultural lay framework of individuals’ perceptions of distress was explored by reviewing literature accounts of subjective experiences in culturally diverse peoples. Particular attention was paid to the five established domains of identity, cause, course, consequence and control/cure. The review identified new items and themes, which were used to develop a new assessment tool for perceptions of distress research: the Bart’s Explanatory Model Inventory.  

The qualitative analyses found that identification of perceptions/ beliefs and ordering them according to common themes are not always possible or straightforward. This was mainly due to two factors: a) the reliance on ‘secondary’ literature accounts and b) the unequivocal nature of perceptions and unclear distinction between different domains.

Literature accounts are vulnerable to losing valuable information because of space limitations, faulty summarising and/or documenting of lay beliefs, so that one might criticise the ‘sample’ for lacking validity in the field. The lay literature accounts shared common characteristics with ‘primary’ accounts, suggesting that published accounts were acceptably similar to real life descriptions of perceptions. For example, both primary and secondary accounts link perceptions of identity, causes and consequences in inextricable ways. This phenomenon was reported in a study of White British explanatory models of depression (Jadhav et al., 2001) and our own fieldwork suggests that this is quite a common and problematic issue in the elicitation process by interview.  

Despite methodological conflicts between qualitative and quantitative approaches to assess perceptions of distress (Bhui & Bhugra, 2003), organising perceptions on the basis of conceptual themes appeared to be the most straightforward way to assess perceptions. This method has been shown to be reliable, and valid both from a statistical and a conceptual perspective (Bhui, Bhugra, Goldberg, 2002; McCabe & Priebe, 2004). If professionals are not trained in the history and developments of mental health in different cultures, they can now utilise a new tool to assess perceptions comprehensively and evaluate them across cultural groups. 

The BEMI extends the variety of different assessment methods available to researchers and clinicians by making a short standardised semi-structured interview available - BEMI-I, that can be administered within 20 minutes. The BEMI-C extends the current list of questionnaire tools by focussing on the perceived actual illness experience i.e. what consequences have individuals experienced and what treatments have they sought and do they view these as helpful. The BEMI has enabled cross-cultural research on perceptions of distress by paying particular attention to cross-cultural validity and applicability of the assessment method across cultural groups, but has not been designed exclusively for the assessment of cultural variations. The interview in particular is a generic assessment tool of illness perceptions and the three checklists causes, consequences and treatment are also adaptable to other conditions. Therefore further research utilising the BEMI with different assessment tools would be much welcomed to establish the concurrent validity of this tool.     

Our cross-cultural survey of perceptions of distress showed that individuals of different cultural and ethnic background do indeed differ in their perceptions of distress. The assessment method also appeared to determine the content of the perceptions elicited. Generally it was noted that checklist items were generally more endorsed independent of cultural group, which casts some doubt on the ability to elicit perceptions comprehensively via interview methods alone. On the other hand, it seemed that questionnaires appeared to ‘put perceptions into individuals’ minds’ as highly culturally prescribed perceptions, e.g. the involvement of religious factors as a cause of distress, were only elicited when individuals were assessed by checklist. This is an important finding in illness perception research that we feel needs much careful exploration.  

Finally our survey of three cultural groups showed that although there were probably more cultural similarities in the perception of distress across the different domains, there are also some significant cultural variations. Bangladeshi perceived distress significantly different from the other groups by describing more physical and mental complaints (symptoms) to distress, attributing it to higher numbers of physical causes, and reporting higher levels of psychological consequences than any other group. White British on the other hand reported less physical problems spontaneously, described a significantly higher number of attributions to psychosocial causes and reported mostly self-directed and alternative treatment methods to alleviate distress as helpful and were significantly less likely to view spiritual treatment methods as helpful. These findings seem to offer much help in understanding the cultural variations in help-seeking behaviour of individuals suffering from distress and invite further research of cultural variations of perceptions of distress to develop more culturally sensitive and patient centred services.  
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Table 1  Literature Accounts that were used to develop the cross-cultural framework of distress ordered by geographical region, the name of the individual, the culture and gender, and a brief summary of the content of the article 

	Authors
	Continent
	Accounts name (age in years) Culture, gender indicated by m/f
	Content

	(Pandolfi, 1990)
	Europe
	Maria () Southern Italian f
	Describes strategies how the body is used to communicate stories/ personal narrative/ distress.



	(Migliore, 1994)
	Europe
	Zia Salonia (born in 1920s) Sicilian migrant f

Zia Alfiaca (80y) Sicilian migrant f

Zio Vol (ca 60ys) Sicilian migrant m


	The idiom of nerves in Sicilian Canadian individuals is conceptualised and the ambiguity of the term is identified.

	(Rethman, 1999)
	Europe
	Moite late 30s Russian Koriak f
	By illustration of the story of Moite the social plight of Koriak lives is narrated as a bodily disease.



	{Baarnhielm, 2000 1212 /id}
	Europe
	Sevgi (38y) Turkish f

Hawa (45y) Turkish f
	Describes the understanding of distress in the manifestation of back pain. Migrants did not find a psychiatric understanding as a helpful tool for recovery.



	(Yilmaz et al., 2000)
	Europe
	Mr Osman (22y) Turkish m
	Case description of a young male immigrant in Basel, Switzerland describing the link between pain and distress.



	(Jadhav et al., 2001)
	Europe
	Tom (39y) White British m

Linda (26y) White British f

Jane (23y) White British f
	White Britons explanatory models of depression were explored in a epidemiological survey (3 cases are used as illustrations. 



	(Young, 1982)
	Africa
	Sharona (?) Ethiopean Jew f
	Discusses different conceptualisations of explanatory models and illustrates the complexity of EMs by a case study and schematisation.



	(Ilechukwu-Sunny, 1999)
	Africa
	? (50y) Yoruba Nigerian housewife f

(35y) Nigerian technician m

(40y) Nigerian housewife f

(40y) Yoruba Nigerian lawyer
	Describes the use of psychodynamic psychotherapy in Lagos, Nigeria and challenges generalisations that have been made about African patients.

	(Bilu et al., 1993)
	Africa
	Ezra (young) ultra-orthodox Israeli m

David (29y) ultra-orthodox Israeli m

Sara (late 50s) ultra-orthodox Israeli f

Avraham (35y) ultra-orthodox Israeli m

Nathan (young) ultra-orthodox Israeli m
	Describes the gap between medical reality and spiritual/ sacred reality of the Jewish ultra-orthodox cases. Advocates the use of temporary suspension of disbelief to work with individuals with a culturally sensitive therapy.

	(Rasmussen, 1992)
	Africa
	? (40y) Nigerien Tuareg f
	The experience of Tamazai an illness of the heart and the soul in the Nigerien tribe of the Tuareg.

	Authors
	Continent
	Accounts name (age in years) Culture, gender indicated by m/f
	Content

	(Witztum, Grisaru, & Budowski, 1996)
	Africa
	Yalganesh (43y) Ethiopean immigrant f

Workit (43y) Ethiopean immigrant f
	Culturally bound Ethiopean concept of Zar possession is analysed on the base of cases and an argument is made for it to be culturally derived illness behaviour rather than disease.



	(Grisaru et al., 1997)
	Africa
	Imebet (45y) Ethiopean f
	The possession of Zar phenomenon is demonstrated by a case illustration and should be understood as a culturally bound syndrome.



	(Dwairy, 1997)
	Africa
	Ahmad (18y) Palestinian Arab m

Boshra (31y) Palestinian Arab f
	The cultural appropriateness of self-actualisation of individual needs by therapy is critically examined in relation to Arabic values. 



	(Streit, LeBlanc, & Mekki-Berrada, 1998)
	Africa
	B (46y) Moroccan migrant f
	A clinical case study of a Moroccan migrant in Canada where exploration of traditional models of illness sorcellerie was instrumental in efficient treatment.



	(Ilechukwu-Sunny, 1999)
	Africa
	Mr AC (34y) Nigerian m
	On the basis of a case study the differences and similarities of oedipal anxiety are contrasted. 



	(Masalha, 1999)
	Africa
	Jamal (38y) Arab Palestinian m
	The change of attitudes towards psychotherapeutic is described and an argument is made using the description of Jamal against the adoption of a too culturally oriented approach.



	(Schreiber, 2001)
	Africa
	? (31y) Ethiopean refugee f
	Identifies problems associated with refugees, misdiagnosis and appropriate cultural treatment in the form of purification and traditional healing. 



	(Kleinman, 1982)
	Asia
	? (18y) Chinese student m

? (35y) Chinese physician f

Etc
	Discusses the distinction between disease and illness by relating a lay concept of neurasthenia to the Western diagnosis of depression.



	(Weiss et al., 1988)
	Asia
	Gopal (45y) Indian m

Ramesh (50y) Indian m
	Describe by use of case descriptions humoral traditions and illness perceptions of individuals that come to psychiatric 

hospital in India suffering from distress.

	(Wikan, 1989)
	Asia
	A young lady Balinese f

A woman Balinese f
	Kesambet a cultural syndrome of Balinese people associated with what are generally seen as disallowed emotions.



	Authors
	Continent
	Accounts name (age in years) Culture, gender indicated by m/f
	Content

	(Pang, 1990)
	Asia
	Mrs Yun (67y) Korean Immigrant f

Mrs Baik (65y) Korean Immigrant f

Mrs Kim (73y) Korean Immigrant f

Etc
	Examines the cultural construction of hwa byung – a Korean cultural illness that combines negative life events, distress and somatisation.



	(Ots, 1990)
	Asia & Europe
	? (38y) Cadre Chinese m

? (30y) Worker Chinese f

? (57y) Librarian German f

Etc
	Uses case studies to illustrate the usefulness of traditional Chinese understanding of bodily organs and their link with emotions. Anger with liver problems, anxiety with heart conditions and melancholy with problems of the spleen.



	(Skultans, 1991)
	Asia
	Parubai (45y) Maharashtra (India) f

Bapu (29y) Maharashtra (India) m

Suman (25y) Maharashtra (India) f
	Reports findings of fieldwork in a Manubhav healing temple. Afflictions of the residents differed by gender and hence social standing.



	(Etsuko, 1991)
	Asia
	Michiko (43y) Japanese f
	Describes the process of role transformation, from client to healer in a Japanes woman complaining of fox possession.



	(Barrett, 1997)
	Asia
	Nam (33y) Vietnamese migrant m
	Combined traditional and medical treatment for a patient with a complain of thúộng mã phong an illness associate with being struck by wind.

	(Oquendo et al., 1997)
	Asia
	S (29y) Christian Punjabi f
	Illustrates the cultural diversity and the problem of a Latina therapist in relation to the treatment of a Punjabi patient.

	(Bose, 1997)
	Asia
	Zahra Begum (?) Bangladeshi f

Ali Hussein (15y) Bangladeshi m
	The Bangladeshi concept of possession is described in young Bangladeshi teenagers. Psychosocial problems are enacted in a form that is culturally understood.

	(Cheung & Lin, 1997)
	Asia
	Ms J Chinese Vietnamese migrant
	Illustrates by the case of Ms J the problems of applying culturally bound syndrome to diagnoses as CFS and neurasthenia.



	(Pang, 1998)
	Asia
	Mrs Cha (65y) Korean Immigrant f

Etc
	Psychologisation/ somatisation divide is analysed in elderly Korean immigrants to the US. It is asserted that the more self-directed individuals they psychologise, the more they are directed the more they somatise.



	(Lu, Lee, Liu, Wing, & Lee, 1999)
	Asia
	Mrs D (26y) Sichuan Chinese migrant f

Mr F (30) Hunan Chinese migrant m

Etc
	Mental health problems of Chinese economic migrants moving to the cities and towns. Hospitalisation mostly due to socially intolerable behaviour.

	Authors
	Continent
	Accounts name (age in years) Culture, gender indicated by m/f
	Content

	(Chuengsatiansup, 1999)
	Asia
	Sopha (35y) Thai Kui f
	Describes the occurrence of distress, in response to being exposed to sounds, symbols that have political significance. The body is understood as a cultural form of memory and the senses create a specific mode to relate Kui’ sense of marginality.



	(Yi, 2000)
	Asia
	Anna (27y) Korean migrant f
	Case description of a Korean woman living in the USA that suffers from Shin-Bung (divine illness).

	(Rechtman, 2000)
	Asia
	Ms V (20y) Khmer refugee f
	The manifestation of mental distress in a Cambodian refugee living in France and the resolution of distress by resolution of circumstances.



	(Dein et al., 2001)
	Asia
	Mr D (35y) Bangladeshi m

Mrs B () Pakistani f
	Use of traditional healing among South Asian psychiatric patient in the UK.



	(Hinton, Um, & Ba, 2001)
	Asia
	San  (44y) Khmer refugee f

Sok (48y) Khmer refugee m

Etc
	The Khmer Weak Heart Syndrome characterised by palpitations and fear of dying is illustrated by three case descriptions.



	(Hinton, Hinton, Um, Chea, & Sak, 2002)

	Asia
	Uy (?) Khmer refugee f

Pich (?) Khmer refugee f
	This article describes how certain cultural syndromes increase risk of panic attacks by example of Kyol Goeu (Wind Overload).



	(Yeung et al., 2002)
	Asia
	Mr K (55y) Taiwanese migrant m
	A clinical case description of a Taiwanese father who discipline his daughter physically. Illustrates problems of acculturation to the USA and differing intergenerational values.



	(Hinton, Hinton, Pham, Chau, & Tran, 2003)
	Asia
	Lê (54y) Vietnamese refugee f

Mơ (50y) Vietnamese refugee f

Hương (?) Vietnamese refugee f

Hảo (?) Vietnamese refugee f

Etc


	Being ‘hit by the wind’ is phenomenologically analysed in a Vietnamese refugee sample of a psychiatric centre in the USA.

	(LeVine & Matsuda, 2003)
	Asia
	M (28y) Japanese migrant f
	A differential diagnosis is described and elaborated on with reference to cultural background and values of a Japanese migrant in Australia.



	(Lemelson, 2003)
	Asia
	Pak Nengah (early 50s) Balinese m Pak Wayan (60y) Balinese m

Pak Sudiasih (44y) Balinese m   Etc
	Describes the cultural shaping of obsessive-compulsive disorder in Bali, Indoenesia.



	Authors
	Continent
	Accounts name (age in years) Culture, gender indicated by m/f
	Content

	(Seltzer, 1983)
	Arctic Region
	D.L. (24y) Inuit m

D.N. (19y) Inuit m

A.K. (20y) Inuit m
	Three cases were used to determine psychodynamic factors of spirit possession among the Inuit in Northwestern territories.



	(Farias, 1991)
	America
	Omar (16y) Salvadorian refugee m

Martin (26y) Salvadorian refugee m

Mrs G (72y) Salvadorian refugee f

Mrs P (34y) Salvadorian refugee f

Mrs S (40y) Salvadorian refugee f

Etc
	Narrates the social origins and expressions of distress in Salvadorian Refugees in the US. Violence and trauma as predominant causes and resulting mental problems are patterned by gender differences.

 

	(Oquendo, Horwath, & Martinez, 1992)
	America
	A (18y) Dominican F

B (35y) Dominican F
	Propose diagnostic criteria for Ataquas de Nervios a culturally specific syndrome mainly observed in Spanish speaking people of the Caribbean and illustrates this by two cases. 



	(Lewis-Fernandez, 1996)
	America
	? (50s?) Puerto Rican migrant f
	Another case of Ataquas de Nervios in a clinical case presentation of diagnosis and treatment.

	(Sobo, 1996)
	America
	Margaret (40y) Jamaican f
	Tells of the link between feelings are linked in Jamaican traditions as physical. For example the description of “nerves” as physical rather than socially based disorder.

	(Manson, 1996)
	America
	J (45y) American Indian m
	A cultural clinical case assessment of a complex presentation with multiple problems: trauma, substance abuse, childhood abuse and bereavement.



	(Liggan & Kay, 1999)
	America
	Ms B (40y) African American woman f
	Analyse the issue of cross-race interaction in the therapy, the internalisation of racial models and the possibility to provide effective cross-racial therapy.

	(Storck et al., 2000)
	America
	Eleanor (64y) Navajo f

Rita (47y) Navajo f

Jimmy (62y) Navajo m
	Describes by the use of individual cases traditional, Navajo, Christian and Western biomedical healing their utilisation and helpfulness.



	(Hollan, 2004)
	America & Oceania


	Ted (mid thirties) White American m

Nene’na Tandi (early 60s) Toraja m
	Outlines the development of idioms of distress in relation to one’s personal social and cultural history. 



	(Schieffelin, 1996)
	Oceania
	? (young) Papa New Guinean m

Wani (?) Papa New Guinean f

Gaso (?)Papa New Guinean m

Dibe (young) Papa New Guinean m
	Evil Spirit Sickness is a newly emerging condition that emerged among Bosavi people of Papa New Guinea after a period of intense Christian evangelisation.




Table 2 Gopal’s account

	Weiss MG, Desai A, Jadhav S, Gupta L, Channabasavanna SM, Doongaji DR et al. Humoral concepts of mental illness in India. Soc.Sci.Med. 1988; 27:471-7.
	Domain

	45 year old Hindu Farmer ‘Gopal’ p. 473
	

	
	

	Gopal [….] came to the psychiatric clinic […] complaining of sadness, hopelessness, feeling run down, and problems sleeping. He had been awakening early in the morning and could not get back to sleep. He had no appetite and worried about several somatic symptoms: poor digestion, pains in his belly, belching, and alternating bouts of constipation and loose, frequent, mucous stools. Psychiatrists in the clinic diagnosed major depression, and a routing microscopic examination showed an infection with several species of parasites. […] Financial hardship from staying in the city with his brother, physical disability from his symptoms, and the failure of his herbal self-treatment contributed to his despondent mood. Feeling helpless and disabled he missed his family very much. Doctors became concerned and referred him to psychiatry.
	Identity

Cause

	
	

	Gopal explained that he had a physical illness caused by accumulation of bile (pitta). A surgical procedure , hemorrhoidectomy, 2 years earlier had caused the excess bile. […] He also concluded from tingling sensations in addition to the excess pitta, a lesser quantity of vāta had accumulated in his extremities. He attributed his sadness and other uncomfortable feelings to pitta reaching his brain, but he was more concerned about his physical problems than his mental state; he insisted that even though he was in a psychiatric clinic, he was not crazy (pāgal). Ayurvedic medicine would help, he thought, and he had read about them so he could treat himself with herbs (tamarind and others). He had also restricted his diet to avoid fried, spicy and fatty foods. Despite his interest in Ayurvedic theory and his belief that it was relevant to his distress, he had not previously consulted an Ayurvedic healer.  His attempts to treat himself having failed, but still maintaining that his problem was doe to excess pitta, he presented for allopathic treatment and requested abdominal surgery, because he thought it would provide the fastest cure.
	Lay Identity

Lay Cause

Lay Identity

Lay Consequence/ Identity

Treatment


Bold = Lay understanding
 

Bold Italic = Professional understanding
Underlined  = Lay and professional perceptions/ Unclear Specific Perceptions regarding mental distress and their listed under conceptual themes

Table 3 Cultural variations of perceptions of distress 

	  1) Identity, Perceived ‘symptoms’, Complaints
	Themes

	Cry, Sleep disturbance, Leukorrhea / Semen Loss,  Palpitation/ indigestion

Visual deficiency
	Somatic



	Pain – Back pain, Heart pain, Chest pain, Headache & other aches/ soreness, Fatigue / Feel tired, Nerves / agitation, Crawling sensation, Heat or heaviness in head/stomach/chest, Bodily weakness, Nausea


	

	Dysphoria (feel down), Increased Irritability, Feel nervous/ anxious, Fright
	Mental 

	Lack of concentration, Loss of interest, Worrying thoughts/ torment, Suicidal thoughts, Guilt towards others, Shame of self,  Auditory & visual hallucinations


	

	Withdrawal from social life , Change in role – task fulfilment,Be Violent (towards others), Stop talking
	Behavioural

	Screaming, Swearing, Substance (ab-)use, Change in eating patterns, Be violent (towards things), Obsessive cleaning etc, Neglect of personal hygiene, Irrelevant talk, Suicide attempts
	

	2) Cause/Aetiology
	

	Stress/ overburdening mental capacities,Self –Vulnerable due to…Gender, Age, Culture, Religion, Race, Worry, Guilt Shame
	Psycho-social



	Emotions/Sensations (Excessive discharge of)
	

	Work / Family / Marital problem (s), Isolation, Loss/Bereavement, Racism – Prejudice/ Stereotype Trauma/Shock (e.g. Car crash, war)


	

	‘Destiny’ – Fate (deliberate), Bad luck (random), Ancestors’ spirits, Weakened spirit/ soul loss, Test of faith
	Supernatural 



	Black magic/evil eye, Possession,, Punishment (God) – Taboo Breach, Sorcery (Others)


	

	Diet/Ingestion – Imbalance hot/cold, Substance abuse, Lack of or no sex
	Behavioural 

	Wind/ weather, Climate, Astrology


	Natural

	Illness and/or Disability, Semen loss, leukorrhea, excess bile etc – Humoral imbalance, Bad blood, hot blood, Poison, Virus/germ, Heredity


	Physical

	Financial


	Economic

	4) Consequences 
	Themes

	Increased attention to somatic symptoms/ illness, Go crazy/ Disruptive thoughts/ Interference, Aversive Feelings, Lack of self esteem, Fear for oneself
	Self

	Sick role  - role change, Exclusion from activities, Rejection, isolation, stigma not only for oneself but for whole family, loss of status (individ / family), Violence, Beatings, Incarceration


	Social

	Job Loss, Loss of financial security


	Economic

	Pain, Weight loss, weight gain, Disability 


	Physical

	Substance abuse, Stop Sport and other social, religious activities


	Behavioural

	Healing, management, treatment
	Healer
	Category

	Change diet/ Fast, Keep busy, spend time on a hobby, dance, think, Substance (ab-) use, Coining
	Self
	Self/ 

Behavioural

	Talk, Seek social support (SoS), Socialise


	Family/friends/

community
	Family/friends/community

	Medicine, diagnosis, medication & Surgery, Pharmaceuticals/ medication, Medication + psychotherapy
	GP, Hospital

Psychiatrist


	Medical Bodily

	Herbal therapy

Acupuncture

Relaxation/ massage

Traditional herbal mixtures


	Homeopath

Acupuncturist

Traditional healer
	Alternative 

Bodily 

	Talk therapy (incl. Psychoanalysis), Cognitive Behavioural Therapy, Behavioural Therapy


	Psychologist/

Psychotherapist


	Psychological

	Spiritual object (e.g. taveez) Exorcism, Praying, Chanting

Ceremonial Dancing

Lay hands 


	Faith healer/ Priest

Traditional Healer

(Medicine Man)
	Spiritual


Table 4 Cultural variations in Perceptions (Means) of Distress (group that was significantly different from BOTH groups in post hoc analyses)

	Themes (Number of Items)
	WB BEMI-I (n=105)
	WB BEMI-C (n=97)
	BA BEMI-I (n=79)
	BA BEMI-C

(n=79)
	BC BEMI-I (n=86)
	BC BEMI_C

 (n=85)
	ANOVA (Bonferroni Post-Hoc)

	Elicited Somatic Perceptions of the identity of distress (12)
	.23
	3.67
	.51
	5.58
	.42
	3.46
	BEMI-I    F=3.51, p<.05

BEMI-C  F= 11.52, p<.001

	Elicited Mental Perceptions of the identity of distress (13)
	1.56
	3.86
	1.44
	5.95
	1.36
	3.48
	BEMI-I    n.s.

BEMI-C  F= 13.59, p<.001

	Psychosocial Causes (17)
	1.45
	3.84
	.87
	3.38
	.95
	3.40
	BEMI-I    F=11.112, p<.001

BEMI-C   n.s.

	Physical Causes (8)
	.09
	.32
	.27
	.96
	.12
	.43
	BEMI-I    F=5.82, p<.01

BEMI-C  F= 10.74, p<.001

	Psychological Consequences (7)
	1.69
	2.60
	1.24
	3.83
	1.49
	2.26
	BEMI-I    n.s.

BEMI-C  F= 14.45, p<.001

	Helpful self-directed treatment interventions (7) 
	.80
	2.00
	.11
	1.05
	.45
	1.14
	BEMI-I    F=19.92, p<.001

BEMI-C  F= 10.56, p<.001

	Helpful alternative treatment interventions (4)
	.14
	.69
	0
	.27
	.01
	.54
	BEMI-I    F=8.11, p<.05

BEMI-C  F= 6.94, p<.001

	Helpful spiritual treatment interventions (3)
	.01
	.12
	.10
	.37
	.08
	.39
	BEMI-I    F=4.03, p<.05

BEMI-C  F=8.51, p<.001


Figure 1 Schematization of Table 3 Account described Weiss MG, Desai A, Jadhav S, Gupta L, Channabasavanna SM, Doongaji DR et al. Humoral concepts of mental illness in India. Soc.Sci.Med. 1988;27:471-7. 

Professional understanding of Gopal’s Distress




Lay Understanding of Gopal’s Distress
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= Complaints and Identity 



= Unclear origin Consequence

= action link


= Professional Identity & Cause



= Lay Cause




= cognitive link

= Unclear origin Cause




= Evaluation of Treatment (Preferred treatment and past treatment)

= Professional Treatment































Not Pāgal crazy





Alternating bouts of constipation & loose mucous stools











Belching 





Missed his family very much





Feeling helpless and disabled





Pains in his belly








Alternating bouts of constipation & loose mucous stools











Feeling helpless and disabled





Missed his family very much








Poor digestion





Belching 








No appetite





Pains in his belly





Poor digestion





Accumulation of bile


(pitta), bile reaching the head





Considered and sought Allopathic treatment - Surgery considered as most effective for excess pitta





Problems sleeping 


(Waking early, 


not being able to get back to sleep)














Problems sleeping














Infection with several species of parasites  -


& Major depressive disorder











Restricted diet - No fatty, fried or spicy food





Psychiatry








Hemorrhoidectomy





Feeling run down























Sadness and other uncomfortable feelings








Vāta accumulated in his extremities





Ayurvedic medicine – Herbal treatment with tamarind etc





Hopelessness





Physical Illness – not mental (pāgal)











Sadness











Financial hardship








Physical disability








Failure to self-treat with herbs





Tingling sensations








Financial hardship





Physical disability

















Failure to self-treat with herbs
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