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Background

Women from minoritised ethnic communities experience
inequalities in access, experience and outcomes of psycholog-
ical therapy. Understanding the factors associated with these
inequalities could inform improvements to mental health
Services.

Aims

To explore therapists’ experiences of providing treatment to
women from minoritised ethnic communities, including insights
on adaptations made at the delivery, content and wider
organisation levels, and to gather suggestions about potential
treatment improvements.

Method

Semi-structured interviews were conducted with 13 therapists
working in two National Health Service Talking Therapies for
anxiety and depression services and who had experience of
treating women from minoritised ethnic communities. Data were
analysed using thematic analysis.

Results

Three high-order themes were identified: incorporating ethnicity
and culture in the delivery of psychological therapies, challenges
associated with delivering therapeutic interventions to women
from minoritised ethnic groups and improvements to services

that could support better access, engagement and outcomes for
women from minoritised ethnic groups.

Conclusions

Findings indicate that therapists viewed cultural adaptation and
cultural sensitivity as important to the delivery of appropriate
care for minoritised ethnic women. Challenges to appropriate
care included limited service resources, communication and
language barriers, stigma and existing access and engagement
inequalities. Therapists suggested that, to deliver high-quality
care and optimise outcomes, improvements are required

in cultural sensitivity training, flexibility of service delivery,
outreach work with communities to encourage uptake

and reduce stigma, support for staff and workforce

diversity.
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Psychological therapists in the National Health Service (NHS) see
patients from a range of ethnic and cultural backgrounds. Women
are more likely than men to access treatment for anxiety and
depression! and, to encourage uptake, address health inequalities
and optimise treatment outcomes, services must be able to meet the
practical and cultural needs of women from minoritised ethnic
groups. While guidance supporting therapists to deliver treatment
for diverse groups exists,>> inequalities in access and experiences of
treatment for people from minoritised ethnic communities
persist,%® as do differences in outcomes.®

The concept of racial or ethnic difference that has influenced
healthcare research and practice throughout history may have
contributed to discriminatory practices, stigmatisation and health
outcome disparities for people from minoritised ethnic groups.”
Mental health inequalities experienced by minoritised ethnic
communities may be due to lack of patient awareness of, and
pathways to, treatment,®!0 the suitability of available treat-
ments'"'? and mental health stigma.!®!** Work to tackle ethnic
inequalities has included a strong focus on cultural adaptations to
treatment, which have been shown to benefit people from
minoritised ethnic groups.’®> Suggestions in regard to improving

care for these groups have included better mental health education
and awareness,'®7 cultural competence training for practi-
tioners'®!? and better service integration (e.g. different healthcare
professionals working more closely together).!¢

Qualitative research exploring patients’ experiences of mental
health care has helped to understand the challenges faced by
minoritised ethnic communities,'® and findings from research
exploring women’s experiences of perinatal mental health
treatment demonstrate the benefits of this work.!>?° In fact, a
considerable amount of research on women’s mental health
outcomes is focused on the efficacy of interventions to address
postpartum- and pregnancy-related mental health conditions.?!~%
Given that women are more likely to be diagnosed with anxiety and
depression and that they are more likely to access treatment and
comply with it once started,? it is vital to ensure that services are
offering the best possible chance for optimal outcomes for women
who seek treatment for these conditions. What is known about how
a person’s ethnic and gender identity intersect to influence their life
experiences,”>*® mental health access, treatment?*?*3 and out-
comes,’ as well as the recognised importance of culture and cultural
influences on these factors,>*3! means that a focus on what can be
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done to best support women from minoritised ethnic communities
to benefit from mental health treatment is of vital importance.

Exploring the experiences of practitioners can also provide
important insights that may help to remedy inequalities®* - for
example, by understanding the experiences of practitioners®*>* and
their views on how treatment can better meet the needs of people
from diverse backgrounds’>* A contemporary exploration of
practitioners’ experiences providing therapy to women from
diverse ethnic backgrounds is warranted, especially since the
proliferation of cultural sensitivity training and increased focus on
addressing ethnic inequalities in mental healthcare in recent years.>

This study aimed to explore therapists’ experiences of providing
psychological treatment to women from minoritised ethnic
communities, including their insights on adaptations made at the
delivery, content and wider organisational levels. The study
intended to gather suggestions from therapists about how treatment
could be improved for women from minoritised ethnic communi-
ties. This research was conducted alongside another piece of
qualitative research that explored experiences of care and suggested
improvements from the perspectives of female patients.?”
Exploration of treatment experiences and improvements from
the perspectives of both clinicians and patients is useful in regard to
a more holistic understanding of issues and care improvement
solutions.

Method

Study design and theoretical framework

A qualitative study was conducted between January and April 2023,
using semi-structured interviews with psychological well-being
practitioners (PWPs; professionals trained to assess and support
people with common mental health problems in the NHS) and
high-intensity therapists (HITs; professionals with further training
who are equipped and accredited to deliver high-intensity therapies
to people with more complex needs in the NHS). A contextualist
approach®® was used to address questions about NHS Talking
Therapies for anxiety and depression (NHS TTad) treatment from
the perspectives of therapists treating women from minoritised
ethnic groups. Interpretations should be considered within the
perspective of the lead author, a female PhD candidate of mixed
ethnicity who is interested in ethnic discrepancies in mental health
care. Reporting was in line with COREQ* (Supplementary File 2
available at https://doi.org/10.1192/bjo.2025.36).

Setting

The study was conducted across two NHS TTad services serving the
boroughs of Camden and Islington in London, UK. The ethnic
diversity of the population across these boroughs***! meant that
they were an ideal choice within which to explore therapists’
experiences of treating people from different ethnic and cultural
backgrounds.

Participants

Participants were recruited from the services using purposive
sampling. Study information was circulated via email to HITs and
PWPs, and expressions of interest were invited from those who met
the following eligibility criteria:

(a) qualified psychological therapist (HIT or PWP) working in
NHS TTad services in Camden or Islington;

(b) experience practising in any NHS TTad service for at least
6 months;

(c) experience treating women from minoritised ethnic
communities.

Therapists who expressed interest were contacted by email
and sent a copy of the Participant Information Sheet. Consent was
taken electronically via form (study materials are provided in
Supplementary File 1).

Development of interview questions

Potential questions for therapists, informed by contemporary
literature and research findings, were brought for discussion to the
Black Asian and Minority Ethnic (BAME) Staff Working Group at
the Camden and Islington NHS Foundation Trust. Following this, a
further draft was developed drawing on developments in cultural
adaptations research.’” The BAME Staff Working Group and the
Trust’s Service User Advisory Group were invited to comment via
email on the questions, the structure of the interview schedule,
missing discussion topics and any other comments. A final draft of
the interview schedule (Supplementary File 1) was agreed between
the research team (L.-L.A., S.P. and J.L.).

Procedure

Participants took part in individual semi-structured interviews with
one researcher (L.-L.A.). Interviews lasted between 45 and 60 min
and were held, recorded and transcribed remotely using Microsoft
Teams.*? Field notes were taken by the interviewer to support with
prompts and track the discussion. Transcripts were transferred to
NVivo 14 software®® for analysis. Participants provided demo-
graphic information and details about their professional role
(including role title and the number of years they had worked in
NHS TTad services) via form (Supplementary File 1). All data
collected were anonymised. Participants were given £15 for their
participation.

Data analysis

The six stages of Reflexive Thematic Analysis*® were followed:
(a) familiarisation with the data, (b) coding of the data,
(c) development of meaningful patterns of data or ‘themes’,
(d) refinement of themes, (e) definition of themes and (f) writing
up. A strength of reflexive analysis is that it requires the researcher
to reflect on the data across each stage of analysis and engage
critically with them, taking into account one’s own position and
biases. A contextualist approach was considered appropriate to
address questions about the experiences of NHS TTad treatment
from the perspectives of therapists who treat women from
minoritised ethnic groups. This approach sits between the essentialist
and constructionist approach, allowing for the acknowledgement of
the ways in which individuals derive meaning and make sense of
their experiences.*® Use of this approach was considered appropriate
for the current study because it focused on the perspectives of a
certain group (therapists) and was conducted alongside another
similar piece of qualitative work exploring the perspectives of
patients;’” this allowed for perceptions and cultural, social and
personal contexts in the interpretation of findings.

Coding was staged. First, important segments within the text
were identified and highlighted during data familiarisation (before
interpretation). A codebook*! was then applied to organise the text
data for interpretation. The codebook was defined from existing
work on cultural adaptations to psychological therapies'® in line with
the interview questions. A hybrid approach of both inductive and
deductive analysis*® was used to embed interpretation of themes into
existing knowledge while allowing for the establishment of any new
codes in an iterative process, as the data were sifted and understood.
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Table 1 High-level inductive and deductive codes developed for text analysis of therapist interview data

Code label
Inductive codes
(a) Experiences providing therapy to ethnically and culturally diverse
patient populations

(b) Strategies and methods used by the therapist that were focused on
the delivery of treatment

(c) Strategies and methods used by the therapist that were focused on
suitability and acceptability of treatment content

(d) Organisation- or service-level aspects of treatment

(e) Improvements that could be made to NHS TTad services to achieve
better access, experiences and outcomes for minoritised ethnicity
women

Deductive codes
(a) General reflections on providing psychological treatment as a
therapist
(b) Therapists' perceptions about ethnicity and culture
() Therapists’ own thoughts, feelings and emotions

NHS TTad, NHS Talking Therapies for anxiety and depression.

Description

Any information given about therapists” own experiences of providing therapy
to ethnically and culturally diverse patient populations, including their
perceptions, observations and challenges delivering treatment to diverse
groups

Details about the strategies and methods reported by therapists that they use
to ensure suitability and acceptability of treatment delivery, including
making cultural adaptations to delivery, developing the therapeutic
relationship, building trust, rapport and setting goals

Details about what strategies therapists report that they use to ensure
suitability and acceptability of treatment, including making cultural
adaptations to content, treatment approaches, materials and resources

Therapist perceptions of how organisation- or service-level factors impacted
their delivery of care in the service, including reflections on the format in
which treatment was provided, how treatment sessions were scheduled
and any other organisational-level factors that therapists feel can influence
patient treatment and outcomes

Therapists’ thoughts and suggestions on improving NHS Talking Therapies for
women from minoritised ethnic communities, including access uptake,
engagement, outcomes, adaptations and changes at the delivery, content
and organisation levels

Therapists’ general thoughts and reflections on being a therapist and their role
as a provider of psychological treatment

Therapists’ own thoughts, views and opinions on ethnicity and culture,
including any mention of views about specific ethnic or cultural groups

Any expression of emotion or feelings from therapists, linked to their own
internal thoughts and emotions

Table 2 Therapist participant characteristics (N = 13)

Approximate
years
practising in
ID  Gender Ethnicity NHS TTad
P.1  Female White: British >10
P.2 Female Asian/Asian British: Indian 1-3
P.3  Female Asian/Asian British: any other Asian <1
background
P.4  Female Asian/Asian British: Indian 3-6
P.5 Female White: other White background 6-10
P.6  Female Black/African/Black British: Black >10
African British
P.7 Male Black/African/Black British: Caribbean 6-10
P.8 Female White: British 1-3
P.9  Female Black/African/Black British: Black 1-3
African British
P.10 Female Other ethnic group: other (not 6-10
specified)
P.11 Female White: British 1-3
P.12 Female Asian/Asian British: Pakistani 1-3
P.13 Female Black/African/Black British: Black 3-6
African
NHS TTad, NHS Talking Therapies for anxiety and depression.

The coding structure is presented in Table 1, and a description of the
stages of data coding in Supplementary File 1.

Themes were discussed between the research team and
validated using a portion of the data (two randomly selected
interview transcripts). Two participants provided input on the
themes and interpretation of results for additional validation. A full
description of the stages of data coding performed by researchers is
provided in Supplementary File 1.

Results

Thirteen therapists took part, 12 of whom identified as female
(92%). Five participants reported their age as between 25 and
34 years (38.5%), four as 35-44 years (30.8%) and two as
18-24 years (15.4%). One participant reported their age as between
45 and 54 years (7.7%) and another chose not to disclose this
(7.7%). Six participants were HITs and seven were PWPs. Further
participant characteristics are given in Table 2.

Themes

Theme 1: incorporating ethnicity and culture in the delivery
of psychological therapies: Figure 1 displays theme 1 and
second-order themes (P number in parentheses refers to the
therapist involved). Therapists discussed being aware of someone’s
ethnicity or culture, and their experiences because of these factors,
as being important to consider when identifying the best approach
to treatment and whether adaptations are needed:

T think the identity factor comes in a lot of ways to the
adaptations I make ... not just in terms of thinking about
anxieties and negative thoughts and recognising, you know, is
this related to an identity factor and is it helpful for me to
dismiss that? ... And I do think one of the things we
underestimate is people’s sense of identity and perhaps that can
actually be even ... a more important factor for individuals
who struggle with their sense of identity because of experiences
and due to ... - racism and discrimination’. (P.11)

Use of culturally congruent terms or reframing talking points in
a culturally sensitive manner was discussed:

‘... language is really important. And I know that there’s a lot
of different ways of just referring to things and within ...
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Fig. 1 ‘Incorporating ethnicity and culture in the delivery of psychological treatment’ and second-order themes.

different cultures and countries and people coming from a
different cultural background will have a preference for the way
they refer to even things like their mental health and well-being
and the terms they use’. (P.11)

Therapists provided examples of when they had made faith-based
adaptations in response to patients’ needs:

‘Incorporating things like reading the Quran, praying, because
BA [behavioural activation] is always about activities’. (P.12)

Faith-based adaptations also factored into organisational-level
aspects of treatment - for example, when the patient might need to
attend their treatment session at an alternative time or day:

. making sure that you are flexible around like the holy days
or festivals ..... (P.4)

The ways by which therapists could address the challenges
associated with awareness and stigma were discussed:

. explaining kind of very thoroughly what the sessions are
gonna involve, because I think a lot of people have quite-
especially they’ve not accessed therapy before and if they’re
from a kind of, minoritised group where mental health is quite
stigmatised, then they might have a very stereotyped vision of
what therapy involves’. (P.8)

Therapists spoke of demonstrating interest in a person’s ethnicity
or culture and their experiences related to that, as part of
developing therapeutic rapport:

‘Unfortunately, we know that some people from
minoritised backgrounds do encounter discrimination, racism.
“Is this something that is important or has happened?” And
then you may wish to ... check in with them’. (P.6)

Therapists commonly recognised that patients might feel more
comfortable working with a therapist with whom they shared the same
or similar identity characteristics, such as ethnicity, culture or gender:

‘... I do think often especially women from BAME
backgrounds . .. because of the shame, a lot of the times, especially
in the Asian community . .. mental health is still not classified as
mental health ... there’s this notion that there is no such thing as
depression when they see an Asian woman as a practitioner ...
giving them a space to talk, it definitely does, I think, behave as the
facilitator, gives them that confidence to talk ... . (P.12)

Also discussed as essential to the therapeutic relationship and
building rapport was the presence of quality interpreters for people
for whom English is not their native language:

‘They [interpreter] can be really helpful in that sense. Like
there was a couple of questionnaires that hadn’t been
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translated into Ukrainian. So, I got an interpreter to kind of
write down the questions ... sometimes they’ll help explain
things about the kind of cultural norms and stuff like
that’. (P.1)

Therapists gave examples of occasions where they thought
supervision had supported their professional growth or develop-
ment around working with diverse groups:

‘... T'had a sort of one-off supervision session with the [position
of person in service removed to maintain anonymity]. And she
was from a minority ethnic group. And she was sort of really
interested in this bit of the critical incident [of the patient] where
there’d been some kind of racism. And she was saying, like, “oh,
tell me a bit more about, you know, the patient like, has she
experienced racism at other times...?”. (P.1)

Therapists often spoke warmly about their experiences treating
people from diverse backgrounds, including that the experiences
were enriching and that they had learned from working with people
from different cultures:

‘... I enjoy working with multicultural groups of people ...
it’s enriching ... it kind of keeps you on your toes. So yeah . ..
I would describe it as quite an enriching experience ... and a
learning experience’. (P.9)

While therapists reflected on their own individual responsibilities
in the provision of good care for people from minoritised ethnic

groups, they also discussed the vital role of the organisation in
supporting them to do so. A manageable workload was one factor
that was considered essential:

T think that’s always hard ... because we’re always- always
doing back-to-back to back appointments, especially as a PWP,
you don’t even have time sometimes in between to think about
even [sic] adaptations’. (P.12)

Also considered important was the organisation enabling therapists
a degree of flexibility with regard to treatment formats, timing and
intervention duration:

T have this other Turkish lady starting ... she’s got mobility
difficulties and the adjustment with her is she wants to
have sessions every other week and she - she can’t come in
every week because of the mobility difficulties, because she
is dependent on others, but also there’s issues with connecting
online because she doesn’t have a laptop and a device’. (P.4)

A multi-ethnic, multicultural workforce was seen as a benefit to
patients who belong to minoritised ethnic groups:

Tm thinking about recruitment and actually having a diverse
workforce that is more reflective of the community that we
[are] working within’. (P.10)

Theme 2: challenges associated with the delivery of therapeutic
interventions to women from minoritised ethnic groups:
Figure 2 displays theme 2 and second-order themes. Therapists



Arundell et al

discussed having limited capacity to engage in outreach and
engagement work that they considered necessary to improve the
uptake of women from minoritised communities:

‘So, I don’t think [name of service] has any presence in those
[communities], so we've ... been trying to kind of set up
something with the Somali community, but we don’t have time.
That's the problem. We don’t have time to kind of see it
through’. (P.5)

Challenges associated with the impact of the COVID-19
pandemic were common:

‘That was our work every day we'd go to different
community centres, offering workshops, making those con-

nections ... Obviously, this pandemic happened, so a lot of the
connections that I had didn’t quite ... things didn’t quite work
out ..... (P.13)

Therapists also discussed the challenges of stigma, including some
patients’ tendencies to focus on physical rather than mental
health needs:

Tvehad ... acouple of assessments where they’ve sort of been
like “I don’t have any mental difficulties, like my difficulty is
purely physical” and the GP picks up on perhaps there is a
mental health side ... Could be there’s a lack of acceptance of
the mental health impact maybe?’. (P.3)

Communication challenges and language barriers were common
issues. In particular, the use of interpreter services was considered
challenging:

‘... there’d be a range of quality in the interpreting, and we’d
find a really good interpreter and then try and book them for all
of the sessions that I had with the patient because it’s good for
continuity ... but then there’d be loads of practical issues
where the interpreting company we used would send someone
different even though we’d requested the same person’. (P.1)

Therapists also spoke of the challenges of exploring personal
difficulties with patients when an interpreter was present:

‘There will be the ones that need interpreters, which makes it
hard in the sessions to explore their main difficulties ... I guess
if there’s a translator — ... or it’s on the phone ... I don’t
know how to explain this, but if it’s like an interpreter in the
session with the client and it’s a face-to-face session, there’s a lot
of facial expressions that would express that you are being
empathetic and you're listening’. (P.4)

There were challenges perceived to be associated with structural
and societal inequalities to access:

‘... Idon’t think ... enough people from ethnic backgrounds
are kind of accessing IAPT services for a few different reasons.
But I'd say once you get over the more, kind of, “getting them in
the door” aspect of things, the barriers there ... again kind of
speaking anecdotally, I find that there has been kind of some
barriers or some issues in terms of getting people actually into
treatment’. (P.7)

Therapists made it clear that their ability to provide adequate care
to patients from diverse cultural and ethnic backgrounds was

dependent, to some degree, on adequate support from those in
positions of leadership:

‘... Ithink with our management team they won’t - they won’t
necessarily generate these things ... It does sometimes feel like
it’s all on our shoulders in, in terms of their equality and
diversity team that I sometimes wonder if I didn’t mention
anything, would it ever be talked about’. (P.5)

Theme 3: how to improve treatment for women from
minoritised ethnic groups: Figure 3 displays theme 3 and
second-order themes. This theme was further broken down into
third-order themes for deeper exploration, to extract actions that
therapists suggested could improve treatment for women from
minoritised ethnic groups. Under each second-order theme
are third-order themes presented as suggested improvements
(Table 3).

Cultural adaptation and cultural sensitivity

Commonly suggested improvements regarding cultural adaptation
and cultural sensitivity included how ethnicity and culture are
explored early in the assessment and treatment processes:

‘Diversity ... should be taken into account when it comes
to their mental health and I would always be interested in
asking within assessments about how clients feel their
diversity characteristics may impact their mental health
and their well-being, and whether historically or cur-
rently’. (P.11)

Improvements to cultural sensitivity and awareness training for
staff and managers were considered necessary:

going back to that idea of education, training for the
provider is really important because I think a big thing that
contributes to outcomes is feeling that your therapist doesn’t
understand you and there’s not that sort of connection for them
to appreciate, sort of where youre coming from with the
difficulties you're having’. (P.11)

Several therapists (n =5, 38.5%) made explicit reference to the
BAME Positive Practice Guide:*

T know the positive practice guide and I've read through
that that'’s quite helpful actually to get like generic
guidelines on how to adapt the sessions, including the length
of the sessions’. (P.4)

Service availability and delivery

Improvements to interpreter processes and services were common
suggestions:

‘... maybe a bit more of a policy in terms of how we manage
interpreting with different languages ... so that we all know,
I guess like a structure in a way’. (P.8)

The issue of greater flexibility in how services are delivered to
improve patient experience, engagement and potential outcomes
comprised several suggestions. These included therapists being able
to offer longer sessions depending on need, and this was often
related to challenges working with interpreters:

‘... I had to do this one specific assessment using telephone
interpreting ... in the 50 minutes I wasn’t able to do the
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Table 3 How to improve treatment for women from minoritised ethnic groups: second- and third-order themes from therapist participants

Theme: how to improve treatment for women from minoritised ethnic groups
Second-order themes Third-order themes: suggested improvements

Cultural adaptation and sensitivity e Adapt how culture and ethnicity is explored initially in the assessment and treatment processes
e Increase cultural sensitivity and awareness training for staff
e Use existing cultural adaptation and cultural sensitivity guidance and resources
e Create readily available materials that are inclusive, diverse and relatable for different minoritised ethnic groups
Service availability and delivery e Make changes to interpreter and translation processes and services
* Allow more flexibility in how services are delivered (e.g. being able to offer longer sessions, patient-preferred format
of online or face to face or extend the number of sessions)
o Collect data and use these to inform service delivery
o Use research findings to support and improve practices for minoritised ethnic groups
e Increase the availability of alternative services and treatment options to meet patient need
Outreach, uptake and o Work with communities to combat stigma
engagement o Support early intervention
e Focus more on psychoeducation as a part of the early treatment process
o Actively engage in service promotion, community linkage and increasing awareness
o Target specific demographic groups and communities

Team and staff support * Make use of supervision, staff groups and reflective spaces
e Empowerment and support for staff from the managerial and leadership levels
Workforce e Increase and showcase diversity in the workforce

» Allow patient preference for the therapist providing treatment (e.g. gender, culture or ethnicity matching)
o Attract bilingual therapists (people who are trained and who can speak different languages)

Cultural
adaptation and
cultural
sensitivity

Team and staff Outreach and

support uptake
How to improve
treatment for
women from
minoritised ethnic
groups
Service
availability and Workforce
delivery

Fig. 3 'How to improve treatment for women from minoritised ethnic groups’ and second-order themes.

questionnaires, which is a requirement ... if we could get like helping clients. But I think when you need firstly to kind of
maybe 1 and a 1/2 hours instead of 50 minutes for a session socialise the client to CBT. (P.13)
with that interpreter, having that flexibility’. (P.4)
There were also suggestions made regarding flexibility in the
Therapists also suggested that flexibility in the number of sessions  structure of treatment, depending on need:
they provide could be beneficial to some patients:
‘... let’s say we have three to six half an hour sessions but

‘... if it was a standard to ... have a bit more ... even just instead of three to six half an hour sessions we might do like [a]
having seven to eight sessions ... because six sessions is very fifteen minute session every week? So, it’s not too overwhelm-
brief ... T've seen amazing things it’s done ... in terms of ing for them’. (P.12)
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Therapists felt that the offer of different treatment formats was
beneficial and could be more consistent:

‘... were having face to face sessions because she said she
would prefer that because of the language barrier and she’s fine
face to face ...’. (P.4)

Some therapists expressed ideas they’d had about providing therapy
in group formats for specific communities of women:

T think offering groups and for ... people from different
minoritised groups ... especially for women. Yeah, it’s group
sessions. It could be based on ethnic background and more
specific problems for women from particular backgrounds ...
they can be incredibly healing ...’. (P.10)

There were suggestions about alternative routes or pathways to care
for underserved women:
... it’s very related to access ... I mean, aside from the
general routes of GP, self-referral ... there aren’t really any
routes that 'm aware of . .. specifically helping my minoritised
. women access our service ... it would be good to see
maybe specific pathways that ... inform minoritised women
about our services ... more of a pathway to be set up at service
level in terms of that’. (P.8)

Outreach, uptake and engagement

Therapists suggested how services could better target specific
communities of women at risk of being underserved by mental
health services:

‘... you know when you’re doing your advertising and stuff
like ... is a Black person, particularly a Black woman, maybe a
Black woman of a particular age are they kind of
represented? Are you kind of, in the community spaces? ...
Maybe like ... if you can do projects in Black Barber shops, can
you also do them in like Black salons?. (P.7)

Therapists recognised that combating stigma was essential to
increasing uptake and engagement with mental health services, and
suggested that this could also be tackled with outreach into
communities:

. workshops and stuff in the community to kind of reduce
some of that kind of fear of having to kind of access a
service’. (P.2)

Therapists also discussed the need for improved psychoeducation
as part of the early treatment process to tackle stigma, and
emphasised that educating communities on mental health and
normalising help-seeking were essential parts of the process to
improve engagement:

‘... start the intervention by doing some psychoeducation and
then we move on to — and what the intervention actually is, and
I think we almost need to stay in that kind of psychoeducation
phase for a little bit more just to kind of understand, reduce the
stigma’. (P.3)

Workforce

It was a belief commonly held that demonstrating and showcasing
diversity in the workforce would facilitate uptake and engagement
for minoritised ethnic women:

«

although I say yes, we've got colleagues and
practitioners you know that that are from BAME background
but ... there isn’t enough still ... I think it’s been increasing
over the past few years ... there’s been more recruitment into
trying to make sure ... that we have a diverse workplace ...
But it’s harder sometimes in some services there might not be a
lot of people from BAME backgrounds’. (P.12)

Patient preference to be seen by a therapist with certain
characteristics was discussed:

‘... do they need a different therapist? Do they want to have
a therapist that relates more to -? That question is never
asked. So that question is actually not asked during, you
know, a lot of assessment templates, like would you prefer to
have a therapist from a similar cultural background to
you?’. (P.12)

Despite some varying opinions on ethnic, culture or gender
matching, there was a general consensus among therapists that
there might be some benefit to asking patients about whom they
may prefer to work with:

‘Sometimes it’s more about who they might not want to work
with, and I guess I tried to make it feel as safe as possible ...
“What would help you feel safe?”. (P.10)

However, it was acknowledged that some patients might prefer not
to be seen by a therapist with whom they share a cultural or ethnic
background:

‘... I think there’s an assumption that somebody will benefit
from having somebody who is linked with their ethnic
background and provide the support they’re looking for. But
actually, it can certainly - and I've seen it go the other way
where actually, like, [it] can make people more uncomfortable if
mental health is viewed in a specific way’. (P.11)

A particularly common workforce improvement centred around
efforts to recruit bilingual therapists to the service:

‘... I think it would be good if we could maybe encourage like
people who speak different languages to offer services in their
native language if they were to feel comfortable doing so,
because I think as well as one thing going for therapy ...
I think that would be good to kind of encourage or maybe
provide more support for staff to offer those kinds of
things’. (P.8)

Team and staff support

Improvements regarding team and staff support included oppor-
tunities for closer working with colleagues to share resources,
experiences and learning:

‘... even like speaking to colleagues ... - and share resources
with them like ... what would you recommend for this
particular client ...? And ... share resources amongst us as
well would be quite helpful have like shared BAME
resources’. (P.13)

Finally, therapists also made suggestions about how they felt they
could be better supported and empowered by those in managerial
and leadership positions:



How to improve psychological treatment for women from minoritised ethnic communities

I think there needs to be more training on how managers can
be more culturally competent as managers ... I do think these
things trickle down to the care that we provide’. (P.10)

Further detail on themes, subthemes and supporting quotes is
presented in Supplementary File 1.

Discussion

This study presents a qualitative exploration of experiences of
therapists providing psychological treatment, with a focus on their
experiences treating women from minoritised ethnic communities.
Although this study was conducted with just two services, the
findings resonate with existing cultural adaptations and mental
health service improvement literature, and highlight actions that
therapists themselves, as well as those in leadership and decision-
making positions, could take to improve care for underserved
groups of women.

Therapists recognised the well-evidenced value of incorporat-
ing ethnicity and culture into psychological treatment, especially
when working with people from diverse cultural backgrounds.!>4¢
Cultural competence and the ability to display cultural sensitivity
were considered particularly vital skills, corroborating previous
research.!®1%35  Similar research that included a qualitative
exploration of therapists’ perspectives on ethnic inequalities in
NHS TTad services was conducted with a broader sample of
participants from regions across England.”’ Findings from this
research align with the current study in highlighting the importance
of cultural sensitivity, proactively discussing cultural issues both
with patients and in practitioner supervision and integrating
culture into the therapeutic process. Although therapists spoke
often about cultural sensitivity and having awareness of how a
person’s ethnicity might influence their experiences, identity and
therapeutic rapport, issues regarding racism and discrimination
were only minimally discussed. Even where structural and
organisational barriers perpetuating inequalities were raised by
participants, racist and discriminatory practice was not a key theme
in this study. This contrasts with other research exploring ethnic
differences in mental healthcare where systemic and structural
racism were found to be key factors in service failures for people
from minoritised ethnic communities.*®

Many of the suggested improvements focused on the actions
therapists themselves could take to improve treatment delivery,
such as making efforts to utilise existing cultural adaptations
resources and actively displaying cultural sensitivity in early
interactions. In addition, several improvement suggestions were
aimed at the services or wider organisation (the NHS Trust) and
their responsibility to provide the training, support, infrastructure
and processes needed for therapists to deliver culturally sensitive
care.® Organisational-level adaptations are shown to have a
beneficial influence on outcomes for minoritised ethnic communi-
ties'® and therapists picked up on this notion, raising improvement
suggestions such as enabling more flexibility in treatment format
(i.e. remote, via telephone- or internet-enabled technologies and in-
person treatment options), session timing and intervention
duration. Providing treatment in a variety of formats is
recommended in treatment guidance,3 and research has shown
that clinicians appreciate the value of remote treatment.*’ However,
therapists in the current study were cognisant of the limitations of
remote treatment®® and recognised differences in its suitability for
different people depending on their individual needs and
resources.”!

Therapists considered improved psychoeducation, which is a
vital component of many forms of psychological therapy,”>** as
particularly important for women who are not familiar with mental

health treatment or who may be concerned about stigma. While
psychoeducation and familiarisation fall within a therapist’s set of
responsibilities, therapists recognised that this could not be
achieved in the absence of support from the service to allow for
longer treatment sessions or an extended period of treatment where
needed.

All therapists referenced improving outreach or increasing
awareness. The value of outreach to underserved communities is
reported extensively in the mental health literature.>*>
Engagement and uptake are also linked to addressing stigma,*
which was another challenge raised by therapists in this study.
Again, the requirement for the organisation to provide the
infrastructure to ensure that therapists have the time and
resources to engage in outreach work, either by ensuring a
sufficiently large workforce or developing specific roles responsi-
ble for community linkage, is emphasised by the findings of this
study. One significant workforce-related improvement focused on
the attraction and recruitment of culturally and ethnically diverse
therapists and those who could provide psychological treatment in
languages other than English.

Many of the findings from this study of therapists are
corroborated by a qualitative study with female patients from
minoritised ethnic communities, which explored their perspec-
tives on how to improve psychological treatment within NHS
TTad services.”” Across both qualitative studies, suggestions arose
about allowing for patient preferences for the therapist providing
their treatment. While ethnic and culture matching were
discussed in both, views as to whether this would serve as a
facilitator or a hindrance to improved care were varied. This is in
line with existing research that has shown ethnic matching to be
highly variable.”® While ethnic matching views were varied, there
is general consensus across both studies around gender matching
and giving patients a choice about the gender of the therapist they
are going to see. For female patient participants, relatability of the
therapist was raised as an important factor and tended to be based
on perceptions of the therapist’s identity characteristics (such as
age and gender).”” As with ethnic matching, the research on the
benefits of gender matching in psychotherapy is inconclusive,”-
yet offering this to patients was seen as a vital improvement that
services could make to improve care for minoritised ethnic
women.” Several patients reported that they considered having a
female therapist as essential to their treatment, especially in cases
where they had experienced previous traumatic experiences
with men.?’

This study contributes to the existing evidence on the need for
improvements to psychological therapy services to optimise
treatment for women from minoritised ethnic communities. The
study provides evidence of the importance of incorporating culture
and ethnicity in treatment, the challenges associated with delivery of
treatment to minoritised communities and suggested improvements.
The findings suggest that therapists are aware of many of the issues
that commonly impact access, engagement and outcomes for
minoritised ethnic women, but that they also recognise the solutions
that could contribute to positive changes. Improvements to mental
health services rely upon therapists’ competences and abilities, as well
as support from those in leadership and decision-making positions to
implement changes and adaptations. Important factors include
ensuring that there is flexibility in how services are accessed and
delivered, a stronger focus on outreach and increasing awareness,
provision of strategies to remove language and communication
barriers and increasing workforce diversity and representation.
Although the study was focused on minoritised ethnic women using
NHS TTad services, many of the suggestions are generalisable across
genders and treatment settings. As such, the findings have the
potential for wider clinical application and utility.
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Limitations

The sample was limited to 13 participants, of whom 12 (92%) identified
as female. While the vast majority of therapists in NHS TTad services
are female (80%),% the paucity of male participants means that the
study was not able to hear the voices of an important group of
therapists. Similarly, there was little representation of older working-age
therapists. The recurrent emergence of themes suggested that data
saturation was reached, although it is possible that higher numbers of
male and older participants may have presented additional views.

The sample was taken from two NHS TTad services covering
Camden and Islington, both of which are ethnically and culturally
diverse areas, housing large populations of international students,
recent immigrants and refugees. The limitations of the general-
isability of findings to services operating in regions with starkly
different population demographics should be noted. The generally
positive perceptions and experiences of NHS TTad expressed by
therapists in this study could be a reflection of service provision in
these London boroughs specifically, where the services may be
particularly well delivered and well received compared with NHS
TTad services in other regions. The study recruited an ethnically
diverse sample of participants, and the majority of therapists (77%)
reported belonging to a minoritised ethnic group themselves;
nationally, the NHS TTad workforce is predominantly comprised
of White or White British individuals.” While it was not possible to
obtain an accurate breakdown of workforce ethnicity by service,
Trust-level data from the NHS Workforce Race Equality Standard
show that London has the highest percentage of Black, Asian and
minoritised ethnic (BME) staff compared with other regions of the
country.®® The ethnic diversity of the practitioners sampled is likely
to have influenced their perspectives on culturally appropriate
treatment, their views about service delivery for minoritised ethnic
communities and, as such, the inferences drawn.

Transcripts were not double-coded, although the codebook was
developed based on existing research and was independently applied
to a sample of randomly selected transcripts by two researchers.

Interviews were conducted remotely using Microsoft Teams, a
method chosen due to COVID-19 restrictions when the study was
designed. While remote interviews provide benefits such as
accessibility and efficiency, interviews conducted remotely may
yield different findings than face-to-face interviews."!
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